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NOTE TO
RECIPIENTS: CANCELLAT10N OF NUREG/CR-2000

The LICENSEE EVENT REPORT (LER) COMPILATION will no longer
be issued. The last report wi!1 include data for the taonth
of March 1992, Vol .11, No. 3.

Licensee Event Report information is maintained for_the
Nuclear Regulatory Commission at the Oak Ridge National
Laboratory by the Nuclear Operations Analysis Center (NOAC).
This information is maintained in the Sequence Coding and
Search System database which can be searched in a number of
ways to obtain nuclear power plant operating experience data.

Contact W.P. Poore of NOAC to obtain information from this
' database:

W.P. Poore
Nuclear Operations Analysis-Center
Oak Ridge National Laboratory
P.O. Box 2009
Oak Ridge, TN 37831-8065
(615) 574-0325 FTS 624-0325
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Abstract

This monthly repcrt contains Licensee Event Report (LER)

operational information that was processed into the LER data file of
the Nuclear Operations Analysis Center (NOAC) during the one month
period identified on the cover of the document. The LERs, from which

this information is derived, are submitted to the Nuclear Regulatory
Commission (NRC) by nuclear power plant licensees in accordance with
federal regulations. Procedures for LER reporting for revisions to j
those events occurring prior to 1984 are described in NRC Regulatory
Guide 1.16 and NUREG-0161, Instructions for Preparation of Data Entry

Sheets for Licensee Event Reports, for those events occurring on and

after January 1,1984, LERs are being submitted 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 I

pubitshed in the federal Register (Vol. 48, No.144) on July 26, 1983.
NUREG-1022, Licensee Event Report System - Description of Systems and

Guidelines for Reporting, provides supporting guidance and information

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

facility name and then chronologically by event date for each facility.
Component, system, keyword, and component vendor indexes follow the -

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

report, its contents, or LER searches should be' directed to:

W. P. Poore
Nuclear Operations Analysis Center
Oak Ridge National Laboratory
P. 0. Box 2009, Oak Ridge, TN 37831-d065
Telephone: 615/574-0325, FTS Number 624-0325
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1 11 ARKANSAS NUCLEAR 1 DOCKET 50-313 LER 88-024 REV 01
UPDATE ON INADVERTF.NT JARRING OF RELAY SENSITIVE TO MECHANICAL SHOCK RESULTS IN
CLOSURE OF DECAY HEAT REMOVAL SUCTION VALVE AND LOSS OF DECAY HEAT REMOVAL SYSTEM
FLOW.
EVENT DATE: 121980 REPORT DATE: 020791 NSSS: BW TYPE: PWR
VENDOR: GENERAL ELECTRIC CO.

(NSIC 223917) ON DECEMBER 19, 1988 THE DECAY HEAT REMOVAL (DHR) SYSTEM INBOARD
i'

l SUCTION VALVE (CV-1050) CLOSED RESULTING IN A LOSS OF DHR SYSTEM FLOW. FOLLOWING
|

INDICATION THAT THE DHR SUCTION VALVE WAS CLOSING, THE PLANT OPERATOR FOLLOWED
THE APPROPRIATE FROCEDURES TO SECURE THE OPERATING DHR PUMP. ACTIONS WERE THEN
TAKEN WHICH RETURNED THE DHR SYSTEM TO OPERATION IN AFPROXIMATELY 12 MINUTES. A1
THE TIME OF THE EVENT, A CONTRACT ELECTRICIAN WAS PERFORMING EQUIPMENT
INSPECTIONS IN THE ROOM WHICH CONTAINS A PANEL HOUSING THE CONTROL RELAYS FOR
CV-1050. THIS INDIVIDUAL INADVERTENTLY JARRED THE PANEL HOUSING THE CONTROL
RELAYS FOR CV-1050 AT APPROXIMATELY THE TIME OF THIS EVENT. THE CAUSE OF THIS
EVENT HAS BEEN DETERMINED TO BE INADVERTENT OPENING OF THE NORMALLY CLOSED
PERMISSIVE CONTACTS OF A CONTROL RELAY FOR CV-1050. AS DETERMINED DURING THE
INVESTIGATION OF THIS EVENT, THE PERMISSIVE CPNTACTS OF THIS RELAY ARE SENSITIVE

| TO MECHANICAL SHOCK. AS A RESULT OF THIS EVENT, A CAUTION LABEL HAS BEEN PLACED
AT THIS CONTROL PANEL 10 CAUTION AGAINST MECHANICAL AGITATION OF THE PANEL. A'

PLANT MODIFICATION HAS BEEN IMPLEMENTED TO REPLACE THIS RELAY WITH A MODEL LESS
SENSITIVE TO MECHANICAL SHOCK. ADDITIONALLY, SAFETY RELATED RELAYS OF THIS TYPE
HAVE BEEN REVIEWED FOR POSSIBLE SAFETY OR OPERATIONAL PROBLEMS DUE TO SUSCEPTIB

! 21 ARKANSAS NUCLEAR 1 DOCKET 50-313 LER 91-008 REV 01
UPDATE ON SAFETY RELATED INSTRUMENTATION NOT INSTALLED IN A SEISMICALLY QUALIFIED
CONFIGURATION DUE TO AN INADEQUATE DESIGN CHANGE DOCUMENTATION REVIEW.
EVENT DATE: 082791 REPORT DATE: 010892 NSSS: BW TYPE: PWR
OTHER UNITS INVOLVED ' ARKANSAS NUCLEAR 2 (PWR)
VENDOR: FOXBORO CO., THE

(NSIC 223717) ON AUGUST-28, 1991 AT 1523, ANO-1 ENTERED TECHNICAL SPECIFICATION
LIMITING CONDITION FOR OPERATION (LCO) 3.0.5 BASED ON AN ENGINEERING
DETERMINATION THAT CERTAIN SAFETY RELATED ANO-1 FOXBORO SPECIFICATION 200
INSTRUMENTS WERE INOPERABLE DUE T0 INADEQUATE SEISMIC QUALIFICATION. ALTHOUGH THE
CONDITION WAS DITERMINED TO BE APPLICABLE TO ANO-2 ALSO, THE EXTENT OF
INVOLVEMENT WAS LESS AND REPAIRS WERE ABLE TO BE PERFORMED WITHIN.THE FRAMEWORK
OF SPECIFIC SYSTEM LCOS. A 7 DAY ' TEMPORARY WAIVER OF COMPLIANCE' FROM THE
SHUTDOWN REQUIREMENTS OF THE APPLICABLE LCOS WAS GRANTED TO ANO-1 BY THE NRC TO
ALLOW SUFFICIENT TIME TO MAKE REPAIRS WITHOUT SUBJECTING THE PLANT TO AN
UNNECESSARY TRANSIENT. REPAIRS WERE COMPLETED FOR ANO-1 ON AUGUST T1 1991 AND
FOR ANO-2 ON SEPTEMBER 10, 1991. THE CAUSES OF THIS CONDITION WERE DETERMINED TO
BE OBSCURE VENDOR DOCUMENTATION-AND AN INADEQUATE PLANT-MODIFICATION PROCESS
REVIEW OF VENDOR DOCUMENTATION. TECHNICAL MANUALS FOR SEISMICALLY QUALIFIED
FOXBORO SPECIFICATION 200 COMPONENTS WERE REVISED TO INCLUDE APPROPRIATE
INSTRUCTIONS FOR=-MAINTAINING SEISMIC-CONFIGURATION. DESIGN RE5'TEW-REQUIREMENTS

| FOR DESIGN CHANGE PACKAGE DEVELOPMENT WILL BE CLARIFIED TO Eh' ,RE AND SPECIFIC
l INSTRUCTIONS ARE PROVIDED CONCERNING ThE QUALIFIED CONFIGURATION OF. COMPONENTS 10R
| SYSTEMS.

!

! 31' ARKANSAS NUCLEAR 1- DOCKET 50-313 . LER 91-011
INADEQUATE PROCEDURES FOR SETTING LUBE OIL PRESSURE CONTROL VALVES RESULTS IN OIL
LEAKAGE AND POTENTIAL: COMMON MODE FAILURE OF HIGH PRESSURE INJECTION PUMPS.

| EVENT DATE: 101091 REPORT DATE: 111191~ NSSS: BW TYPE:-PWR

(NSIC 223784) ON OCTOBER 9, 1991, FOLLOWING AN OVERHAUL OF HIGH PRESSURE
INJECTION (HPI) PUMP P36A, SIMULTANEOUS OPERATION OF P36A AND ITS AUXILIARY OIL;

PUMP P64A'WAS REQUESTED FOR POST-KAINIENANCE TESTING OF REPAIRS TO THE LUBE OIL'

SYSTEM PRESSURE CONTROL VALVE. DURING THIS TEST RUN. SYSTEM ENGINEERING PERSONNEL
OBSERVED THAT APPROXIMATELY ONE CUP OF OIL PER MINUTE WAS FLOWING FROM THE

..

OUTBOARD PUMP BEARING AREA A SIMILAR CONDITION WAS LATER FOUND TO EXIST ON PUMP
P36C. ON OCTOBER 10, 1991, IT WAS DETERMINED THAT THIS CONDITION REPRESENTED A

| POTENTIAL PROBLEM THAT COULD HAVE RESULTED IN THE HPI PUMPS-BECOMING INOPERABLE

|
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DURING AN ESAS ACTUATION. THE CAUSE OF THIS CONCITION WAS LACK OF PROCEDURES FOR
ADJUSTMENT OF THE LUBE OIL CONTROL VALVES ON THE HPI PUMPS. ADJUSTMENTS WERE MADE
ON THE LUBE OIL SYSTEM TOR P36A AND P36C TO STOP THE OIL LEAKAGE. A NIGHT ORDER
WAS ISSUED TO OPERATIONS PERSONNEL ADVISING THEM TO DE ALERT TO ANY DIL LEAKAGE
AND TO INITIATE PROMPT CORRECTIVE ACTIONS IF LEAKACE IS DETECTED. IN ADDITION,
THE LUDE OIL SYSTEM DESIGN IS DEING EVALUATED TO DETERMINE IT LONG TERM USE OF
THE CURRENTLY INSTALLED TYPE OT PRESSURE CONTROL VALVES IS APPROPRIATE.

4

I 4) ARKANSAS HUCLEAR 1 DOCKET 50-313 LER 91-012
AUTOMATIC ACTUATION OF THE CONTROL ROOM EMERCENCY VENTILATION SYSTEM DURING
VENTILATION SYETEM MAINTENANCE CAUSED DY HICH AIRDORNE ACTIVITY WHICH RESULTED
FROM AN INADEQ HTE PRE JOB EVALUATION.

i EVENT DATE: 111.91 REPORT DATE: 121191 NSSS: DW TYPE: PWR
OTHER UNITS INVOLVED: ARKANSAS NUCLEAR 2 (PWR)

(NSIC 223606) ON NOVEMBER 11, 1991 AN ACTUATION OF THE CCNTROL ROOM EMERGENCY
VENTILATION SYSTEM (CREVS) OCCURRED DURING THE PERFORMANCE OF MAINTENANCE TO
CHANGE THE TILTERS ON THE RADWASTE HEAT EXHAUST VENTILATION SYSTEM. ON NOVEMBER
11, 1991 AT 2035 WORKERS ENTERED THE VENTILATION SYSTEM AIR HANDLER TO BEGIN
CHANGING THE PRETILTERS. APPROXIMATELY 20 SECONDS AFTER OPENING THE DOOR TO THE
AIR HANDLER, THE CONTINUQUS AIR MONITCR DECAN TO ALARM. AT 2059, REPLACEMENT OF
THE RETILTERS WAS STOPPED AND THE DOOR TO THE AIR HANDLER WAS CLOSED. THE CONTROL
ROOM ISOLATION OCCURRED AT 2100 HOURS WHEN THE COUNT RATE ON THE CONTROL ROOM
VENTILATION RADIATION MONITOR EXCEEDED ITS ALARM SETPOINT OF 16C COUNTS PER
MINUTE (CPM). THE CONTROL ROOM RADIATION MONITOR INDICATION QUICKLY RETURNED To
APPROXIMATELY 60 CPM AFTER THE ISOLATION. THE HIGH ACTIVITY IN THE AIR HANDLER
WAS HOST LIKELY CAUSED BY DACK LEAKAGE THROUGH THE AIR HANDLER INLET DAMPER OF
TISSION GASES INTRODUCED INTO THE SYSTEM DY THE CONDENSER VACUUM SYSTEM. THE
FISSION CASES WERE THEN DRAWN INTO THE CONTROL ROOM DUCTWORK THROUGH EXISTING
PILOT TUDE TRAVERSE ACCESS PORTS, SEAMS OR JOINTS IN DUCTWORK AND/OR LEAKING

<

GASKETS IN EQUIPMENT, THUS CAUSING THE CONTROL ROOM ISOLATION. PROCEDURES WERE
REVISED.

[ S) ARKANSAS NUCLEAR 1 DOCKET 50-313 LER 91-013
AUTOMATIC ACTUATION OF THE CONTROL ROOM EMER0ENCY VENTILATION SYSTEM DUE TO A
VALID RADIATION SIGNAL WHICH RESULTED FROM LEAKAGE FROM A LETDOWN FILTER DRAINVALVE.
EVENT DATE: 111391 REPORT DATE: 121391 NSSS: BW TYPE: PWR
OTHER UNITS INVOLVED: ARKANSAS NUCLEAR 2 (PWR)

(NSIC 223607) ON NOVEMBER 13, 1991 AT 1307 AN AUTOMATIC ACTUATION OF THE CONTROL
ROOM EMERGENCY VENTILATION SYSTEM WAS INITIATED DY 2RE-0750-1, WHICH IS A
RADIATION MONITOR LOCATED IN THE CONTROL ROOM VENTILATION INTAKE DUCTWORK. AT THE
TIME OF THE ACTUATION, THE CONTROL ROOM VENTILATION SYSTEM WAS LINED UP IN THE
RECIRCULATION MODE WITH THE SUPPLY ISOLATION DAMPER MANUALLY CLOSED. THE SUPPLYAND EXHAUST FANS, WHICH ARE NORMALLY SECURED WHEN THE CONTROL ROOM IS
AUTOMATICALLY ISOLATED, WERE IN SERVICE SUPPLYING VENTILATION TO THE COMPUTER
ROON. AT 1022,~ THE REACTOR COOLANT SYSTEM (RCS) DEVELOPED A SMALL LEAK FROM A
FILTER DRAIN VALVE. THIS LEAK WAS STOPPED AT 1034. AT 12S3, THE. PENETRATION ROOM
EXHAUST SYSTEM, WHICH DRAWS FROM THE FILTER ROOM WHERE THE LEAK WAS LOCATED, WAS
PLACED IN SEPVICE. THIS SYSTEM EXHAUSTS DOWNWARD THROUGH A U-SHAPED VENTILATION
EXHAUST PITE (COOSENECK) LOCATED ON THE SIDE OF THE CONTAINMENT BUILDING THAT IS
ORIENTED T04ARD THE CONTROL ROOM NORMAL VENTILATION INTAKE DUCT. THE MOST LIKELY
CAUSE OF THIS EVENT WAS THE ENTRY OF HIGH AIRDORNE ACTIVITY FROM THE LETDOUN

,

TILTER DRAIN VALVE THROUGH THE GODSENECK INTO THE INTAKE DUCTWORK. THE BACK
PRESSVPE ON THE CONTROL ROOM VENTILATION SUPPLY DAMPER CREATED BY THE VENTILATION
SYSTEM LINEUP CAUSED THE DAMPER 70 LEAK.

! 61 ARHANSAS NUCLEAR 2 DOCKET'50-36B LER 90-024 REV 01
UPDATE ON INADEQUATE PREVENTIVE MAINTENANCE PROGRAM FOR STEAM TURBINE DRIVEN
EMERGENCY FEEDWATER PUMP RESULTS IN DEGRADED-TURDINE GOVERNOR SYSTEM AND

; SUBSEQUENT OVERSPEED TRIPS OF TURBINE.
| EVENT DATE: 120590 REPORT DATE: 121091 NSSS: CE TYPE: PWRl

I
1

.
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VENDOR: WOODWARD GOVERNOR COMPANY

(HSIC 223620) ON DECEMBER S, 1990 BASED ON EVALUATIONS OF TWO PREVIOUS EVENTS
INVOLVING OVERSPEED TRIPS OF THE STEAM TURBINE DRIVEN EMERGENCY TEEDWATER PUMP,
IT WAS CONCLUDED THAT THE CAUSE OF THE TRIPS HAD BEEN WATER SLUGGING OF THE
TURBINE ON STARTUP DUE TO CONDEMSATE ACCUMULATION IN THE STEAM SUPPLY LINE TO THE
TURBINE. FOLLOWING ANOTHER OVERSPEED TRIP ON DECEMBEP 6, 1990, THE ACTUAL CAUSE
FOR THE TURBINE TRIPS WAS FOUND TO BE SLUGGISH RESPONSE OF THE TURBP3 GOVERh0R
VALVE DUE TO A CONTAMINATED CONTROL OIL SiSTEM. THE ROOT CAUSC WAS 40NhIDERED TO
BE INADEQUACIES IN THE PREVENTIVE MAINTENANCE PROGRAM. THE PROGRAM SID NOT
APPROPRI ATELY ADDRESS AND MINIMIZE THE POTENTI AL EFFECTS OF DIL COH1 AMINATION AND
DECRADATION OF C0VERNOR COMPONENTS OVER TIME. FOLLOWING THE LAST OVE1 SPEED 'A9IP,
THE OIL AND OIL FILTER ASSEMBLY WERE CHANGED, A HYDRAULIC ACTUATOR WAS REPLALED
AND A REMOTE SERVU VALVE AND CONTROL OIL TUBING WEPE CLEANED. THE TUhBINE IS
BEING TESTED ON AN INCREASED FREQUENCY AND THE OIL QUALITY IS BEING MUNITORED TO
ENSURE IT IS NOT DEGRADING. LONG TERM ACTIONS INCLUDE PROCEDURE REVISILNS TO
INCLUDE PERIODIC CLEANING AND/OR REPLACEMENT. 0F CONTROL OIL SYSTEM COMP 0i'ENT3.
ADDITIONALLY, THE TURBINE OIL SYSTEM WILL BE CLEANED TO REMOVE VARNI$H AhD-
HARDENED OIL DEPOSITS DURING REFUELING.

[ 7) ARKANSAS NUCLEAR 2 DOCKET S0-368 LER 91-018
SERVICE WATER VALVE STUCK IN INTERMEDIATE POSITION CAUSES SERVICE WATER LOOP TO
BE INOPERABLE RESULTING IN ENTRY INTO TECHNICAL SPECIFICATI0H 3.0.3.
EVENT DATE: 123091 REPORT DATE: 012492 NSSS: CE TYPE: PWR
YENDOR: CLOW CORP.

(NSIC 223859) ON DECEMBER 30, 1991, A SERVICE WATER HOTOR-OPERATED VALVE S?UCK TN
AN INTERMEDIATE POSITION DURING SYSTEM REALIGNMENT FROM SUPPLYING COOLING TOWER
BASIN MAKEUP. THIS VALVE IS A BOUNDARY BETWEEN THE SEISMIC LOOP 1 SERVICE WATER
RETURF HEADER AND THE NON-SEISMIC AUXILIARY COOLING WATER (ACW) SYSTEM. SERVICE
WATER LOOP 1 WAS INOPERABLE BECAUSE ISOLATION FROM A PIPING BREAK IN ACW COULD
NOT BE ASSURED IF A SEISMIC EVENT WERE TO HAVE OCCURRED. SINCE ROUTINE
MAINTENANCE WAS IN PROGRESS ON ONE EMERGENCY FEEDWATER PUMP AND ONE CONTAINMENT
HYDROGEN ANALYZER WHOSE OPERABILITY DEPENDED UPON SERVICE WATER SUPPLIED FROM
LOOP 2, LOOP 1 BEING INOPERABLE RESULTED IN BOTH EMERGENCY FEEDWATER PUMPS AND
BOTH HYDROGEN ANALYZERS EEING INOPERABLE AND THEREFORE REQUIRED ENTRY INTO
TECHNICAL SPECIFICATION 3.0.3. ONE HYDROGEN ANALYZER WAS RESTORED TO OPERABILITY
WITHIN TWENTY FIVE MINUTES. ONE EMERGENCY FEEDWATER PUMP WAS OPERABLE WITHIN
FORTY TWO MINUTES TO ALLOW EXIT FROM TECHNICAL SPECIFICATION 0.0.3. THE STUCK
VALVE WAS MANUALLY SHUT AFTER APPROXIMATELY SIXTEEN HOURS TO ALLOW EXIT FROM
OTHER TECHNICAL SPECIFICATION ACTION STATEMENTS WITHOUT ANY TIME LIMITS HAVING
BEEN EXCEEDED. THE ROOT CAUSE OF THE VALVE HAVING STUCK WILL BE DETERMINED AFTER
PLANT CONDITIONS ALLOW REMOVAL, INSPECTION, AND REPAIR.

! 81 ARNOLD DOCKET S0-331 LLER 91-013
LACK OF DACRDRAFT DAMPERS IN STANDBY FILTER UNITS.
EVENT DATE: 110791- REPORT DATE: 122691 NSSS: GE TYPE: BWR

(NSIC 223726) ON NOVEMBER 7, 1991 DURING SYSTEM MAINTENANCE, IT WAS NOTED THAT
9

BACKDRAFT DAMPERS DESIGNED TO BE IN PLACE IN THE CONTROL BUILDING STANDBY FILTER
UNIT SYSTEM WERE NOT INSTALLED. MANUAL ADJUSTABLE DAMPERS WERE FOUND INSTALLED IN

,

THEIR PLACE. SPECIAL TESTING PROVED THE SYSTEM REMAINED OPERABLE UNDER THE
FAILURE MODE CONDITIONS. THE CAUSE FOR THE LAC" 0F INSTALLATION OF PROPER
EQUIPMENT WAS A FAILURE BY THE CONTRACTOR TO 1 . LOW DESIGN DOCUMENTS DURING
CONSTRUCTION. THIS REPORT IS BEING VOLUNTARIL4 SUBMITTED-FOR INFORMATIONAL-PURPOSES.

't 91 - ARNOLD DOCKET S0-331 LER 91-012
REACTOR WATER CLEANUP SYSTEM ISOLATION DUE TO. DEFORMED CONNEC10R CONTACTS.EVENT DATE: 120791 REPORT DATE: 122691 NSSS: GE TYPE: BWRVENDOR: AMPHENOL

(NSIC 223725) ON DECEMBER 7, 1991, AT 100% REACTOR POWER, A PRIMARY CONTAINMENT

-___-
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ISOLATION SYSTEM (REACTOR WATER CLEANUP SYSTEM) ISOLATION OCCURRED. WHILE TAKING
LOGS, A CONTROL ROOM OPERATOR NOTICE 3 THE SYSTEMS FLOW SUMMER MODULE NOT FULLY
FLUSH WITH THE FRONT OF THE PANEL. WHEN THE OFERATOR ATTEMPTED TO FULLY INSERT
THE MODULE, A REACTOR WATER CLEANUP DIFFERENTIAL FLOW ALARM WAS RECEIVED.
APPROXIMATELY 45 SECONDS LATER A REACTOR WATER CLEANUP SYSTEM ISOLATION WAS
RECEIVED. ALL AUTOMATIC ACTIONS ASSOCIATED WITH THE ISOLATION CLCURRED AS
DESIGNED AND WERE VERIFIED. IHE CAUSE 07 THE ISOLATION WAS DEFORMED CONTACTS ON
THE CCNNECTOR AT THE REAR OF THE SUMMER MODULE. THE CAUSE OF THE DEFORMED
CONTACTS IS NOT KNOWN ALTHOUGH A BENT ALIGNMENT PLATE CAUSING MISALIGNMENT OF THE
CONNECTOR IS SUSPECTED. THE CONTACTS WERE RETURNED TO THEIR NORMAL SHAPE AND
CONTINUITY WAS VERIFIED DURING MOYEMENT OF THE MODULE.

I 101 ARNOLD DOCKET 50-331 LER 92-001
POTENTIAL LOSS OF VESSEL LEVEL INSTRUMENTATION FUNCTIONS DUE TO INACCURACIES
UNDER HIGH DRYWELL TEMPERATURE CONDITIONS.
EVENT DATE: 011S92 REPORT DATE: 021492 NSSS: GE TYPE: BWRVENDOR: ITT-BARTON

YARWAY CORP.

(NSIC 224037) ON 1/1S/92, WITH THE PLANT OPERATING AT 86% POWER COASTING DOWN FOR
A REFUEL OUTAGE, IT WAS DETERMINED THAT THE TRIPLE LOW LEVEL TRIP FUNCTION
ASSOCIATED WITH YARWAY LEVEL SWITCHES MAY NOT DE FUNCTIONAL AT HIGH DRYWELL
TEMPERATURES. ON 1/29/92 DURING REVIEW OF THE EFFECTS OF HIGH DRYWELL--
TEMPERATURES ON OTHER VESSEL LEVEL INSTRUMENTATION,-IT WAS DETERMINED THAT THE
HIGH PRESSURE COOLANT INJECTIDH (HPCI) AND REACTOR CORE ISOLATION COOLING (RCIC)
SYSTEM AUTOMATIC HIGH LEVEL TRIPS MAY NOT FUNCTION AT HIGH DRYWELL TEMPERATURES.FOLLOWING VERIFICATION OF THE PROBLEMS ON 1/15 AND 1/29, THE ASSOCIATED
INSTRUMENTATION WAS SATISFACTORILY RE-CALIBRATED TO ENSURE TRIPS WOULD OCCUR, AS"

REQUIRED, UNDER HIGH DRYWELL TEMPERATURE CDNDITIONS. THE CAUSE OF THE PROBLEM
IDENTIFIED ON 1/15 WAS INCORRECT INFORMATION CONTAINED IN GE SIL 299 COMPOUNDED
BY AN INCORRECT STATEMENT IN INFORMATION PROVIDED BY THE INSTRUMENT VENDOR AND
THE VERIFICATION CALCULATION PERFORMED BY GENERAL ELECTRIC. TH2 CAUSE OF THE
PROBLEM IDENTIFIED ON 1/29 WAS FAILURE TO ACCOUNT FOR THE EFFECTS OF HIGH DRYWELL
TEMPERATURES ON THE HICH LEVEL TRIP INSTRUMENTATION WHEN THE INSTRUMENT LINE
REFERENCE LEGS WERE RE-ROUTED DURING THE 1988 REFUEL OUTAGE. NFITHER OF THE
INSTRUMENTATION PROBLEMS HAD AN EFFECT ON THE SAFE OPERATION OF THE PLANT.

I 111 REAVER VALLEY 1 DOCKET S0-334 LER 91-023 REV 01 v
UPDATE ON REACTOR TRIP DUE TO ELECTRO-HYDRAULIC CONTROL SYSTEM MALFUNCTION.EVENT DATE: 072791 REPORT DATE: 121891 NSSS: WE . TYPE: PWR
(NSIC 223677) ON 7/26/91 AT 1930 HOURS IN OPERATING MODE 1 AT 30 PERCENT-POWER,
THE UNIT BEGAN TO EXPERIENCE TURBINE GOVERNOR CONTROL OSCILLATIONS FROM THE
TURBINE ELECTRO-HYDRAULIC CONTROL (EHC) SYSTLH. EETWEEN 1930 HOURS 7/26/91 AND
06SS HOURS 7/27/91 THREE LOAD REJECTIONS OF BETWEEN 100 AND 1S0 MWE WERE
EXPERIENCED. OPERATORS STABILI2ED THE PLANT AFTER EACH LOAD REJECTION. EHC
TROUBLESHOOTING BY PLANT PERSONNEL AND CONTRACTOR TECHNICIANS BEGAN AFTER THE
FIRST OCCURRENCE. AFTER THE THIRD OCCURRENCE, STATION MANAGEMENT DECIDED TO
REMOVE THE TURBINE-FROM SERVICE IN ACCORDANCE WITH THE ABNORMAL OPERATING
PROCEDURE FOR A LOAD REJECTION. DURING PREPARATIONS FOR SHUTDOWN, A FOURTH LOAD
REJECTION, ACCOMPANIED BY ERRATIC TURBINE GOVERNOR VALVE CONTROL, 0CCURRED. THE
REACTOR TRIPPED AT 0713 HOURS DUE TO A LOW LEVEL COINCIDENT WITH A LOW FEEDWATERFLOW IN THE "B"

STEAM GENERATOR. CONTROL ROOM PERSONNEL STABILI2ED THE PLANT IN
OPERATING MODE 3. THE SPURIOUS GOVEkNOR VALVE SIGNALS WERE DUE TO A FAULTY
CIRCUIT CARD IN THE CHC SYSTEM. THERE WERE NO SAFETY IMPLICATIONS TO THE PUBLIC
AS A RESULT OF THIS EVENT. ALL SHUTDOWN AND CONTROL RODS INSERTED, AND ALL PLANT
SYSTEMS RESPONDED AS DESIGNED.

I 12] BEAVER VALLEY 1 DOCKET 50-334 LER 91-030
INADEQUATE FILTER BANK SURVEILLANCE TESTING.
EVENT DATE: 110891 REPORT DATE: 120991- NSSS: WE TYPE: PWR

(NSIC 223611) ON 11/8/91 DURING A MANAGEMENT REEVALUATION OF SAFETY SYSTEM

.
I
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FUNCTIONAL EXAMINATION (SSFE) AUDIT FINDINGS, A REPORTABLE FINDING, CONCERNING AN
UNCONSERVATIVE TEST METHOD FOR DETERMINING THE SUPPLEMENTARY LEAKAGE COLLECTION
AND RELEASE SYSTEM (SLCRS) FILTER REMOVAL EFFICIENCY WAS IDENTIFIED. THE TEST
METHOD IN PLACE AT THAT TIME ONLY DETERMINED FILTER BANK REMOVAL EFFICIENCY AND
EXCLUDED BYPASS DAMPER LEAKAGE EFFECTS WHICH WOULD LOWER THE SYSTEMS OVERALL
EFFICIENCY. THEREFORE, THE SYSTEMS' OVERALL REMOVAL EFFICIENCY MAY NOT HAVE MET
TECHNICAL SPECIFICATION REQUIREMENTS. UPON ISSUANCE'Or THE SSFE FINDING,-IT WAS
DETERMINED THAT If BYPASS DAMPER LEAKAGE WAS LESS-THAN S00 CFM THEN REQUIRED
LIMITS WOULC NOT HAVE BEEN EXCEEDED. ACTUAL LEAKAGE MEASUREMENTS VERIFIED THAT |
THIS LEAK RATE WAS NOT EXCEEDED. AFTER REVISING THE TEST METHOD TO ACCOUNT FOR
BYPASS DAMPER LEAKAGE, BOTH TRAINS OF SLCRS FILTER BANKS WERE SATPSFACTORILY
TESTED. THE SSFE IS AN ONGOING INTERNAL SELF-ASSESSMENT PROCESS. ,

I
I

I [ 13] BEAVER VALLEY 1 DOCKET S0-334 . LER 91-031
AUTO START OF 18 RIVER WATER PUMP DURING MAINTENANCE ACTIVITIES.
EVENT DATE: 111491 REPORT DATE: 121291 NSSS: WE TYPE: PWR

(NSIC 223612) ON 11/14/91, WITH THE UNIT IN OPERATING MODE S (COLD SHUTDOWN),
, ELECTRICIANS BEGAN PERFORMANCE OF A PREVENTIVE MAINTENANCE PROCEDURE-(PMP) ON-

CUBICLE E14 ON THE E1A 4160 VOLT EMERGENCY BUS. THIS-CUBICLE IS ONE OF THE'

BREAKERS USED FOR THE iL RIVER WATER (RW) PUMP. DURING THE PERFORMANCE OF THE
PHP, A SPRING CLIP WAS OBSERVED LYING ON THE CUBICLE FLOOR NEAR THE CELL SWITCH
LINKAGE. WHILE REPLACING THE CLIP, THE ELECTRICIANS INADVERTENTLY ACTUATED THE
CELL SWITCH. BECAUSE OF A MECHANICAL INTERLOCK, THIS CAUSED THE RUNNING 1A RW
PUMP TO TRIP AND THE STANDBY 1B RW PUMP TO START ON. LOW HEADER PRESSURE. THE
CAUSE FOR THIS EVENT WAS PERSONNEL ERROR. THE 1A RW PUMP WAS RESTARTED AND THE 1B
RW PUMP WAS SHUTDOWN. THIS EVENT WILL BE REVIEWED BY MAINTENANCE PERSONNEL. THERE
WERE NO SAFETY IMPLICATIONS AS A RESULT OF THIS EVENT. THE STANDBY RW PUMP
IMMEDIATELY STARTED UPON LOSS OF THE RUNNING RW PUMP. RIVER WATER COOLING FLOW
WAS MAINTAINED AT ALL TIMES.

I 14) DEAVER VALLEY 1 DOCKET S0-334 -LER 91-032
INADEQUATE VENTILATION FLOW FROM HIGH HEAD SAFETY INJECTION PUMP CUBICLES.
EVENT DATE: 120391 REPORT DATE: 010292 NSSS: WE TYPE: PWR
VENDOR: AMERICAN WARMING & VENTILATING INC.

(NSIC 223848) ON 12/3/91 WITH THE UNIT IN POWER OPERATION AT 100% POWER,
VENTILATION CONCERNS INVOLVING THE HIGH HEAD SAFETY INJECTION (HHSI) PUMPS LED TO
THE DETERMINATION THAT THE PLANT'S SAFE SHUTDOWH CAPABILITY WAS POTENTIALLY
DECRADED. THE ACTUAL MEASURED VENTILATION FLOW FROM EACH HHSI PUMP CUBICLE WAS
FOUND TO BE LESS THAN THE FLOW RATE REQUIRED BY THE CALCULATIONS TO MAINTAIN
MOTOR TEMPERATURES WITHIN REQUIRED ENVIRONMENTAL QUALIFICATION LIMITS. AN
INVESTIGATION DETERMINED THAT A MANUAL ISOLATION DAMPER, COMMON TO ALL--THREE HHSI-
PUMPS, WAS FAILED IN A PARTIALLY CLOSED POSITION. THE DAMPER WAS REPAIRED AND
PLACED IN THE PROPER POSITION TO MFET FLOW REQUIREMENTS. THE NUCLEAR REGULATORY
COMMISSION WAS NOTIFIED IN ACCORDANCE WITH 10 CFR S0.72.B.2.III.A AND THIS REPORT
IS BEING SUBMITTED IN ACCORDANCE WITH 10 CFR 73.A.2.V.A AS A CONDITION THAT.
POTENTI ALLY COULD ALONE HAVE PREVENTED SAFE REACTOR SHUTDOWN. THERE WAS NO
ADVERSE IMPACT TO THE SAFETY OF THE PUBLIC AS A RESULT OF THIS EVENT.

i

! 1S] BEAVER VALLEY 1 DOCKET S0-334 LER 92-001'
FAILURE TO DETERMINE STROKE TIMES FOR CONTAINMENT ISOLATION VALVES.
EVENT DATE: 010792 REPORT DATE: 020692 NSSS: WE TYPE: PWR

I (NSIC 223939) ON 12/8/91, DURING THE PERFORMANCE OF CONTAINMENT ISOLATION VALVE'
SURVEILLANCE TESTING, OPERATIONS PERSONNEL NOTED THAT THE' PROCEDURE ONLY REQUIRED
TIMING VALVE TV-SV-100A, MAIN CONDENSER' AIR EJECTOR DISCHARGE TO CONTAINMENT, TO-
THE OPEN POSITION. THIS VALVE HAS TWO FUNCTIONS: 1) OPEN ON A HIGH~ RADIATION
CONDITION IN THE MAIN CONDENSER AND DIVERT AIR EJECTOR EXHAUST INTO THE REACTOR

; CONTAINMENT BUILDING; 2) CLOSE ON A CONTAINMENT ISOLATICN PHASE "B" (CIB) SIGNAL.
THE OPERATORS BELIEVED THE VALVE SHOULD ALSO BE TIMED CLOSED. THEY IMMEDIATELY
TIMED IT CLOSED AND DETERMINED COMPLIANCE WITH THE TECHNICAL SPECIFICATION
ISOLATION TIME. THE ASME INSERVICE TEST PROGRAM COORDINATOR WAS REQUESTED TO

|-
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DETERMINE IT TIMING THE VALVE BOTH OPEN AND CLOSED WAS REQUIRED. ON-1/7/92, THE
ASME INSERVICE TEST PROCRAM COORDINATOR DETERMINED That THE PROCEDURE SHOULD HAVE
REQUIRED T!HING THE VALVE IN BOTH DIRECTIONS. A REVIEW OF OTHER CONTAINMENT
ISOLATION VALVE TESTING THUS FAR HAS IDENTIFIE9 ONE ADDITIONAL DISCREPANCY. ONE
VALVE DID NOT HAVE THE CLOSING STROKE TIME RECORDED DURING THE LAST OUTAGE DUE TO
A PROCEDURE ERROR. THE TEST PROCEDURES FOR BOTH THESE VALVES WILL BE REVISED.
THERE WERE NO SAFETY IMPLICATIONS DUE TO THIS EVENT. THE SERIES ISOLATION VALVE
FOR EACH OF THE INVOLVED VALVES WERE V2RIFIED TO HAVE BEEN OPERABLE DURING THE
TIME OF THE EVENT.

I 161 BEAVER VALLEY 2 - DOCKET 50-412 LER 91-005
REACTOR TRIP DUE TO SPURIOUS COMPONENT ACTUATION.
EVENT DATE: 112691 REPOR'. DATE: 122391 NSSS: WE TYPEr PWR
VENDOR: WESTINGHOUSE ELECTRIC CORP.

(NSIC 223683) ON 11/26/91, WITH THE UNIT IN POWER OPERATION AT 100 PERCENT
REACTOR POWEA, A LGAD REJECTION (CLOSURE OF THE GOVERNOR AND INTERCEPTOR VALVES)
OCCURRED AT 1143 HOURS. THE CLOSURE OF THE GOVERNOR AND INTERCEPTOR VALVES WAS
THE RESULT OF A SIGNAL FROM THE OVERSPEED PROTECTION CONTROL (OPC) CIRCUIT. THE
LOAD REJECTION CAUSED A RAPID REACTOR COOLANT dYSTEM (RCS) HEATUP OF THREE
DEGREES. THE CONTROL RODS, IN AUTOMATIC, BEGAN TO STEP INTO THE CORE, HOWEVER, A
REACTOR TRIP ON POWER RANGE NEUTRON FLUX NEGATIVE RATE OCCURRED AT 1143 HOURS.
THIS TRIP WAS THE RESULT OF THE COMBINED EFFECTS OF THE REACTOR FUEL (DOPPLER)
AND MODERATOR TEMPERATURE COEFFICIENTS DUE TO THE RCS HEATUP RESULTING FROM THE
LOAD REJECTION. OPERATIONS PERSONNEL STABILIZED THE PLANT XN HOT SHUTDOWN. AN
INVESTIGATION REVEALED THAT A SOLID-STATE RELAY IN THE OPC CIRCUIT INADVERTENTLY
ACTUATED CAUSING THE LOAD REJECTION. THE FAILED RELAY-WAS REPLACEP. THERE'WERE NO
SAFETY 2MPLICATIONS AS . RESULT OF THIS EVENT. THE REACTOR CONTROL SYSTEM AND THE
AUXILIARY TEEDWATER SYSTEM ACTUATED AS DESIGNED UPON RECEIPT OF THE REACTOR TRIP
SIGNAL AND LOW-LOW STEAM GENERATOR LEVEL SIGNALS.

I 17) BIG ROCK POINT DOCKET 50-155 LER 91-007
FAILURE OF SOLENDID TO CLOSE CONTAINMF.NT ISOLATION VALVE ON LOSS OF POWER.
EVENT DATE: 112391 REPORT DATE: 121891 NSSS: GE TYPE: BWR
VENDOR: ASCO VALVES

(NSIC 223665) B1G ROCK POINT TECHNICAL SPECIFICATION 3.4.3(B) REQUIRES THAT
"NOR:IALLY OPEN LINES, CARRYING FLUIDS INTO THE CONTAINMENT SPHE' E, SHALL BE
EQUIPPED WITH CHECK VALVES TO PREVENT BACKFLOW UPON LOSS OF INW JD PROPELLENT
FORCE. IN ADDITION, TtlESE LINES SHALL BE CAPABLE OF- BEING SECURED BY
MAMUALLY-OPERATED GATE VALVES OR BY AIR-OPERATED CONTROL VALVES. THE LATER SHALL
CLOSE UPON AIR OR POWER FAILURE....". CONTRARY TO THE ABOVE, AT 0415 ON NOVEMBER
23, 1991, DEMINERALIZED WATER VALVE CV-4105 FAILED TO CLOSE VIA A HAND SWITCH IN-
THE CONTROL ROOM DURING THE ROUTINE PERFORMANCE OF A 90 DAY' SURVEILLANCE
PROCEDURE. THE SHIFT SUPERVISOR WAS NOTIFIED, AND VERIFIED BY VISUAL INSPECTION
THAT THE VALVE WAS STILL OPEN. AIR PRESSURE ON THE VALVE OPERATOR WAS ALSO
OBSERVED, SUGCESTING A LACK OF RESPONSE AT THE SOLENOID VALVE, SV 4897, WHEN THE
CONTROL ROOM SWITCH WAS ACTUATED. CV-4105 WAS CLOSED SY VENTING THE AIR PRESSURE
FROM THE CV-4105 OPERATOR. THE CAUSE OF THE FAILURE HAS BEEN ATTRIBUTED TO THE
SOLENOID VALVE, SV-OB97. SV-4897 WAS REPAIRED, TESTED AND DECLARED OPERABLE ON
NOVEMBER 27, 1991. TO PREVENT RECURRENCE, AN ENGINEERING PROJECT WILL BE
INITIATED THAT INCLUDES TESTING, INSPECT. ION AND/OR THE REPLACEMENT OF ALL SIMILAR
SOLEHOID VALVES IN USE AT BIG ROCK POINT..

I 181 -BIG ROCK POINT DOCKET 50-155 LER 91-009
RETURN TO CRITICALITY DURING A REACTOR SHUTDOWN EVOLUTION.
EVENT DATE: 113091 REPORT DATE: 011392 NSSS: GE TYPE: BWR
VENDOR: GENERAL ELECTRIC CO.

WORCESTER CONTROLS CORP.

(NSIC 223785) IN PREPARATION FOR THE UPCOMING REFUELING OUTAGE, AT ORDERLY '

REACTOR SHUTDOWN COMMENCED AT 2157 CN NOVEMBER 29, 1991. POWER WAS REDUCED BY
INSERTING CONTROL RODS, AND AT 2333 THE TURBINE CENERATC3 WAS REMOVED TROM

|
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SERVICE. '#t?ND MIDNIGHT, A SHIFT TURNOVER WAS CONDUCTED BETWEEN THE CONTROL ROOM
OPERATORS. s .ING THIS PERIOD OF TIME, THE CONTROL RODS WERE NOT BEING INSERTED.
THE REACTC7. POWER BEGAN TO TURN AT 0011, AND AT 0013 THE OPERATOR RESPONSIBLE FOR
RFACTIVITY CONTROL RESPONDED BY INSERTING CON 1ROL RODS. POWER WAS REDUCED, AND
ALL-RODS ALL-IN WAS REACHED AT 0330, NOVEMEER 30, 1991. TO FREVENT RECURRENCE, A
REACTIVITY MANAGEMENT PROG".AM HAS BEEN FORMED. MANAGEMENT WILL ALSO UNDERTAKE NEW
INITIATIVES THAT WILL PROV~DE 1dEIR EXPECTATIONS TO THE OPERATING CREWS.

I 191 BIG ROCK POINT DOCKET 50-155 LER 91-000
CONTROL ROD DRIVE REPLACEMENT DELAY,
EVENT DATE: 121091 REPORT DATE: 121591 NSSS: GE TYPE: BWR
VENDOR: GENERAL ELECTRIC CO.

(NSIC 223666) BIG ROCK POINT TECHNICAL SPECIFICATION 7.5.7 REQUIRES THAT "....THE
CONTROL RDD DRIVE THAT WAS REMOVED SHALL WITHOUT DELAY BE REPLACED BY A SPARE
CONTROL ROD DRIVE OR THE ORIGINAL CONTROL ROD DRIVE SHALL BE F.EINSTALLED".
CONTRARY 10 THE ABOVE, ON DECEMLER 10, 1991 AT 0330 A CONTROL ROD DRIVE WAS
REMOVED FROM THE REACTOR, AND A SPARE DRIVE NOR THE ORIGINAL DRIVE COULD BE
REINSTALLED. PROBLEMS WITH ALIGWtENT OF THE DRIVES CAVSED THE DELAY TO OCCUR.
SINCE THE ALIGNMENT PROBLEM REQUIRED ADDITIONAL TIME TO INVESTIGATE, A BLANK
FLANGE WAS INSTALLED AS A TEMPORARY SAFEGUARD TO PREVENT A PATH FOR POSSIBLE
DRAINAGE OF THE REACTOR. LATER, ON DECEMBER 10,-1991, FOLLONING REVIEW OF TdE
INSTALLATION DIFFIGULTIES, PERSONNEL RE-INSTALLED THE SPARE DRIVE, THE FACILITY
IS PAESENTLY IN A MAJOR REFUELING OUTAGE AND THE REACTOR WAS DEFULLED AT THE
TIME OF OCCURRENCE. THE CAUSE OF THE ALIGNMENT TROUBLE WAS WITH THE HOIST-AND
PULLEY ASSEMBLY USED TO INSTALL THE CONTROL R0D DRIVE TO THE REACTOR VESSEL. THE
LOCATION OF THE WORK AND FIRST TIME EXPERIENCE FOR SOME OF THE PERSONNEL
PERFORMING THE INSTALLATION ALSO CONTRIBUTED TO THE DELAY. TO PREVENT
RECURRENCE. THE EVENT WAS REVIEWED WITH CRD CREW PERSONNEL STRESSING PP.0PER
INSTALLATION TECHNIQUE, PRIOR TO RESUMING FURTHER DRIVE CHANGE-0UTS. PROCEDURE
IMPROVEHENTS ARE ALSO BEINu INVESTIGATED.

I 201 BIG ROCK POINT DOCKET 50-155 LER 91-011
FAILURE TO ESTABLISH AIR LOCK INTERLOCK REQUIRED FOR CONTAINMENT INTEGRITY.
EVENT DATE: 122391 REPORT DATE: 012092 NSSS: GE TYPE: BWR

(NSIC 223019) BIG ROCK POINT TECHNICAL SPECIFICATION 3.4.2(A) REQUIRES THAT:
"(CONTAINMENT) ACCESS AIR LOCKS SHALL HAVE TWO IN-SERIES GASKETED DOORS, WHICH
SHALL BE INTERLOCKED TO INSURE THAT AT LEAST ONE DOOR IS LOCKED CLOSED AT ALL
TIMES WHEN CONTAINMENT INTEGRITY IS REQ'JIRED". ON DECEMBER 22, 1991 AT 22S5, THE
INNER AND OUTER DOORS OF THE ESCAPE LOCK WERE CLOSED ATTER ITSTRUMENT CABLES USED-
FOR REACTOR VESSEL EXAMINATIONS WERE REMOVED. DN DECEMBER'23, 1991 AT 0925 THE
OPERATIONS DEPARTMENT RESTORED CONTAINMENT INTEGRITY AFTER A VISUAL INSPECTION
THAT BOTH D007.< WERE-CLOSED. CONTRARY TO THE TECHNICAL SPECIFICATION, ON DECEMBTR-
25, 1991 AT 09.0 DURING A DAILY CHECK PERFORMED BY OPERATIONS, THE INTERLOCK WAS'
DISCOVERED TO Bd DISABLED. THE INTERLOCK WAS IMMEDIATELY ENABLED AND REPORTED TO
THE SHIFT SUPERVISOR. THERE WERE NO OPtN DOOR ALARMS (EXCEPT ROUTINE TESTING)
REPORTED BY SECURITY DURING-THE TIME THE INTERLOCK WAS DISABLED. THE CAUSE OF
THE INTERLOCK HOT BEING REESTABLISHED IS PEPSONNEL ERROR. THIS IS CONSIDERED TO
BE AN ISOLATED INCIDENT. TO PREVENT RECURRENCE, PROCEDURES AND SHIFT ROUTINES ARE
BEING EVALUATED.

[ 21] BIG ROCK POINT DOCKET S0-155 LER 92-001
BRITTLE MOTOR LEAD WIRES DISCOVERED IN MAIN STEAM ISOLATION VALVE.
EVENT DATE: 010492 - REPORT DATE: 020692 NSSS: GE- TYPE: BWR
VENDOR: LIMITORQUE CORP.

(NSIC 223924) ON JANUARY 4, 1992 AT 0800, BRITTLE AND CRACKED MOTOR WIRE LEADS
WERE DISCOVERED IN THE MAIN STEAM ISOLATION VALVE OPERATOR (V0P-7050) AS A RESULT
OF PLANNED MAINTENANCE DURING A SCHEDULED REFUELING OUTAGE. VOLLOWING EVALUATION
AND A CORRECTIVE ACTION REVIEW BOARD MEETING ON THE SUBJECf,-THE NRC OPERATING
CENTER WAS NOTIFIED OF THE EVENT-ON' JANUARY 8, 1992 AT 0945 PURSUANT TO 10 CFR
50.72(B)(2)(III). THE CAUSE OF THE DEGRADATION HAS BEEN ATTRIBUTED-TO EXPOSURE-

__
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0F THE MOTOR WIRE LEADS IN THE LIMIT SWITCH HOU5ING. ALTHOUGH NOT CONFIRMED, THIS
TEMPERATURE RISE IS EELIEVED TO EE DUE TO CONDUCTION OF HEAT FROM THE MAIN STEAM
PIPING TO THE VALVE OPERATOR WHICH ACCELERATCD THE AGING OF THE WIRE INSULATION.
IMMEDIATE CORRECTIVE ACTIONS WILL INCLUDE AGE SENSITIVITY COMPARISONS OF MOTOR
LEADS TO OTHER COMPONENTS IN THE VALVE OPERATOR, DIAGNOSTIC TESTING OF THE VALVE
OPERATOR TO ACCESS PERFORMANCE. INSPECTION OF SIMILAR VALVE OPERATORS IN HICH
TEMPERATURE ENVIRONMENTS, AND REPLACEMENT OF THE MOTOR, LIMIT SWITCH AND TORQUE
SWITCH IN THE MSIV 0FERATOR. SUBSEQUENT ACTIONS TO PREVENT RECURRENCE INCLUDE
INSTALLATION OF DEVICES TO MONITOR TEMPERATURE INSIDE SWITCH HOUSINGS OF THE MSIV
AND SIMILAR OPERATORS, AND EVALUATION OF EEQ ITEMS IN SIMILAR ENVIRONMENT.

I 22] BIG ROCK POINT DOCKET 50-155 LER 92 003
MAXIMUM STAY TIME NOT PROVIDED ON RWP IN LIEU OF DIRECT, CONTINUOUS SURVEILLANCE
BY RADIATION PROTECTION QUALIFIED PERSONNEL.
EVENT DATE: 010892 REPORT DATE: 011092 NSSS: GE TYPE: BWR

(NSIC 213925) BIG ROCK POINT TECHNICAL SPECIFICATION 6.12.2 REQUIRES THAT
... DOORS SHALL REMAIN LOCKED EXCEPT DURING PERIODS OF ACCESS BY PERSONNEL UNDER"

AN APPROVED RWP WHICH SHALL SPECIFY THE DOSE RATE LEVELS IN THE IMMEDIATE WORK
AREAS AND THE MAXIMUM ALLOWABLE STAY TIME FOR INDIVIDUALS IN THAT AREA. IN LIEU
OF THE STAY TIME SPECIFICATION OF THE RWP, DIRECT OR REMOTE (SUCH AS CLOSED
CIRCUIT TV CAMERAS) CONTINUOUS SURVEILLANCE MAY BE MADE BY PERSONNEL QUALIFIED IN
R..DIATION PROTECTION PROCEDURES. CONTRARY TO THE TECHNICAL SPECIFICATION,
OPERATIONS PERSONNEL NOT QUALIFIED IN RADIATION PROTECTION PROCEDURES ENTERED A
HIGH RADIATION AREA (> 1000 MR/HR) WITHOUT CONTINUOUS SURVEILLANCE AND THE
MAXIMUM STAY TIME WAS NOT SPECIFIED ON THE RWP. THIS EVENT OCCURRED ON JANUARY 8,
1992 AT 0535 DURING A PLANNED REFUELING OUTAGE. AFTER INTERVIEWING THE HEALTH
PHYSICS PERSONNEL INVOLVED, IT WAS APPARENT THAT THE INDIVIDUALS WERE UNAWARE OF
THE REQUIREMENT. INADEQUATE EMPHASIS DURING TRAINING AND THE INFREQUENT
SITUATIONS ENCOUNTERED WHERE THIS REQUIREMENT APPLIES CONTRIBUTED TO THE EVENT.
CORRECTIVE ACTION HILL BE DIRECTED AT INFORMING HICH RADIATION AREA QUALIFIED
INDIVIDUALS CF THE REQUIREMENTS AND REMOVING AMBIGUITIES THAT EXIST IN THE
PROGRAM.

I 23] BIG ROCK POINT DOCKET 50-155 LER 92-002
AS-FOUND SETPOINT FAILURE (LOW) OR LIQUID POISON RELIEF VALVE RV-5049.
EVENi DAIE: 010992 REPORT DATE: 020792 NSSS: GE TYPE: BWR
VENDOR: LONERCAN, J.E., CO.

(NSIC 223909) ON JANUARY 9, 1992 3 2300, TESTING RESULTS SHOWED THAT A LIQUID
POISON SYSTEM (LPS) EQUALIZATION LINE RELIEF VALVE DID NOT MEET THE AS-FOUND
RELIEF PRESSURE ACCEPTANCE CRITERIA (1655 PSIG V9 A REQUIRED 1950-2050 PSIG). DUE
TO EXCESSIVE SEAT LEAKAGE, THE PRESSURE TEST WAS NOT ABLE TO ACCURATELY DETERMINE
THE LIFT PRESSURE. THIS CONDITION COULD HAVE AFFECTED THE VOLUME OF POISON
SOLUTION DELIVERED TO THE CORE AND THE ESTAELISHMENT OF A SIPHON IN THE
EQUALIZING LINE THAT ASEISTS IN DISCHARGING THE CONTENTS OF THE POISON TANK. THE
PLANT IS IN COLD SHUTDOWN AND THE FUEL HAS BEEN REMOVED FROM THE REACTOR AND
PLACED IN THE UPENT FUEL POOL. TO CORRECT THE DEFICIENCY, THE FAILED VALVE WAS
REPLACED WITH ANOTHER LIKC RELIEF VALVE AND WAS ACCEPTED AFTER TESTING.
CONSERVATIVELY ASSUMING THE AS-FOUND VALUE WAS THE LITT. PRESSURE OF THE VALVE, AN
ANALYSIS WAS PERFORMED TO ESTIMATE THE ADEQUACY OF THE NITROGEN SYSTEM TO SUPPLY
SUFFICIENT LIDFID DISPLACEMENT FROM THE LPS TANK TO INITIATE A SIPHON. ASSUMING
THE NITROGEN SYSTEM PRESSURE WAS REDUCED TO 1500 PSIA, THE ANALYSIS CONCLUDED
THAT SUFFICIENT NITROGEN WAS AVAILABLE TO ESTABLISH THE REQUIRED SIPHON FOR
LIQUID POISON INJECTION.

[ 24] BRAIDWOOD 1 DOCKET 50-456 LER 91-013
UNTESTED RELAY CONTACTS CAUSE DIESEL GENERATOR IHOPERABILITY.
EVENT DATE: 111491 REPORT DATE: 121291 NSSS: WE TYPE: PWR
CTHER UNITS INVOLVED: BRAIDWOOD 2 (PWR)

(NSIC 223653) DURING A NRC ELECTRICAL DISTRIBUTION SYSTEM FUNCTIONAL INSPECTION
(EDSFI) AT LA SALLE STATION, A TESTING DEFICIENCY WAS IDENTIFIED ON SOME RELAYS

I
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ASSOCIATED WITH THE 4160 VOLT SAFETY-RELATED BUSSES. ON NOVEMBER 14, 1991 IT WAS
RECOGNIZED THAT SOME RELAY CONTACTS ASSOCIATED WITH THE ESF 4160 VOLT BUSSES HAD-
ALSO NOT BEEN TESTED AT BRAIDWOOD STATION. SURVEILLANCE REQUIREMENT
4.8.1.1.2 F.4.A REQUIRES VERIFICATION OF DE-ENERGIZATION OF THE ENGINEERED
SAFEGUARD FEATURES (EST) EUSSES AND LOAD SHEDDING FROM THE EST BUSSES. THE
EXISTING SURVEILLANCE PROCEDURE DID NOT VERIFY THAT ALL BREAKERS ON THE ESF BUSS
WOULD OPEN. A FAILURE OF THESE BREAKERS T0'OPEN DURING A UNDERVOLTAGE CONDITION
WOULD PREVENT AUTOMATIC CLOSURE OF THE DIESEL GENERATOR (DG) OUTPUT EREAKER. AT
1510 THIS CONDITION WAS CONSIDERED UNACCEPTABLE AND ALL DG'S WERE DECLARED
INOPERABLE. A TEMPORARY WAIVER OF COMPLIANCE (TWC) WAS REQUESTED TO DELAY, FOR 48
HCURS. THE ACTIONS REQUIRED BY THE APPLICABLE TECHNICAL SPECIFICATIONS. AT 1845
THE NRC APPROVED THE TWC REQUEST. ON NOVEMBER 15, 1991 THE 2A DG AND 1A DG WERE
DECLARED OPERABLE AFTER TESTING WAS SATISFACTORILY. COMPLETED. ON NOVEMBER 16,
1991 TESTING OF THE 1B AND 28 DG WAS SATISFACTORILY COMPLETED. THE CAUSE OF THE
EVENT WAS A SURVEILLANCE PROCEDURAL DEFICIENCY. THE APPLICABLE SURVEILLANCE
TESTING PROCEDURES WILL BE REVISED.

I 251 ERAIDWOOD 1 DOCKET 50-456 LER 92-001
TECHNICAL SPECIFICATION VIOLATION CAUSED DY PROCEDURE DEFICIENCY.
EVENT DATE: 011492 REPORT DATE: 021192 NSSS: WE TYPE: PWR

(NSIC 22404B) ON 1/12/92 THE OB HYDROGEN RECOMBINER WAS TAKEN OUT-OF-SERVICE
(005) FOR INSPECTION AND PLANNED MAINTENANCE. ON-1/14/92 THE-1A DIESEL GENERATOR
(DG) WAS SCHEDULED FOR A MAINTENANCE OUTAGE. THE ACTION STATEMENTS, APPLICABLE
TO AN INOPERABLE DIESEL GENERATOR, OF TECH SPEC 3.8.1.1 WERE REVIEWED. ACTION-
STATEMENT C.1 WAS APPLICABLE ANT REQUIRED THAT, "WITH-ONE DIESEL INOPERABLE,
VERIFY THAT: ALL REQUIRED SYSTEMS, SUBSYSTEMS, TRAINS, COMPONENTS AND DEVICES
THAT DEPEND ON THE REMAINING OPERABLE DIESEL GENERATOR AS A SOURCE OF EMERGENCY
POWER ARE ALSO OPERABLE." TO ASSIST IN COMPLYING WITH THE REQUIREMENTS CONTAINED
IN THIS ACTION STATEMENT, LIMITING CONDITION FOR-OPERATION ACTION REQUIREMENT-
(LCOAR) PROCEDURE 1BWOS 8.1.1-1A WAS USED. THE CUIDANCE FOR REQUIRED SUBSYSTEMS
IN THE LCOAR PROCEDURE DID NOT SPECIFICALLY INLCUDE THE OB HYDROGEN RECOMBINER.
BASED ON THIS INFORMATION, MAINTENANCE WAS ALLOWED TO PROCEED ON THE 1A DG. AT
0440 THE 1A DG WAS DECLARED INOPERABLE. AT 1234 ON 1/15/92 THE OB HYDROGEN
RECOMBINER WAS RETURNED TO SERVICE. ON 1/21/92 ATTER RE VIEWING THE REQUIREMENTS
FOR SYSTEM OPERATION FOLLOWING A LOSS-OF-COOLANT ACCIDENT, IT WAS DETERMINED THAT
ACTION STATEMENT C.1 0F TECH SPEC 3.8.1.1 WAS APPLICABLE TO THE HYDROGEN-

RECOMBINERS. AT THIS TIME, THE EVENT WAS DETERMINED TO BE REPORTABLE IN
ACCORDANCE WITH 10CFR50.73(A)(2)(I)(B).

I 261 BRAIDWOOD 2 - - DOCKET S0-457 LER 91-006
GENERATOR TRIP CAUSED BY-SPURIOUS ACTUATION OF NEUTRAL GROUND RELAY,
EVENT DATE: 120191 REPORT DATE: 122391 HSSS: WE TYPE: PWR-

(NSIC 223754) AT 1733 ON 12/1/91 A GENERATOR NEUTRAL GROUND DVERCURRENT BACKUP
PROTECTIVE RELAY ACTUATED AND TRIPPED THE UNIT 2 MAIN GENERATOR. A TURBINE AND
REACTOR TRIP FOLLOWED AS DESIGNED. OPERATORS PERFORhED APPLICABLE STEPS OF THE
REACTOR TRIP RESPONSE PROCEDURES AND STABILIZED THE PLANT. -THE GENERATOR TRIP WAS -
CAUSED BY THE NEUTRAL GROUND BACKUP RELAY. THE DESIGN PURPOSE OF THIS RELAY IS
TO ACTUATE WHEN AN UNBALANCED VOLTAGE CONDITION EXISTS BETWEEN THE THREE PHASES

-OF THE GENERATOR. AN OSCILLOGRAPH, USED "O RECORD VOLTAGE APPLIED ACROSS -THE
NEUTRAL RESISTOR, INDICATED THAT NO FAULT HAD EXISTED ON THE GENERATOR.
ADDITIONALLY, A MEGCER READING OF THE GENERATOR CONFIRMED THAT NO INTERNAL FAULT
EXISTED. WITH No GENERATOR' FAULT, THE-CAUSE OF THE TRIP WAS IN THE POTENTIAL
TRANSFORMER CIRCUITRY. UPON COMPLETION OF TROUBLESHOOTING,-THE CAUSE COULD NOT
BE DETERMINED. PRECAUTIONARY MEASURES WERE TAKEN TO PREVENT AN INTERMITTENT
POTENTIAL FUSE FAILURE FROM CAUSING ANOTHER GENERATOR TRID.- THE POTENTIAL
TRANSFORMER FUSES WERE REPLACED AND THE SUSPECT CIRCUITRY.WILL BE MONITORED-

t 271 BROWNS FERRY'2 - DOCKET 50-250 LER 91-019
AUTOMATIC REACTOR SCRAM FOLLOWING A TUREINE TRIP Wh!CH WAS A RESULT OF AN
UNEXPECTED FUSE FAILURE.
EVENT DATE: 120891 REPORT DATE: 010792 NSSS: GE TYPE: BWR

__
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VENDOR: GOULD INC. (POWER SYS DIV)

(NSIC 223703) ON DECEMBER 8, 1991 AT 2320 CST, BROWNS TERkY UNIT 2 AUTOMATICALLY
SCRAMMED FROM APPROXIMATELY 80 PERCENT POWER FOLLOWING A TURBINE TRIP. IN
ADDITION, DURING THIS EVENT, AN UNEXPECTED LOSS OF ONE OF THE OFFSITE POWER
SUPPLIES OCCURRED. THE ROOT CAUSE OF THIS EVENT WAS AN UNEXPECTED AND UNFORESEEN
FUSE (GOULD-SHAWMUT TAILURE). TVA HAS REPLACED THE EXISTING 500KV BUS POTENTIAL
TRANSFORMER SECONDARY FUSES TO MINIMIZE THE POSSIBILITY OF SPURIOUS RELAY
OPERATIONS. TVA WILL EVALUATE RECONFIGURING THE EXISTING PLANT DESIGN TO
ELIMINATE THE POSSIBILITY THAT THE LOSS OF THE RELAYING POTENTIAL FROM A SINGLE
BUS WILL RESULT IN THE LOSS OF TH. GENERATING UNIT. IN ADDITION, TVA WILL
INVESTIGATE THE SPURIOUS TRIP OF Tn!NITY LINE 1 LINE DURING THIS EVENT AND
CORRECT ANY IDENTIFIED DEFICIENCIES.

'

I 28) BROWNS FERRY 3 DOCKET 50-296 LER 92-001
ENGINEERED SAFETY FEATURE ACTUATION CAUSED BY A FAILED RELAY COIL.c
EVENT DATE: 012592 REPORT DATE: 021492 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: BROUNS FERRY 1 (BWR)

BROWNS TERRY 2 (BWR)
VENDOR: GENERAL ELECTRIC CO.

(NSIC 224033) ON JANUARY 25, 1992 AT 0720 CST, A UNIT 3 RELAY COIL, GENERAL
ELECTRIC (GE) TYPE CR-120 ASSOCIATED WITH PRIMARY CONTAINMENT ATMOSPHERE CONTROL
VALVE LOGIC CHANNEL A FAILED RESULTING IN ACTUATION OF ENGINEERED SAFETY
FEATURES. THE ROOT CAUSE OF THIS EVENT HAS BEEN ATTRIBUTED TO AN END-OF-LIFE
FAILURE CAUSED BY THE THERMAL AGING OF A GE TYPE CR-120 RELAY COIL. IMMEDIATE
CORRECTIVE ACTIONS INCLUDED REPLACING THE FAILED RELAY COIL. ADDITICHAL
CORRECTIVE ACTIONS INCLUDE REPLACING THE GE TYPE CR-120 RELAY COILS IN NORMALLYENERGIZED, SAFETY-RELATED CIRCUITS PRIOR TO THE RESTART OF UNITS 1 AND 3 AND
PRIOR TO STARTUP OF UNIT 2 FOLLOWING THE CYCLE 6 REFUELING OUTAGE. IN ADDITION,
RELAY COILS IN THIS APPLICATION WHOSE FAILURE COULD POTENTIALLY LEAD TO A UNIT 2
PLANT SHUTDOWN WERE COMMITTED TO BE REPLACED BY MARCH 30, 1992.

I 29] BRUNSWICK 1 DOCKET 50-325 LER 91-003 REV 03
UPDATE ON FAIL AS-IS POSITION OF CBEAT SYSTEM INLET AND OUTLET DAMPERS NOT
EVALUATED WITH RESPECT TO A CHLORINE EVENT.
EVENT DATE: 013191 REPORT DATE: 020592 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: BRUNSWICK 2 (BWR)

(NSIC 223938)
A CONDITION THAT WAS DISCOVERED TO BE OUTSIDE THE DESIGN BASIS WAS

REFORTED ON 1/31/91 AT 4:02 P.M. THIS CONDITION INVOLVES THE INLET AND OUTLET
DAMPERS FOR THE CONTROL BUILDING EMEKlENCY AIR FILTRATION (CBW) TRAINS WHICH FAIL
AS-IS ON LOSS OF POWER. WHEN THE CBEAT SYSTEM IS OPERATING IN THE RECIRCULATING
MODE, A SINGLE ELECTRICAL FAILURE FILL CAUSE THE DAMPERS TO REMAIN OPEN. THIS
WILL RESULT IN AN AIRFLOW PATH TO idE CONTROL ROOM ENVIRONMENT THAT HAS NOT BEEN
PREVIOUSLY EVALUATED FOR ITS EFFECT ON CONTROL ROOM HABITABILITY RELATIVE TO
CHLORINE PROTECTION. THIS CONDITION RESULTED FROM A FAILURE TO EVALUATE THE FAILAS IS POSITION (IN COMBINATION WITH A A;NGLE FAILURE) 0F THE CBEAT DAMPERS WITHRESPECT TO A CHLORINE EVENT. ON 1/31/91, AT APPROXIMATELY 6:11 P.M., THE
CHLORINE TANK CAR WAS REMOVED FROM TUF SITE PENDING AN ENGINEERING EVALUATION OF
CBEAT SINGLE FAILURES. THE EVALUATION DETERMINED THE CHLORINE TANK CAR COULD BE
RETURNED TO THE SITE PROVIDED THE MOST LIMITING CONDITION OF OPERATION (LCO)IS
ENTERED WHEN THE CBEAF IS IN OPERATION. A TRACKING LCO WAS ESTABLISHED TO ENSURE
IMPLEMENTATION OF THE LCO REQUIREMENTS AND THE CHLORINE TANK CAR WAS RETURNED TOTHE SITE ON FEBRUARY 10,

1991. A PROJECT (PCN C0187A) HAS BEEN INITIATED 70 MAKE
THE INLET AND OUTLET DAMPERS AUTOMATICALLY CLOSE ON LOSS OF POWER.

[ 30] BRUNSWICK 1 DOCKET 50-325 LER 91-026 REV 01
UPDATE ON REACTOR SHUTDOWN REQUIRED WHEN EMERGENCY DIESEL GENERATOR MAINTENANCE
WAS DETERMINED TO REQUIRE MORE TIME THAN THE TECHNICAL SPECITICATION LIMITNGCONDITION OF OPERATION WOULD ALLOW.
EVENT DATE: 101591 REPORT DATE: 011392 NSSS: GE TYPE: BWRVENDOR: WISCONSIN BRIDGE & IRON
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(NSIC 223797) AT 0700 ON OCTOBER 1, 1991, #3 EMERGENCY DIESEL CENERATOR (EDG) WAS
DECLARED INOPERABLE TO ALLOW FOR SCHEDULED MAINTENANCE AS PART OF THE UNIT 2
REFUELING OUTACE. BY 0600 ON 10/15/91, IT WAS APPARENT THAT THE #3 EDG WOULD HOT
EE RETURNED TO SERVICE IN TIME TO AVOID THE REACTOR SHUTDOWN REQUIRED BY THE'
LIMITING CONDITION FOR OPERATION (LCO) ACTION STATEMENT OF THE ELECTRICAL POWER
SYSTEMS, A. C. SOURCES, TECHNICAL SPECIFICATION. THE TIME REQUIRED TO COMPLETE
THE ORIGINAL WORK SCOPE HAD INCREASED DUE TO EMERCENT WORK ITEMS, SCHEDULING AND
COORDINATION ISSUES, AND A PROCEDURAL COMPLIANCE ISSUE. THIS MADE IT IMPOSSIBLE
TO RETURN THE #3 EOG TO SERVICE PRIOR TO THE LCO EXPIRING, ON 10/15/91 AT 0600
UNIT 1 WAS AT 100X REACTOR POWER WITH THE EMERGENCY CORE COOLING SYSTEMS (ECCS$
OPERABLE. UNIT 2 WAS DEFUELED IN A REFUELING OUTAGE. THE DECISION WAS MADE TO
COMMENCE A REACTOR SHUTDOWN BEGINNING AT 0630 ON 10/1S/91. UNIT 1 ENTERED HOT
SHUTDOWN AT 1803 ON 10/15/91, AND COLD SHUTDOWN AT 1740 ON 10/16/91. THE #3 EDG
WAS DECLARED OPERABLE AT 1850 ON 10/20/91, UPON COMPLETION OF MAINTENANCE AND
TESTING. UNIT 1 REACTOR STARTUP WAS COMMENCED AT 0048 ON 10/21/91, AND THE UNIT
WAS SYNCHRONIZED TO THE SYSTEM GRID AT 1724 ON 10/21/91. A PREVIOUS EVENT IS LER
1-91-009.

[ 311 BRUNSWICK 1 DOCKET 50-325 LER 92-001
INADEQUATELY TESTING SEALED SOURCES RESULTS IN TECHNICAL SPECIFICATION VIOLATION.
EVENT DATE: 010792 REPORT DATE: 020592 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: BRUNSWICK 2 (BWR)

(NSIC 223915) CP&L'S SHEARON HARRIS NUCLEAR POWER PLANT (SHNPP)-ISSUED LER
'

1-91-020 WHICH IDENTIFIED DEFICIENCIES IN A RADI ATION SURVEILLANCE TEST WHICH IS
USED TO LEAK TEST SEALED SOURCES TO SATISFY A TECHNICAL SPECIFICATION
REQUIREMENT. THIS PROCESS INCLUDES SMEARING THESE SOURCES AND ANALYZING THE
SMEARS WITH AN INSTRUMENT CAPABLE OF DETECTING 0.005 MICR0 CURIES OF CONTAMINATION
PER TEST SAMPLE. DURING A ROUTINE REVIEW OF A COMPLETED TEST, AN ENVIRONMENTAL &
RADIATION CONTROL (E&RC) PERS ON NOTED A DEFICIENCY IN THE EQUIPMENT / PROCEDURE
USED TO DETECT THE LOW ENERGY EMISSIONS PRODUCED BY NICKEL-63 (NI-63)'AND IRON-55
(FE-55) ISOTOPES. BRUNSWICK E&RC PERSONNEL REVIEWED THIS LER UPON FURTHER
INVESTICATION, BRUNSWICK ESRC PERSONNEL DETERMINED THAT THEIR SITE PROCEDURE
CONTAINED THE SAME DEFICIENCY AS DID SHNPP'S AND THAT THE SAME REPORTABILITY
REQUIREMENTS APPLIED TO AN FE -55 SOURCE. (BRUNSWICK WAS NOT AFFECTED BY NI-63).
THE BRUNSWICK FACILITY HAD BEEN UTILIZING A TENNELEC GAS FLOW PROPORTIONAL
COUNTER TO PERFORM AN ANALYSIS ON SMEARS OF AN TE-55 SOURCE BEING USED INSIDE AN
ALLOY ANALYZER. A SMEAR OF THE FE-55 SOURCE WAS OBTAINED AND SENT TO THE HE&EC
FOR ANALYSIS. THE TEST WAS SATISFACTORY AND THE SOURCE WAS DETERMINED HOT TO BE
LEAKING.

! 321 BRUNSWICK 2 DOCKET 50-324 LER 91-019
LOCAL LEAK RATE -TEST FAILURE OF TWO MAIN STEAM LINES' ISOLATION VALVES RESULTING
IN A CONDITION POTENTIALLY OUTSIDE THE PLANT DESIGN BASIS.
EVENT DATE: 111291 REPORT DATE: 121291 NSSS: GE TYPE: BWR
VENDOR: ROCKWELL-INTERNATIONAL

(NSIC 223639) ON NOVEMBER 12, 1991, THE UNIT 2 REACTOR WAS SHUTDOWN IN A
REFUEL / MAINTENANCE OUTAGF. TYPE C LOCAL LEAK RATE TESTING-(LLRT) 0F THE MAIN
STEAM ISOLATION VALVES (MSIVS) HAD BEEN PERFORMED. THE RESULTS OF TESTING
INDICATED THAT MSIV LEAKAGE ON MAIN STEAM LINES (MSLS) C AND D EXCEEDED THE
TECHNICAL SPECIFICATION (TS) LIMIT OF 11.5 SCFH. A ROOT CAUSE ANALYSIS IS IN
PROGRESS AND THE RESULTS WILL BE PROVIDED IN A SUPPLEMENT TO THIS REPORT. THE
MSLS C AND D MSIVS REPAIRS WERE COMPLETED AND A SUBSEQUENT REPEAT OF THE TESTING
REVEALED ZERO LEAKACE IN BOTH MSLS (IE; MSLC=0.173 SCFH AND MSLD=0.266 SCFH).
ADDITIONAL CORRECTIVE ACTIONS RESULTING FROM THE ROOT CAUSE-DETERMINATION WILL BE
REPORTED IN THE SUPPLEMENT TO THIS REPORT. A SAFETY ASSESSMENT OF THIS EVENT HAS.
NOT BEEN COMPLETED AT THIS TIME. THE ASSESSMENT OF THIS EVENT WILL CONTINUE AND
WILL BE REPORTED IN THE SUPPLEMENT TO THIS REPORT. A PREVIOUS FAILURE OF TWO
MSIVS TO MEET THE TS RF. QUIRED 11.5 SCTH LEAKAGE REQUIREMENT HAS BEEN REPORTED IN'
LER 1-88-025. THAT LER INVOLVED THE OUTBOARD MSIVS ON TWO SEPARATE MSLS.
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I 331 BRUNSWICK 2 DOCKET S0-324 LER 91 020
HIGH PRESSURE COOLANT INJECTION SYSTEM STARTUP ROUTINE SURVEILLANCE TESTING FINDSLOOSE COMPONENTS AFTER A REFUELING OUIAGE REBUILD.EVENT DATE: 121491 REPORT DATE: 011392 NSSS: GE TYPE: BWRVENDOR: WOODWARD GOVERNOR COMPANY

(HSIC 223796)
THE STARTUP FOLLOWING A FUELING OUTAGE.AT 1400 ON 12/14/91, UNIT 2 REACTOR WAS AT 2% REACTOR POWER DURING

THE HIGH PRESSURE COOLANT INJECTION(HPCI)
TURBINE WAS UNCOUPLED FOR TURBINE OVERSPEED TRIP MECHANISM TESTING.THE

OVFRSPEED TRIP MECHANISM HAD BEEN ADJUSTED ATTER THE INITIAL TEST RUN SHOWED THAT
THE TURBINE DID NOT TRIP WITHIN THE REQUIRED SPEED RANCE. DURING THE SECOND TESTRUN, THE HPCI TURBINE STEAM SUPPLY VALVE (E41-F001) WOULU 60T OPEN FROM THE
CONTROL ROOM. THE E41-F001 VALVE ACTUATOR HAD BEEN REBJILT DURING THE CUTAGE BUT
THE LIMIT SWITCH ASSEMBLY FINGER BASE WHICH HOLDS THE INDIVIDUAL L7MIT SWITCHES
WAS FOUND LOOSE. THE E41-F001 LIMIT SWITCH ASSEMBLY WAS TICHTENED AND ADJUSTED.
THE OTHER HPCI VALVE ACTUATORS THAT HAD BEEN REBUILT BY THE SAME SERVICE VENDOR
WERE CHECKED AND NO PROBLEMS WERE FOUND WITH THESE LIMIT SWITCH ASSEMBLIES.L\ SEDON DISCUSSIONS WITH THE SERVICE VENDOR AND THE INSPECTION RESULTS, eTHIS ISCONSIDERED AN ISOLATED EVENT. AT 1436 ON 12/15/91, THE OVERSPEED TESTING WAS
RECOMMENCED BUT AN ERRATIC TURBINE SPEED FEEDBACK SIGNAL STOPPED THE TEST. THE
ERRATIC SIGNAL WAS DUE TO THE SPEED SENSING GEAR HAVING COME LOOSE FROM ITS
SHAFT. NO DAMAGE WAS FOUND AND THE SPEED SENSING GEAR SET SCREWS RETIGHTENED.
THE SPEE3 SENSING GEAR HAD NOT BEEN REMOVED FROM THE SHATT THAT OUTAGE.

I 341 BRUNSWICK 2 DOCKET S0-324 LER 91-021
VOLTMETER INTERNAL FAILURE DURING TESTING RESULTS IN AN INADVERTENT HP"3INJECTION AND REACTOR SCRAM.
EVENT DATE: 121791 REPORT DATE: 011392 NSSS: GE TYPE: BWRVENDOR: FLUKE, JOHN MANUFACTURING COMPANY

(NSIC 223795) AT 09 42, ON DECEMBER 17, 1991 UNIT 2 WAS AT SX REACTOR POWER. A
STARTUP WAS IN PROGRESS ON COMPLETION OF A REFUELING OUTAGE. THE EMERGENCY CORE
COOLING SYSTEMS WERE OPERABLE. THE REACTOR SCRAMMED WHEN THE HIGH PRESSURE
COOLANT INJECTION (HPCI) SYSTEM INADVERTENTLY STARTED AND INJECTED RELATIVELY
COLD WATER INTO THE REACTOR VESSEL. INSTRUMENTATION AND CONTROLS (IEC)
TECHNICIANS WERE PERFORMING A ROUTINE SURVEILLANCE (2MST-IR23M)ON THE HPCIREACTOR VESSEL LOW LEVEL 2 (118") INITIATION LOGIC. PER THE SURVEILLANCE, AN "A"
CHANNEL LEVEL INSTRUMENT WAS ACTUATED AND ITS RELAY CONTACTS WERE VERIFIED CLOSEDBY CHECKING THE VOLTAGE ACROSS THE OPES "B" CHANNEL CONTACTS.
WAS PERFORMED WITH A FLUKE 860 CA-01 DIGITAL VOLTMETER (DVM), THIS VOLTAGE LACKWHICH HAS SINCE
BEEN VERIFIED TO HAVE AN INTERNAL FAULT. THE FAULT ALLOWED SUFFICIENT CURRENTFLOW TO ACTUATE AN INITIATI'

"F THE HPCI SYSTEM. THE RELATIVELY COLD WATER
POWER RANGE MONITOR (APRM) INJECTED BY THE HPCI SYSTEM CAUSED THE REACTOR POWER TO EXCEED THE 15% AVERAGESCRAM SETPOINTS.
AS INVALID, THE HPCI SYSTEM MAS MANUALLY SHUT DOWN.ONCE THE HPCI INITIATION WAS VERIFIED
2 REACTOR SCRAM HAD EEEN IDENTIFIED, STAkiUP WAS RECOMMENCED AT 02:23 ONAFTER THE CAUSE OF THE UNIT12/10/91.
SYSTEMS RESPONDED A5 DESIGNED.THIS ISOLATED EVENT POSED MINIMAL SAFETY SIGNIFICANCE IN THAT PLANT

( 351 BYRON 1 DOCKET 50-454 .
UPDATE ON MAIN STEAMLINE ISOLATION SYSTEM INOPERABLE DUE TO FAILURE TC IESTLER 90-007 REV 02MANUAL INITIATION HANDSWITCH.
EVENT DATE: U61290 REPORT CATE: 121791 NSSS: WE TYPE: PWROTHER UNITS INVOLVCD: BYRON 2 (PWR)

(NSIC 2236S2) ON 06/12/90, DURING A REVIEW OF THE BYRON UNIT 1 MAIN STEAMISOLATION VALVE (MSIV) FULL STROKE TEST SURVEILLANCES, IT WAS FOUND THAT THE
STEAM LINE ISOLATION HANDSWITCH ON MAIN CONTROL BOARD PANEL iPM06J HAD NOT BEEN

-

'

TESTED DUPING THE PAST REFUELING OUTAGES FOR BOTH UNITS. TECHNICAL SPECIFICATION
"

3.3.2,

HANDSWITCH ON A REFUELING OUTAGE INTERVAL AND REQUIRES THAT TWO TRAINS BETABLE 4.3-2 ITEM 4 A.2, REQUIRES TESTING OF THE STEAM LINE ISOLATION
OPERABLE IN MODES 1, 2 AND 3. AT 1100 ON 6-12-90, THE MSIV MANUAL ISOLATION
SYSTEM WAS DECLARED INOPERABLE FOR BOTH UNITS. DUE TO AN UNRELATED PROELEM, UNIT
1 WAS SHUTDOWN (MODE 4) ON 06/13/90. THEREFORE, IT WAS DECIDED TO PERFORM THE

_ - - _ _ -
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TEST ON UNIT 1 FIRST. THE HANDSWITCHES WERE TESIED AND THF SYSTEM WAS DECLARED
OPERABLE AT 1545. ON 06/13/90, AT 2345, WITH UNIT 2 OPERATING IN MODE 1, THE UNIT
ENTERED TECHNICAL SPECIFICATION 3.0.3 BECAUSE BOTH TRAINS OF MANUAL ISOLATION
WERE INOPERABLE DURING THE-TEST. ON 06/14/90 AT 0001, THE TEST WAS COMPLETED AND
TECHNICAL SPECIFICATION 3.0.3 WAS EXITED. THE SYSTEM WAS DECLARED OPERABLE AT
0730. AS PREVENTIVE ACTION, BYRON PLANS TO HAVE A REVIEW PERFORMED ON ALL SIMILAR
EQUIPMENT TO ENSURE THAT PROPER TESTING IS DEING DONE. IN ADDITION, THE STATION
WILL REVIEW RELATED PROCEDURES AND THE PROCEDURE REVIEW PROCESS.

! 36) BYRON 1 DOCKET $0-454 LER 91-006
EMERGENCY DIESEL CENERATOR IHOPERABILITY DUE TO TESTING PROCEDURE INADEQUACY.
EVENT DATE: 111491 REPORT DATE: 121191 NSSS: W5 TYPE: PWR {
OTHER UNITS INVOLVED: BYRON 2 (PWR)

(NSIC 223627) DURING THE NRC ELECTRICAL DISTRIBUTION SYSTEM FUNCTIONAL INSPECTION
AT LASALLE COUNTY NUCLEAR STATION, THE INSPECTION TEAM DETERMINED THAT THE
TESTING OF THE 4160 VOLT ENGINEERED SAFETY FEATLRE (EST) BUS UNDERVOLTAGE RELAY
CIRCUITS WAS INADEQUATE. FURTHER EVALUATION CF THIS CONDITION FOR BYRON STATION
LED TO THE CONCLUSION THAT A TRIP CIRCUIT FOR AN ESF BUS UNDERVOLTAGE AND DIESEL
GENERATOR SPEED AND VOLTAGE PERMISSIVE HAD NOT BEEN TESTED. BOTH DIESEL
GENERATORS ON BOTH UNITS WERE DECLARED INOPERABLE ON NOVEMBER 14, 1991 AT 1505. A'
TEMPORARY WAIVER OF COMPLIANCE WAS OETAINED. TESTING OF THE ATTECTED CIRCUITS _WAS
SUCCESSFULLY PERFORMED ON NOVEMBER 15, 1991. SURVEILLANCE PROCEDURES WILL BE
REVISED TO-INCLUDE THIS TESTING. 'THIS EVENT IS REPORTABLE IN-ACCORDANCE WITH
10CFR50.73(A)(2)(VII). ANY EVENT WHERE A SINGLE CAUSE OR CONDITION CAUSED TWO
INDEPENDENT TRAINS TO BECOME INOPERABLE Ih A SINGLE SYSTEM DESIGNED 70; (A)-
SHUTDOWN THE REACTOR AND MAINTAIN IT IN A SAFE SHUTDOWN CONDITION; (B) REMOVE-
RESIDUAL HEAT; (C) CONTROL THE RELEASE OF RADI0 ACTIVE HATERIAL; OR (D) MITIGATE
THE CONSEQUENCES OF AN ACCIDENT. !

[ 37) BYRON 2 DOCKET 50-455 LER 91-005
REACIOR TRIP DN LOW-2 STEAM GENERATOR LEVEL DURING STARTUP DUE TO 'D-S STEAM
GENERATOR LEVEL CONTROL,
EVENT DATE: 110791 REPORT DATE: 120991 MSSS: WE TYPE: PWR.

(NSIC 223625) AT 0357, ON it/07/91, AFTER UNIT 2 STARTUP AND DURING PREPARATION
FOR THE TURBINE ROLL A LOW-2 STEAM GENERATOR (S/G) LEVEL ON THE 2A S/G WAS-
RECEIVED WHICH INITIkTED A REACTOR TRIP. ALL SATIGUARD ACTUATION FEATURES
FUNCTIONED AS DESIGNED. THE LOW-2 LEVEL IN THE STEAM GENERATOR _WAS THE RESULT OF
DIFFICULTY IN CONTROLLING THE WESTINGHOUSE D-5 S/G LEVEL AT LOW POWER AND DUE TO
LEAK BY OF THE MAIN FEEDWATER REGULATING VALVE FOR THE 2A STEAM GENERATOR. THE
LEVEL INSTRUMENT TAPS IN THE STEAM GENERATOR ARE BEING MOVED DURING THE NEXT
REFUELING OUTAGE TO REDUCE THIS LEVEL INSTABILITY. THE_ MAIN FEEDWATER REGULATORY-
VALVE WAS ADJUSTED BEFORE THE NEXT-STARTUP. A REVISION WILL-BE MADE TO THE
STARTUP PROCEDURE TO VERIFY POSITION OF THIS VALVE FOR EACH STEAM. GENERATOR.
THIS EVENT IS REPORTABLE IN ACCORDANCE WITH 10CFR50.73(A)(2)(IV), ANY EVENT OR
CONDITION THAT RESULTS IN A MANUAL OR AUTOMATIC ACTUATION ~0F ANY ENCINEERED
SAFETY FEATURE ,

[ 38) CAL 1AWAY 1
.

DOCKET 50-4B3- LER 91-007-
FAILURE TO VERITY LOAD REJECTION SURVEILLANCE VALUE OF 1352 KW FOR EMERGENCY
DIESEL GENERATORS SINCE THIS VALUE DOES NOT REFLECT ACTUAL CONFIGURATION.
EVENT DATE: 111491- REPORT DATE: .121291 NSSS -WE -TYPE PWR

(NSIC 223628) DATE OF EVENT - 111491. POWER LEVEL -1100%. ON 11/13/91, UTILITY
MANAGEMENT WAS NOTIFIED BY A SIMILAR PLANT THAT A POTENTIAL CONCERN EXISTED WITHt

THE ABILITY TO SATISFY THE 13S2 KILOWATT (KW) ESSENTIAL SERVICE WATER (ESW) PUMP
LOAD REJECTION REQUIREMENT-OF TECH SPEC SURVEILLANCE 4.B.1.1.2.F(2), UTILITY
MANAGEMENT IMMEDIATELY INITIATED AN INVESTIGATION INTO T9E APPLICABILITY 70

-
CALLAWAY PLANT. ON 11/14/91-AT 1515 CST, IT WAS DETERMINED THAT THE PLANT HAD NOT
DEMONSTRATED VERBATIM COMPLIANCE WITH T/S SURVEILLANCE 4.8.1.1.2.F(2) AND T/S
3.0.3 NAS ENTERED. THE PLANT WAS IN HODE 1 - POWER OPERATIONS AT 100X REACTOR
POWER. THE UTILITY SHIFT SUPERVISOR IMMEDI ATELY SCHEDULED A PLANT SHUTDOWN TO

.. .. . .. ._ . . . . . . . . . . . . . . . ..

.
.

.
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BEGIN AT 1715 CST. ON 11/14/91 AT 1620 CST, A TEMPCRARY WAIVER OF COMPLIANCE WAS
GRANIED TO Ut.IVE THE REQUIREMENT TO INITATE ACTION TO SHUTDOWN THE PLANT PER T/S
3.0.3 UNTIL AN EMERGENCY T/S AMENDMENT TO CHANGE THE 1352 KW LOAD REJECTION
RLQUIREMENT WAS APPROVED. THE VALUE OF 1352 KW IS NOT REPRESENTATIVE OF THE
ACIUAL INSTALLED CONFIGURATION. THE VALUE WAS BASED ON ASSUMED LOAD VALUES USED
TO SIZE THE DIESEL GENERATORS. THE PROPOSED CHANGE WILL CLARIFY THAT THE ESW ? UMP
IS THE LARGEST SINGLE EMERGENCY LOAD WITHOUT SPECIFYING A KW RATING.

I 39] CALLAWAY 1 DOCKET 50-483 LER 91-000
FAILURE TO VERITY THAT CONTAINMENI PENETRATION VENT VALVE WAS LOCKED CLOSED PER
TECHNICAL SPECITICATION 4.6.1.1.A PRIOR TO 1989 DUE TO INCORRECT LOCKED VALVE
LIST.
EVENT DATE: 121091 REPORT DATE: 123191 NSSS: WE TYPE: PWR

(NSIC 223750) ON 12/10/91, WHILE IN NODE 1 AT 100 PERCENT POWER, A REVIEW 0/
SURVEILLANCE PROCEDURE OSP-GP-00001, CONTAINMENT INTEGRITY VERIFICATION,(REVEALEDTHAT THE RESIDUAL HEAT REMOVAL (RKR) PUMP 'A' SUCTION HEADER VENT VALVE EJV154)
HAD NOT BEEN VERIFJED AS LOCKED CLOSED PRIOR TO 3/14/89. TECHNICAL SPECIFICATION
(T/S) 4.6.1.1.A REQUIRES THAT CONTAINMENT PENETRATIONS WITH VALVES LOCATED INSIDE
CONTAINMENT BE VERIFIED DURING COLD SHUTDOWN AS LOCKED CLOSED, EJV154 WAS NOT
INCLUDED Z.N A 3/12/A2 LISTING OF LOCKED CONTAINMENT PE;ETRATION VALVES. THIS
CAUSED A RHR SYSTEM DRAWING REVISION DELETING THE LOCKED REQUIREMENT. AS THIS
DRAWING WAS USED TO DEVELOP PROCEDURE OSP-GP-00001 EJV154 WAS NOT INCLUDED. ON
10/21/87, A UTILITY LICENSED OPERATOR REQUESTED THkT EJV154 BE DESIGNATED LOCKED
CLOSED. ON PLANT DRAWINGS FOR CONTAINMENT INTEGRITY PURPOSES. WHEN EJV154 WAS
DETERMINED TO REQUIRE LOCKED CLOSED VERIFICATION ON 11'27/87, UTILITY PERSONNEL
REVIEWING THIS DID NOT EVALUATE IHE APPLICABILITY OF T/S 4.6.1.1.A. THE DRAWING,
VALVE LINE-SP, AND SURVEILLANCE PR00EDURES HAVE BEEN REVISED TO-ENSURE THAT
EJV154 IS VERIFIED LOCKED CLOSED. NO OTHER T/S PROHIBITED CONDITIONS WERE
IDENTIFIED BY THE MOST RECENT UTILITY REVIEW OF CONTAINMENT PENETRATIONS. THIS
IS AN ISOLATED OCCURRENCE. NO ADDITIONAL CORRECTIVE ACTIONS ARE REQUIRED.

( 40) CALVERT CLIFFS 1 D3CKET 50-317 LER 91-009
LOSS OF OPERABLE HICH PRESSURE SAFETY INJECTION TRAIN DUE TO INOPERABLE PUMP
BREAKER.
EVENT DATE: 112691 REPOR1 DATE: 122691 NCSS: CE TYPE: PWR
VENDOR: GENERAL ELECTRIC CO.

(NSIC 223773) ON NOVEMBER 26, 1991 WHILE OPERATING AT 100 PERCENT RATED THERMAL
POUER, CALVERT CLIFFS UNIT 1 ENTERED PLANT TECHNICAL SIECIFICATION (TS) LIMITING
CONDITION FOR OPERATION (LCO) 3.0.3 WHEN ALL HIGH PRESSURE SAFETY INJECTION
(HPSI) TRAINS BECAME INOPERABLE. THE PLANT REMAINED IN LCO 3.0.3 FOR
APPROXIMATELY 3S MINUTES. WHILE OPERATING WITH ONE OPERABLE HPSI TRAIN, THAT
TRAIN'S FUMP BREAKER FAILED TO ALIGN FOR STARTING. THE CAUSE OF THIS EVENT WAS A
MISPOSITIONED FIBER SPACER THAT INTERFERED WITH AN-OPERATING-MECHANISM-SOLENOID ')
PLUNCER. INVESTIGATIVE EFFORTS CFst CONTINUING WITH TME POSSIBILlTY OF 1

MANUFACTURING OR DESIGN DEFECT BEING EVALUATED. IT SHCVN TO HAVE EXISTED,
BALTIMORE CAS AND ELECTRIC SHALL SUPPLEHENT THIS REPORT, DOCUMENTING THE CAUSE
AND ADDITIONAL CORRECTIVE ACTICK. CORRECTIVE ACTION INCLUDED REPLACING THE
BREAKER WITH A SUITABLE REPLACEMENT TO RESTORT. OPERARILITY AND REPAIRING THE
NON-ALIGNING BREAKER.-CORRECTIVE ACTION TAAT CONTINUES INCLUDES INSPECTING 16 0F
60 SAFETY-RELATED BREAKERS IN THE TIELD Ax3 INCLUDING AN OPERATING MECHANISM
ANSPECTION IN SCHEDULED PMS TO ACCOMMODATE INSPECTIDW OF ALL REMAINING
SAFETY-RELATED BREAKERS.

! 41] CALVERT CLIFFS 1 DOCKET 50-317 LER 91-007
EMERCENCY AIR LOCK INNFR AND OCTER DOORS OPEN S;MULTANEOUSLY DUE TO MECHANICAL
MALFUNCTION.
EVENT DATE: 122491 REPORT DATE: 012392 WMSS: CE TYPE: PWR

(NSIC 223829) ON DECEMBER 2C, 1991,-MAINTENANCE PERSONNEL, UNAWARE THAT THE UNIT
1 CONTAINMENT EMERGENCY AIR LOCK INNER DOOR WAS OPEH, OPENED THE EXTERIOR DOOR,
BRIEFLY BREACHING CONTAINMENT CONTAINMENI INTEGRITY UAS RCSTORED WITHIN ONE

_
'
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MINUTE. THE INTERIOR DOOR REMOTE POSITION INDICATION DID NOT INDICATE THAT THE
DOOR WAS OPEN AND AN INTERLOCK MECHANISM THAT NORMALLY PREVENTS BOTH DOORS FROM
EEING OPEN S!HULTANEOUSLY DID NOT FUNCTION PROPERLY. THE CAUSE IS ATTRIBUTED TO
MECHANICAL MALFUNCTION WHICH INCLUDES A SLIPPED CHAIN AND MISALIGNEC CAM IN THE
INTERLOCK MECHANISM AND INACCURATE INTERIOR DOOR POSITION INDICATION. THE CHAIN
AND CAM WERE REALIGNED AND THE MECHANISM VERIFIED OPERACLE. A SIGN HAS LEEN
PLACED NEXT TO THE EXTERIOR DOOR WARNING PERSONNEL OF THE LOOSE CHAIN AND
CAUTIONING THEM TO OPEN THE DOOR CAREFULLY. APPROPRIATE PERSONNEL ARE BEING
BRIEFED ON THE DETAILS OF THIS INCIDENT AND CAUTIONED AGAINST OPENING THE DOOR
EEFORE PRESSURE IS EQUALIZED ACROSS IT. ADDITIONAL TESTING TO CONFIRM THE CAUSE
OF THE MECHANICAL MALFUNCTION WILL DE CONDUCTED WHEN ALARA CONDITIONS AND
TECHNICAL SPECIFICATION OPERABILITY REQUIREMENTS PERMIT. SHOULD 1T EECOME

i NCCESSARY TO USE THE EMERGENCY AIR LOCK PRIOR TO IMPLEMENTATION OF FINAL
.

CURRICTIVE ACTIONS, PERSONNFL WILL IMPLEMENT ADDITIONAL CONTROLS TO ENSURE'

ALRSONNEL ENTERING THE AIR LOCK ARE AWARE OF THE STATUS OF BOTH AIR LOCK DOORS.!

I 4Z] CALVERT CLIFFS 1 DOCKET 50-317 LER 91-000
INADVERTENT ACTUATION OF THE AUXILIARY TEEDWATES ACTUATION SYSTEM DUE TO CIRCUIT
DESION.
EVENT DATE: 122991 REPORT DATE: 012892 NSSS: CE TYPE: PWR

(NSIC 2238S5) ON DECEMBER 29 1991, AN INADVERTENT ACTUATION OF THE AUXILIARY
FEEDWATER ACTUATION SYSTEM (AFAS) OCCURRED AT CALVERT CLIFFS UNIT 1. AT THE TIME
OF THE EVENT, UNIT 1 WAS IN MODE 3 (HOT STANDBY) WITH THE REACTOR COOLANT SYSTEM
AT 532 DEGREES FAHRENHEIT AND 2250 PSIA, PREPARATIONS WERE UNDERWAY TO ENTER _ MODE
2 (STARTUP). THE CAUSE OF THE EVENT IS THE SENSITIVITY OF THE ORIGINAL AFAS
START LOGIC CIRCUIT DESIGN TO INDUCED NOISE PULSES-. THIS SENSITIVITY WAS MASKED
BY THE TIME DELAY IN THE CIRCUIT. THE MODIFICATION TO THE LOGIC CIRCUIT RELOCATED
THE TIME DELAY AND REVEALED THE UNEXPECTED SUSCEPTIBILITY OF THIS CIRCUIT TO i

NOISE INDUCED PULSES SUCH AS ELECTRO STATIC DISCHARGE. THE ACTUATION IS
ATTRIBUTED TO AN ELECTRO STATIC DISCHARGE ON THE AFAS CABINET WHILE A LICENSED-
UTILITY OPERATOR WAS SHUTTING AN ADJACENT AFAS SENSOR CABINET DOOR. THE VENDOR
HAS EEEN REQUESTED TO 'UESIGN AND PROVIDE HARDWARE TOR A CORRECTIVE MODIFICATION.
TO PREVENT RECURRENCE THE AFAS CABINET AREA IS ROPED OFF AND ACCESS TO THE AREA
REQUIRES SHIFT SUPERVISOR PERMISSION. CAUTION TAGS ARE IN PLACE TO WARN PLANT =
PERSONNEL OF THE POTENTIAL FOR SPURIOUS ACTUATION OF THE AFAS CABINETS DUE TO
STATIC CHARGE. PREVIOUSLY ESTABLISHED ELECTRO STATIC DISCHARGE COUNTERMEASURES
WERE EXPANDED FOR WORK IN AND ARQUND ALL AFAS CABINETS.

I 43] CALVERT CLIFFS 2 DOCKET 50-318 LER 92-001
MANUAL TRIP FOLLOWING MINOR FEEDWATER LEAK AND SUBSEQUENT ELECTRICAL GROUNDS.
EVENT DATE: 010292 REPORT DATE: 013192 NSSS: CE TYPE: PWR
VENDOR: CONSOLIDATED CONTROLS. CORP.

(NSIC 223937) ON JANUARY 2, 1992 AT 2219 HOURS, CALVERT CLIFFS UNIT 2 WAS
MANUALLY TRIPPED FROM 92 PERCENT POWER FOLLOWING A FEEDWATER LEAK FROM A. LIFTED
3/4 INCH FEEDWATEP HEATER RELIEF VALVE. A MANUAL TRIP WAS INITIATED AFTER LEAKING-
FEEDWATER CAUSED ELECTRICAL GROUNDS IN THE SECONDARY SYSTEM AND A CHARGING PUMP
TRIPPED WITHOUT APPARENT CAUSE. THE FAILED RELIEF VALVE HAS BEEN REPLACED AND-AN
ENGINEERING EVALUATION WILL RECOMMEND CORRECTIVE-ACTIONS TO PREVENT FUTURE
FAILURES OF SIMILAR VALVES.

[ 44) CATAWBA 1 DOCKET 50-413 LER 91-020.
TECHNICAL SPECIFICATION 3.0.3 ENTRY OUE TO TWO IHOPERACLE TRAINS OF THE CONTROL
ROOM VENTILATION SYSTEM.
EVENT DATE: 091591 REPORT DATE: 121291 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: CATAWBA 2 (PWR)

(NSIC 223647) ON 9/15/91, AT 1300 HOURS, WITH UNIT 1 IN MODE 1, POWER OPERATION,-
AT 98% POWZR AND UNIT 2 IN MODE 5, COLD-SHUTDOWN, GPERATIONS ATTEMPTED TO SWAP TO
TRAIN A 0F THE CONTROL ROOM AREA VENTILATION AND CHILLED WATER (VC/YC) SYSTEM.
DURING THIS ACTIVITY, IT WAS DISCOVERED THAT BREAKER 1EKPG #22, TRAIN A VC/YC
S'.* STEM CONTROLS, WAS OPEN. THE BREAKER WAS LAST FUNCTIONALLY DEMONSTRATED TO BE

.~ . .
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CLOSED ON SEPTEMLER 11 AT 2210 HOURS. A REVIEJ OF ALL ACTIVITIES BETWEEN
SEPTEMBER 11 AT 2210 HOURS AND SEPTCMBER 15 AT 1300 HOURS DID NOT CLEARLY REVEAL
HOW/WHEN 1EKPG #22 WAS OPENED. HOWEVER, IT IS CONSIDERED MOST FROBABLE THAT 1EKPG
#22 WAS OPENED BETWEEN 0930 AND 1520 HOURS ON SEPTEMBER 13. TRAIN A VC/YC HAD
EEEN DECLARED INOPERABLE ON SEPTEMBER 13 FROM 0455 HOURS TO 2340 HOURS FOR WCaK
ON VARIOUS TRAIN A COMPONENTS. PRIOR TO THIS WORK A TAGOUT WAS PLACED TO OPEN
1EKPG #21 INSTEAD OF #22. IT IS CONSIDERED PROBAB(E THAT TECH SPEC 3.0.3 WAS
ENTERED ON SEPTEMBER 13 FROM 0810 TO 0930 HOURS BECAUSE NEITHER TRAIN OF VC/YC
00ULD HAVE EEEN CAPABLE OF ADEQUATELY PRESSURIZING THE C0HTROL ROOM. THIS
INCIDENT IS ATIRIBUTED TO INAPPROPRIATE ACTIONS. CORRECTIVE ACTIONS INCLUDE
FORMATION OF A T/,3K FORCE TO STUDY COMPONENT MISPOSITIONING EVENTS AND DISCUSSION
OF THIS INCIDENT WITH OPERATIONS PERSONNEL.

! 451 CATAWBA 1 DOCKET 50-413 LER 91-027 ;

VITAL BATTERY 1 EBB INOPERABLE DUE TO RESISTANCE READING EXCEEDING TECHNICAL j

GPECIFICATION. j

EVENT DATE: 101891 BEPORT CATE: 112091 NSSS: WE TYPE: PWR
|

(NSIC 2235S1) ON OCTOBER 16, 1991, UNIT 1 WAS OPERATING IN MODE 1, POWER
OPERATION, AT 100% POWER. MAINTENANCE ENGINEERING SERVICES (HES) PERSONNEL
DETERMINED THAT BATTERY BANK 1 EBB IN THE 125VDC VITAL INSTRUMENTATION AND CONTROL
POWER (EPL) SYSTEM WAS INOPERABLE. DURING THE FINAL REVIEW 0F STANDING WORK
REQUEST (SWR) 0078775WR, ORIGINATED TO MEASURE CELL TO CELL AND TERMINAL
CONNECTION RESISTANCE, MES IDENiIFIED TWO BATTERY TERMINAL CONNECIIONS THAT
EXCEEDED THE MAXI'1UM TECHNICAL SPECIFICATION RESISTANCE VALUES. THE SWR HAD BEEN
PERFORMED ON AUGUST 27, 1991. THIS INCIDENT IS ATTRIBUTED TO INAPPROPRIATE ACTION
DUE TO LACK OF ATTENTION TO DETAIL. CORRECTIVE ACTIONS INCLUDED REPLACEMENT OF
CABLE CONNECTORS, PROCEDURE ENHANCEMENT, AND MANAGEMENT DISCVSSION OF THE
INCIDENT WITH PERSONNEL INVOLVED.

[ 46] CATAWBA 1 DOCKET 50-413 LER 91-023
BOTH TRAINS OF CONTROL ROOM AREA VENTILATION SYSTEM BEING INOPERABLE DUE TO
EQUIPMENT FAILURE.
EVENT DATE: 111791 REPORT DATE: 121791 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: CATAWBA 2 (PWR)

(NSIC 223695) ON NOVEMBER 17, 1991, AT 1040 HOURS, UNIT 1 AT 100% POWER IN MODE
1, POWER OPERATION, AND UNIT 2 IN NO MODE (DEFUELED), OPERATIONS PERSONNEL
DISCOVERED THAT DAMPER 1-CR-D-10, SUCTION ISOLATION DAMPER FOR A TRAIN CONTROL-
ROOM AIR HANDLING UNIT, IN THE CONTROL ROOM VENTILATION (VC) AND CHILLED WATER
(YC) SYSTEM HAD FAILED CLOSED. WITH 1-CR-D-10 CLOSED,-A TRAIN VC/YC WASr

INOPERABLE. TRAIN B 0F THE VC/YC SYSTEM HAD BEEN DECLARED INCPERABLE ON NOVEMBER
11, 1991 AT 0145. HOURS, DUE TO E TRAIN NUCLEAR SERVICE WATER (RN)-SYSTEM WORK.
WITH BOTH TRAINS OF VC/YC INOPERABLE, UNIT 1 ENTERED TECHNICAL SPECIFICATION
(T/S) 3.0.3, AT 1040 HOURS. DAMPER 1-CR-D-10 WAS MANUALLY POSITIONED AND BLOCKED
OPEN TO RESTORE OPERABILITY TO A TRAIN VC/YC A7 1045 HOURS AND T/S 3.0.3 WA5
EXITED. WORK REQUEST 566920PS WAS INITIATED TO INVESTICATE AND REPAIR THE
ACTUATOR ON DAMPER 1-CR-D-10. THE-ACTUATOR WAS REPAIRED AND THE-DAMPER WAS
DECLARED OPERABLE AT 1610 HOURS ON NOVEMBER 19, 1991. THIS INCIDENT IS ATTRIBUTED
TO EQUIPMENT FAILURE / MALFUNCTION DUE TO A FAILED HYDROMETER. THE VENTILATION TASK
FORCE IS EVALUATING REPLACEMENT OF MYDROMETERS WITH A MORE RELIABLE ACTUATOR.

! 47] CATAWBA 1 DOCKET 5C-413 LER 91-030
TECHNICAL SPECIFICATION VIOLATION DUE TO A MISSED-GRAD SAMPLE ON RADIATION
MONITOR EMF-33 AS A RESULT OF INAPPROPRIATE ACTION.
EVENT DATE: 112191 REPORT DATE: 121891 NSSS: WE TYPE: PWR

(NSIC 2236B5) ON NOVEMBER 21, 1991, AT 2200 HOURS, WITH UNIT 1 IN MODE 1, POWER
OPERATION, AT 100% POWER, A TECHNICAL SPECIFICATION (T/S) VIOLATION OCCURRED DUE
TO A MISSED CRAB SAMPLE FOR THE INOPERABLE CONDENSER AIR EJECTOR EXHAUST MONITOR
1 EMF 33. RADIATION PROTECTION (RP) SPECIALIST A WAS INVOLVED WITH OTHER JOB DUTIES
AND FAILED TO OBTAIN THE GRAB SAMPLE AT 2200 HOURS. THE GRAB SAMPLE WAS OBTAINED
AT 22S0 HOURS AND RP MANAGEMENT WAS NOTIFIED OF THE TECHNICAL SPECIFICATION

I
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VIOLATION DUE TO THE INOPERABLE 1 EMF 33 NOT BEING SAMPLED WITHIN THE REQUIRED 12
HOUR TIME TRAME. THIS INCIDENT IS ATTRIBUTED TO INAPPROPRI ATE ACTION DUE TO RP
SPECI ALIST A IDENTIFYING THE PROPER RESPONSE - BUT NOT IN TIME. AS A CORRECTIVE
ACTION, EMF'S WHICH REQUIRE A GRAB SAMPLE EVkRY 12 HOURS WHEN INOPERABLE ARE NOW

.

I

BEING SAMPLED TWICE PER SHIFT. RP PROCEDURE HP/0/B/1009/11, EMF LOSS, WILL BE
UPDATED TO REFLECT THIS CHANGE. RP ALSO PLANS TO PURSUE THE POSSIBILITY OF
OBTAINING GREATER FLEXIBILITY FOR SCHEDULING EMF CRAB SAMPLES WHEN REQUIRED BY
T/S ACTION STATEMENTS. THIS WILL BE PURSUED WHEN THIS T/S IS CONVERTED INTO A
SELECTED LICENSEE COMMITMENT (SLC).

! 48) CATAWEA 1 DOCKET 50-413 LER 91-029
TECHNICAL SPECIFICATION VIOLATION FROM FAILURE 10 PERFORM RZACTOR TRIP SYSTEM
SURVEILLANCE DUE TO INAPPROPRIATE ACTION.
EVENT DATE: 112691 REPORT DATE: 121891 NSSS: WE TYPE: PWR

(NSIC 223684) ON NOVEMBER 26, 1991, UNIT 1 WAS IN MODE 1,~ POWER OPERATION, AT-
APPROXIMATELY 100% POWER. DURING PREPARATION OF A RETYPE OF UNIT 2 PROCEDURES, IT
WAS DISCOVERED THAT THE SURVEILLANCE REQUIREMENT FOR THE TURBINE STARTUP PRESSURE
SWITCH ALARM (4.3 1.1,- TABLE 4.3-1, ITEM 16A) HAD NOT BEEN PERTOPMED ON UNIT 1
DURING 1EOC5 AND SUBSEQUENT TURBINE STARTUPS. THIS SURVEILLANCE REQUIREMENT WAS
INADVEPTENTLY LEFT OUT OF RETYPE-#8 0F PT/1/A/4250/02B, WEEKLY MAIN TURBINE-VALVE
MOVEMENT TEST. OPERATIONS SUPPORT ENGINEER DISCOVERED THE ERROR AND IMMEDIATELY
ISSUED RETYPE 9 TO PT/1/A/4250/02B, WHICH INCLUDED THE SURVEILLANCE REQUIREMENT.
THIS INAPPROPRIATE ACTION WAS DISCUSSED WITH THE RESPONSIBLE OPERATION SUPPORT
ENGINEER. THE PROCEDURE WAS PLACED ON SHIFT AND PERFORMED TO SATISFY TECHNICAL
SPECIFICATION REQUIREMENT. A CONTINUING IMPROVEMENT ACTION TEAM H;S BEEN FORMED
TO IMPROVE OVERALL QUALITY OF THE OPERATIONS DEPARTMENT.

I 49) CATAWBA 1 DOCKET 50-413 ~ LER 91-031 .

'

TECHNICAL SPECIFICATION VIOLATION AS A RESULT OF INAPPROPRIATE ACTION DUE TO A
MISSED IWV INSERVICE INSPECTION STROKE TIME TEST OF VALVE 1CA64.
EVENT DATE: 120191 REPORT DATE: 123091 NSSS: WE TYPE: PWR

(NSIC 223778) ON NOVEMBER 5, 1991, UNIT 1 WAS IN MODE 1, POWER OPERATION.
PERTLRMANCE (PRF) TECHNICIANS WERE ATTEMPTING TO PERFORM THE QUARTERLY IWV
SURVEILLANCE STROKE TIMING. TEST ON VALVE 1CA64 BASED ON TECHNICAL SPECIFICATION
4.0.5 SURVEILLANCE REQUIRIMENTS DUE TO A PROBbEM WITH THE OPERATOR AID COMPUTER
(OAC) VALVE 7NDICATiON, PRF WAS UNABLE TO COMPLETE THE TEST.-A WORK REQUEST (W/R)q
WAS WRITTEN TO REPAIR-THE PROBLEM. THE W/R WAS ASSIGNED AN APPROPRIATE PRIORITY =
AND WAS "TO BE COMPLETED" BY NOVEMBER 25, 1991 WITHIN THE 25% CRACE PERIOD. UPON-

STATF ,'ERY ON DECEMBER 2, 1991, THAT-THE W/R HAD NOT BEEN WORKED, A 72 HOUR ACTIONDISC 01
.:NT WAS ENTERED-Fon CA OPERABILITY AND THE-VALVE WAS TESTED LOCALLY.

INSfkr.!ENT AND ELECTRICAL (IAE) PERSONNEL FOUND THE LIMIT SWITCHES MISADJUSTED ON
1CA64. IAE ADJUSTEP THE LIMIT SWITCHES FOR PROPER INDICATION. THE FAILURE TO
RETEST VALVE 1CA64 WITHIN THE REQUIRED TIME IS ATTRIBUTED TO INAPPROPRIATE
ACTION. CORRECTIVE ACTIONS INCLUDED PERFORMING A NEW STROKE TIME TEST FOR VALVE
1CA64 TO-VERIFY IWCEPTANCE CRITERIA WERE MET.

! 50) CATAWBA 1 DOLKET 50-413 LER 92-002
TWO INOPERABLE TRAINS OF THE CONTROL ROOM VENTILATION SYSTEM.
EVENT DATE: 011692 REPORT DATE: 021392 .NSSS: WE- TYPE: PWR
OTHER UNITS INVOLVED: CATAWBA 2 (PWR)

(NSIC 224051) ON- 1/16/92, AT 2000 HOURS, WITH UNITS 1 AND 2 IN MODE 1, POWER -
OPERATIC?*, OPERATIONS PERSONNEL WERE REVIEWING ACTIVITIES ASSOCI ATED WITH STARTUP
OF THE TRAIN B CONTROL ROOM AREA VMITILATION AND CHILLED WATER (VC/YC) SYSTEM.
FOLLOWING MAINTENANCE. IT WAS DISCOVERED THAT' BREAKER 2EMPH #22, TRAIN B VC/YC

-SYSTEM CONTROLS, AHD NOT BEEN OPENED DURING PRECEDING MA7NTENANCE ACTIVITIES AS-
REQUIRED BY OPERATIONS TECHNICAL MEMORANDUMS, VC/YC TRAIN B HAD-BEEN INOPERABLE-
ON JANUARY 16'FROM 0353 TO 1725 HOURS. 'DURING THIS TIMC, THE TRAIN B CONTROL-
ROOM AIR HANDLING UNIT.WAS REMOVED FROM SERVICE AND ASSOCIATED ACCESS DOORS WERE
OPENED TO ALLOW TOR EQUIPMENT' INSPECTIONS. -WITH THESE ACCESS PANELS.0 PEN AND
2EKPH #22 CLOSED, VC/YC TRAIN B DAMPERS WOULD HAVE REPOSITIONED UPON RECEIPT OF A =

,
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SAFETY SIGNAL, THUS ALLOWING AIR FLOW TO ESCAPE THROUGH THE OPENINGS IN THE
SYSTEM. VC/YC TRAIN A, WHICH WAS OPERABLE AND IN SERVICE, WOULD NOT HAVE BEEN

'CAPABLE OF ADEQUATELY PRESSURIZING THE CONTROL ROOM.--THEREFORE, BOTH VC/YC
TRAINS WERE INOPERABLE WHILE THE ACCESS PANELS WERE OPEN AND TECHNICAL
SPECITICATION 3.0.3 WAS UNKNOWINGLY ENTERED. THIS INCIDENT IS ATTRIBUTED TO
INAPPROPRIATE ACTIONS, CONTROL ROOM OPERATORS DID NOT RECOGNIZE THE NEED TO OPEN
2EKFH #22. CORRECTIVE ACTIONS INLCUDE RED TAG COMPUTER PROGRAM ENHANCEMENTS AND
A TECHNICAL MEMORANDUM PROGRAM REVIEW.

I 511 CATAWBA 2 DOCKET 50-414 LER 91 014
ESF ACTUATION DUE TO ESSENTIAL BUS UNDERVOLTAGE CONDITION.
EVENT DATE: 110591 REPORT DATE: 120491 NSSS: WE TYPE: PWR

(NSIC 223625) ON NOVEMBER S, 1991, 'T 2300 HOURS, UNIT 2 WAS IN NO MODE
(DEFUELED). AN ENGINEERED SAFETY FEATURE (EST) ACTUATION OCCURRED AS A RESULT OF
AN UNDERVOLTAGE SIGNAL GENERATED ON A TRAIN 4160V ESSENTIAL BUS (2 ETA). THE
UNDERVOLTAGE CONDITION WAS CAUSED WHEN ONE OF THE FUSEHOLDER UONNECTION STABS OF
THE UNDERVOLTAGE RELAY POTENTIAL TP.ANSFORMER (PT) DID NOT MAKE CONTACT WITH THE
ESSENTIAL BUS. SUBSEQUENT INVESTIGATION REVEALED THAT THE CONNECTION STAB HAD
BEEN BENT AS A RESULT OF A LOOSE PT FUSEHOLDER. THE LOOSE FUSEHOLDER WAS
DETERMINED TO BE CAUSED BY IMPROPER REMOVAL OF FUSES FROM THE PT FUSEHOLDER. THIS
INCIDENT IS ATTRIBUTED TO A MANAGEMENT DEFICIENCY, INADEQUATE TRAINING PROVIDED
FOR PERSONNEL PERFORMING HICH VOLTAGE FUSE REMOVAL. MANAGEMENT WILL RE-EVALUATE
THE ISSUE CONCERNING OPERATIONS' RESPONSIBILITY OF HIGH VOLTAGE EQUIPMENT
MANIPULATION AT CATAWBA CORRECTIVE ACTION WILL INCLUDE RESOLUTION OF THE
RESPONSIBILITY ISSUE, PROCEDURE ENHANCEMENT-AND DEVELOPMENT, AND ADDITIONALTRAINING,

I S2) CATAWBA 2 DOCKET 50-414 LER 91-015
TECHNICAL SPECIFICATION VIOLATION DUE TO LACK OF A BORATION FLOW PATH DURING
REFUELING ACTIVITIES DUE TO DEFICIENT COMMUNICATION.
EVENT DATE: 111891 REPORT DATE: 121891 NSSS: WE TYPE: PWR

(NSIC 223686) ON NOVEMBER-18, 1991 UNIT 2 WAS OPERATING IN No MODE WITH THE CORE
DEFUELED. AN ADDITION TO THE REFUELING WATER STORAGE TANK (FWST) WAS MADE FROM
THE BORIC ACID TANK (BAT). FWST MAKEUP WAS COMPLETED AT 1022 HOURS ON NOVEMBER
19. CORE RELOADING HAD BEGUN AT 2335 HOURS AND UNIT 2 ENTERED MODE 6, REFUELING.
REQUIRED TANK RECIRCULATION WAS PERFORMED, AT 0355 HOURS ON NOVEMBER 20, A
CHEMISTRY SAMPLE INDICATED THAT THE FWST BORON CONCENTRATION WAS 1975 PPM, LESS
THAN THE TECHNICAL SPECIFICATION REQUIREMENT OF 2000 PPM. THE CONTROL ROOM WAS
NOTIFIED UPON RECEIPT OF CONFIRMATORY SAMPLE RESULTS-AT 0422 HOURS AND CORE
LOADING WAS STOPPED AT 043S HOURS. A TECHNICAL SPECIFICATION VIOLATION HAD
OCCURRED BECAUSE THE MINIMUM REQUIRED FWST BORON CONCENTRATION WAS NOT MET,
RESULTING IN LACK OF AN OPERABLE BORATION FLOW PATH. THE FWST WAS DECLARED
OPERABLE AT 1430 HOURS AFTER BORON ADDITION AND ACCEPTABLE SAMPLES WERE OBTAINED.
FUEL LOADING RESUMED AT 1500 HOURS. THIS INCIDENT IS ATTRIBUTED TO DEFICIENT
COMMUNICATION BETWEEN CHEMISTRY-AND OPERATIONS REGARDING THE PROPER BORON
CONCENTRATION TO USE IN FWST MAKEUP CALCULATIONS. CORRECTIVE ACTIONS INCLUDED
TERMINATION OF FUEL LOADING, FWST MAKEUP TO ACHIEVE REQUIRED CONCENTRATION, AND
COMMUNICATION ENHANCEMENTS TO PREVENT RECUHRENCE.

1 53) CATAWBA 2 DOCKET 50-414 LER 95-016
TECHNICAL SPECIFICATION VIOLATION DUE TO FAILURE OF PRESSURIZER POWER OPERATED' RELIEF BLOCK VALVE 2NC-318.
EVENT DATE: 120991 REPORT DATE: 010892 NSSS: WE TYPE: PWR
VENDOR: ROCKWELL MANUFACTURING COMPANY

(NSIC 223838) ON DECEMBER 9, 1991, AT 0250 HOURS, UNIT 2 WAS IN MODE 5, COLD
SHUTDOWN.'THE PRESSURIZER (PZR) FAILED TO DEFRESSURIZE PRIOR TO THE PZR NITROGEN
FILL. A PZR POWER-OPERATED RELIEF VALVE (PORF) BLOCK VALVE, 2NC-31B, WAS NOT OPEN
AS INDICATED. 2HC-31B REMAINED CLOSED BECAUSE THE STEM SEPARATED FROM THE WEDGE
ASSEMBLY. THE PZR PORYS HAD BEEN CLOSED IN THE AUTO OPEN MODE SINCE DECEMBER 2 AT
2000 HOURS. WITH THE FINAL P?.R SAFETY RELIEF VALVE IN PLACE,_T/S REQUIRE THAT AN

-
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INOPERABLE PZR PORY DE RETURNED TO SERVICE WI1HIN 7 DAYS OR DEPRESSURIZE AND VENT
THE NC SYSTE!! WITHIN THE NEXT 8 HOURS. DUE TO THE 2NC-31B FAILURE, ONE OF THE TWO
PORVS REQUIRED TO DE OPERABLE WAS NOT AVAILABLE AND THE T/S ACTION REQUIREMENT
WAS NOT SATISFIED. THEREFORE, THE T/S VIOLATION OCCURRED. THIS EVENT IS
ATTRIDUTED TO EQUIP!1ENT FAILURE. THE UNIT 1 AND 2 PZR PORV ISOLATION VALVES WERE
RADIOGRAPHED TO VERIFY THAT THE VALVES ARE OPEN. 2NC 31B WAS REPLACED AND THE
INITIAL STE!! ANALYSIS WAS PERFORMED. PLANNED CORRECTIVE ACTIONS INCLUDE
VERITICATION OF BLOCK VALVE POSITION FOLLOWING STROKE TESTS AND TO CON!!NUE
EVALUATION OF STEM FAILURE ANALYSIS DATA.

I 541 CLINTON 1 DOCKET S0-461 LER 91-007
UNDETECTED FAILURE OF AN AIR HANDLING UNIT AND OPERATIONS LACK OF UNDERSTANDING
OF THE AIR HANDLING UNIT DESIGN AND OPERATIONS RESULTED IN INOPERABLE LEAK
DETECTION INSTRUi1ENTS.
EVENT DATER 121291 REPORT DATE: 011392 NSSS: CE TYPE: BWR
VINDOR: TRANE C0!!PANY

(NSIC 223808) ON 12/12/91, WITH THE PLANT IN POWER OPERATION, THE 'B' REACTOR
WATER CLEANUP (RWCU) HEAT EXCHANGER (HX) ROOM AIR HANDLING UNIT (AHU) FAN FAILED
RESULTING IN INOPERABLE LEAK DE1ECTION (LD) DIFFERENTIAL TEMPERATURE (DELTA T)
INSTRUMENTATION. THE SHIFT SUPERVISOR NOTED THE 'B' RWCU HX ROOM TEMPERATURE
INCREASING AND THE DELTA T RECORDER INDICATING ZERO, INDICATING A POSSIBLE
TROCLE11 WITH THE LD SYSTEM. DURING THE EVENT, THE LD INSTRUMENTS WERE INITI ALLY
DEULARED INOPERACLE AND THEN INCORRECTLY DECLARED OPERABLE DUE TO OPERATIONS LACK
OF VNDERSTANDING OF THE AHU DESIGN AND OPERATION. SUBSEQUENT TO THIS EVENT, A
REVIEW OF THE DELTA T RECORDER STRIP CHART SHOWED THAT THE FAN FAILED APPROX. 2
HOURS AND 25 MINUTES BEFORE THE SHIFT LJPERVISOR HAD INDICATION OF THE FAILURE.
THEREFORE, THE REQUIREMENTS OF TECH SPEC 3.U.2 TO ISOLATE THE HX WITHIN 1 HOUR
WERE NOT MET. HD REMOTE INDICATION IS AVAILABLE TO IDENTITY THE FAILURE OF THE
AHU WITHIN 1 HOUR. THE CAUSES OF THIS EVENT ARE AN UNDETECTED FAILURE OF A TAN
RESULTING IN INOFERABLE LD INSTRUMENTS AND OPERATIONS LACK OF UNDERSTANDING OF
THE EFFECT OF THE FAILED FAN ON THE LD INSTRUMENTS. CORRECTIVE ACTIONS INCLUDE
EVALUATING THE NEED FOR A TECHNICAL SPECIFICATION CHANGE, REWORKING THE FAILED
FAN, AND TRAINING FOR OP RATIONS PERSONNEL ON THIS EVENT.

I 55) CLINTON 1 DOCKET S0-461 LER 91-008
FAILURE OF THE REACTOR RECIRCULATION FLOW CONTROL VALVE POSITION FEEDCACK LOOP
AND LEAKING HYDRAULIC VALVES RESULTED IN ENTRANCE INTO RESTRICTED OPERATING
REGION AND MANUAL SCRAM.
EVENT DATE: 122291 REPORT DATE: 012092 NSSS: CE TYPE: BWR
VENDOR: CREER HYDRAULICS, INC.

SCHAEVITZ ENGINEERING

(NSIC 223843) ON DECEMBER 22, 1991, WITH THE PLANT IN POWER OPERATION, A MANUAL
SCRAM WAS INITIATED DUE TO OPERATION IN THE RESTRICTED ZONE OF THE THERMAL POWER
VERSUS CORE FLOW MAP OF TECHNICAL SPECIFICATION-3.4.1.3. WHILE THE CONTROL ROOM _
OPERATORS CONDUCTED A SCHEDULED POWER REDUCTION, THE "B" REACTOR RECIRCULATICN
(RR) FLOW CONTROL VALVE (FCV) STARTED TO OPERATE ERRATICALLY. CONTROL ROOM
OPERATORS, ATTEMPTING TO STOP THE ERRATIC OPERATION, HYDRAULICALLY LOCKED OUT THE
"S" RR FCV. THE "B" RR FCV CONTINUED TO OPERATE ERRATICALLY AND THEN' SUDDENLY
CLOSED ENOUGH TO CAUSE CORE FLOW TO DROP INTO THE RESTRICTED ZONE. THE CONTROL
ROOM OPERATOR IMMEDIATELY INITIATED A REACTOR SCRAM IN ACCORDANCE WITH PLANT
PROCEDURE 3005.01, " UNIT POWER CHANGES". NO REnCTOR POWER OSCILLATIONS WERE
OBSERVED. THE CAUSES OF THIS EVENT ARE ATTRIBUTED TO THE FAILURE OF THE "B" RR
TCV POSITION FEEDBACK LOOP AND TO INTERNAL LEAKAGE OF THE HYDRAULIC VALVES ON THE
HYDRAULIC POWER UNIT. CORRECTIVE ACTIONS FOR'THIS EVENT INCLUDE REPLACING THE RR
TCV POSITION AND VELOCITY TRANSDUCERS, REPLACING THE LEAKING HYDRAULIC VALVES,
EXAMINING AND TESTING THE FEEDBACK SENSOR AND ASSOCIATED LEAD, AND DETERMINING'IF
ANY LONG-TERM CORRECTIVE ACTIONS ARE APPROPRIATE.
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t 561 CLINTON 1 DOCKET 50-461 LER 92-001INTERNAL FAULT IN THE "B" PHASE MAIN POWER TRANSFORMER RESULTED IN A TURBINE
CENERATOR TRIP AND AN AUTOMATIC REACTOR SCRAM.
EVENT DATE: 010492 REPORT DATE: 013192 NSSS: GE TYPE: BWR
VENDOR: GENERAL ELECTRIC CO.

(NSIC 213946) ON JANUARY 4, 1992, WITH THE PLANT IN POWER OPERATION AT 99 PERCENT
REACTOR POWER, THE "B" PHASE MAIN POWER TRANSFORMER (MPT 1B) FAILED DUE TO AN
INTERNAL FAULT. THE TRANSFORMER FAILURE RESULTED IN A TURBINE GENERATOR TRIP AND
AN AUTOMATIC REACTOR SCRAM. THE AUTOMATIC REACTOR SCRAM OCCURRED DUE TO THE
TURBINE CONTROL VALVE FAST CLOSURE. WITHIN SECONOS OF THE SCRAM, THE TURBINE
DRIVEN REACTOR TEED PUMP (TDRFP) 1B TRIPPED. ADDITIONALLY, AFTER THE REACTOR
SCRAM WAS RESET, A SCRAM DISCHARGE VOLUME (SDV) DRAIN VALVE FAILED TO RE09EN AND
A SDV VENT VALVE ONLY OPENED TO AN INIERMEDIATE POSITION. THE CAUSE OF THE SCRAM
WAS AN INTERNAL FAULT IN MPT 13. THE CAUSE OF THE TDRFP 1B TRIP HAS ATTRIBUTED TO :>
A WORN THRUST BEARING, AND THE CAUSE OF THE SDV VENT AND DRAIN VALVES FAILING TO
REOPEN WAS ATTRIBUTED TO AIR LEAKAGE PAST THE SEAT OF A THREEWAY SOLENOID VALVE.
CORRECTIVE ACTIONS FOR IdIS EVENT INCLUDE REPLACING-THE FAILED MPT WITH A SPARE
MPT, RESTORING THE TDRFP 1B THRUST BEARING CLEARANCE TO ORI.INAL MANUFACTURER
SPECIFICATIONS, AND REBUILDING THE THREE-WAY SOLENOID VALVE.

I S71 COMANCHE 1 DOCKET 50-445 LER 90-024 REV 01
UPDATE ON PERSONNEL ERROR RESULTING IN FAILURE TO SATISFY TECHNICAL SPECIFICATION
STAGGERED TEST BASIS REQUIREMENT.
EVENT DATEt 002490 REPORT DATE: 020792 NSSS: WE TYPE: PWR

(NSIC 223944) ON AUGUST 24, 1990, COMANCHE PEAK STEAM ELECTRIC STATION UNIT 1 WAS
IN MODE 1, POWER OPERATIONS, WITH REACTOR POWER AT 100 PERCENT. WHILE PREPARING
TO PERFORM SURVEILLANCE TESTING IN CONTAINMENT PURGE AND HYDROGEN PURGE ISOLATION
VALVES, TEST DEPARTMENT PERSONNEL DISCOVERED THAT TESTING ACTIVITIES WERE NOT
BLING PERFORMED ON A STAGGERED TEST BASIS AS SPECIFIED BY THE ASSOCIATED
TECHNICAL SPECIFICATION. THE EVENT WAS CAUSED BY PERSONNEL ERROR DURING INITIAL
SURVEILLANCE PROGRAM DEVELOPMENT. THE INDIVIDUAL RESPONSIBLE FOR INPUTTING DATA
TO THE SCHEDULING DATABASE OVERLOOKED THE REQUIREMENT. CORRECTIVE ACTIONS
INCLUDED TESTING AND PROGRAM REVIEW.

I 58] COMANCHE 1 DOCKET 50-445 LER 90-037-REV 01
UPDATE ON BLACKOUT SEQUENCER ACTUATION DUE TO PERSONNEL ERROR.EVENT DATE: 110590 REPORT DATE: 123091 NSSS: WE TYPE: PWR

(NSIC 223743) AT APPROXIMATELY 0300 ON NOVEMBER S 1990 ELECTRICAL MAINTENANCE
PERSONNEL WERE CONDUCTING * TEST OF THE NUCLEAR SAFETY RELATED TRAIN B 6.9 KV-
SWITCHGEAR UNDER VOLTAGE (UV) HELAYS, AT 0443, WHILE ATTEMPTING TO RE-LAND A
WIRE, THE ELECTRICIAN INADVERTENTLY MADE CONTACT WITH AN ENERGIZED POINT ON THE
UV RELAY, RESULTING IN A UV ACTUATION. AS-A-RESULT OF-THE UV-ACTUATION, THE
REACTOR OPERATOR (RO) OBSERVED THE TRANSFER OF TRAIN B 6.9 KV SWITCHGEAR TO THE.
ALTERNATE POWER SUPPLY, AND ACTUATION OF THE TRAIN B BLACKOUT SEQUENCER (BOS). AT
04S4, THE RO RESET THE BOS, AND RESTORED ACTUATED COMPONENTS TO THEIR ORIGINAL
CONFIGURATION. AT 0652 ON NOVEMBER 5,1990, WITH RESTORATION COMPLETE, THE RO
RESTORED THE NORMAL POWER SUPPLY TO TRAIN B 6.9 KV SWITCHGEAR. THE ROOT CAUSE WAS
DETERMINED TO EE PERSONNEL ERROR. CORRECTIVE ACTIONS INCLUDE A MEMO TO ELECTRICAL-
MAINTENANCE PERSONNEL DISCUSSING THIS EVENT.

I 59] COMANCHE 1- DOCKET 50-445 LER 91-022
ENGINEERED SAFETY FEATURE ACTUATION DUE TO BIRD IMPACTION OF A INSULATOR ANDSUBSEQUENT PERSONNEL ERROR.
EVENT DATE: 090491 REPORT DATE: 100491 NSSS: WE TYPE: PWR

(NSIC 223B13) AT 0657-ON 9/4/91, POWER FROM THE PREFERRED 345KV TRANSMISSION LINE
WAS MOMENTARILY LOST WHEN THE TRANSMISSION LINE BREAKERS OPENED AND IMMEDIATELY
RECLOSED, DUE TO BIRD IMPACTION OF AN INSULATOR ON THE LINE. BOTH SAFEGUARDS.
BUSSES TRANSFERRED TO THE ALTERNATE POWER SUPPLY AND BOTH BLACKOUT SEQUENCERS
(BOS) CPERATED. ALL SAFETY SYSTEMS RESPONDED AS EXPECTED, EXCEPT FOR THE TRAIN A

|

l

1
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DIESEL GENERATOR WHICH WAS OUT-OF SERVICE FOR PREa PLANNED MAINTENANCE. AT 0754,
DURING THE FINAL STAGES OF RECOVERY, THE TRAIN A FAFETY-RELATED BUS WAS
INADVERTENTLY DEENERGIZED DUE TO PERSONNEL ERROR. THE TRAIN A BOS OPFRATED, AND
TRAIN A EQUIPMENT ACTUATED. AT 0000, THE TRAIN A BOS WAS RESET AND THE AFFECTED
TRAIN A COMPONENTS RETURNED TO THEIR ORIGINAL CONFIGURATION. AT 0840, RESTORATION
PROCEDURES WERE COMPLETE AND THE PLANT WAS STABLE AT 100% POWER. THE IMMEDIATE
CAUSE OF THIS EVENT WAS BIRD IMPACTION OF AN INSULATOR ON THE 345KV -TRANSMISSION
LINE. THE ROOT CAUSE OF THE SECOND EVENT WAS LESS THAN ADEQUATE PERSONNEL
PERFORMANCE. CORRECTIVE ACTIONS INCLUDE REPLACEMIdT OF THE INLULATOR; A DESIGN
HODIFICATION TO REDUCE SUSCEPTIBILITY TO THIS TYPE OF EVENT; AND COUNSELING AND
TRAINING OF THE REACTOR OPERATOR INVOLVED.

I 60) COMANCHE 1 DOCKET S0-44S LER 91-028
MISSED REFUELING MACHINE AUXILIARY MONORAIL HOIST SURVEILLANCE DUE TO PERSONNEL
ERROR. ..

NSSS: WE TYPE: PWREVENT DATE: 111291 REPORT DATE: 121291

(NSIC 2236S1) ON NOVEMBER 12, 1991, WITH THE REACTOR REFUELED AND THE UPPER
REACTOR INTERNALS INSTALLED, THE NEXT TASK WAS TO RELATCH THE CONTROL RODS. THE
LEFUELING REACTOR OPERATOR (RO) WAS TO ENSURE THAT A LOAD TEST OF THE REFUELING
MACHINE AUXILIARY MONORAIL HOIST HAD BEEN PERFORMED PER SURVEILLANCE-
REQUIREMENTS. AT 0130 ON NOVEMBER 12,-1991, THE SHIFT SUPERVISOR (SS) AND THE
REFUELING RD CONFIRMED THAT A LOAD TEST HAD BEEN PREVIOUSLY PERFORMED, AT 0300
ON NOVEMBER 12, 1991, LATCHING OF THE CONTROL RODS BEGAN, AND WAS COMPLETED AT
0615. AT 0645 ON HOVEMBER 12, 1991, THE REFUELING COORDINATOR WAS REVIEWING
PAPERWORK WHEN HE DISCOVERED THAT A LOAD TEST HAD NOT BEEN PERFORMED. ATTER
FURTHER REVIEW IT WAS DETERMINED THAT THE WRONG LOAD TEST DOCUMENTATION HAD BEEN
REVIEUED, AND THAT THE SURVEILLANCE REQUIREMENT HAD NOT BEEN MET. AT 0730 ON
NOVEMEER 12, 1991, A LOAD TEST WAS SATISFACTORILY PERFORMED ON THE REFUELING
MACHINE AUXILIARY MONORAIL HOIST. THE ROOT CAUSE OF THIS EVENT WAS PERSONNEL
ERROR. CORRECTIVE ACTIONS INCLUDED COUNSELING OF 2HE PERSONNEL INVOLVED.

! 611 COMANCHE 1 DOCKET 50-445 LER 91-029
TECHNICAL SPECIFICATION VIOLATION DUE TO STEAM SUPPLY VALVES TO THE TURBINE
DRIVEN AUXILIARY FEEDWATER PUMP BEING ISOLATED IN MODE 3.
EVENT DATE: 120491 REPCRT DATE: 010392 NSSS: WE TYPE: PWR

(NSIC 223744) DURING RESTORATION FROM COMANCHE PEAK UNIT 1'S FIRST REFUELING
OUTAGE, THE HANDSWITCH POSITIONS FOR THE STEAM SUPPLY VALVES TO THE TURBINE
DRIVEN AUXILIARY FEED WATER (TDAFW) PUMP WERE LEFT IN PULL-TO-LOCK AFTER ENTERING
MODE 3. THUS DEFEATING THE AUTOMATIC FUNCTION OF THESE VALVES REQUIRED BY THE
TECHNICAL SPECIFICATIONS (T/S). OPERATORS INCORRECTLY ASSUMED'THAT THE T/S 4.0.4-
EXCEPTION FOR TESTING THE TDATW PUMP UNTIL SUFFICIENT STEAM PRESSURE COULD BE
PRODUCED MEANT THAT THE PROPER VALVE LINEUP FOR THE TDATW PUMP WAS NOT REQUIRED
UNTIL THE SURVEILLANCE TEST WAS RUN..THE SHIFT SUPERVISOR DISCOVERED THE
DISCREPANCY APPROXIMATELY TWO HOURS AFTER ENTERING MODE 3 WHILE MAKING A MAIN
CONTROL BOARD WALKDOWN. THE SWITCHES WERE IMMEDIATELY PLACED IN THE AUTO
POSITION. THE ROOT CAUSE WAS A COGNITIVE ERROR BY OPERATORS ASSUMING THAT THERE
WAS A T/S 3.0.4 EXCEPTION TO THE LIMITING CONDITION FOR OPERATION REQUIRING THE
TDATW PUMP AND ASCOCIATED FLOW PA*H TO BE OPERABLE WHEN ENTERING MODE 3 FROM MODE
4. CORRECTIVE ACTIONS INCLUDE COL.3ELLING OF PERSONNEL BY THE OPERATIONS MANAGER
AND TRAINING OF OPERATORS ON THE REQUIREMENTS OF T/S SECTIONS 3.0 AND 4.0.

.

I 62) COMANCHE 1 DOCKET S0-445 LER 91-030 REV 01
UPDATE ON PERSONNEL ERROR LEADING TO MISPOSITIONED RESIDUAL HEAT REMOVAL SYSTEM
CROSSTIE VALVES.
EVENT DATE: 120491 REPORT DATE: 012492 NSSS: WE TYPE: PWR

(NSIC 223841) ON DECEMBER 4, 1991, COMANCHE PEAK STEAM ELECTRIC STATION UNIT 1
ENTERED MODE 3 WITH TWO MISPOSITIONED VALVES IN THE EMERGENCY CORE COOLING
SYSTEM. THE EVENT IS CONSIDERED TO BE A FAILURE TO SATISFY A LIMITING CONDITION-

=FOR OPERATION AND A SURVEILLANCE REQUIREMENT OF THE PLANT'S TECHNICAL
SPECIFICATION. THE CAUSE OF THE EVENT HAS BEEN DETERMINED TO BE PERSONNEL ERROR'

_ _ - - _ -
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LEADING TO THE FAILURE To PROPFRLY POSITION THE CROSSTIE VALVES IN THE RESIDUAL
HEAT REMOVAL SYSTEM TOLLOWING FILLING OF A PORTION OF THE SYSTEM. CORRECTIVE
ACTIONS INCLUDE TRAINING AND PROCEDURE ENHANCEMENT.

t 631 COMANCHE 1 DOCKET 50 445 LER 91-03)
CONTAINMENT VENTILATION ISOLATION DUE TO OVERCONSERVATIVE RADIATION MONITORSETPOINT.
EVENT DATE: 120691 REPORT DATE: 010692 NSSS: WE TYPE: PWR

(NSIC 223746) AT 0909 ON DECEMBER 6. 1991, THE CONTAINMENT WAS BEING VENTED TO
DECREASE CONTAIMMENT PRESSURE. AT 0918 THE CONTAINMENT PARTICULATE 10 DINE,
GASEOUS (PIG) MONITOR GAS CHANT $L SPIKED INTO AN ALARM CONDITION. dS A RESULT, A
CONTAINMENT VENTILATION ISOLATIuN AUTOMATICALLY OCCURRED, AT 0956 ON DECEMBER 6,
1991, THE CONTAINMENT VENTILATION ISOLATION SIGNAL WAS RESET CONTAINMENT a

'

ATMOSPHERIC CONDITIONS WERE NORMAL. THE ROOT CAUSE OF THIS EVENT WAS THAT THE >PIG GAS CHANNEL ALARM SETPOINT WAS SET TOO LOW. FURTHERMORE, THE ADMINISTRATIVE
PROCEDURE ESTABLISHING THE ALARM SETPOINT CALCULATION REQUIREMENTS DID NOT
CONSIDER ALARM SETPOINT CALCULATION WITH NO DETECTAULE NOCLE GAS t.CTIVITY IN THE i

CONTAINMENT ATMOSPHERE CORRECTIVE ACTION INCLUDED RECALCULATION OF T"E ALARM
SETPOINT AND A PROCEDURE CHANCE.

I 641 COMANCHE 1 DOCKET 50-445 LER 91-032
PROCEDURE ERROR LEADING TO NONCONSERVATIVE MISCALIBRATION OF POWER RANGE NUCLEARINSTRUMENTATION CHANNELS.
EVENT DATE: 120691 REPORT DATE: 012492 NSSS: WE TYPE: PWR

(NSIC 223842) ON DECEMBER 6, 1991, AN INSTRUMENT AND CONTROL TECHNICIAN PERFORMED
CALIBRATION ACTIVITIES ON THE FOUR POWER RANCE CHANNELS OF THE NUCLEAR
INSTRUMENTATION SYSTEM. AN ERROR IN THE WORK INSTRUCTIONS RESULTED IN INCOMPLETE
CALIERATION OF THE FOUR CHANNELS AND NONCONSERVATIVE INDICATION OF REACTOR POWER.
ON DECEMBER 11, FOLLOWING SYNCHRONIZATION OF THE TURDINE GENERATOR WITH THE GRID,
THE SHIFT SUPERVISOR OBSERVED A DISCREPANCY BETWEEN INDICATED AND ACTUAL PLANT
CONDITIONS BASED ON PREVIOUS EXPERIENCE WITH THE EVOLUTION PERFORMANCE OF A UNIT
CALORIMETRIC CONFIRMED THE INCONSISTENCY DETWEEN THE INDICATED REACTOR POWER OF
9X AND ACTUAL POWEP. OF 17%. THE CAUSE OF THE EVENT WAS A PROCEDURE ERROR, AND
CORRECTIVE ACTIONS INCLUDE PROCEDURE REVISION AND TRAINING.

I 651 COMANCHE 1 DOCKET 50-445 LER 92-001
PERSONNEL ERROR WHILE TAKING MANUAL CONTROL OF THE CENERATOR PRIMARY WATER SYSTEMLEADS TO A REACTOR TRIP.
EVENT DATE: 010892 REPORT DATE: 020792 NSSS: UE TY"Et PWR
(NSIC 223945) ON JANUARY 8, 1992, THE REACTOR OPERATOR WAS' 'T.f rk!tNG TO
REESTABLISH THE REQUIRED DIFFERENTIAL TEMPERATURE BETWEEN THE t-dN SENERATOR
PRIMARY WATER SYSTEM AND THE HYDROCEN GAS SYSTEM BY TAKING MAN'ch. O NTROL CF
FRIMARY WATER FLOW WHILE IN MANUAL CONTROL, PRIMARY WATER TEH'n nTURE STARTED TO
RISE AND COULD NOT BE CHECKED, WHICH RESULTED IN A TURBINE' TRIP FOLLOWED BY A
REACTOR TRIP OCCURRED DUE TO HIGH PRIMARY WATER TEMPERATURE. ROOT CAUSES WERE
DETERMINED TO BE FAILURE TO UNDERSTAND THE FOTENTIAL CONSEQUENCES OF CONTROLLING
PRIMARY WATER FLOW IN MANUAL AND FAILURE OF THE SHIFT SUPERVISOR TO ADEQUATELYMONITOR THE EVOLUTION. >

CONTRIBUTING FACTORS WERE FAILURE TO USE AVAILABLE
-PROCEDURES, LACK OF SPECIFIC INFORMATION IN PROCEDURES REGARDING THIS RISK, AND
THE MALFUNCTION OF THE PRIMARY WATER HIGH TEMPERATURE ALARM. CORRECTIVE ACTIONS
INCLUDE COUNSELLING THE SPECIFIC INDIVIDUALS, INTENSIVE TRAININO FOR THE CREW
ebVOLVED, ENHANCING REQUALIFICATION TRAINING, REVISING PROCEDURES, REPAIRING '."HE
ALARM,'AND ESTABLISHING A TASK TEAM TO EVALUATE.THE TECHNICAL INFORMATION
AVAILABLE TO OPERATE AND MAINTAIN THE MAIN GENERATOR.

t 66) COMANCHE 1 DOCKET 50-445 LER 92-002
,

PERSONNEL ERROR LEADING TO FAILURE TO SATISFY TECHNICAL SPECIFICATION
SURVEILLANCE REQUIREMENT FOR AREA TEMPERATURE MONITORING.EVENT DATE: 011592 REEDRT DATE: 021492 NSSS: WE TYPE: PWR

f
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(NS!C 224047) ON JANVARY 15, 1992, AT APPROXIMATELY DLit. CST CDMANCHE PEAK WTEAM
ELECTRIC STATTON UNIT 1 CO*lTROL ROOM SUPERVISORY PERSONNEL ttkDF. TASK ASSIONMENTS
BASED ON PLANNED ACTIVITIES FOR THE DAY. THE UNIT SUPERVISOR EECAME DISTRACTED BY
01HER ACTIV! TIES Afl0 NEGLECTED TO ASSIch AN AUXILIARY OTERATOR RESPONSIBILITY TOR
1AKING SHITTLY LOCAL SURVLILLANCT LOOS. THE LOCS SATISTY IN PART THE REQUIREMENT
OF TECHNICAL SPECITICATION 4.7.10 TO DETERMINE AT LEAST ONCE PER 12 HOURS THAT
1E!!TERATURES IN SPECITIED AREAS ARE WITHIN LIMITS. THE OVERS!CHT WAS DISUOVERED
AT APPROXI!1ATEL" 1300 AND THE SURVEILLANCE WAS SUCCESSTUI.tY C0!!PLETED. THE CAUSE
OF THE EVENI WAS PERSbHNEL ERROR. CORRECTIVE ACTIONS INCLUDE IllPROVED CONTROL
OVER AS $10NMENT OT DUTIES AND DISPOSITION OF COMPLETED LOCS.

[ 671 CONNECTICUT YANKEE DOCKET 50 213 LER 89 006 REV 02
UPDATE ON HEATING STEAM CONTAINMENT ISOLATION VALVES TAILED SURVEILLANCE TES).
EVENT DA1En c '41409 REPORT DATE: 020791 NSSS: WE TYPE: PWR
VENDOR: CONTR0!1ATICS CORP.

(NSIC L13955) ON 4/14/89 AT 0805, WITH THE PLANT IN MODE 1 AT 10P" POWER, THE TWO
CONTAINilENT ISOLATICN VALVES TOR HEATING STEAtt TO CONTAIN!!ENT (H>' ?V-300 AND 381)
TAILED TO OPERATE DURING QUARTERLY SURVEILLANCE TESTING. THESE .URES
CONSTITUTED A LOSS OT CONTAINMENT INTEGRITY. THE OPERATORS !!!MEL ELY CLOSED
itANUAL ISOLATION VALVES FOR PENETRATION AND COMMENCED A LOAD REDbC4ICH AT 0903.
ONE VALVE WAS VER! TIED OPERABLE AT 0905. THE LOAD REDUCTION 'WAS TER!!!NATED AT
0911. AN ENGINEERING EVALUATION DETERMINED THE CAUSE OF THE EVENT TO BE A-
C011DINAT10N OT AN UNDERSIZED AIR OPERA 10R AND USE OT A SEAT MATERIAL THAT
REQUIRES INCREASED OPERATING TORQUE AT HICHER TEtlPERATURES. SHORT TERM
CORRECTIVE ACTION CONSISTED OT LOCKING THE TWO CONIAINMENT TRIP VALVES IN THE
CLOSED POSITION. THIS SUPPLEMENTAL REPORT IS BEING SUtflITTED TO PROVIDE
TOLLOW UP INTORMATION ON THE ROOT CAUSE OF THE EVTNT AND CORRECTIVE ACTIONS TAKEN
TO PROVIDE INFORMATION REGARDING SIGNIFICANT DESICK DEFICIENCY. THE EVENT IS
REPORTABLE UNDER 10CTRSO.73(A)(2)(1)(B) AS IT INVOLVED A CONDITION PROHIBITED BYTECH SPEC 3, UNDER 10CTR50.73(A)92)(!!) SINCE IT REPRESENTED DECRADATION OT A
CONTAINMENT BOUNDARY AND UNDER 10CTRSO.73(A)(2)(VII)(C) DUE TO A DESIGN
DEFICIENCY TliAT INV0bVES A COMl10N MODE PAILURE MECHANISM TOR REDUNDANT COMPONENTS.

! 091 CONNECTICUT YANKEE DOCKET S0-213 LER 90-024 REV 01
UPDATE ON CONTAINMENT ISOLATIDH VALVE CC TV 920 DECLARED INOPERABLE.EVENT DATE: 103190 REPORT DATE: 020792 NSSS: WE TYPE: PNR
VENDOR: CONTROMATICS CORP.

(NSIC 223923) ON 10/31/90 AT 1039 HOURS, WITH THE PLANT IN MORE 5 (COLO
SHUIDOWN) CONTAINMENT IS0lATION VALVE CC TV 920 (COMPONENT COOLING WATER SUPPLY
TO THE NEUTRON SHIELD TANK COOLER) PAILED TO TULLY CLOSE DURING SURVE'.LLANCE
fESTING AND WAS DECLARED INOPERABLE. THE R00T CAUSE WAS D0TER!11NED TO RE
EXCESJIVE TRICTI0t; IN THE STEM AREA 0F THE VALVE DUE TO LN;Jt Or LVF11 CAT 10H AND
POSSIPLE METAL 70 METAL CONTACT DUE TO STEM / ACTUATOR ft!$ ALIGNMENT. 1HE VALVE WAS
DISASSEMBLED, LUBRICATED, REASSEMBLE" AND SUCCESSTULLY RETE"TED. SHORT TERT 1
CORRECTIVE ACTIDH CONSISTED OF INCRO%CND THE TEST TREQUE''.. . " THE VALVE TOR AN

s

UNDETERMINED PERIOD. LONO TEnti CORELCTIVE ACTION CONSIS'3 0F /ALUATIKO IP THE
VALVE SHOULD DE MODITIED OR REPLACT? THIS EVENT IS PEV RIMM. UNDER
10CTRSO.73(A)(2)(I)(B) SINCE IT '.Kitii3D A CONDITION PR0t rJ :F# BY THE PLANT'S
TTCHNICAL SPEC 7FICATIONS. THIS SUPPLEMENTAL REPORT IS BEJ". .uBt11TTED TO PROVIDE-
TOLLOW UP INTORMATION ON ROOT CAUSE'AND CORRECTIVE ACTIONS AS WELL AS TO PROVIDE
INT 9RMATION RECARDING A SIGNIFICANT VALVE DESICH DEFICIENCY. SINCE THIS DESIGN
DET'CIENCY INVOLVES A C0tiMON MODE TAILURE.MECHANIS!1 TOR REDUNDANT COMPONENTS,
THIS EVEN7 IS ALSO REPORTABLE UNDER 10CTR50.73(A)92)(VII)(C).

( 69) CONNECTICUT YANKEE -DOCKET 50-213 LER 91 023
STEAM DENERATOR EDDY CURRENT TESTING RESULTS CLASSITIED AS CATEGORY C 3.EVENT DATE: 111091 REPORT DATL 120691 NSSS: WE TYPE PWR
VENDORS WESTINCHOUSE ELECTRIC CORP.

(NSIC 223593) SCHEDULED STEAM CENERATOR (C3) EDDY CURRENT TESTING (ECT) IS BEING
CONDUCTED DURING THE CURRENT RETUELING OUTAGE IN ACCORDANCE WITH ASME SECTION XI

'l
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AND TECHNICAL SPECITICATION 4.4.5. ON NOVEMDER 9 AT APPROXIMATELY 1600 HOURS,
WITH THE PLANT IN MODE 6 (RETUELING), IT WAS DETERM?NED THAT ANALYZED ECT DATA
PLACED SG NO. 2 INTO THE C+3 CATEGORY. A PROMPT REPuRT OF THIS EVENT WAS MADE
UNDER 10CTR50.72(E)(1)(!). SUBSEQUENTLY ON NOVEMBER 10 1991 ANALYZED ECT
RESULTS FOR SU NO. 1 PLACED IT IN CATE0bRY C-3 THUSRE4UIRINhEXPANSIONorTHEECT PROGRAM to 100 PERCENT OF THL TUCES IN ALL, TOUR SO'S. THE CAUSE OF THE TUEE
DECRADATION HAS N0*i CEEN DEIERMINED. ADDITIONAL INFORMATION ON ALL TOUR SO'S WILL
DE PROVIDED IN A SUPPLEMENTAL REPORT AFIER ALL TESTING AND EVALUATIONS ARE,

i COMPLETED. ALL TUDES WITH DECRADATION CREATER THAN OR EQUAL TO THE TECHNICAL
SPECITICATIONS LIMITS WILL CE PLUCOED. THIS EVENT IS REPORTABLE PER
10CTR50.73(A)(2)(1)(D) SINCE IT INVOLVES A CONDITION PROHIDITED BY THE PLANT'S
TECHNICAL SPECIFICATIONS.

! 701 CONNECTICUT YANKEE DOCKET 50-213 LER 91 024 REV 01
UPDATE ON INOPERABLE CONTAINMENT ISOLATION VALVE DUE TO A DESIGN DETICIEN0Y.EVENT DATE: 111491 REPDHT DATE: 121191 NSSS: WE TYPE: PWR

.

(NSIC 223594) ON 10/16/91 AT 1800, WITH THE PLANT IN MODE 1 AT 100% POWER A
DESICH der!CIENCY WAS IDEbi! TIED THAT COULD POSSIDLY PREVENT THE CONTAINMEb7
ISOLATION VALVE INSIDE OF CONTAINHENT FCC THE REACTOR COOLANT LITDOWN LINE
(LD-TV-230) TROM CLOSING TCLLOWING RECEIPT OF A CONTAINMENT ISOLATION $10NAL.

SPEC!r!CALLY(ENDID VALVE COULD RESULT IN AIR PRESSURE CREATER THAN THE DESIGNA TAILURE OT THE AIR REOULATOR THAT SUPPLIES AIR TO LD TV 230 7IA ATHREE WAY SO

MAXIMUM OPERA 11NO PRESSURE DIFTERENTI AL (MOPD) BEING SUPPLIED TO THE S0LENDID
VALVE. THE RESULTING AIR PRESSURE COULD HAVE PRLVENTED THE SOLEN 0ID VALVE TROM
VENT!NG AIR TROM LD TV 230 ATTER BEING DEENER0! ZED WHICH IN TURN COULD HAVE
PREVENTED LD-TV 230 TROM GOING CLOSED WHEN REQUIREb TO ISOLATE THE CONTAINMENT.
IMMEDIATE CORRECTIVE ACTIONS CONSISTED OF INITIATING ALTERNATE LETDOWN AND
ISOLATING THE NORMAL LETDOWN LINE IN ACCORDANCE WITH TECHulCAL SPEC!rICATION !3.6.1.1. IN ADDITION, A DETA! LED OPERABILITY EVALUATION WAS INITIATED. ON
NOVEMBER 14, 1991
WAS INOPERABLE WIfH THIS CONDITION EXISTING.THE DETAILED OPERADILITY EVALUATION CONCLUDED THAT LD-TV 230THIS EVENT IS REPORTABLE UNDER 10CTR 50.73 (A)(1)(!)(E), SINCE THE PLANT WAS IN OPERATION WITH A CONDITION
PROHIDITED BY THE TECHNICA* SPECITICATIONS. THE ROOT CAUSE OT THIS EVENT WAS Aw
DESIGN DEFICIENCY.

I 71) CONNECTICUT YANdEE DOCKET $0-213 LER 91-015
TAILURE TO MAINTAIN CONTAINMENT PENETRATION ALIGNMENT DURING C0RL ALTERATIONS.EVENT DATE: 111491 REPORT DATE: 121191 NSSS: WE TYPE: PWRi

i- (NSIC 223595) ON NOVEMBER 14, 1991, WITH THE PLANT IN MODE 6 AND CORE ALTERATIONS
;

IN PROGRESS OPERATORS DISCOVERED THAT ALL CONTAINHENT PENETRATIONS HAD NOT BEEN
-PROPERLY AL}UNED AS REQUIRED BY PLANT TECHNICAL SPECITICATION 3.9.4.CORE
ALTERATIONS WERE IMMEDIATELY HALTED AND CONTAINMENT PENETRATIONS WERE VERITIED TO
DE PROPERLY ALIGNED. A PROMPT REPORT OF THIS EVENT WAS MADE UNDER
10CFR50.72(D)(2)(I!!). THE CAUSE OF THIS EVENT WAS PROCEDURAL INADEQUACY.
CORRECTIVE ACTIONS INVOLVE REVISION OF PROCEDURES 70 PROVIDE- A SEPARATE CLEARANCE
FOR CONTAINMENT PENETRATIONS, WALMDOWh VERITICATION Or CONTAINMENT PENETRATIONS,
AND ENHANNED MEASURES FOR CONTROLLING THE CONTAINMENT BOUNDARY ONCE IT IS

I

ESTABLISHED. LESKONS LEARNED WILL BE INCORPORATED INTO OPERATOR TRAINING-FROGRAMS. THIS EVENT IS REPORTABLE UNDER 10CFR$0.73( A)(2)(V)(C) AS A GONDITION
THAT ALONE COULD HAVE PREVENTED THE TULTILLMENT OF THE SAFETY TUNCTION OF A

'

SYSTEM NEEDED TO CONTROL THE RELEASE 0T RADI0 ACTIVE MATLRIAL.

I 72) CONNECTICUT YANKEE DOCKCT 50 113 LER 91-026
MISSED SURVEILLANCE ON EMER0ENCY DIESEL GENERATOR DUE To PER30NNEL ERROR.EVENT DATE: 111991 REPORT DATE: 12SB91 NSSS: WE TYPE: PWR

fNSIC 223608) ON NOVEMEER 19, 1991 AT 0800 HOURS, WITH THE PLANT IN A RETVELING
OU1 AGE AND THE CORE OTTLDADED TO THE SPERT TUEL POOL, OPERATIONS PERSONNEL
DISCOVERED THE 31 DAY SURVEILLANCE- TOR EMER0ENCY DIESEL CENERATOR EO 2B HAD NOTI

BEEN PERFORMED AS REQU! RED TOR THE MONTH OF OCTOBER. THE REDUNDANT DIESEL
GENERATOR (EG 2A) WAS INOPERACLE HAVING BEEN REMOVED FROM SERVICE ON OCTOBER 21

l
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TOR MA!NTENANCE PURPOSES. UPON DISCOVERY, THE SURVEILLANCE JAS IMMEDIATELY AND
SUCCESSTULLY PERTORMED. THE ROOT CAUSE OF THE EVENT WAS A PERSONNEL FRROR IN
UPDATING THE STATUS BOARD UTILIZED TOR TRACKING AND SCHEDULING OTERATIONS
DEPAR1 MENT SURVE!LLANCES. THE ERRONEOUS INFORMAf!ON TROM THE STATUS BOARD WAS
2 HEN TRANSTERRED TO THE CONTROL ROOM SURVE!LLANCE TRACKING PROCEDURE. CORfiCTIVE
ACTIONS TO ASSURE THE TW3 TRACKING SYSTEMS RD1AIN INDEPENDENT OT EACH OTHER
INCLUDE REQUIRING tNDEPENDENT VERITICATION OF ALL STATUS BOARD ENTRIES AND

i
'

REQUIRING CONTROL ROOM PEASONNEL TO PERSONALLY REVIEW EACH C0!!PLETED SURVEILLANCE ^
I

PROCEDURE PRIOR TO UPDA11NG THE CONTROL R0011 SURVE!LLANCE TRACK!NG PROCEDURE.
THIS EVENT IS REPORTABLE UNDER 10CFR50.73(A)(2)(1)(B) SINCE IT IS A CONDIT10N!

l FROHIBITED BY THE PLANT'S TECHNICAL SPECIFICATIONS.

! 731 CONNECTICUT YANKEE DOCKET 50 213 LER 91-027
MISSED SURVEILLANCE ON MAIN STACK OAS SAMPLER TLOW RATE MONITOR DUC 70 A I
PERSONNEL ERROR.
EVENT DA1Et 112191 REPORT DATE: 122091 NSSS: WE TYPE: PW. - ,

(NSIC 223667) ON NOVE!1BER 21 1991 WITH THE PLANT IN A REFUELING OUTAGE AND THE '

CORE OTTLOADED TO THE SPENT FUEL P60L, IT hAS DETERMINED iHAT THE REQUIRED TEST
INTERVAL TOR SURVEILLANCE PROCEDURE SUR A.2*84, " REPLACEMENT OF THE CONTAINMENT
CAS AND MAIN STACK OAS SAMPLER FLOW RATE MONITOR", HAD BEEN EXCEEDED BY
A"PROXIt!ATELY TEN WEEKS. THE HADDAM NECK TECHNICAL SPECITICATIONS REQUIRE THAT

,

THE MATH STACK CAS SAf1Pl!R TLOW RATE MONITOR BE CALIBRATED ONCE EVERY EIGHTEEN
'

MONTHS. THE ROOT EWSE OF THIS EVENT WAS PERSONNEL ERROR IN 111SINTERPRETATION or
THE PLANT TECHNICAL SPECITICATION SURVEILLANCE FREQUENCY REQUIRE!!ENTS. THE

THIS EVENT IS REPORTABLE UNDER 10CFR50.73(A)(1)1991 WITH SATISTACTORYSURVEILLANCE WAS SUBSEQUENTLY PERTORMED ON NOVEMBER 21 (I)(B) SINCE IT INVOLVESRESULTS.
A CONDITION PROHIBITED BY THE PLANT'S TECHNICAL SPECITICATIONit.

1 74) CONNECTICUT YANKEE DOCKET 50 213 LER 91-029
POIENYIAL STEAM LINE uREAK PROTECTION SYSTEM INOPERABILITY DUE TO FOSTULATED HIGH
EMERCY LINE EREAKS.
EVENT DATE: 120591 REPORT DATE: 010392 NSSS: WE TYPE: PWR

tNSIC 223761) ON DECEMEER 5 1991 AT 1550 HOURS WITH THE PLANT IN A RETUELING
OUTA02 AND THE CORE OFT-LOAbED TO THE SPENT TUEb POOL THE RESULTS OT AN

~

ENGINEERING ANALYSIS INDICATED THAT THE 11AK! MUM POSTUbATED TEMPERATURE WHICH
COULD BE EXPECTED IN THE TERRY TURBINE BUILDING DURING A HIGH ENERGY LINE BREAK
(HELB) WOULD BE APPROXIllATELY 320 DEGREES (T). THE-ENGINEERING ANALYSIS FURTHER
CONCLUDED THAT THE ENVIRON!! ENTAL CONDITIONS PRESENTED BY THE HELB WOULD RENDER .
THE STEAM LINE BREAK (S!B) DETECTION PORTION OF THE REACTOR PROTECTION SYSTEM
(RPS) 1HOPERABLE. BASED ON THESE FINDINGS, A PROMPT REPORT WAR ISSUED PER
10CTR50.72(B)(2)(III)(B) AND (D) ON DECEMBER 5 1991. THIS EVENT IS BEING
CONEERVATIVELY REPORTED UNDER 10CTR50.73(A)(2)(%II)(A) AS THE POSTULATED
ENVIRONf1 ENTAL CONDITIONS IN THE TERRY TURBINE BUILDING WOULD HAVE RESULTED IN ALL
TOUR JHANNELS OF SLB DETECTION BEING INOPERABLE CORRECTIVE ACTION WILL CONSIST
OF RELOCATING THE SLB DETECTION TRANSMITTERS. THIS ACTION WILL BE COMPLETE PRIOR
TO STARTUP TROM THE CURRENT RETUELING OUTAGE.

! 7J) CONNECTICUT YANKEE DOCKET 50-213 LER 91 0C0
POTENTI AL VALVE INOPERABILITY AND EXCESSIVE LEAKACE DUE TO A DESIGN INADEQUACY.
EVENT DATE: 122091 REPORT DATE: 012292 NSSS: WE TYPE: PWR
VENDOR: CONTR0!!ATICS CORP.

JENKINS VALVE CORP.

(NSIC 223B20) ON DECEMBER 23, 1991 AT 1130 HOURS, WITH THE PLANT IN A RETUELING
OUTAGE AND THE CORE OTTLOAD 70 THE SPENT TUEL POOL, AN ENGINEERING REVIEW'

| DETERMINED THAT iHE TEFLON SEAT MATERIAL IN SEVERAL BALL VALVES IN THE
| CON 1AINMENT SUMP RECIRCULATION TLOWPATH COULD DEGRADE DURING POST LCCA

CONTAINMENT SUMP RECIRCULATION, CAUSING UNACCEPTABLE SYSTEf1 LEAKAGE. ON JANUARY
13, 1992, FURTHER REVIEW DETERMINED THAT ADDITIONAL VALVES IN T!!E SUMP
RECIRCULATION TLOW PATH AND IN ISOLATION'OR CONTAINMENT BOUNDARY SERVICE WERE
SUBJECT TO THE SAME PHEN 0!!ENON. THIS REVIEW RESULTED TROM TOLLOWUP TO OTHER BALL
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VALVE PROCLEMS AS DISCUSSED IN LERS B9 006 AND 90 024. THE ROOT CAUSE OF THE
EVENT IS A DES!CN INADEQUACY IN THAT, AT THE TIME THESE VALVES WERE SPECIFIED
AND INSTALLED, THE ADILITY Of 1EFLON SEAT MATERIAL TO FUNCTION UNDER SPECIFIED
RA01AT10N AND 1EHFERATUtt ENVIRONMENTS WAS NOT WELL UNDERSTOOD. CORRECTIVE ACTION
CONS!$15 0F CLANKING OR REPLACING THE AFFECTED VALVES. THIS EVENT IS REPORTAtLE
UNDER 10CFR50.73(A)(2)(V)(C) FOR THOSE VALVES THAT COULD RESULT IN UNACCEPTABLE
POST LOCA RELEASE OF RADIDACTIVE MATERIALS AND UNDER 10CFR50.73(A)(2)(1)(B)FOR
1 HOSE CONTAINMENT ISOLATION OR BOUNDARY VALVES THAT COULD BECOME INOPERABLE UNDERPOST LOCA CONDITIONS.

I 761 COOK 2 DOCKET 50 316 LER 91*009
INOTERACLE ICE CONDENSER DUE TO INCORRECT FLOW PASSAGE INSPECTIONS.EVENT DATE 111291 REPORT DATE: 121291 NSSS: WE TYPE: PWROTHER UNITS INVOLVED: COOK 1 (PWR)

(NS!C 223659) AN EN01NEERING EVALVAT10N REVEALED THAT THE ICE CONDENSER FLOW
PASSAGE INSPECTION,10 SATIETY ICE CONDENSER TECHNICAL SPECIFICATION SURVE!LLANCE

REQUIREMENT, INTEGRITY ANALYSES PRESENTED IN THE UPDATED FINAL SAFETY ANALYSISDID NOT INCLUDE THE ENTIRE FLOW AREA ASSUMED IN.THE SHORT TERMCONTAINMENT

REPORT (UFSAR). SINCE THE FLOW AREA ASSUMED IN THE CONTAINMENT INTEGRITY ANALYSISUAS NOT FULLY INSPECTED
THE POTENTIAL EXISTED FOR AN UNACCEPTABLE DECRADATION OFTHE FLO4 AREA. THE DEF1b!ENCY WAS DETERMINED TO BE REPORTABLE ON NOVEMBER 12,1991

AND BOTH UNIT 1 AND 1 1CE CONDENSERS WERE DECLARED INOPERABLE. THE
SURVb!LLANCE TEST PROCEDURE WAS REVISED TO INCLUDE THE NEW INSPECTION AREAS. THE
ICE CONDENSER FLOW PASSAGES IN BOTH UNITS WER" INSPECTED IN ACCORDANCE WITH THEREVISED PROCEDURE

EPECIFICATION LIMITING CONDITION r0R OPERATION TIME LIMIT.AND FOUND TO BE OPERADLE PRIOR TO EXPIRAT!DN JF THE TECHNICAL
( 771 COOK 2 DOCKET S0-316 LER 91*010
REACTOR PROTECTION SYSTEM ACTUATION DUE TO LOW LOW STEAM CENERATOR LEVEL WHEN
STEAM PREJSURE INCREASED FROM MAIN TURBINE CONTROL VALVE CLOSURE.EVENT DA1En 111591 REPORT DATE: 121691 NSSS: WE TYPE: PWRVENDOR: HANC0CK CO.

(NSIC 223675)
OF A LOW LOW STEAM CENERATOR (50)ON 11/15/91 AT 1113 HOURS, THF UNIT 2 REACTOR TRIPPED AS A RESULT

WATER LEVEL IN SG 21. FRIOR TO THE REACTOR1 RIP, INSTRUMENTATION WAS BEING INSTALLED ON THE MAIN TURBINE CONTROL FLUID
CIRCUIT. THE PURPOSE OF THIS INSTRUMENT WAS TO INVESTICATE OSCILLATIONS OF
CONTROL VALVE A WHICH WAS SCHEDULED TO BE TESTED LATER THAT EVENING. A PRESSURE
INDICATOR WHICH MEASURES THE OUTPUT OF THE TURBINE OF OPERATING DEVICE WAS TO BE
ISOLATED AND ANOTHER TRANSMITTER WAS TO BE INSTALLED IN PARALLEL TO IT. HOWEVERUNKNONN TO PERSONNEL INVOLVED, WORN THREADS ON THE STEM OF THE MANUAL ISOLATION,
VALVE PREVENTED THE PRESSURE INDICATOR FROM BEING COMPLETELY ISOLATED, AS A DRAIN -
PLUG WAS RE!!OVED TO VENT PRESSURE FROM THE INSTRUMENT ISOLATION VALVEPRESSURE
ON THE OUTPVT OF THE OPERATING DEVICE WAS ALSO DECREASED. THIS EFFEC 1kVELY
LOWERED THE SETPOINT SUPPLIED TO THE SPEED 00VERNOR. WHICH COMPARES ACTUAL
TURBINE SPEED TO THE OPERATINO DEVICE SETPOINT, AND FULLY CLOSED THE RION
PRESSVRE AND LOW PRESSURE TURBINE CONTROL VALVES. WITH THE STEAM SUPPLY ISOLATED,
SG PRESSURE RAPIDLY INCREASED AND CAUSED SO LEVEL TO DECREASE BELOW THE REACTOR
TRIP SETPOINT. THE ROOT VALVE'S BONNET WAS REPLACED AND DAMAGED STEM THREADS
WERE REPAIRED. DURING THE OUTAGE, REPAIRS WERE ALSO COMPLETED TO REDUCE THE
TURDINE LOAD SWINGS EXPERIENCED.

I 78) COOPER DOCKET 50 298 LER 91*018
FAILURE OF A 4160V CIRCUIT BREAKER TO TRIP DUE To STICKING TRIP LATCH ROLLER11ECHANISM CAUSE0 BY HARDENED LUBRICANT.
EVENT DATE: 032391 REPORT DATE - 010292 NSSS: GE TYPE: BWRVENDOR: CENERAL ELECTRIC CO.

fNSIC 223708) ON MARCH 23, 1991
AEACTOR RECIRC MOTOR CENERA10R (RRMO)4160V CIRCUIT BREAKER 1CN, '.NICH PEEDS THE ' A'

MOTOR, FAILED 70 CPEN Uv0N ACTUATION OF THEDREAKER CONTROL SWITCH. A SECOND ATTEMPT TO TRIP THE BREAKER WAS SUCCESSFUL,
ALTHOUCH IT TOOK APPROXIMATELY TEN SECONDS FOR THE-BREAKER TO OPEN INSPECTION OF

_ - _ . _ _ - - _ - - - - - - - -



_ _ _ _ -

27

THE BREAKER IMMEDIATELY ATTER THE EVENT REVEALED THAT THE TRIP LATCH ROLLER WOULD
NOT ROTATE THEELY, AND THEREFORE INHIBITED THE EREAKER FROM TRIPPING ON DEMAND.
1HIS PROBLEf1 WAS CONS!DERED TO BE SIMILAR /PO THREE PREVIOUS 4160V BREAKER
DEFICIENCIES THAT HAD BEEN DOCUMENTED IN 1987. THESE EVENTS INVOLVED A FA! LURE OF
TWO RESIDVAL HEAT REf! OVAL (RHR) PUllP MOTOR BREAKERS TO INITIALLY CLOSE. THE ROOT
CAUSE OF THIS C0!1DITION W/S INC0!!PLETE MAINTENANCE OF THE 4160V BREAK IN THAT
HARDENED GREASE DEPOSITS EXISTED WHICH INHIBtTED BREAKER OPERATION. 1HE 4160V
EREAKERS ARE IDENTICAL AND WERE SUPPLIED AS ORIO!NAL PLANT EQUIPHENT. WITH THE
EXCEPTION OF 1HE REFURBISHhsNT OF TEN SAFETY RELATED CREAKERS TO DATE THL
MAINTENANCE PRACTICES FOR THESE BREAKERS HAVE BEEN IDENTICAL. CONSEQUkNTLY, A,

NUf1EER OF 4160V BREAKERS WERE POTENTIALLY SUBJECT TO THE SAME TAILURE MODE. THIS
CONDITION WAS DETER!11NED TO DE REPORTABLE DURINO DOCUMENT.CLOSE OUT ACT1V171ES-
TOR THIS EVENT. AT THE TIME, THE 1991 REFUELING OUTAGE WAS IN PROGRESS.

I 791 COOPER DOCKET 50-198 LER 91 013
FAILURE TO ESTABLISH A CONTINUOUS FIRE WATCH FOR AN OBSTRUCTED TIRE DOOR AS
REQUIRED BY TECHNICAL SPECIFICATIONS DUE TO PERSONNEL ERROR AND PROCEDURAL
DEFICIENCIES.
EVENT DATE- 101891 REPORT DATE: 111891 NSSS: GE TYPE: EWR

(NSIC 223494) ON OCTOEFR 25 1991, DURING A REVIEW 0F SURVEILLANCE PROCEDURE (SP)
FIRE PROTECTION SYbTEtt MONTHLY EXAMINATION THE FIRE PROTEC710N ENGINEER6.4.5.1,

NOTED THAT THE DOOR TO THE STEAM TUNNEL HAD BEEN REbORDED AS BEING OPEN AND
OBS1RUCTED FOR WORK IN THE STEAM TUNNEL. SP 6.4.5.1 HAD BEEN CONDUCTED OH OCTOBER
10, 1991. THE STEAM TUNNEL DOOR A FIRE DOOR WHICH IS A REQUIRED FIRE BARRIER AS
SPECIFITD IN TECHNICAL SPECIFICkTIONS IS SUBJECT TO SPECIFIC PROCEDURAL CONTROLS
PRESCRIBED IN CNS PROCEDURE 0.16, CONkROL OF FIRE DOORS. THE FIRE PROTECTION
ENGINEER CONDUCTED A FOLLOW UP INSPECTION TO DETERMINE IF THf DOOR WAS STILL
OBSTRUCTED, AND IF 30, TO ENSURE A FIRE WATCH WAS POSTED. THE DOOR WAS TOUND TO
STILL BE OBSTRUCTED. HOWEVER, N1 FIRE WATCH WAS POSTED CONTRARY TO THE
REQUIRE!1ENTS OF CNS PROCEDURE 0.39, FIRE WATCH / FIRE WAkCH PATROL ACTIVITIES. AT
THE TIME THE PLANT WAS IN COLD EHUTDOWN FOR THE 1991 REFUELING OVTAGE. TWO ROOT
CAUSES CbHTRIBUTED TO THIS SITUATION. PERSONNEL ERROR HAS BEEN ASSIGNED DUE 70
FAILURE TO FOLLOW PROCEDURAL REQUIREMENTS FOR FIRE WATCHES. PROCEDURE DEFICIENCY
HAS BEEN ASSIGNED BECAUSE PROCEDURE 0.39 WAS NOT REFERENCED IN PROCEDURE 0.16,
CAUSING CONFUSION AS TO THE CORRECT REQUIREMENTS.

[ 80) COOPER DOCKET 50 198 LER 91-316
SPURIOUS REACTOR PROTECTION TRIP WHILE SHUTDOWN DUE TO DECONTAMINATION ACTIVITIES
UNDER THE REACTOR VESSEL.
EVENT DATE: 111091 REPORT DATE 121091 NSSS: GE TYPE: BWR

(NSIC 213604) ON 11/10/91 AT 10:41 P.M. A SPURIOUS RPS TRIP OCCURRED WHEN A
CONTRACTOR ASSIGNED 70 DEbONIAMINATION WbRK IN THE DRYWELL BUMPED HIS HEAD ON
NUCLEAR INSTRUMENTATION (N1) ASSEMBLIES WHILE ON THE LQUIPMENT PLATFORM UNDER THE
REACTOR VESSEL. THIS INCIDENT CAUSED AN INTERMEDI ATE RANGE MONITOR (IRM) 70 SPIKE
TO THE HI HI TRIP SETPOINT. AT THE TIME OF THE EVENT THE PLANT WAS SHUT DOWN FOR
THE 1991 REFUELING OUTAGE, WITH ALL FUEL OFF LOADED INTO TH2 SPE4T FUEL STORAGE
POOL. FINAL PREPARATIONS FOR RELOADING FUEL INTO THE REACTOR VESSEL WERE IN
PROGRESS. THESE PREPARATIONS INCLUDED ACTIVATING THE RPS NON COINCIDENCE TRIP
FUNCTION SUCH THAT ACTUATION OF A' SINGLE NI CHANNEL WOULD RESULT IN A FULL
SCRAM. kHE ROOT CAUSE OF TH10 EVENT IS CONSIDERED TO BE A PROGRAM!!ATIC
DEFICIENCY, IN THAT WHILE THE POTENTIAL FOR AN RPS TRIP WAS RECOGNIEED,
SUFFICIENT PRECAUTIONS WERE NOT TAKEP TO PRECLUDE ITS OCCURRENCE. UPON ACTIVATING
THE NON COINCIDENCE TRIP FUNCTION, DECONTAMINATION WORK (AND ANY OTHER
NON-CRITICAL ACTIVITY) THAT COULD POTENTIALLY DISTURB THE RESPCNSE OF THE NI
SYSTEM AND CAUSE A TRIP SHOULD NOT HAVE BEEN PERMITTED. DECONTAMINATION
ACTIVITIES UNDER THE REACTOR VESSEL WERE SUSPENDED UNTIL FUEL LOADING WAS
COMPLETED AND THE RPS NON-COINCIDENCE TRIP FUNCTION WAS DEACTIVATED.
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1 81) COOPER DOCKET 50 198 LER 91 017
PARTIAL REACTOR COOLANT SYSTEM PRIMARY AND SECONDARY CONTAINMENT ISOLATIONS
RECEIVED DURING DESIGN CHANGE ACCEPTANCE TESTING DVE TO A BLOWN FUSE.EVENT DATE: 112391 REPORT DATE: 122391 NSSS: GE TYPE: BWR

(NSIC 223690) ON NOVEMDER 23 1991 AT 12:06 AM. A SPURIOUS ACTUATION OF SEVERAL
REACTOR COOLANT SYSTEM (RCS), PRIMARY CONTAINMENT AND SECONDARY CONIAINMENT
ISOLATION VALVES OCCURRED WHEN FUSE 16A-T21 BLEW UPON OR SHORTLY TOLLOWING
RE!! OVAL OF A CIRCUIT LEAD. THE TUSE SUPPLIES 120 VOLT AC CONTROL TOWER TO A
PRIMARY CONTAINMENT ISOLATION SYSTEM (PCIS) CIRCUIT. AT THE TIME, THE CIRCUIT WAS
UNDERGOING ACCEPTANCE TES!!NG TOR A DESIGN CHANGE ASSOCIATED WITH INSTALLATION OF
TEST JACKS. AT THE TIME OF THE EVENT THE PLANT WAS SHUTDOWN FOR THE 1991
RETUELING OUTAGE. TUEL HAD BEEN LOADkD IN THE VESSEL, WHICH WAS AVAITING
REASSE!1BLY. THE HOST !!!MEDI ATE ETTECTS OF THESE ACTUATIONS WERE THE TEMPORARY
LOSSES OF SHVTDOWN COOLING AND NORMAL REACTOR BUILDING VENTILATION. AT 12:45 AM,
APTROXIMATELY 40 MINUTES TOLLOWING THE SPURIOUS ACTUATION, SHUTDOWN COOLING WAS
REESTABLISHED AND NORt!AL REACTOR BUILDING VENTILATION WAS RESTORED. DURING THE
PERIOD OT T!!!E THAT SHUTDOUN COOLING WAS OTT, THE RCS TEMPERATURE RISE WAS
INSIGNIFICANT. TOR A VERY SHORT TIME PERIOD THE LEAD WAS NOT UNDER POSITIVE
CONTROL OF THE u!CCNSED OPERATOR. IT IS SUSPkCTED THAT THE LEAD SHORTED 70 GROUND
SURSEQUENT TO ITS BEING RELEASED. THE ACCEPTANCE TESTING ACTIVITIES PERTORilED BY
THE LICENSED OPERATOR IN THE CONTROL ROOM WERE REVIEWED, AND TOUND ACCEPTABLE.

! 02) COOPER DOCKET 50 298 LER 91-020
FAILURE OF THE PRIMARY CONTAINMEhT INTECRATED LEAK RATE TEST DUE TO DRYWELL VENT
MONITOR SYSTEM AND CONTAINMENT PENETRATION LEAKAGE.
EVENT DATE: 121091 PEPORT DATE: 010992 NSSS: GE TYPE: BUR
VENDOR: ANCHOR VALVE CO.

NUCLEAR MEASUREl1ENTS CORP.

(NS!C 223770) ON 12/16/91 THE CONTAINMENT INTEGRATED LEAK RATE TEST (ILRT) LEAK
RATE WAS DETERMINED TO BE,437.5 GTANDARD CUBIC TEET PER HOUR (SCTH) OR 1.30 LA,
WHERE LA IS THE ALLOWABLE CONTATN!!ENT LEAK RATE. THIS LEAK RATE INCLUDED AN ILRT
PENALTY EQUAL TO 192 SCTH AND A ''YPE 8 AND C LUCAL LEAK RATE TEST (LLRT)
ADJUSTMENT OT 143 SCFH. THE PENALTY WAS INCURRED DUE TO LEAKAGE TROM THE DRYWELL
VENT RADIATION MONITOR WHEN THE GASEOUS DETECTOR BREACHED ITS SHIELD CHAMBER AT A
CONTAINMENT PRESSURE Or 51.6 PSIG DURING PRESSURIOATION FOR THE ILRT. THE 143SCFH ADJUSTt1ENT ACCOUNTING TOR PENETRATION REPAIRS MADE PRIOR TO CONDUCT OF THE
ILRT, WAS PRINCIPALLY DUE TO TWO LEAKING CONTAINMENT ISOLATION VALVE PENETRATIONS
FOR THE REACTOR WATER CLEANUP (RWCU) SYSTEM AND THE REACTOR FEE 0 HATER (RT)
SYSTEM. THE CAUSE OF THE DRYWELL VENT RADIATION MONITOR TAILURE IS ATTRIBUTED TO
DESIGN. CONSIDERABLE PERIODIC MAINTENANCE AND TESTING INVOLVING REMOVAL OF THE
DETECTORS TROM THEIR SHIELD CHAMBERS, HAS REEN PERFORMED DVER THE YEARS THAT THE
MONITOR HAS BEEN IN SERVICE. THE NUMEROUS DISASSEMBLY AND REASSE!!BLY EVOLUTIONS
RESULTED IN THE SHIELD CHAMBER THREADED CONNECTIONS BECOMING DEGRADED, SUCH THAT
WHEN THE UNIT HAS PRESSURIZED THE THREADED ENGAGEMENT OF THE DETSCTOR RETAINING
BOLTS IN THE SHIELD CHAMBER Td! LED.

! 03) COOPER DOCKET S0-298 LER 91-022
ACTUATION OF THE PRIMARY CONTAINMENT GROUP 3 ISOLATION TUNCTION WHEN PLACING A
PARTI ALLY TILLED REACTOR WATER CLEANUP TILTER DEMINERALIZER IN SERVICE.EVENT DATE: 122191 REPORT DATE: 011792 NSSS: GE TYPE: BWR

(NSIC 223793) ON DECEMBER 11
THE 'B' REACTOR WATER CLEANUh (RWCU)1991. AT 6:52 P

M., UPON OPENING THE INLET VALVE TO
FILTER DEMINERALIZER A PARTIAL CROVP 3ISOLATION WAS RECEIVED, CAUSING ONE OF THE TWO INLET ISOLdTION VALVES

RWCU MOV M010 TO CLOSE. THE GROUP 3 ISOLATION OCCURRED OUE TO ACTUATION OF
DITTERENTIAL TRESSURE TLOW SWITCH RWCU DPIS-1708. THE SETPOINT WAS REACHED AS A
RESULT OF AN APPARENT TLOW SURGE DUE TO THE TILTER DEMIP5AALIZER NOT BEING
COMPLETELY TULL OF WATER. AT THE TIME THE PLANT WAS OPERATING AT APPROXIMt.tElc.
55 PERCENT POWER (450 MWE). POWER WAS bEING ItlCREASED WITH CONTROL RODS AND
REACTOR RECIRCULATION TLOW DURING THE RETURN TO TULL POWER OPERATION TOLLOWING
3HE 1991 REFUELING OUTAGE. AN INVESTIGATION REVEALED THAT THE NORf! ALLY OPEN
WASTE SAMPLE PUMP DISCHARGE VALVE TO THE CONDENSATE SUPPLY (CM) SYSTEM,
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CH A0V 643AV WAE CLOSED, PREVENTING PROPER FILLING OF THE TILTER DEMINERALIZER.
IT IS POSTULkTED THAT DURING OTHER PROCESSING ACTIVITIES DURING THE 00 0800 SHIFS
ON DECEMEER 21, THE CONTROL SWITCH TOR CM A0V-643AV WAS MIS POSITIONED TO CLOSE.
THE FILTER DEMINERALIZER WAS FILLED AND VF.NTED. THE GROUP 3 ISOLATION WAS RESET,
AND AT 7s01 P.M., THE 'B' FILTER DEFINERALIZER WAS PLACED IN SERVICE. IH ORDER
TO PRECLUDE A SIMILAR ERROR IN THE . 'ITURE, A SWITCH GUARD HAS EEEN INSTALLED
AROUND THE CONTROL SWITCH.

I B4) COOPER DOCKET $0 198 LER 92*001
GROUP 3 HIGH FLOW ISOLATION WHILE SHIFTING REACTOR WATER CLEANUP PUMPS AS A
RESULT OF AN INSUFFICIENTLY THROTTLE 0 t'ALVE.
EVENT DATE? 011191 REPORT DATE: 021092 HSSS: CE TYPE: BWR

,

(NSIC 224034) ON JANUARY 11, 1992, WITH THE PLANT IN NORMAL POWER OPERATION, THE
B REACTOR WATER CLEAN UP (RWCU) PUMP WAS STARTED TO TRANSFER OPERAIION FROM THE A
TO THE D RWCU PUMP. SHORTLY AFTER STARTING THE PUMP, THE LICENSED OPERATOR
OBSERVED THE RWCU HIGH FLOW ALARM AND THEN THE CLOSURE OF THE RWCU PRIMARY
CONTAINMENT ISOLATION VALVES AND ACTUATION OF THE PRIMARY CONTAINMENT GROUP 3
INDICATION LIGHTS. THE RWCU FILTER /DEMINERALITERS HAD BEEN PREVIOUSLY REMOVED
FRDM SERVICE, AND THE BYPASS VALVE, RUCU-MOV-M074, WAS THROTTLED TO MAINTAIN
NORMAL PUMP DISCHARCE PRESSURE. TH4 ISOLATION RESULTED FROM INSUFFICIENT
THROTTLING OF THE RWCU+MOV M074 VALVE. THIS ALLOWED THE COMBINED FLOW FROM BOTH
PUHPS TO EXCEED THE SETPOINT OF THE HIGH FLOW ISOLATION SWITCH. WITH THE
FILTER /DEMINERALI2ERS ISOLATED StSTEM FLOW INDICATION IS NOT AVAILABLE IN 1HE
CONTROL ROOM. THE SYSTEM OPERAf!NG PROCEDURE WILL DE REVISED TO DIRECT THE USE OF ./

.

LOCAL FLOM INDICATIONS WHEN SHIFTING PUMPS WITH THE FILTER /DEMINERALIZERS
ISOLATED,

! 05) CRYSTAL RIVER 3 DOCKET 50-302 LER Ci=012
PRO 7. DURE DEFICIENCY LEADS TO INADVERTENT EMERGENCY DIESEL GENERATOR ACTUATION
DURING ENGINEERED SAFEGUARDS TESTING.
EVENT DATE: 111491 REPORT DATE: 121691 NSSS: BW TYPE: PWR

(NSIC 213673) ON HOVEMBER 14, 1991, AT 2349 HOURS, CRYSTAL RIVER UNIT 3 WAS IN
MODE S (COLD SHUTDOWN). DURING THE PERFORMANCE OF ENGINEERED SAFEGUARDS (ES)
SURVEILLANCE TESTING, THE "A" EMERGENCY DIESEL GENERATOR (EDG) WAS STARTED WHEN
AN ES SIGNAL WAS INADVERTENTLY APPLIED TO THE DIESEL START CIRCUITRY. THE START
SIGNAL WAS INITIATED WHEN THE DIESEL START CIRCUITRY WAS PLACED BACK INTO'

AUTOMATIC AFTER SURVEILLANCE TESTING WHILE THE ES "Ad HIGil PRESSURE INJECTION
AUiG TEST GROUP 2 SWITCH WAS STILL IN THE " TEST" POSITION.'THE SURVEILLANCE

I PROCEDURE (SP) IMPLIED THAT THIS TEST SWITCH WOULD SPRING RETURN OUT OF THE TEST
g POSITION. BY DESIGN, THE SWITCH DOES NOT HAVE A RETURN SPRING. THE SP WILL BE

REVISED TO CORRECT THE DEFICIENCIES DIS (:USSED IN THIS REPORT. ALL EQUIPMENT
FUNCTIONED AS DESIGNED. THIS EVENT IS BEING REPORTED UNDER 10CFR50.73(A)(2)(IV).

I D6) rRYSTAL RIVER 3 DOCKET S0 302 LER 91 013
TEST SWITCH INSTALLATION ERROR CAUSES ENTRY INTO TECHNICAL SPECIFICATION 3.0.3.
EVENT DATE: 111991 REPORT DATE: 122091 HSSS: BW TYPE: PWR

(NSIC 223636) ON NOVEMBER 19 1991 CRYSTAL RIVER UNIT 3 (CR-3) WAS IN MODE 3
PERFORMING START-UP SURVEIttdNCE TESTING. THE STEAM DRIVEN EMERGENCY TEEDUATER
PUMP (SDEFP) WAS CONSERVATIVELY DECLARED INOPERABLE (INOP) SINCE A SURVEILLANCE
TEST HAD NOT BEEN PERFORMED WITHIN 24 HOURS OF ENTERING MODE 3. WHEN A DIFFICULTY
WITH A SYSTEh TEST ASSOCIATED WITH THE MOTOR . DRIVEN EMERGENCY FEEDWATER PUMP
(MDETP) REQUIRED ITS CONTROL SWITUH TO BE PLACED IN PULL-To LOCK PRECLUDING AN
AUTOMATIC START, IT TOO WAS DECLARED INOP. TECHNICAL 9PECIFICATION (TS) 3.0.3 WAS
ENTERED DUE TO BOTH EMERGENCY FEEDWATER PUMPS BEING D.CLARED INOP. THIS CONDITION
EXISTED FOR 24 MINUTES. THE PLANT EXITED TS 3.0.3 AS CONDITIONS ALLOWED THE MDFWP
CONTROL SWITCH 70 BE HETURNED TO NORMAL. ALSD, CR-3 DID NOT COMPLY WITH TS 3.0.5
WHEN THE EMERGENCY DIESEL GENERATOR WAS LATER DECLARED INOP THE PROBLEM WITH THE
TEST WAS DETEMMILED TO BE AN INCORRECTLY INSTALLED TEST SWITCH DUE TO A DRAW 7.NG
ERROR. THE NEF9 TO REVIEW SIMILAR DRAWINGS IS BEING EVALUATED. THE TEST WAS
REPERFORMED ACCEPTABLY. THE SDEFP SURVEILLANCE TEST, WHICH WAS LATER PERFORMED
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SUCCESSTLLLY, WAS NOT TESTED WITHIN THE TIME INTERVAL DUE 70 THE PLANT NOT
ESTAELIEMING CONDITIONS TOR PUMP OPERATION. TAILURE 10 COMPLY WITH 15 3.0.5 WAS
CAUSED EY A MISINTERTRLTATION. THIS EVENT HAS EEEN DISCUS $rD WITH SHITT
SUPERVISORS TO PROVIDE CLARITICATION OT 15 3.0.5 REQUIREMENIS.

I E7) CRYSTAL RIVER 3 00CT.ET E0 302 LER 91 014
UASKET TAILURES CAUSE TETDWATER LOOS 1ER PUMP AND MAIN TEEDWATER PUMP TRIP.
EVENT DATE: 112591 REPDRT DATE: 122691 NSSS: LW TYPE: PWR

(NSIC 223709) ON THE EVENING OT 11/25/91, CRYSTAL RIVER UNIT 3 WAS OPERATING IN
110DE 1, POWER OPERAT!ON, AT APPROXIMATELY 20 PERCENT POWER. PLANT STAR 1UP WAS IN
PROCRESS. THE OUTPUT DREAKERS WERE CLOSED AI 1716. JUST ATTER EREAKER CLOSURE
OPERATCRS NOTICED THE DEAERATOR LEVEL WAS HIGH A!:D INCREASING. ETTOR15 TO RESTORE 5

PROPER DEAREATOR LEVEL WERE UNSUCCESSTUL. AT 1720 THE 'C' MAIN TEEDWATER C00 STER
PUMP TRIPPED, CAUSING THE MAIN TEEDWATER PUMPS 10 TRIP. THIS CAUSE0 AN
ANTICIPAIORY REACTOR TRIP AND INITIATION Or EMERCEt,CY TEEDWATER. THE TEEDWATER
BOOSTER TUMP TRIP WAS CAUSED EY A TALSE LSW LEVEL SIGNAL TROM THE DEAREATOR LEVEL
SWITCH. THE TALSE SIGNAL RESULTED TROM ACE RELA 1ED TAILURE OT TWO GASKETS ON TWO
OTHER LEVEL SWITCHES SHARING COM!10N SENSING LINES. TECHNICIANS REPLACED THE
CASKETS WITH A DITTERENT TYPE CASKET. TECHNICI ANS INVESTICATED THE RESPCNSE OT A
DEAREA10R DUMP VALVE WHICH HAD NOT OPERAT15 PROPERLY AS PART OT THE LEVEL CONTROL
S CH E!!E . INSTRUMENTS WERE INSTALLED TO MONITOR OFERATION OT CONDENSATE PUMPS AND
ASSOCIA1ED CONTROLS DURING SUDSEQUENT STARTUP TO ASSURE 1 HEY CONTROLLED PROPERLY.
GUIDANCE AND TRAINING IS DEING PROVIDED TO THE OPERATIONS CREW ON STARTUP
EVOLUTIONS TO ASSURE CONSISTENCY.

I BD) CRYSTAL RIVER 3 DOCKET 50 302 LER 91-015
TAILURE TO COMPLETE REQUIRED TECHNICAL SPECITICATION SURVEILLANCE PRIOR TO MODE
CHANCE DUE TO PERSONNEL ERROR.
EVENT DATE: 112591 REPORT DATE: 122691 NSSS: DW TYPE: PWR

(NSIC 223710) ON NOVEMBER 24 1991, CRYSTAL RIVER UNIT 3 (CR*3) DECAN MODE
ASCENSION TR0tt MODE 3 TO MODb 1. THE SHITT SUPERVISOR DELIEVED THE MONTHLY
REACTOR PROIECTION SYSTEM SURVEILLANCES TOR THE ANTICIPATORY REACTOR TRIPS ON
LOSS OT MAIN TEEDWATTR OR MAIN TURBINE WERE UP TO DATE AND MODE ASCENSION WAS
ALLOWED. HOWEVER, THf5E SURVEILLANCES HAD NOT CEEN PERTORMED ON THE REQUIRED
5rHEDULE. THUS, AT 1700, THE PLANT ENTERED MODE 1 IN VIOLATION OF TECHNICAL
SPECITICATION REQUIREMENTS 4.3.1.1.1 AND 4.0.4. THIS CONDITION WAS DISCOVERED
DURING REVIEW OT THE SURVEILLANCE PROCEDURE ON NOVEMBER 26, 1991. THIS EVENT WAS
CAUSED EY PERSONNEL ERROR. THE RESPONSIBLE SHOP SUPERVISOR INCORRECTLY THOUGHT
THE SURVEILLANCE WAS CURRENT AND 50 INFORMED THE SHIFT SUPERVISOR. FLORIDA POWER
IS CONTINUING TO INVESTIGATE CORRECTIVE ACTIONS.

I 89) CRYSTAL RIVER 3 DOCKET 50 302 LER 91 016 -

LOSS OT INTEGRATED CONTROL SYSTEM POWER LEADS TO EMERGENCY TEEDWATER INITIATION
AND CONTROL SYSTEM ACTUATION.
EVENT DATE: 112591 REPORT DATE: 122691 NSSS: DW TYPE: PWR

(NSIC 223711) ON NOVEMEER 25, 1991 AT 1100, CRYSTAL RIVER UNIT 3 (CR*3)
EXPERIENCED A LOSS Or INTEGRATED CONTROL SYSTEM (ICS) POWER. DURING THE EVENT,
RECOVERY, Et1ER0ENCY TEEDWATER ACTUATED DUE TO LOW STEAM CENERATOR LEVELS. THE
TRANSIENT ALSO CAUSED POUER TO INCREASE TROM 13 PERCENT TO 19 PERCENT RATED
THERMAL POWER (RTP) WHICH RESULTED IN ENTERING THE REGION OT APPLICABILITY OT
TECHNICAL SPECITICATION 3.2.4, WHILE THE LIMITIN0 CONDITION FOR OPERATION (LCO)
WAS NOT MET. THE EllERGENCY TEEDWATER ACTUATION IS BEING REPORTED PER
10CTR50.73(A)(2)(IV). ENTERING THE APPLICADILITY OF TECHNICAL SPECITICATION 3.2.4
WHILE THE LCO IS NOT MET IS A CONDITION PROHIBITED BY TECHNICAL SPECITICATIONS
AND IS DEING REPORTED PER 10CTR50.73(A)(2)(I)(D). THE CORRECTIVE ACTION FOR THIS
EVEllT WAS TO REGAIN CONTROL OF THE TEEDWATER SYSTEM, SECURE THE EMERGENCY
TEEDWATER PUMPS, RESET EMERGENCY TEEDWATER INITIATION AND CONTROL, AND RETURN
POWER TO LESS THAN IS PERCENT RTP. ALL Or THESE ITtMil WERE DONE IMMEDI ATELY ATTER
THE EVENT BEGAN. ALL SYSTEMS ACTED AS EXPECIED. THERE ARE NO TURTHER ACTIONS
PLANNED.
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1 901 CRYSTAL RIVER 3 DOCKET 50 302 LER 91-017
REACTOR TRIP CAUSED bY TEEDWATER REDUCTION DUE TO NUCLEAR POWER INSTRUMENTATION
CHANNEL CEING 0 ELECTED FOR CONTROL WHICH CONTAINED A FAILED DETECTOR.
EVENT DATE: 120291 REPORT DATE: 010692 NSSS: BW TYPE: PWR

(HSIC 223712) ON DECEMBER 2 1991 AT 2000, CRYSTAL RIVER UNIT 3 (CR-3) WAS
COMMENCING A SHUTDOWN FROM $00 PERCENT RATED THERMAL PONER (RTP) TO ALLOW TROUBLE
SHOOTING POWER RANGE NUCLEAR INSTRUMENTATION (nit CHANNEL N! 8, k*MICH UAD
PREVIOUSLY GONE TO ZERO INDICATED PONER AND TRIPPED REACTOR PROTECTION SYSTEM
(RPS) CHANNEL "D". AS POWER WAS REDUCED, A PRE EXISTING QUADRANT POWER TILT (QPT)
BEGAN TO INCREASE. AT 2315 QPT EXCEEDED STEADY STATE LIMIT OF TECHNICAL
SPECIFICATIONS AND REDUCTION OF THE NUCLEAR OVERPOWER TRIP SETPOINT WAS REQUIRED.
AT 0200 ON DECEMBER 3, POWER WAS STABILIZED AT S0 PERCENT RTP TO alt.0W ADJUSTMENT
OF THE NUCLEAR OVERPOWER TRIP SETPOINT. TECHNICIANS PLACED CHANNEL "A" 0F RPS IN
CYPASS AND BECAN REDUCING TO OVERPOWER TRIP SETPOINT. DURING ADJUSTMENT OF THE
OVERPOWER TRIP SETPOINT, AN ERRONEOUS REACTOR POWER SIONAL WAS SENT TO THE
INTEGRATED CONTROL SYSTEM (ICS). DUE TO HI-8 INDICATING ZERO, RESULTING IN
EEEDWATER FLOW DECREASE TO THE STEAM CCHERATORS AND CONTROL RCD WITHDRAWAL. THE
REACTOR TRIFPED ON HIGH PRESSURE IN APPROXIMATELY 30 SECONDS. SEVERAL FACTORS
CONTRIBUTED TO THIS EVENT INCLUDING INCORRECT OPERATOR TRAINING ON THE N1 POWER
AVERACER/ AUCTIONEER CIRCUIT AND LACK OF CAUTIONS IN THE PROCEDURE REGARDING
SETPOINT ADJUSTHENT WITH A FAILED N1. PLANT PROCEDURES ARE BEING REVISED TO
PROVIDE CAUTIONS.

! 911 CRYSTAL "tVER 3 DOCKET 50 302 LER 91 018
REDUCTION IN REACT.: COOLANT SYSTEa PRESSURE DUE TO FAILUF' 0F PRESSURIZER SPRAY
VALVE AND ASSOCI ATLO POSITION INDICATION RESULTS IN ACTt'- N OF REACTOR
PRCTECTION SYSTEM AND ENGINEERED SAFECUARDS.
EVENT DATE: 120891 REPORT DATE: 010792 NSSS: BW TYPE: PWR
VENDOR: LIMITORQUE CORP.

WALWORTH COMPANY

(NSIC 223713) ON DECEMBER 8, 1991, CRYSTAL RIVER UNIT 3 WAS BEING RETURNED TO
POWER OPERATION. AS REACTOR POWER WAS BEING INCREASED FROM 11% RATED THERMAL
POWER (RTP) TO 15% RTP, REACTOR C0CLANT SYSTEM (RCS) PRESSURE INCREASED TO THE
OPEN SETPOINT FOR THE PRESSURIZER SPRAY VALVE, RCV-14. PCV-14 OPENED: HOWEVER,
THE " CLOSED" INDICATING LAMP DID NOT EXTINGUISH. ON DECREASING RCS PRESSURE,
RCV 14 DID HOT CLOSE, RESULTING IN A CONTINUED SLOW DECREASE IN RCS PRESSURE.
PRIOR TO RCS PRESSURE REACHING THE ENGINEERED SAFECUARDS (ES) ACTUATION SETPOINT,
AN OPERATOR INAPPROPRIATELY BYPASSED ES. SH1TT SUPERVISIDN DIRECTED ES OUT OF
BYPASS AND ES ACTUATION WAS INITIATED. AFTER ES WAS RESET, A PLAN WAS IMPLEMENTED
WHICH BYPASSED ES AND USED HIGH PRES $URE INJECTION-70 RAISE RCS PRESSURE. RCV-14
WAS MANUALLY ISOLATED, TERMINATING THE EVENT. THE PLANT WAS PLACED IN MODE 5
(COLD SHUTDOWN) AND RCV-14 WAS REPAIRED AND TESTED SATISFACTORILY. PLANT
MAINTENANCE PROCEDURES ARE BEING REVISED TO PRECLUDE RECURRENCE OF THIS TYPE OF
MOTOR OPERATED VALVE FAILURE. ADMIMISTRATIVE GUIDANCE HAS REEN DEVELOPED ON THE
BYPASSING OF ES ACTUATION SIONALS.

[ 92) DAVIS BESSE 1 DOCKET E0 346 LER 91-007
SHUTDOWN REQUIRED BY TECHNICAL SPECIFICATIONS DUE TO EMERGENCY DIESEL GENERATOR
PROBLEMS.
EVENT DATE: 120691 REPORT DATE: 010692 NSSS: BW TYPE: PWR
VENDOR: SYNCHR0 START PRODUCTS

(NSIC 223734) ON DECEMBER 3 1991, AT 0500 HOURS EMERGENCY DIESEL CENERATOR
(EDG) 1-2 WAS TAKEN OUT OF $ERVICE TOR ROUTINE MAINTENANCE. POST MAINTENANCE
TESTING WAS UNSUCCESSFUL. THE SYMPTOMS OF THE FAILURE INDICATED.A DEFECTIVE SPEED
SWITCH. THE 72 HOUR ACTION STATEMENT OF TS 3.8.1.1(A) EXPIRED ON DECEMBER 6
1991, AT 0$00 HOURS AND A PLANT SHUTDOWN WAS COMMENCED. HCT STANDBY (MODE 3I WAS-

1991. TOLEDO EDISDN'S REQUEST FC3 A-
REACHED AT 1054 HOURS ON DECEMEER 6[ LOW THE PLANT TO REMAIN IN HOT STANDBY FOR UPTEMPORARY WAIVER OF COMPLIANCE TO A
TO SEVEN DAYS WHILE PERFORMING TROUBLESHOOTING WAS GRANTED ON DECEMBER 6, 1991.
TROUBLESHOOTING IDENTIFIED A DEFECTIVE SPEED SWITCH. UPON REPLACEMENT OF THE
SPEED SWITCH, EDO 1-2 WAS SUCCESSFULLY TRSTED AND RESTORED TO OPERABLE STATUS AT

i
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0205 HOURS ON DECEMBER 11, 1991. THE PLANT COMMENCED STARTUP AND MODE 1 WAS
ACHIEVED AT 1117 HOURS ON DECEMBER 11, 1991. THE INITIATION OF THE PLANT SHUTDOWN
REQUIRED BY TS WAS nEPonIED TO THE NRC VIA EMERCENCY NOTIFICATION SYSTEM (ENS) AT
0834 HOURS ON DECEMdER 6, 1991 UNDER 10 CFR 50.72 (B)(1)(I)(A). THE COMPLETION
OF A PLANT SHUTDOWN REQVIRED BY TS IS 6EING REPORTED AS AN LER UNDER 10 CFR
50.73(A)(2)(I)(A).

I 93) DAVIS BESSE 1 DOCKET $0 346 LER 91-009
SEAT TEST NOT PERFORMED ON EMERGENCY AIR LOCK.
EVENT DATE: 120391 REPORT DATE: 011592 NSSS: BW TYPE: PWR

(NSIC 223776) ON 12/$/91 WITH THE PLANT IN HODE 1 THE CONTAINMENT EMERCENCY AIR
LOCK (CFAL) INNER DOOR Wks CYCLED BY RADIOLOCICAL bONTROL (RC) PERSONNEL DURING
THE PERFORMANCE OF DB-HP 01101 CONTAINMENT ENTRY, TO VERITY 1 HAT THE STRONO
BACKS WERE REMOVED FROM THE CEkL INNER DOOR. ON 12/10/91, AT 1130, WITH THE PLANT
IN MODE 3, 1HE SHIFT SUPERVISOR DISCOVERED THE TIME LIMIT FOR PERFORMANCE OF
TECHNICAL SPECIFICATION (TS) SURVEILLANCE REQUIREMENT 4.6.1.3.A HAD EXPIRED AND
DECLARED THE CEAL INOPERABLE. DUE TO A MISCOMMUNICATION AND CONFLICTING
INFORMATION REGARDING CEAL ALAFM FUNCTION, THE CEhL QUTLR DOOR WAS TESTED AND THE
CEAL WAS DECLARED OPERABLE AT 2355, ON 12/10/91. PLANT STARTUP COMMENCED AND
PROCPILED TO MODE 1. SUESEQUENT TO MODE 1 ENTRY THE SHIFT SUPERVISOR WAS
INFORMED THAT THE CEAL INNER DOOR HAD BEEN CYCLkD ON 12/5/91. -THE CEAL WAS AGAIN
DECLARED INOPER*DLE. BOTH THE INNER AND OUTER CEAL DOORS WERE SATISFACTORILY7 TESTLD AND THE CEAL WAS DECLARED OPERABLE AT 1604, ON 12/11/91. THIS EVENT WAS
CAUSED BY A DEFICIENCY IN DB HP 01101 AND A MISCOMMUNICATION BETWEEN RC AND
OPTRaTIONS PERSONNEL. THE STRONO BACKS ARE CURRENTLY BEING STORED OUTSIDE THE
CEAL OUTER DOOR IN THE CEAL SLOCK HOUSE. DB HP 01101 HAS DEEN CHANGED TO RETLECT
THE NEW STORACE LOCATION AND TO REQUIRE NOTIFICATION OF THE SHIFT bUPERVISOR IN
THE EVENT EI1 DER CEAL DOOR IS OPENED.

.

! 94) DAVIS BESSE 1 DOCKET 50-346 LER 91 008
HEACTOR TRIF DUC TO PLOWN FUSE DURING MAINTENANCE ON NON ESSENTIAL 4163V AC BUS
D2.
EVENT DATE: 121091 REPORT DATE: 010992 NSSS: BW TYPE: PWR

(NSIC 223775) ON DECEMBER 10 1991 AT 0906 WITH THE PLANT IN MODE 3, WORK WAS
BEING PERFORMED ON NON ESSENkIAL 41607 AC BUS D2 WHICH RESULTED IN A BLOWN FUSE.
THIS CAUSED THE REVERSE PHASE SEQUENCE UNDERVOLTAGE RELAY FOR BUS D2 (RELAY
47/D2) TO ACTUATE. ALTHOUGH NO ACTUAL UNDERVOLTAGE CONDITION EXISTED, ACTUATION
OF RELAY 47/D2 CAUSED SELECT BUS D2 LOAD BREAKERS TO TRIP INCLUDING THE MOTOR
DRIVEN FEEDWATER PUMP (MDTP) FEEDER BREAKER. THE LOSS OF THE MDFP RESULTED IN A
LOSS OF FEEDWATLR TO THE ONCE THROUGH STEAM GENERATORS (OTSGS) AND THE
SUBSEQUENT ACTUATION OF THE STEAM AND FEFDWATER RUPTUAE CONTR0b SYSTEM (SFRCS).
THE SFRCS INITIATED AUXILIARY TEEDWATER, ISOLATED MAIN FEEDWATER -AND ISOLATED
MAIN STEAM, AS DESIGNED. IN ADDITION,'THE SFRCS ACTUATION INITIA$ED THE
ANTIC 1rATORY REACTOR TRIP SYSTEM (ARTS) WHICH TPIPPED OPEN THE CONTROL ROD DRIVE
(CRD) TRIP BREAKERS. THE CROUP ONE RODS, WHICH EZRE 100% WITHDRAWN, PROPERLY
INSERTED INTO THE REACTOR C0hE. AUTOMATIC PLANT RESPONSE WAS SATISFACTORY AND
OPERATOR ACTIONS WERE APPROPRIATE. THE BLOWN FUSE WAS REPLACED AND FEEDWATER WAS
RESTORED BY RESTARTING THE MDTP APPROXIMATELY 15 MINUTES AFTER IT TRIPPED. A
REVIEW TEAM HAS BEEN ASSEMBLED TO DETERMINE WHAT ADDITIONAL PRECAUTIONS CAN BE
1 AKEN TO PREVENT SIMILAR EVENTS. THE TEAM 15 EXPECTED TO MAKE ITS RECOMMENDATIONS
BY MARCH 4, 1992.

! 95] DIABLO CANYON 1 DOCKET 50-275 LER 83-039
CONTROL ROOM VENTILATION SYSTEM OUTSIDE DESIGN BASIS.
EVENT DATE: 111583 REPORT DATE: 122391 NSSS: WE TYPE: PWR
OTMER UNITS INVOLVED: DIABLO CANYON 2 (PWR)

(NSIC 202706) ON NOVEMBER 21, 1991 WITH UNITS 1 AND 2 IN MODE 1 AT 100 PERCENT
POWER, DETERMINED THAT A POSTULATEb SINGLE ACTIVE FAILURE OF ONE OF THE REDUNDANT
B00 STER FANS OR ITS LAMPER IN THE CONTROL ROOM VENTILATION SYSTEM (CRVS) WOULD
CAUbE THE CRVS'TO BE OUTSIDE ITS DESIGN BASIS. A 1 HOUR, NON-EMERGENCY REPORT WAS

~
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MADE FOR UNITS 1 AND 2 IN ACCORDANCE WITH 10 CFR 50.72(B)(1)(!!)(B) ON NOVEMBER
21, AT 1335 PST. AS A RESULT OF INVESTIGATIONS STEMMING FROM PGRE'S CONTICURATION
MANAGEMENT PROGRAM PGEE DETERMINr0 THAT A POSTULATED SINGLE ACTIVE FAILURE OF ONE |

l

OF THE REDUNDANT B00 STER TANS OR BDOSTER TAN DAMPERS IN THE CRYS COULD
P01ENTIALLY CAUSE THE CRVS TO EE OUTSIDE ITS OESIGN BASIS. THIS CONCLUSION
RESULTED FROM THE DETERMINATION THAT THERE WAS NEITHER AN ALARM TO NOTITY CONTROL
ROOM OPERATORS OF TFE TAILURE NOR AN AUTOMATIC SWITCHOVER TO THE UNATTECTED
REDUNDANT CRVS 3 RAIN. THE CRVS IN PART IS DESIGNED TO LIMIT RADI ATION EXPOSURE TO
PERSONNEL OCCUPYING THE CONTROL ROOM CONSISTENT WITH THE REQUIREMENTS or GEN!RAL
DESIGN CRITERION 19 0F AIPENDIX A TO 10 CTR S0. WITH THE ABOVE CONDITION, THE
POTENTIAL EXISTED TOR AN UNDETECTED FAILURE OF A BOOSTER FAN OR DAUPER DURING THE
PRES $URIZATION MODE (MODE 4 TOR TME CRYS), RESULTING IN INTILTRATION UNTILTERED
AIRBORNE RADI0 ACTIVITY INTO THE CONTROL ROOM.

( 961 DIABLO CANYON 1 DOCKET 50*275 LER 91-017
MISSED SURVEILLANCES OF ROD POSITION INDICATIONS BECAUSE OF AN INADEQUATE PLANT
PROCESS COMPUTER PROGRAM.
EVENT DATE: 111491 REPORT DATE: 121691 NSSS: WE TYPEr PWR

(NSIC 223765) FROM APPROXIMATELY 1615 PST ON NOVEMBER 14, 1991, 70 2305 PST ON
NOVEMBER 16, 1991 CONDITIONAL SURVEILLANCES OT THE CONTROL R0D POSITIONS

| REQUIRED BY TECHNICAL SPEC!rICATION (TS) 4.1.3.1.1 AND 4.1.3.2, INCLUDING THE
l ALLOWED EXTENSION OF TS 4.0.2 WERE MISSED CONTROL ROOM OPERATORS WERE UNAWARE

THAT THE ROD POSITION DEVIATI6N MONITOR (RPDM) Or THE PLANT PROCESS COMPUTER
(PPC) WAS INOPERABLE. ON NOVEMBER 17 1991, LICENSED OPERATORS COMPLETED
SURVEILLANCE TEST PROCEDURE (STP) 1-42 " ROD POSITION DEVIATION MONITOR
FUNCTIONAL TEST," AND DISCOVERED THAT fHE RPDM TAILED TO INITIATE AN ALARM ON THE
MAIN ANNUNCIA10R PANEL, THE PPC TYPEWRITER AND THE PPC ALARM VIDEO SCREEN AT THE
APPROPRI ATE PROCEDURAL STEP. OPERATIONS DEbLARED THE RPD INOPERABLE AND INITI ATED
FOUR* HOUR CONDITIONAL SURVEII. LANCES IN ACCORDANCE WITH TS 4.1.3.1.1 AND 4.1.3.2.
THE FOUR HOUR SURVEILLANCES WERE MISSED FROM APPROXIMATELY 1615 PST ON NOVEMBER
14, 1991 70 2305 PST ON NOVEMBER 16, 1991. DURING THAT TIME, ROD POSTTIONS WERE
CHECKED kVERY 1.t HOURS AS REQUIRED BY TS WHEN THE RPDM IS OPERADtE. THE
IMMEDIATE CAUSE Dr THIS EVENT WAS THAT AFTER THE PPC WAS SHUT DOWN AND RESTARTED
ON NOVEP1BER 14 THE RPDM LOGIC INHIBITED THE ALARM TUNCTION BECAUSE THE PPC
INCORREOTLY STdTUTED THE REACTOR TRIP BREAKERS AS OPEN.

! 971 DIABLO CANYON 1 DOCKET 50-275 LER 91 010
COMPONENT COOLING WATER SYSTEM OUTSIDE DESIJN BASIS.
EVENT DATE: 121991 REPORT DATE: 011792 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: DIABLO CANYON 2 (PWR)

(NSIC 223830) ON DECEMBER 19, 1991, WITH UNITS i AND 2 IN MOCE 1 AT 100 PERCENT
POWER, PGdE DETERM1NED THAT UNDER CERTAIN CONDITIONS AND EQUIPMENT

; CONFIGURATIONS, THE CCW WATER TEMPERATURE DESIGN BASIS LIMITS MAY BE TX5ZEDED. A
[ ONE-HOUR, NON EMERGENCY REPORT WAS MADE FOR UNITS 1 AND 2 IN ACCORDAMCE WITH 10
| CTR SD.72(B)(1)(II)(B) ON DECEMBER 19, 1991, MT 1021 PST. DUMING AN INVESTIGATION
l TO DETERMINE THE VIABILITY OF A POTENTIAL CHANGE TO THE PLANT TECHNICAL
t SPECITICATIONS (TS). THE IMPACT ON THE CCW SiSTEM TEMPERATURE UNDER VARIOUS
I CONDITIONS WAS EVALUATED. EARLY IN THE INVESTIGATION, PGLE JUDGED THAT OPERATION

WITH TS LIMITS ASSURED THAT CGW SYSTEM TEMPERATURE LIMITS WOULD NOT BE EXCEEDED.
HOUEVER, FURTHER REVIEW DETERMINED THAT THE MAGNITUDE OF THE HEAT LOAD FROM THE

j RESIDUAL HEAT REMOVAL SYSTEM HEAT EXCHANGERS AND THE CONTAINMENT FAN C0OLER UNITS
TO THE CCW SYSTEM WAS SIGNIFICANTLY CREATER THAN ANTICIPATED AND THAT THE HEAT

'

LOAD DURING THE COLD-LEG RECIRCULATION PHASE MAY EXCEED THE CCW SYSTEM DESIGN
| BASIS TEMPERATURE LIMITS. IMMEDIATE CORRECTIVE ACTIONS INCLiDED REVISION OF
' EhER0ENCY OPERATING PROCEDURE E-1.3 "TRANSTER TO COLD LEG RECIRCULATION," TO

INCLUDE DIRECTIONS TO THE OPERATORS REGARDING EQUIPMENT CONFIGURATIONS TO
MITIGATE POTENTIAL CCW TEMPERATURE RISE, AND NOTITICATION TO OPERATIONS PERSONNEL
REGARDING THE PROCEDUnE REVISION.

1
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1 981 D!ABLO CANYON 2 DOCKET 60 323 LER 91 001
POTENTIAL MISSETTINO 0F MA!N STEAM LINE CODE SAFETY VALVE DUE TO FAILUPE OF TES?EQUIPMENT.
EVENT DATE: 082691 REPORT DAIC: 122091 NSSS: WE TYPE: PWR

(NSIC 223720) T4IS VOLUNTARY LER IS SUBMITTED FOR INFORMATIONAL PURPOSES ONLY AS
DESCRIBED IN ! TEM 19 0F SUPPLEMENT 1 TO NUREG+1022. ON AUGUST 16 1991 THE
SETPOINTS FOR MAIN STEAM SATETY VALVES (MSSYS) RV 60 ALD ON MA!N $ TEAM [!NE 2 4
WERE 1ESTED USINO TREVITEST EQUIPMENT. MSSV RV 60 WAS TESTED AND REqVIRED A
NORMAL ADJUSIMENT TO tRING !T INTO TOLERANCE. SUBSEQUENTLY, MSSV RY 225 WAS
TESTED AND REQUIRED AN ABNORMALLY LARGE ADJUSTMENT TO BRING 17 INTO TOLERANCE.
BECAUSE THIS LARGE ADJUSTMENT WAS NEEDED, A PROMPT POST *CALIERATION VERIFICATION
WAS PERFORMED ON THE TREVITEST EQUIPMENT. !T WAS DETERMINED THAT THE TREVITEST
EQUIPMENT HAD FAILED DURING THE ADJUSTMENT OF RV+225. RV 225 WAS THEN DECLARED
INOPERABLE. RV 60 WAS NOT DECLARED INOPERABLE, SINCE THE TREV! TEST FAILURE WAS
JUDGED TO HAVE OCCURROD SUBSEQUENT TO ADJUSTING RV*60 (BECAUSE ONLY NORMAL, HINOR
ADJUST!!ENTS HAD BEEN MADE TO RVa60). ON AUGUST 27 1991 RV+60 WAS RECHECKED ANDLIFTED AT 1105 PSI (4 PSI ABOVE ITS ACCEPTANCE CRITERIA,0F 1990 PS! +/+1%). THE
TREVITEST EQUIPMENT FAILURE WAS DUE TO A DEFECTIVE CELL IN THE BATTERV 0F THE
TREVITEST TEST RECORDER. IT COULD NOT BE DETERMINED WHETHER RVa60 LITT!NO OUT OF
TOLERANCE ON AUGU:7 27 1991 WAS CAUSED Bt ADJUST!NO THE SETPo!NT HIGH DUE TOFAIL IHE TREVITEST EQUIPMENT, OR BY NORMAL SETP01NT DRIFT.

I 99) DRESDEN 1 DOCKET 50 137 LER 87-011 REV 01
UPDATE ON HIGH PRESSURE COOLANT INJECTION SYSTEM TURBINE TRIPS DUE TO HYDRAULICCONTROL SYSTEM PROBLEMS.
EVENT DATA: 042207 REPORT DATE: 0521D7 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: DRESDEN 3 (BWR)i YENDOR: SQUARE D COMPANY

(NSIC 223951) ON 4/22/07 WHILE CONDUCTING DRESBEN UNIT 2 STARTUP OPERATIONS AT
COOLANT INJECTION (HPCl)IME REACTOR OPERATOR OBSERVED THAT THE HICH PRESSURE
1% RATED THERMAL POWER

TURBINE RESET LIGHT WAS NOT LIT. A UNIT SHUTDOWN TO HOT
SIANDDY HAS BEEN INITIATED DUE TO A PROBLEM WITH THE HAIN TURDINE SEAL STEAM
SYSTEM. INVESTIGATION FOUND THE ROOT CAUSE OF THE TURBINE TRIP RESET INDICATION
TO BE A LOOSE HYDRAULIC CONTROL SYSTEM PRESSURE SWITCH CONTACTOR ARM.
SUBSEQUENTLY, WHILE PERFORMING HPCI TESTING FOLLOWINC REPAIRS THE HPCI TURBINE
WAS OBSERVED TO TRIP WHILE DEING BROUGHT UP TO SPEED. THE TUkBINE TRIP WHICHOCCURRED WHILE THE HPCI EMERGENCY OIL PU;*,P WAS ON TO SUPPORT TURNING CEkR
OPERATION, WAS TOUND TO BE CAUSED BY TREMATURE TRIPPING OF THE HPCI AUXILIARY DIL
PUMP. CORRECTIVE ACTIONS INCLUDED INSPECTION, TESTING AND ADJUSTMENT OF THE
HPCI TURBINE HYDRAULIC CONTROL SYSTEM COMPONENTS. SAFETY SIGNIFICANCE WAS
MINTMAL BECAUSE THESE PROBLEMS WERE OBSERVED AT LOW REACTOR POWER DURING STARTUP
FR0!! A REFUEL QUTAGE AND REACTOR PRESSURE DID h0T EXCEED THE CAPABTLITY OF THE
LOW PRESSURE EMERGENCY CORE COOLING SYSTEMS. A RELATED EVENT IS RECORDED BY LER87-2/050249.

1100) DRESDEN 2 DOCKET 50-237 LER 90 002 REV 01
UPDATE ON REACTOR SCRAM FOLLOWING CONDENSATE / CONDENSATE B00 STER PUMP TAILURE ANDSUBSEQUENT LOSS OF OFFSITE POWER.
EVENT DATE: 011690 REPORT DATE: 021590 NSSS: GE TYPES.BWRVENDOR: AU10MATIC VALVE COMPANY

GENERAL ELECTRIC CD.
LIMITORQUE CORP.

(NSIC 213697) AT APPROX. 1724 ON 1/16/90 AN AUTOMATIC UNIT 2 REACTOR SCRAM ON A
LOW REACTOR WATER LEVEL (TECH SPEC SETPOINT OF 8 IN. ABOVE INSTRUMENT ZERO)SICNAL OCCURRED. THE 2D CONDENSATE / CONDENSATE PUMP FAILED DUE 70 AN INTERNAL
MOTOR FAULT APPROXIMATELY 13 SECONDS PRIOR TO THE SCRAM, PRECIPITATING AUTOMATIC
TRIP OF THE RUNNING REACTOR FEED PUMPS ON LOW SUCTION PRESSURE AND THUS RESULTING
IN REDUCTION SF REACT 03 WATER LEVEL TO THE LOW LEVEL SCRAM SETPOINT.
ADDITIONALLY. RESERVE AUXILIARY TRANSFORMER (TR) 22 TRIPPED DURING AUTOMATIC
TRANSFER OF HOUSE LOADS, RESULTING IN INTERRVPTION OF NORNAL AC AUXILIARY POWER
UNIlL THE EMERGENCY DIESEL GENERATORS AUTOMATICALLY LOADED. COLD SHUTDOWN
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CONDITIONS WERE ACHIEVED BY O210 ON 1/17/90 COMPREHENSIVE ROOT CAUSE
INVESTICATIONS WERE It1 MEDIATELY Ill!T!ATED TOR ALL ColiPONENT PERFORMAfiCE PROBLEtiS,
AtiD CORREC1IVE ACTIO!!S It1PLE!!ENTED. THE SATETY SIGNITICANCE OF TH15 TRANSIENT
WAS 11ITICATTD DY THE TACT THAT REACTOR WATER LEVEL WAS 11AINTAINED WELL ABOVE THE
AUTOMATIC EllERGEf4CY CORE COOLING SYSIEM !!i!TI ATION SEIPOINT AT ALL TIMES AfiD
11ULTIPLE SYS1E115 UERE AVAILAELE FOR REACTOR PRESSURE CONTROL INCLUDING Ih0LATION
CONDE!JSER. HIGH PRESSURE COOLANT INJECTION, AND MAIN STEAM RELIET VALVES.
PREVIOUS EVENT INVOLVING A UNIT 3 LOSS OT OTTSITE POWER IS REPORTED BY LER
09 1/050249.

[1011 DRESDEN 2 DOCKET 50 137 LER 91 023 REV 01
UPDATE ON 2A RECIRCULATION PUMP DISCHARGE MOTOR *0PERA1ED VALVE TAILURE 10 CLOSE
DVE TO TORQUE SWITCH SETTIfl0 TROBLEM.
EVEllT DA1E 000791 REPORT DATE: 090491 NSSS: GE TYPE: BWR
VENDOR: LIMITORQUE CORP.

(HSIC 223900) ON AUGUST 7 1991 AT 0215 HOURS, WITH UNIT 2 AT 37% POWER, WHILE
ATTEf1PTI!iG 10 START THE 2k RECIRCULATION PUMP, THE PUMP DISCHARGE MOTOR *0PERATED
VALVE (110V) 2 0202-5A WOULD NOT CLOSE. TROUBLESHOOTING REVEALED THAT THE CLOSING
POWER CONTRACTOR FOR THE MOTOR WAS DROPPING OUT_ SHORTLY ATTER CLOSE SIGNAL
Ill! TI ATI ON . TH LOW PRESSURE COOLANT INJECTION (LPCI) SYSTEf1 WAC DECLARED
INOPERAELE BECAUSE THIS MOV IS INCLUDED IN LPCI INITIATION LOGIC. THE rLECTRICAL
11AINTENAfiCE DEPARTMENT ANALYZED STRIP CHART RECORDER MOTOR CURRENT TRACES OF THE
MOV Af4D DETER!!!!1ED THAT THE CLOSE TORQUE SWITCH WAS CAUSING THE HDV TO TRIP
EARLY. MAINTEllANCE PERSONNEL ftADE A PRIMARY CONTAIN!!ENT ENTRY 70 TEf1PORARILY
BYPASS THE OPEN TO CLOSE TORQUE SWITCH TOR 777. OF VALVE CLOSING STROKE BY
INSTALLING JUl1PERS AT THE LIMIT SWITCH ASSE!!BLY. ANALYSIS BY THE NUCLEAR
ENGINEERING DEPAR1f1EllT (NED) REVEALED Afd INCORRECT TORQUE SWITCH SETTING TOR MOV
2-0202 5A. THIS PROELEM WAS ATTRIBUTED TO INCORRECT DETERMINATION Of THE
FORCE AXIS ZERO COORDINATE DUE TO INVALID TEST DATA OBTAINED DURING A PREVIOUS
VALVE DIAGNOSTIC TEST. ON AUGUST 10, 1991, THE TORQUE SWITCH BYPASS LIMIT SWITCH
WAS RETURNCD TO NORMAL AND THE TORQUE SWITCH SETTING WAS RAISED PER NED
I f1STRU CTI 0fiS . THE SATETY SIGNITICANCE FOR THIS EVEtlT WAS MITIGATED BY IHE
AVAILAEILITY OF THE CORE SPRAY SUBSYSTEMS.

[102) DRESDEN 1 DOCKET 50 237 LER 91 037
REACTOR SCRAM ON SPURIOUS INTERMEDIATE RANGE MONITOR HI*HI SIGNALS DUE TO
ELECTROMAGNETIC INTEEFERENCE.
EVENT DATE: 111391 REPORT DATE: 120391 NSSS: CE TYPE: BWR
VENDOR: CENERAL ELECTRIC CO.

WHITIAKER CORP.

(NSIC 223597) AT 1541 HOURS ON NOVEMBER 13, 1954, AN AUTOMATIC REACTOR SCRAM
OCCURRED DUE 70 A SPURIOUS HI-HI NEUTRON TLUX SIONAL ON THE INTERMEDIATE RANGE
MONITORS (IRH5). A UNIT STARTUP WAS IN PROGRESS WITH REACTOR PRESSURE AT
APPROXIMATELY 101 PSIG AT THE TIME Of THE SCRAM. THE SCRAM TUNCTIONS THAT
OCCURRED WERE PROPER UPON RECEIPT OF THE SPURICUS SPIKES. THE SPURIOUS SPIKES
OCCURRED AS A HIGH PRESSURE COOLANT INJECTION (MPCI) STEAM ISOLATION VALVE WAS
OPENED. AN EXTENSIVE INVESTIGATION INTO THE SPIKING DETERMINED THE CAUSE TO BE
ELECTR0!!AGNETIC INTERTERENCE (E!!!) PRODUCED BY DC VALVE MOTOR OPERATION. THE EMI
WAS BEING PICKED UP IN THE DRYWELL BY THE IRM SIGNAL CABLES. DURING THE LAST
RETUELING OUTAGE, NEW STAINLESS STEEL JACKETED WHITTAKER SIGNAL CABLES WEsE
INSTALLED IN THE DRYWELL OUTSIDE OF THE IRM RIGID CONDUIT. CORRECTIVE ACTIONS
INVOLVED REROUTING THE IRM SIGNAL CADLES IN THE DRYWELL INSIDE TLEXIBLE CONDUIT
TOR ADDITIONAL SHIELDING, AND IMSTALLATION OT VARISTORS ON HPCI 250 VDC VALVE
MOTOR CIRCUITRY TO REDUCE THE AMOUNT OF EMI PRODUCED BY VALVE OPERATION. IN
ADDITION, THE IRM SIONAL CABLES WILL BE ROUTED IN nIDE PERMANEN'i RIGID CONDUIT
DbRING THE NEXT RETUELING OUTAGE.-PREVIOUS SIMILAR EVENTS ARE DOCUMENTED BY LERS
90-15/050237, 90 17/050237, AND 91-10/050237.

.
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(103) DRESDEN 2 DOCKET 50 237 LER 91 040
ISOLATION CONDENSER CROUP V ISOLAT!0N DUE 70 SPURIOUS FLOW SP!H25.
EVENT DATE: 111991 REPORT DATE: 120991 NSSS: CE TYPE: DWR

(NSIC ?23630) ON NOVEMBER 19 1991, AT 235$ HOUR $ WITH UNIT 2 IN COLD SHUTDOWN
WITH ALL CONTROL RODS INSERTbD, AN VNPLANNED PRIMARY CONTAINNENT GROUP V
ISOLATION OCCURRED, CAUSING CLOSURE OF THE ISOLATION CONDENSER ISOLATION VALVES,
1HE ISOLATION SICNAL WAS RESET ATIER VER!r! CATION THAT THE $1CNAL WAS SPURIOUS.
IN ADDITION, TOLLOWING THE EVENT, ALL or THE CROUP V INITIATING INSTRUMENTATION
SETPOINTS WERE VERIT!ED TO DC WITHIN THEIR SPECIFIED TOLERANCES. THE PROBACLE
CAUSE IS DITTERENTI AL PRESSURE TLOW SPIKES IN THE ISOLATION CONDENSER CONDENSATE
RETURN LINE WHILE SIARTING THE 2B SHUTDOWN COOLING PUMP. ISOLATION CONDENSER
OPERADILITY IS NOT REQUIRED WHENEVER REACTOR PRESSURE IS LESS THAN 90 PSIO ALSD,
HAD THIS EVENT OCCURRED UNDER POWER OPERATION, THE HIGH PRESSURE COOLANT
INJECTION OR AUTOMATIC D; PRESSURIZATION SYSTEMS COULD HAVE BEEN UTILIZED TOR
REACTOR PRES $URE CONTROL. THERETOR'., THE SAFETY SIGNITICANCE OF THIS EVENT IS
MINIMAL. A PREVIOUS UNPLANNED GROUP V ! SOLATION WAS REPORTED BY LER 91-006/050237,

i 904) ERE9 DEN 2 DOCKET 50-237 LER 92 001
'A TLOOR DRAIN SAMPLE TANK SURVEILLANCE INTERVfL EXCEEDED DUE TO MANAGEMENT
DEFIGIENCY.
EVENT DATE: 010992 REPORT DATE: 013092 NSSS: GE TYPE: BWR
OTHER UNITS INVol.VED: DRESDEN 3 (BWR)

(HSIC 223907) e, JAUUARY 6, 1992 AT 0530 WITH UNITS 2 AND 3 SHUT DOWN THE
RADWASTE OPERATOR BEGAN 70 FILL THE 'A' RADWASTE FLOOR DRAIN SAMPLE TdNK ('A'
TDST) WITH EFTLUENT TROM THE 'A' CONCENTRATOR. FILLING OF THE 'A' TDST WAS
SECURED DECAUSE OF A S1EAM LEt<K TO THE DEARATOR TANK. DURING THE NEXT THREE DAYS,
DITTICULTIES WERE ENCOUNTERED WITH THE TEMPORARY HEATING BOILER. PROCIIMS
INVOLVING CONDUCTIVITY, LEVEL CONTROL, SOLIDS AND TOAMING WITH THE 'A'
CONCENTRATOR WERE ALSO ENCOUNTERED. DUE TO THk PROBLEMS WITH Ths 'A'

'

CONCENTRATOR, RADWASTE SUPERVISION LAST TRACK OF THE ELAPSED TIME SINCE THE 'A'
TDST HAD DEEN SAMPLED AS REQUIRED BY TECHNICAL SPrCITICATION 4.8.D !.E., 72
HOURS AFTER FILLING. RADWASTE SUPERVISION REALIZED THAT A SAMPLE WkS OVERDUE TOR
ANALYSIS APPn0XIMATELY 30 MINUTES ATTER THE 72 HOUR SURVEILLANCE PERIOD HAD DEEN
EXCEEDED. RADWASTE SUPERVISION STOPTED TILLING THE 'A' TDST AND OBTAINED A
SAMPLE. THE RESULTS OF THE SAMPLE WERE 2.3 E 5 MICRD CI/HL (WELL WITHIN THE
TECHNICAL SPECITICATION ACTIVITY LIMITS). THE CAUSE OF THIS EVENT WAS AN
INADEQUATE MANAGEMENT CONTROL SYSTEM (THE TIME AND DATE OF STARTING 70 TILL THE
'A' TDST AND WHEN ITS SAMPLE WAS REQUIRED WAS NOT COMMUNICATED ADEQUATELY TROM
ONE CREW TO THE NEXT). CORRECTIVE ACTIONS TOR THIS.$ VENT INCLUDED IMPLEMENTATION
OT AN IMPROVED RADWASTE ACTIVIT'.' MANAGEMENT UUNTROL SYSTEM AND COUNSELING OF THE
PERSONNEL INVOLVED.

[105) DRESDEN 2 DOCKET 50-237 LER 92 002
SPURIOUS CLOSURE OF MAIN STEAM ISOLATION VALVE DUE TO TAILURE OF DC PILOT'
SOLENDID.
EVENT DATE: 011392 REPORT DATE: 020492 NSSS: GE TYPE: BWR
VENDOR: AUTOMATIC VALVE COMPANY

(NSIC 2240243 0N 1/13/92 AT 02S4 HOURS2 20$ WITH UNIT 2 IN COLD SHUTDOWN, OUTBOARDMAIN STEAM ISOLATION VALVE (MSIV) 2A WAS OBSERVED TO SPURIOUSLY ISOLATE
(CLOSE). AT THE TIME OF THIS EVENT PREPARATIONS WERE BEING MADE TO DE ENERGIZE
MOTOR CONTROL CENTER (MCC) 20 2 PR!bR TO PERFORMING MODITICATION M12-2 91*027A.
AS PART OF THE PREPARATION, THE INSTRUMENT BUS WAS TRANSFERRED FROM ITS NORMAL ,

POWER TEED (HCC 20*2) TO ITS RESERVE POWER TEED (Mcc 2S-2), WHEN THE MSIV WAS
OBSERVED TO SPURICUSLY ISOLATE. THE APPARENT CAUSE OF THIS EVENT WAS ATTRIBUTED
TO TAILURE OF THE MSIV DC PILOT SOLEN 0!D DUE TO AN OPEN COIL. DE ENERGIZATION OF
DOTH AC AND DC PILOT SOLEN 0 IDS IS REQUIRED TO CAUSE MSIV CLOSURE. TRANSFER OT
THE INSTRUMENT'LUS PROVIDED A NORMAL,-MOMENTARY LO5S OT POWER TO THE MSIV AC
SOLENOID, THIS ALLOWED FOR CLOSURE OF THE 2+203-2A MSIV DUE To DE ENERGI2ATION
OT DOTH THE AC AND DC PILOT-SOLEN 0 IDS. THE SATETY SIGNITICANCE OF THIS EVENT WAS
CONSIDERED HINIMAL SINCE THE ISOLATION LOGIC PERTORMED AS DESIGNED UPON FAILURE
OF THE SOLEN 0ID, AND THE UNPLANNED ESF ACTUATION HAD NO EFFECT ON PLANT STATUS.

,
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THE DC SOLENDID WAS REPLACED UNDER WORK REQUEST 05964 AND t 203 2A MSIV WAS
RETURNED TO SERVICE ON 1/15/92, AT 0115 HOURS. A PREVIOUS SIMILAR EVENT WAS
REPORTED BY LER 90-002/050237.

[106) DRESDEN 3 DOCKET 50-249 LER 91 000 REV 01
UPDATE ON UNPLANNED PRIMARY CONTAINMENT CROUP V ISOLATION DUE TO A BLOWN BULB.
EVENT DATE: 083091 REPORT DATE: 092791 NSSS: GE TYPE: BWR
VENDOR: CRANE COMPANY

(NSIC 2230GO) ON AUGUST 30, 1991, AT 1503 HOURS WITH UNIT 3 IN THE RUN MODE AT
Six 0F RATED CORE THERMAL POWER, WHILE REPLACING A BURNED Cl'5 LICHT BULB ON THE
CONTROL ROOM POSITION INDICATION FOR LOW PRESSURE COOLANT INJECTION (LPCI) SYSTEM
INBOARD MANUAL ISOLATION VALVE 3 1501-26A, THE LIGHT BULB CAUSED A SHORT CIRCUIT
AND CAUSED FUSE 595 714B TO OPEN. SIMULTANEOUSLY A PRIMARY CONTAINMENT GROUP V
ISOLATION WAS. RECEIVED, AND THE APPROPRIATE ISOLkTION CONDENSER ISOLATION VALVES
CLOSED AS DESIGNED. THE EULB AND FUSE WERE IMMEDIATELY REPLACED SUBSEQUENT
REPLACEMENT OF THE SOCKET WAS COMPLETED UNDER WORK REQUEST (WR):03309. INSPECT 10H
Of 1HE REMOVED SOCKET INDICATED THAT THE ROOT CAUSE WAS A CRACKED HOUSING. THE
SAFETY SIGNIFICANCE OF THIS EVENT WAS MINIMAL SINCE THE ISOLATION SIGNAL WAS
RESET AND ALL ACTIVE COMPONENTS OF THE HIGH PRESSURE COOLANT INJECTION (HPCI)
SYSTEM REMAINED OPERABLE DURING THE EVENT. 70 PREVENT RECURRENCE OF THIS EVENT,
DURING THE CURRENT UNIT 3 REFUELING OUTAGE (D3R12) AND THE NEXT UNIT 2 REF*|ELING
OUTAGE (D2R13) A MINOR PLANT MODITICATION WILL ADD TWO FUSES IN SERIES TO ISOLATE
1HE LPCI INDICATION CIRCUIT FROM THE ISOLATION CONDENSER ISOLATION VALVE CONTROL
CIRCUITRY. A FREVIOUS EVENT INVOLVING AN UNPLANNED PRIMARY CONTAINMENT GROUP V
ISOLATION WAS REPORTED BY LER 90-005 OH DOCKET 0500:37.

[107) DRESDEN 3 DOCKET 50 149 LER 91 015
UNPLANNED STANDBY GAS TREATMENT SYSTEM AUTOMATIC INITIATION SIGNAL DUE TO
PERSONNEL ERROR.
EVENT DATE: 110S91 REPORT DATE: 120591 NS$3: CE TYPE: BWR
OTHER UNITS INVOLVED: DRESDEN 2 (BWR)

(NSIC 223702) ON 11/5/91 WITH UNIT 2 SHUTDOWN AND UNIT 3 IN A REFUTL QUTAGE, THE
ELECTRICAL MAINTENANCE DbPARTHENT (EMD) WAS SCHEDULED TO PERT 0RM A FREVENTIVE
MAINTENANCE SURVEILLANCE OF THE UNIT 3 REACTOR PROTECTION SYSTEM (RPS) MOTOR
GENERATOR (MG) SET CUTPUT BREAKERS. WITH THE 'B' TRAIN OF THE STANDBY CAS
TREATHENT SYSTEM (SDGTS) ALREADY OPERATING AND THE REACTOR BUILDING VENTILATION
SYSTEM (RBVS) ISOLATED THE EMD INSTALLED A TEMPORARY POWER SUPPLY TO THE CHANNEL
'B' REFUEL FLOOR AND RbACTOR BUILDING VENTILATION RADIATION MONITORS TO PREVENT
AN AUTOMATIC START OF THE SBGTS AND AN ISOLATION OF THE RBVS UPON THE REMOVAL OF
THE 'A' RPS MG SET FROM SERVICE. THE OPRATIONS DEPARTMENT THEN REMOVED THE 'B'
RPS MG SET FROM SERVICE, RESULTING IN THE DE-ENERGIZATION OF THE 'A' RPS BUS.
THIS PRODUCED AN UNPLANNED SCGTS AUTOMATIC START SIGNAL AND AN UNPLANNED RAVS
ISOLATION SICNAL. THE CONTROL ROOM OPERATORS ANTICIPATED AN AUTOMATIC START OF
THE 'A' TRAIN OF THE SBGTS UNDER THESE CONDITIONS HOWEVER THIS DID NOT OCCUR.
FURTHER REVIEW INDICATED THAT THE 'A' TRAINSHOULbNOTHAVESTARTEDWITHTHE'B'
TRAIN RUNNING DUE TO A SEQUENCE OF SBGTS SELECTOR SWITCH MANIPULATIONS THAT TOOK
PLACE PRIOR TO THIS EVENT. THIS EVENT HAD MINIMAL SAFETY SIGNIFICANCE. RELATED
LER: 91-04.

(1081 DRESDEN 3 DOCKET 50-249 LER 91-012
PARTIAL PRIMARY CONTAINMENT GROUP !! ISCLATION DURING MAINTENANCE REPAIRS DUE TO
PERSONNEL ERROR.
EVFNT DATE: 112091 REPORT DATE: 121991 NSSS: GE TYPE: BWR

(NSIC 223670) AT 2213 HOURS WITH UNIT 3 IN THE SHUTDOWN M0DE 14 0F THE 44 CROUP
II PRIMARY CONTAINMENT ISOLdTION VALVES WENT CLOSED WHEN AN EbECTRICIAN LIFTED A
NEUTRAL LEAD IN PREPARATION FOR REPLACEMENT OF A TERMINAL BLOCK UNDER WORK
REQUEST 04380. THIS EVENT HAS BEEN ATTRIBUTED TO DERSONNEL ERROR ON THE PART OF
1HE ELECTRICAL WORK ANALYST WHO PREPARED THE WORI PACKAGE. THE ANALYST DID M0T
FULLY RESEARCH THE WIRING DIAGRAM FOR THE PANEL WHICH CONTAINS THE TERMINAL
BLOCKS, AND THUS DID NOT IDENTIFY THE CIRCUITS " DAISY-CHAINED" TO THE NEUTRAL

)
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LEAD CONNECTED AT THE TERMINAL ELOCK TO ESTABLISH THE CORRECT OUT 0T-SERVICE
(005) EOUNDARIES. ONE OF THESE " DAISY * CHAINED" CIRCUIIS CONTAINS THE TRIP
CONTACTS FOR THE 14 VALVES UHICH CLOSED. THIS EVENI HAD MINIMAL SATETY
SIGNIFICANCE EECAUSE THE UNPLANNED VALV" CLOSURES HAD No ETTECT ON THE PLANT
STATUS, AND 1HE CROUP II ISOLATION TUNCTION WAS NOT IMPAIRED. AS A CORRECTIVE
ACTION, 1HIS EVENT WILL BE DISCUSSED WITH THE ELECTRICAL MAINTENANCE DEPARTMENT
WORK ANALYSTS. ONE PREVIOUS EVENT INVOLVINO IN ADVERTENT CROUP !! VALVE CLOSURES
DUE TO A LITTED LEAD IS REPORTED IN LER 90 22/0500237.

)
'

(109) DRESDEN 3 DOCKET 50 249 LER 92 001
PRIMARY CONTAINMENT ISOLATION VALVE CLOSURE DUE TO SHUTDOWN COOLING SYSTEM
SPURIOUS ISOLATION.
EVENT DATE: 010292 REPORT DATE: U12492 NSSS: GE TYPE: BWR

(flSIC 211052) ON JANUARY 2, 1992, AT 1854 HOURS WITH UNIT 3 SHUT DOWN FOR A
RETUEL QUTAGE AND THE SHUTDOWN COOLING (SDC) SY$ TEM IN OPERATION TO COOL THE
REACTOR WATER, AN UNPLANNED SDC SYSTEM ISOLATION OCCURRED, CAUSING AUTOMATIC
CLOSURE OF THE SDC SYSTEM PRIMARY CONTAINMENT ISOLATION MOTOP. OPERATED VALVES
(MOVS). 1HERE WERE Ho INDICATIONS AS TO THE CAUSE OF THE ISCLATION. THE SYSTEM
WAS PROMPTLY RESET / RESTARTED, A WORK REQUEST WAS INITIATED TO VERITY THE
CALIERATION OF THE SDC SUCTION TEMPERATURE INSTRUMENT LOOP. DURING COMPLETION OF
THIS WORK ON JANUARY 13, 1992, TURTHER DITTICULTY OCCURRED IN RESETTING AN SDC
IbOLATION DUE TO UNRELATED CAUSES (REFER TO LER 92 2/050249). ISOLATION OF THE
5DC SYSTEM.HAD MINIMAL SATETY SIGNIFICANCE BECAUSE THE SDC SYSTEM WAS PROMPTLY
RESTORED TO NORMAL OPERATION AND THE REACTOR WATER TEMPERATURE WAS MAINTAINED
WELL CELOW THE tit DECREE F LIMIT REQUIRED TOR PRIMARY CONTAINMENT INTEGRITY. A
PREVIOUS SPURIOUS DRESDEN UNIT 2 SDC ISOLATION WAS REPORTED BY LER 91-36/050237.

(1101 DRESDEN 3 DOCKET 50-149 LER 92-001
PRIMARY CONTAINMENT ISOLATION VALV2 CLCSURE DUE TO A DAMAGED CONTROL RELAY.EVENT DATE: 011392 REPORT DATE: 013192 NSSS: GE TYPE: BWR
VENDOR: GENERAL ELECTRIC Co.

(NSIC 223906) ON JANUARY 13, 1992, AT 111S HOURS, WITH UNIT 3 SHUTDOWN FOR A
REFUEL OUTAGE AND THE SHUTDOWN COOLING (SDC) SYSTEM COOLING THE-REACTOR WATER
THE INS 1RUMENT MAI NTENANCE DEPAR*a. LENT COMPLETED CALIBRATION CHECKS OF THE SUb
TEMPERATURE SWITCHES UNDER WORK REQUEST (UR) 05767. THIS PROCEDURE INCLUDED A
PLANNED ISOLATION OF T HE SDC SYSTEM. THE SDC SYSTEM SUCTION HIGH TEMPERATURE
INSTRUMENT LOOP WAS TOUND TO DE PROPERLY CALIBRATED. HOWEVER, WHEN OPERATIONS
ATTEMPTED TO RESTART THE SD C SYSTEM, THE PRIMARY CONTAINMENT ISOLATION VALVES
WOULD NOT OPEN. IT WAS DISCOV ERED THAT THE VALVES' TAILURE TO OPEN WAS DUE-TO A
DAMAGED ISOLATION CONTROL REL AY. THE RELAY WAS REPLACED AND THE NEW RELAY WAS
FUNCTIONALLY TES1ED. THE SDC SY STEM WAS THEN RETURNED TO SERVICE AT 1425 HOURS.
THE ROOT CAUSE WAS DETERMINED T 0 BE EXTERNAL DAMAGE TO A CONTROL RELAY
(3 595 114) IN THE SDC SYSTEM ISOLATION LOGIC. THE ELECTRICAL MAINTENANCE
DEPARTMENT THEN INSPECTED ALL SATETY RELATED R ELAYS OF THE SAME TYPE, ON BOTH
DRESDEN UNITS 2 AND 3 TOR DAMAGE. THIS EVENT HA D MINIMAL SATETY SIGNIFICANCE
DUE TO THE TACT THAT IHE SDC SYSTEM WAS PROMPTLY R ESTORED TO OPERATION AND THE
REACTOR WATER TEMPERATURE WAS MAINTAINED WELL BELOW THE 212 DEGREE F LIMIT
REQUIRED TOR PRIMARY CONTAINMENT INTEGRITY. A PREVIOUS S PURICUS SDC SYSTEM-
ISOLATION WAS REPORTED BY LER 92 1/050249

(1111 DRESDEN 3 DOCKET 50 249 LER 92-003
UNEXPECTED PARTIAL GROUP II CONTAINMENT ISOLATION DURING SURVEILLANCE TESTING DUETO PERSONNEL ERROR.
EVENT DATE: 011592 REPORT DATE: 020692 NSSS: GE. TYPE: BWR

(NSIC 223928) AT 1317 HOURS ON JANUARY iSi 1992, WITH UNIT 3 SHUT DOWN FOR A
RETUEL OUTAGE, AN UNPLANNED PARTIAL PRIMALY CONTAINMENT GROUP II ISOLATION
OCCURRED WHILE ELECTRICIANS WERE PERFORMING A SURVEILLANCE ON MAIN STEAM
ISOLATION VALVE (MSIV) ELECTRICAL COMPONENTS. ONE OF THE ELECTRICIANS
DT. TERMINATED A WIRINC CONNECTION IN ACCORDANCE WITH THE PROCEDURE HOWEVER, THIS
UNEXPECTEDLY INTERRUPTED CONTROL POWER TO SEVERAL SEAL IN RELAYS CAUSING CERTAIN
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GROUP II ISOLATION VALVES TO CLOSE. No CROUP II ISOLATION ALARM WAS RECE!VED. THE
ELECTRICIANS COMPLETED THE TESTING ON HSIV 3-203 1D AND WERE THEN INFORMED BY THE
UNIT 3 OPERATOR THAT A PARTI AL ISOLATION HAD DEEN PRODUCED. THE ROOT CAUSE OF THE
EVENT WAS ATTRIBUTED TO PERSONNEL ERROR ON THE PART Or AN INDIVIDUAL PERFORMING A
TIELD VERITICATION OF THE PROCEDURE PRIOR TO ITS USE. CORRECTIVE ACTIONS INCLUDrD
A FIELD VERITICATION OT THE SURVEILLANCE. A WORK REQUEST WAS INITIATED TO CORRECT
THE WIRING, AND REVISION TO THE SURVEILLANCE PROCEDURE. THIS EVENT HAD MINIMAL
SATETY SIGNIFICANCE BECAUSE THERE WAS NO EFTECT ON ThE LOGIC TUNCTION. A PREVIOUS
RELATED EVENT WAS REPORTED BY LER 90 22/050237.

(112) TARLEY 1 DOCKET 60 343 LER 91 012
PROCEDURAL INADEQUACIES FOR VERITYING THE INTERLOCK ACTION of THE RHR SYSTEM FROM
THE RCS.
EVENT DATE: 122991 REPORT DATE: 012792 NSSS: WE TYPE: PWR
OTHER UNIIS INVOLVED: TARLEY Z (PWR)

(NSIC 22ID66) ON 12 29 91, DURING A PROCEDURE REVIEW IT WAS DISCOVERED THAT
FNP-2-STP 11.S, "RHR SUCTION VALVE AUTOMATIC ISOLATION TESTd, DID NOT INCLUDE A
VERITICATION THAT THE REACTOR COOLANT SYSTEM (RCS) LOOP TO RESIDUAL HEAT REMOVAL
(RHR) PUMP SUCTION VALVES Q2E11MOV8701A, Q2E11M0V0701B 'Q2E11MOV8702A AND
Q2E11H0VD702B COULD NOT BE OPENED TROM THE MAIN CONTR0b BOARD (MCB) WHEN RCS
PRESSURE IS ABOVE THE AUTOMATIC CLOSURE SETPOINT-(700 PSIG). THE VERIFICATION OF
THIS INTERLOCK IS PART OF THE REQUIRED SURVEILLANCE TESTING ASSOCIATED WITH
TECHNICAL SPEC!rICATION 4.S.2. IN ADDITION, PRIOR 703188 THIS REQUIREMENT HAD
NOT EEEN INCORPORATED INTO TNP-1-SIP-11.S FOR THE CCRRESPONDING SYSTEM IN UNIT 1
AND THEREFORE THE SURVEILLANCE HAD NOT DEEN PERFORMED. THIS EVENT WAS CAUSED BY
PRCCEDURAL INADEQUACY. FNP 2-STP-11.5 HAS BEEN REVISED TO PROVIDE VERITICATIOL OF
THE INTERLOCK AND TO INCLUDE THIS AS AN ACCEPTANCE CRITERION. UNIT 1 FROCEDURE
TNP-1-STP-11.5 PREVIOUSLY CONTAINED A STEP TO VERIFY THE INTERLOCK BUT NOT AS
PART Cr THE ACCEPTANCE CRITERIA. THE UNIT 1 PROCEDURE HAS ALSO DEEN REVISED TO
INCLUDE YERITICATION OF THE INTERLOCK AS AN ACCEPTANCE CRITERION.

(1131 TERMI 2 DOCKET S0-341 LER 91 019
REACTOR WATER CLEANUP SYSTEM ISOLATIONS DUE TO HIGH PUMP ROOM DITTERENTIAL
TEMPERATURE AND PERSONNEL ERROR DURING SYSTEM RESTORATION.
EVENT DATE: 112091 REPORT DATE: 122091 NSSS: CE TYPE: BWR
VENDOR: ORBIT VALVE COMPANY

(NSIC'223640) THIS LER DESCRIDES TWO ENGINEERED SAFETY FEATURES ACTUATIONS OF THE
REACTOR WATER CLEANUP SYSTEM (RWCU) ON N,VEMBER 20, 1991. THE TIRST ISOLATION
OCCURRED AT 1051 HOURS DUE TO A HIGH DIFTERENTIAL ROOM TEMPERATURE (INSIDE TO
OUTSIDE THE ROOM) IN THE B RWCU PUMP ROOM. DETROIT EDISON BELIEVES THE CAUSE OF

TO BE TAILURE (LOSS OF
THE HICH TEMPERATURE WHFCH RESULTED IN THIS EVENT, CIRCUIT TOR THL B RWCU PUMPCALIBRATION) OT A SWITCH IN THE AUTOMATIC CONTROL
ROOM COOLER. THIS SWITCH HAS BEEN RECALIBRATED AND WILL BE MONITORED TO ENSURE
PROPER OPERATION. THE SECOND ISOLATION OCCURRED AT 2231 HOURS WHILE REMOVINO~A

UTILIZED DURING RESTORATION OF THE RWCU SYSTEM TROM THE FIRST ISOLATIONJUMPER,
IN ALCORDANCE WITH THE SYSTE!! OPERATING PROCEDURE. THE CAUSE OF THIS ISOLATION IS'
BELIEVED TO BE A PERSONNEL ERROR WHEN THE JUMPER WAS INADVERTENT 1Y OROUNDED
DURING REMOVAL, WHICH RESULTED IN A BLOWN TUSE IN THE ISOLATION CIRCUI1RY FOR ONE

i RWCU ISOLATION VALVE. AN ACCOUNTABILITY MEETING HAS BEEN HELD REGARDING THIS
ERROR. TESTING OF THE RWCU SYSTEM AT POWER, WILL BE PERFORMED TO DETERM1NE IT AN
ALTERNATIVE IS AVAILABLE TO INSTA(LATION OF A JUMPER DURING SYSTEM RESTORATION
TOLLOWING AN ISOLATION. OPERATINO PROCEDURE CHANGES WILL BE MADE AS APPROPRI ATE.
ADDITIONALLY, THIS LER WILL BE ISSUED AS PEQUIRED READING FOR OPERATORS AND
APPROPRIATE SYSTEMS ENGINEERING FERSONNEL.

-!1141- TERMI 2' DOCKET-50 341 LER 91 020
HIGH PRESSURE COELANT INJECTION SYSTEM START FAILURE DURING QUARTERLY
SURVEILLANCE TES*.
EVENT DATE: 112091 REPORT DATE: 122091 NSSS: GE TYPE: BWR
VENDOR: WOODWARD GCVERNOR COMPANY
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(NSIC 223641) ON NOVEMDER 20 1991, AT 1954 HOURS, THE HICH PRESSURE COOLANT
INJECTION SYSTEM (HPCI) TA! LED TO START DURING PERFORMANCE OF SURVEILLANCE,
24.202.01 "HPCI PUMP TIME RESPONSE AND OPERABILITY TEST AT 1000 PSIG." IN
COMPLIANCE WITH THE APPROPRIATE LIMITING CONDITION FOR OPERATION, THE HPCI SYSTEM
WAS DECLARED INOPELADLE AND THE TECHNICAL SPECITICATION ACTION ST ATEMENT WAS
ENTERED. THE SYSTEM TAILED TO START WHEN THE GOVERNOR CONTROL VALVE (E4100F060)
TAILE0 70 OPEN AND ADMIT STEAM TO THE HPCI TURDINE. THE INIT1 AL INVESTIGATION
SHOWED THAT THE HYDRAULIC ACTUATOR (EGR), E41-K203 WAS NOT TUNCTIONING, THUS
KEEPING THE GOVERNOR VALVE CLOSED. THE EUR WAS REP [ ACED. THE TAILED ECR WAS SENT
TO WOODWARD GOVERNOR COMPANY FOR TAILURE ANALYSIS. POST MAINTENANCE SURVEILLANCE
TESTING DEMONSTRATED THAT THE PCI SYSTEM OPERATED PROPERLY. ON NOVEMDER 22, AT
0612 HOURS, THE HPCI SYSTEM WAS DECLARED OPERA 0LE. THE HPCI CONTROL / LUBE OIL
SYSTEM HAD A HIGHER THAN NORMAL WATER CONTENT TOLLOWING THE SUCCESSTUL
SURVEILLANCE RUN ON NOVEMBER 22. THIS WAS DUE TO THE HOCI DAROMETRIC CONDENSER
VACUUM PUMP NOT PROVIDING ENOUCH VACUUM TO MAINTAIN PROPER GLAND SEAL LEAKOTT.
SUBSEQUENTLY, THE HPCI BAROMETRIC CONDF.NSER VACUUM PUMP WAS REPLACED.

(115] TERMI 2 DOCKET 50-341 LER 91-021
CONTROL CENTER HEATING VENTILATION AND AIR CONDITIONING SHIPTS TO THE
RECIRCULATION MODE DURING SURVEILLANCE 24.413.05.
EVENT DATE: 112791 REPORT DATE: 122791 NSSS: DE TYPE: BWR
VENDOR: CENERAL ELECTRIC CO.

(NSIC 223732) ON NOVEMBER 27 1991, CPERATIONS, AND INSTRUMENTATION AND CONTROL
(I&C) PERSONNEL WERE PERFORMlND SURVEILLANCE PROCEDURE 24.413.05, " DIVISION II
CONTROL RDOM EMERGENCY FILTER AUTO TRANSTER TEST". AT 1315 HOURS, DURING
PERFORMANCE OF THE SURVEILLANCE, THE DIVISION II CONTROL CENTER HEATING
VENTILATION AND AIR CONDITIONING (CCHVAC) SHIFTED TO THE RECIRCULATION MODE. THIS ,

OCCURRED DURING STEP 5.1.3 0F THE SURVEILLANCE PROCEDURE AS THE I&C R7.PAIRHAN WAS
EXITING PANEL H21*P296D AFTER INSTALLING TEST SWITCH LEADS. DIVISION II CCHVAC
WAS RETURNED TO NORMAL OPERATION AT 1325. HOURS. THERE WERE TWO CONTRIBUTING
TACTORS TO THE ROOT CAUSE OF THIS EVENT. FIRST THERE WAS AN INADEQUATE
EVALUATION OT TEST METHODS FOR THIS SURVEILLANCE. HOWEVER IT SHOULD DE NOTED
THAT THE SURVEILLANCE HAD BEEN PERFORMED SUCCESSFULLY IN YHE PAST. SECOND, THE
I&C REPAIRMAN INSTALLING THE SWITCH LEADS ON RELAY T41M105 MADE A PERSONNEL
ERROR. PROCEDURES 24.413.05 (DIVISION II) AND 24.413.04 " DIVISION I CONTROL ROOM
EMERGENCY TILTER AUTO TRANSFER TEST", WILL BE REVISED SO THAT EXTERNAL TEST
EQUIPMENT IS NOT USED TO TIME THE CCHVAC SHIFT TO THE RECIRCULATION MODE. AS A
RESULT OF THE PERSONNEL ERROR ELEMENT, THE I&C CONTINUING TRATNING (LESSONS
LEARNED) PROGRAM WILL DISCUSS THIS EVENT.

[116] TERMI 2 DOCKET 50-341 LER 91-022
PRIMARY CONTAINMENT NEGATIVE PRESSURE DURING PLANT SHUTDOWN.
EVENT DATE: 121191 REPORT DATE: 011092 NSSS: GE TYPE: SVR
VENDOR: TARGET ROCK CORP.

(NSIC 223733) ON DECEMBER 11, 1991, OPERATIONS PERSONNEL WERE PROCEEDING WITH THE
PLANNED PLANT SHUTDOWN TOR REPLACEMENT OF THE 2A MAIN UNIT TRANSFORMER. THE
SHUTDOWN PLAN INCLUDED UTILIZING TWO MECHANICAL VACUUM PUMPS TO MAINTAIN MAIN
CONDENSER VACUUM TOR LOCATING A SUSPECTED TUBE LEAK IN THE CONDENSER. AT 1212
HOURS, DRYWELL PRESSURE STARTED DECREASIU4 FROM 15.2 PSIA TO 14.4 PSIA. THE TORUS
TO DRYWELL AND REACTOR BUILDING TO TO? /ACLLM CREAKERS DEGAN LIFTING AT 1226
HOURS, AS DESIGNED TO CONTROL THE NE 4VE PRESSURE. AT 1553 HOURS. THE THIRD
MSIVS WERE CLOSED AND THE PRIMARY C0 hic INMENT VACUUM BREAKERS STOPPED CYCLING.
PRIMARY CONTAINMENT PRESSURE BEGAN INCREASING DUE TO ADDITION OF NITROCEN WHICH
HAD BEEN STARTED TWO HOURS EARLIER. DRYWELL PRESSURE WAS RESTORED TO NORHAL kND
NITROGEN ADDITION WAS TERMINATED AT 1922 HOURS. INVESTICATION ESTABLISHED THAT
THE CAUSE OF THIS PRESSURE EVENT WAS A REVERSE TLOW THROUGH THE SATETY RELIEF
VALVES-(SRVS). THE TLOWPATH WAS TROM THE DRYMELL THROUGH THE SRV-VACUUM BREAKERS,
PRODUCING REVERSE FLOW THROUGH THE SRVS INTO THE MAIN STEAM LINE DRAINS AND TO
THE CONDENSER, WHICH WAS AT A VACUUM CONDITION CREATED BY OPERATING TWO
MECHANICAL VACUUM PUMPS. OPERATIONS AND PLANT SUPPORT PERSONNEL WERE NOT PAMILTAR
WITH SRV OPERATION IN THE ABNORMAL CONDITION OF A VACUUM ENVIRONMENT.

|
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(1171 r!TZPATRICK DOCKET 50 333 LER 90 024 REV 01
UPDATE ON PARTIAL ACTIVATION Or PRIMARY CONTAINMENT CROUP !! ISOLATION CIRCUIT
DUE TO BLOWN TUSE DUE TO HUMAN ERRORS DURING IMPLEMENTATION OF PROTECT!VE TAGGING
PROCEDURE.
EVENT DATE: 110190 REPORT DATE: 122791 NSSS: GE TYPE: DWR
VENDOR: AAA PRCDUCTS

X0MOX CORP.

(NSIC 223774) WHILE THE REACTOR WAS OPERATING AT 100X POWER AT 233 ON 11/01/90 A
HICH LEVEL ALARM TOR THE FRIMARY CONTAINMENT (DRYWELL) EQUIPMENT DRAIN SUMP WAS
RECE!VED. A TUSE OPENED AT 2338 RESULTING IN A PARTIAL ACTUATION OF THE B SIDE OF
THE GROUP II TRIMARY CONTAINMENT ISOLATION SYSTEM (PCIS) (JM). THE REACTOR
BUILDING VENTILATION SYSTEM (VA) ISOLATED AND STANDBY GAS TREATMENT b (SBGT) (BH)
STARTED AS DE31CHED. THREE VALVES 1 HAT RECE!YE THE ISOLATION 6!GNAL WERE ALREADV
CLOSED. TWO OTHERS CLOSED AS DESIGNED. THE ISOLaTIONS WERE RESET WITHIN 37
MINUTES. A REPAIR TASK ON A SMALL SOLENOID OPERATED AIR ADMISSION VALVE
UNEXPECTEDLY EXTENDED OVER THREE SHITTS DURING WHICH ONE TRAIN OF THE RFSID?)AL
HEAT REMOYAL SYSTEM (BO) WAS BE!h0 RESTORED TO SERVICE AND RADIDACTIVE RESIN
TRANSFER WAS IN PROGRESS. HULTIPLE HUMAN ERRORS AND POOR COMMUNICATION EETWEEN
SHIFTS OCCURRED DURING EQUIPliENT PROTECTIVE TAGGING PROCEDURE IMPLEMENTATION. THE
SOLENGID WAS REMOVED TROM THE VALVE BUT WAS LEFT ELECTRICALLY CONNECTED DUE TO
THE HUMAN ERRORS. AN AUTOMA!!C SIGNAL THOM THE SUMP HIGH LEVEL SUBSEQUENTLY
ENERGI2ED THE SOLENDID DAMAGIhD THE INSULATION RESULTING IN HICH CURRENT AND
OPENING OF THE IVSE. RELATED LERS: 89-017, 89 013, 87 016, AND B6 019.

[1101 FITZPATRICK DOCKET 50 333 LER 91-021
RESIDUAL HEAT REMOVAL EMERGENCY DIESEL GENERATCRS AND FIRE PUMPS POTENTIALLY
MADE INOPERABLE DUE Tb INADEQUATE MODITICATION/INSfALtATION ACTIVITIES.
EVENT DATEt 090491 REPORT DATE: 112791 NSSS: GE TYPE: BWR

(NSIC 223498) THE EXHAUST VENTILATION FAN FOR ONE OF TWO SAFETY RELATED PUMP
ROOMS TRIPPED ON THERMAL OVERLOAD AT 1400 ON 9/4/91 WITH THE PLANT AT TULL POWER.
THE FAN TRIP WAS THE RESULT OF A RESTRICTED VENTILATION AIR SUPPLY DUE TO CLOSURE
OF 6 FIRE DAMPERS TO ALLOW MODIFICATION OF THE DAMPERS. THE RESTRICTED AIR SUPPLY
RESULTED IN OVERLOAD DURING TAN AUTO START WHILE WINDMILLING IN REVERSE OR DUE TO
Lov TLOW DURING OPERATION. AN ENGINEERING REVIEW FORMALIZED ON 10/9/91 IDENTIFIED
A FIRE SCENARIO WITH POTENTIAL TOR DAMAGE TO THE FAN AND FIRE DAMPER CONTROLS AND
RESULTING LOSS OF EnHAUST FANS AND CL0eURE OF VENTILATIch TIRE DAMPERS.
VENTILATION LOSS DURING PUMP OPERATION WOULL DEGRADE PERFORMANCE OF THE RESIDUAL
HEAT REMOVAL (BO), RESIDUAL HEAT REMOVAL SERVICE WATER (BI), EMERGENCY SERVICE
'4ATEh (ESW) (BI), AND ELECTRIC AND DIESEL DRIVEN FIRE PUMPS (KP). LOSS OF THE ESli
FLOW WOULD DEGRADE THE EMERGENCY DIESEL GENERATORS (EK). INADEQUATE VENTILATION
TOLLOVING FIRE DAMPER CLOSURE RESULTS FROM INADEQUATE ANALYSIS OF THE NRC
REQUIRED 1980 FIRE DAMPLR INSTALLATION. A FIRE WATCH IN PLACE PRIOR TO THE EVENT
WILL REM 41N UNTIL ADEQUATE VENTILATION IS ASSURED. INSTALLATION PROCEDURE REVIEW
ADEQUACY AND ALTERNATE VENTILATION DESIGNS ARE BEING E%'.LUATED. LER 91-010 IS
RELATED.

(119) FITZPATRICK DOCKET 50-333 LER 91-023
BOTH TRAINS OT SAFE SHUTDOWN EQUIPMENT POTENTIALLY DAMAGED BY A COMMON FIRE DUE
TO CABLE CONDUIT NOT BEING PROTECTED TROM FIRE.
EVENT DATE: 100991 REPORT DATE: 121991 NSSS: GE TYPE: BWR

(NSIC 223727) DURING NORMAL FULL POWER OPERATION ON 10/9/91 IT WAS TOUND THAT A-
SAFETY DIVISION 1 MOT 0h CONTROL CENTER (ED) FEEDER CABLE WAS ROUTED THROUGH A
FIRE ZONE FOR WHICH DIVISION 1 EQUIPMENT IS RELIED ON TO MEET SAFE SHUTDOWN
REQUIREMENTS OT 10 CFR 50, APPTPDIX R SECTION III.G. WHILE THE ORIGINAL APPENDIX
R EVALUATION INDICATED THE CABLE WAS h! THIN CONDUIT EMBEDDED IN CONCRETE IT WAS
DISCOVERED THAT A FORTION OF THE CONDUIT IS ACTVALLY NOT EMBEDDED. A FIRk WATCH
WAS POSTED IMMEDIATELY. THE CABLE WILL BE REROUTED OR THE CONDUIT WILL BE
PROTECTED TO MEET APPENDIX R REQUIREMENTS PRIOR TO PLANT START UP TOLLONING THE
1992 REFUEL OUTAGE. LER 91-010 DESCRIBES ADDITIONAL FIRE PROTECTION PROGRAM
DEFICIENCIES.
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(1201 TI TZP.i!RI CK 000hET 50 3I3 LER 91 025
5UPPRESSION POOL EULK 1EMPERAIURE MONIT03 INOPERABLE DUE TO A MANUTACTURING
INADEQUATE SOLDERED TER!t!NA110N ANe thCCRRECT OPERAT!dP INSTRUCTICN PROCRAM
INSER1ED.
EVENT DATE: iii491 REPORT DATE: 1;2001 NSSS: CE TYPE: BWA
VENDOR: FOXBORO CO., THE

(NS!C 223692) ON 11/14/91 AT 1920 1'tE PRIbARY CONTAINMENT (NH) SUPPRESSION POOL
DATER 1Ef1PERATURE MONIl0R!!l0 SYSTkN CHANtit.LS A AND b WEGE DECLARED INOPERABLE,
PLACING 1HE PLANT IN A 6 HOUR LIMITING CONLITION FOR OPERATION (LCO) WHEN A
POTENTI AL INADEQUATE MANUTACTURER'S SOLDERED WIRING TER!!! NATION WAS DISCOVERED.
ON 11/15/91 AT 1730, ATTER CHANNEL A HAC BEEN RETURNED TO SERVICE AND THE 6* HOUR
LCO EXITED AN INCORRECT SENSOR TAILURE DEVIATION DELTA VALUE WAS TOUND TO HAVE
EEEN INSERTED INTO ONE OF THE CHANNEL A SU!1MATION/ AVERAGING C011PUTATION H0DULES.
1HIS ACTION CAUSED THE PLANT NOT TO EC WITHIN THE REQUIREMENT OT TECHNICAL
SPECITICATIO!! (TS) TACLE 3.2 6 LCO ACTION TOR APPROXIMA1ELY 17 HOURS. THE CAUSE
Or THE UNSOLDERED WIRING TERMINATIONS WAS AN INADEQUATE MANUTACTURING ASSEMBLY
THOCESS Af10 THE INCORRECT DEV!ATION DELTA VALUE WAS LACK 0F ADMINISTRATIVE
CO*JTROLS FOR INSTRUMENTATION COMPUTATI'1H COMPONENT OPERATINC INSTRUCTIONS
( TROGR Af15 ) . B01H HAD THE POIENTIAL TON DLGRADED PLANT OPERATOR RESPONSE TO
TOSTULA1ED DESIGN LASIS ACCIDENTS. CORRECTIVE ACTION WAS SOLDERING OF THE
UNSOLDERED WIRING TERil! NATIONS AND INSERTING THE CORRECT DEVI ATION DELTA VALUE
INTO THE !!LDULE. ADMINISTRATIVE CONTROL OF 1HE PROGRAM WAS STRENGTHENED BY
ISSUING ACCESS AND USAGE INE1RUCTION TO STArr. RELATED LER: 90 029.

(1211 FITZPATRICK DOCKET 50 333 LER 91-024
UNSATISTACTORY PENETRATION SEALS TOUND DURING IhSPECTION.
EVENT DATE: 111691 REPORT DATE: 121391 NSSS: GE TYPE: BWR

(NSIC 223660) ON NOVEMBER 16, 1991, AT APPdoXIMATELY 1730 HOURS WHILE THE PLANT
WAS OPERATING AT 100% RATED POWER, SEVEN ELECTRICAL PENETRATION FIRE SEALS WERE
DISCOVERED IN UNSATISTACTORY CONDITION DURING THE PERTORMANCE OF AN INSPECTION.
THE INSTECTION IS CURREN1LY IN PROGRESS TO ENSURE THAT EACH AS-INSTALLED
PENETRATION FIRE SEAL CONFIGURATION IS QUALIFIED AS A THREE HOUR F.AIED TIRE SEAL
BY A QUALIFICATION TEST OR IS ANALYTICALLY EQUIVALENT TO A TESTED CONFIGURATION.
THE INSPECTION WILL ALSO SATISTY THE TECHNICAL SPECIPICATION REQUIRED
SURVEILLANCE. THIS INSPECTION REPRESENTS AN INTENSIVE ETTORT TO COLLECT AND
EVALUATE DATA DN ALL ELECTRICAL AND MECHANICAL PENETRATION FIRE SEALS. THIS LER
IS BEING WRITTEN AS AN INTERIM REPORT. A SUPPLEMENTAL LER WILL BE ISSUED, WHICH
ADDRESSES Tile SAFETY AGSESSMENTS AND ROOT CAUSES, AS WELL AS REWORK AND REPAIRS
PERTOR11ED DURING THE INSPECTION, THAT WILL INCLUDE ALL UNSATISTACTORY PENETRATION
SEALS FOUND. UNTIL REPAIRS ARE C0!!PLETED, FIRE WATCHES WILL BE STATIONED IN
ACCORDANCE WITH TECHNICAL SPECIFICATION SECTION 3.12.r.L.B, AS REQUIRED.

[1221 FITZPATRICK DOCKET 50-333 LER 91-026
INOPERABLE CONTAINMENT ISCLATION VALVES IN BOTH CORE SPRAY SYSTEMS.EVENT DATE: 112791 HEPOR1 DATE: 122391 NSSS: GE TYPE: BWRVEN00Rt PACITIC VALVES, INC.

(NSIC 223728) ON NOVEMBER 27
TH' "A" AND "B" TRAIN CORE ShRAt (BM)1991 AT 10:05 A.li. WITH THE PLANT AT FULL POWERPUMP MINIMUM TLOW VALVES (14MOV 5A/B) WkRE
DECLARED INOPERACLE DUE TO THEIR INABILITY TO MEET THEIR PRIMARY CONTAINMENT (NH)
ISOLATION TUNCTION. TECHNICAL SERVICES DISCOVERED THAT THE VALVES DID NOT HAVE
REMOTE MANUAL OPERATION CAPABILITY AS REQUIRED BY THE PLANT'S PINAL SAFETY
ANALYSIS REPORT AND TECHNICAL SPECITICATIONS.

(1231 FITZPATRICK DOCKET 50 333 LER 91 027
LOV PRESSURE COOLANT INJECTIOH INDEPENDENT POWER SUPPLY POTENTIALLY INOPERABLEDUE TO EQ PROGRAM VALIDATION PROBLEM.

, EVENT DATE: 112791 REPORT DATE: 122791 NSSS: GE TYPE: BWR

(NSIC 223755) ON 11/27/91 WITH THE PLANT OPERATING AT 100K POWER, IT WAS DECIDED
IN A MANAGEMENT MEETING THAT AN ENVIRONMENTAL QUALIFICATION PROBLEM WITH THE TWO

. _ _ _ _ - - - _ _ _ _ _
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1NDEPENDENT POWER SUPPLIES (ED) FOR THE LOW PRESSURE COOLANT INJECTIbH (LPCI)
(DO) VALVES HAD THE POIENTIAL TOR PLACING THE PLANT IN A CONDITION 1 HAT IS
OUTS!DE THE DES!CN BASIS FOR THE PLANT IN THE EVENT OF A LOCA. IT WAS DETERMINED
THAT THE INLEPENDENT POUER SUPPLIES, UNDER NORMAL PLANT OPERATING CONDITIONS
WERE OPERATING WITHIN 1 HEIR DESIGN SPECIFICATIONS AND WERE OPERABLE PER THE 3AF
TECHt:! CAL SPECIFICATIONS, DUE TO A CONCUllAENT PRODLEM WITH THE CORE SPRAY
CONTAIHt1ENT ISOLATION VALVd$, THL PLANT WAS SHUT DOUN AND COOLED DOWN (S d LER
91*026). THE Prob. Ell WIIK 1HE IWDEFENDENT PGUER SUPPLIFS WILL BE RESOLVED WITH A
PLANT H0DIFICATION WHICH W1'.L OC $NLTALLED Ph' CR TO RESI ART OF THE PLANT.I

(124) TITZPATRICK DOCKLT F3+332 LLR 91 02D
REACTOR SHUTDOWN AND C00LDOWN NOT COMPLETE WITHIN TIME i.TWVIDED OUE TO PERSONNEL
ERROR AND PROCEDURE DEFICIENCY.
EVENT DATE: 112091 REPORT DATE: 123091 NSSS: GE TYFE: BWR

(NSIC 213719) ON HOVEMBER 2B, 1991 kHILE CONDUCTING A REACTOR SHUTDOWN AND
COOLDOWN 7011EET THE REQUIREMENTS OF TECHNICAL SPECIFICATI0H 3.7.D.3 AS A RESULT
OF INOPERABLE PRIMARY CONTAINMENT (NH) ISCLATION VALVES (SEE LER+91-026), THE
REAC10R TEMPERATURE WAS NOT REDVCED TO LESS THAN 212F WITHIN 24 HOURS AS
REQUIRED. COOLDOWN 70 LESS THAT 212F WAS ACHIEVED IN 25 HOURS AND 6 MINUTES. THF
EVENT WAS CAUSED BY PERSONNEL ERRORS AND PROCEDURE DEFICIENCIES. OPERATING SHIFT
RESOURCE WERE DIVERTED TO TASKS OTHER THAN MEETING THE TECHNICAL SPECIFICATION
REQUIREMENT AND THE SHUTDOWN /COOLDOWN PROCESS WAS DELAYED DURING PERFORMANCE OF
SURVEILLANCE THAT COULD HAVE BEEN DEFERRED UNTIL AFTER THE TECHNICAL
SPECIFICATION ACTIONS WERE MET. CORRECTIVE ACTION INCLUDES PROCEDURE CHANGES AND
TRAINING TO REDUCE THE PRODABILITY OF RECURRENCE. NO SIMILAR LERS HAVE BEEN
WRITTEN AT THIS FACILITY.

[1251 FITZPATRICK DOCKET 50-333 LER 91+029
SPURIOUS ACTIVATION OF PRIMARY CONTAINMENT (PC) VENT AND PURGE ISOLAT10N SYSTEM
DUE TO ELECTRIC MAGNETIC NOISE INITIATION OF PC HIGH RANCE RADIATION MONITORS.
EVENT DATE: 113091 REPORT DATE: 010192 NSSS: GE TYPE: DWR

(NSIC 213730) FALSE PRIMARY CONTAINMENT (NH) HICH RADIATION ISOLATION SYSTEM (JM)
SIGNALS OCCURRED AT 1431 AND 1938 ON NOVEMBER 30, 1991 AND AGAIN AT 1114 ON
DECE!!EER 13 1991, WHILE THE REACTOR WAS SHUTDOWN IN THE C01.D CONDITION. THE 12
PRIMARY CONIAINMENT ISOLATION VALVES WHICH ARE ACTIVATED BY THESE SIGNALS WERE
ALREADY CLOSED OR WENT CLOSED IN RESPONSK. BEFORE 2 0F THE ACTUhTIONS A TWO WAY
RADIO WAS BEING KEYED IN THE VICINITY OF THE RADIATION MONITORS AND AT THE TIME
OF THE THIRD, A CABLE PENETRATION FIRE SEAL INSPECTION WAS BEING CONDUCTED WITHIN
THE MONITOR CABINET AND A TECHNICAL SPECIFICATION SURVEILLANCE TEST WAS BEING
PERFORMED ON MAIN STEAM LINE RADIATION MONITORS LOCATED IN ADIACENT CABINETS. THE

'

PATHWAYS FOR INITIATION OF THE MONITOR TRIPS MAY BE THROUGH A FILTER ASSEMBLY.
THESE WERE FOUND ATTACHED TO THE INPUT OF THE !!0NITORS DURING A ROOT CAUSE
INVESTIGATION. THE F1LTERS WILL BE REMOVED FROM THE MONITOR INPUTS BEFORE THE
PLANT IS RESTARTED IN MARCH 1992. THE ROOT CAUSE INVESTICATION AND ANALYSIS WILL
CONTINUE DURING THE 1992 REFUELING OUTAGE. A SUPPLEMENTAL REPORT WILL BE
SUBMITTED FOLLOWING COMPLETION OF THE ANALYSIS. RELATED LER: 90-028, 91 001,
91-018, 91-022, 91 030.

(1261 FITZPATRICK DOCKET 50-333 LER 91 030
UNDOCUMENTED ASEEMBLY IN PRIMARY CONTAINMENT HIGH RADIATION MONITOR.
EVENT DATE: 120391 REPORT DATE: 010292 NSSS: GE TYPE: BWR
VENDOR: GENERAL ATOMIC Co. j
(NSIC 223847) DURING THE WEEX OF 12/9/91, THE HIGH RANGE PRIMARY CONTAINMENT

i

RADIATION MONITORS (HRCMS) (IL) INSTALLATION AND A? PLICATION WAS BEING EVALUATED '

TO DETERMINE THE REASON FOR THE HISTORY OF ABNORMALLY HIGH SUSCEPTIBILITY TO
ELECTRottACNETIC INTERFERENCE (EMI) (SEE LER 91-001, 91 018, 91-022, AND 91 029).
DURING THE COURSE OF THIS EVALUATION, AN UNDOCUMENTED ASSEMBLY WAS FOUND IN THE
SIGNAL INPUT PATH TO EACH OF THE TWO RADIATION MONITORS. THE VENDOR FOR THE
RADIATIDH MONITORS WAS CONTACTED TO DETERMINE THE FUNCTION OF THIS ASSEMBLY. THE
VENDOR INDICATED THAT THIS ASSEMBLY 11AY BE DIAGNOSTIC TEST EQUIPMENT AND THAT THE
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ASSEMBLY MAY HAVE AN ADVERSE ETTECT ON THE PERTor.MANCE OT 1HE RADIATION MONITORS
UNDER HICH PRIMARY CONTAINMENT (WH) DRYWELL TEMPERATURE CONDITIONS THAT COULD
EXIST DURING A LOSS OT COOLANT ACCIDENT (LOCA). A DETAILED ANALYSIS IS BEING
PERTORMED 10 QUANTITY THE ETTECT OF THE UNDOCVHENTED ASSEMDLY ON PRIMARY
CONTAINMENT HICH RANGE RADIATION MONITOR TERTORMANCE. A SUPPLEMENTAT. LER WILL BE
SUBt11TTED WHEN THIS ANALYSIS IS COMPLETE.

1127) TI!ZTATRICH DOCKET 50 333 LER 91-032
INTAKE DEIDING HEAIERS POTENTIALLY INOPERABLE DUE TO HYP0THETICAL TIRE SCENARIO
NOT PREVIOUSLY CONSIDERED.
EVENT DA1E 122691 REPORT DATE: 012792 NSSS: DE TYPE: BWR

(NSIC 213914) ON 12/26/91 WITH THE PLANT IN A COLD CONDITION AND UNDERGOING
ROUTINE MAINTENANCE A PLANT OPERATIONS REVIEW COMMITTEE MEETING WAS HELD AND
DE1 ERMINED THAT DUR$NO A POSTULATED CONTROL ROOM TIRE, THE EXISTING DESION OF THE
CIRCULATING HATER SYSTEM INTAKE STRUCTURE (NN) DEICING HEATERS IS OUTSIDE THE
DESIGN DASES OF THE PLANT. ENGINEERING EVALUATIONS TOUND THAT THE LOSS OF THESE
DEICING HEATERS DUE TO A CONTROL ROOM TIRE IS POSSIBLE AND THIS TYPE OT EVENT MAS
NOT EEEN AdALfZED AS PART OF THE APPENDIX R TIRE ANALYSIS. THE DESIGN BASES OF
THE DEICING HEATERS IS CURRENTLY BEING REVIEUED AND A DETERMINATION OF THE SATETY
SIGNITICANCE OF THESE HEATERS IS UNDERWAY. THERETORE, THE CONCLUSIONS IMPLIED IN
THIS DESCRIPTION AND ANALYSES ARE PRELIMINARY AND AN UPDATED REPORT WILL LE
SUEMITTED WITHIN 60 DAYS OF THE COMPLETI0H OF THE NECESSARY INVESTICATION AND
ANALYSES.

(128) TIT 2 PATRICK LOCKET 50 133 LER 92-001
TIRC WATCHES MISbED DUE TO INADEQUATE TRAINING AND $UPERVISION.
EVENT DATE: 010392 REPORT DATE: 020392 NSSS: GE TYPE: BWR

(NSIC *'3913) WHILE THE PLANT WAS SHUTDOWN AND IN A COLD CONDITION FOR
MAINTEhnNCE AND RETUELING, THREE SEPARATE FIRE WATCHES WERE NOT COMPLETED AL
REQUIRED BY TECHNICAL SPECITICATION S.12.T ON JANUARY 3 AND 11, 1992. FIRE
WATCHES WERE MISSED TOR A MAXIMUM OF 1 HOUR AND WERE REkSTABLISHED WITHIN THE
TOLLOWING HOUR. THE EVENTS WERE CAUSED BY INADEQUATE TRAINING AND SUPERVISION OF
TEMPORARY PERSONNEL. CORRECT!YC ACTIONS INCLUDE THE HIRING OF SUPERVISORS TO
PROVIDE 24-HOUR A DAY SUPERVISION. No PREVIOUS LERS WHICH INVOLVE INADEQUATE
TRAINING AND SUPERVISION RESULTING IN A TAILURE TO MEET TECHNICAL SPECITICATION
TIRE WATCH REQUIREMENTS HAVE BEEN SUBMITTED BY THIS TACILITY.

(129) TITZPATRICK DOCKET 50-333 LER 92 002
INOPERABLE MOTOR OPERATED VALVES IN MULTIPLE SYSTEMS Dbd TO VARIOUS DETICIENCIES
TOUND DURING CENERIC LETTER P9a10 TESTING.
EVENT DATE: 010792 REPORT DATE: b20492 NSSS: GE TYPE: BWR

(NSIC 223912) THE PLANT WAS SHUTDOWN AND IN THE COLD EONDITION FOR HAINTENANCE
AND RETUELING. PLANNED TESTING OF MOTOR CPERAT'R VALVES TO MEET CENERIC LETTER
89 10 REQUIREMENTS WAS STARTED AND IS EXPECTED 10 CONTINUP TOR AT LEAST TWO
MONTHS. ON JANUARY 7, 1992 CALCULATIONS (PRIOR TO TEST) INDICATED THE VALVE
OPERATOR DESIGN ON 2 YALVES WOULD NOT PROVIDE ADEQUATE VALVE STEM THRUST TOR
VALVE CLOSURE UNDER EVALUATED WORST CASE CONDITIONS. ON JANUARY 10, 17, 18, 22,
AND 24, 1992 TIVE ADDITIONAL VALVE OPERATORS WERE FOUND TO BE INCAPABLE OF
PRODUCING ADEQUATE THRUST DURING " ASTOUND" TESTING PRIOR TO OVERHAUL OF THE
OPERATOR. CAUSES AND CORRECTIVE ACTION HAVE NOT YET BEEN DETERMINED AND WILL BE
PROVIDED IN AN UPDATED REPORT ALONO WITH ADDITI0HAL DETICIENCIES TOUND (IT ANY)
WITHIN 90 DAYS OF COMPLETION OF THE TESTIMO AND OPERATOR OVERHAUL.

[1301 FIT 2 PATRICK DOCKET 50-333 LER 92 003
SATETY RELATED CONTAINMENT ISOLATION & EMERGENCY CORE COOLING VALVES POTENTIALLY
OR ADMINISTRATIVELY INOPERABLE DUE TO POTENTIAL OR ACTUAL INSTALLATION OT WRONO
PARTS.
EVENT DATE: 010092 REPORT DATE: 020792 NSSS: GE TYPE: BWR
VENDOR: LIMITORQUE CORP.

+
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(NSIC 224030) THE PLANT WAS SHUTDOWN AND IN THE COLD CONDITION FOR MAINTENANCE
AND REFUEL. ON JANUARY 8, 1992 IT WAS DETERMINED THAT AN INCORRECT MOTOR PIN!ON
KEY HAD BEEN INSTALLED IN CORE SPRAY SYSTEM (BM) INJECTION AND PRIMARY

ISOLATION VALVES 14MOV 12ASB FOR A PERIOD OF 5 TO 6 MONTHSCONTAINMENT (NH)
BETWEEN JULY 1991 AND LATE DECEMBER 1991 OR EARLY JANUARY 1992. THE WRONG KEYS
WERE OBTAINED AS A RESULT OF WRONG INFORMATION TROVIDED BY THE VALVE OPERATOR
VENDOR. THE VALVES FUNCTIONED NORMALLY DURING MONTHLY TESTING TO MEET TECHNICAL
SPECIFICATION AND INSERVICE TEST PROGRAM REQUIREMENTS. CORE SPRAY SYSTEM LOOP h
VALVE 14MOV-ikA VALVE OPERATOR WAS REPAIRED BY REPLACING THE MOTOR PINION GEAR
KEY AND WAS REIURNED TO SERVICE ON DECEMBER 30, 1991 IN THE STANDBY MODE OF
OPERATION FOLLOWING POST WORK TESTING CORE SPRAY LOOP B INJECT 10H VALVE
14MOV-128 VALVE OPERATOR IS SCHEDULED FOR REPAIR LATER DURING THE REFUEL OUTAGE.
AN UPDATED REPORT WILL BE SUBMITTED AFTER THE VALVE OPERATOR VENDOR PERFORMS A
ROOT CAUSE ANALYSIS OF HOW THE WRONG PART NUMBER WAS SUPPLIED.

(131) FT. CALHOUN 1 DOCKET 50-285 LER 91-025
SAFETY INJECTION PIPE SUPPORTS OUTS!DE DESIGN BASIS.

I EVENT DATE: 111491 REPORT DATE: 121691 NSSS: CE. TYPE: PWR,

WHILE FORT CALHOUN STATION WAS OPERATING AT 100 PERCENT POWER (MODELHSIC 223634)
!T WAS DETERMINED THAT THE UPSET AND FAULTED LOADINGS ON TWO SAFETY INJECTION1)

SY$ TEM PIPE SUPPORTS EXCEEDED THE DESIGN CAPACITY OF THE EMBEDDED UNISTRUT TO
WHICH THEY ARE ATTACHED. THIS IS A CONDITION OUTSIDE THE PLANT DESIGN BASIS ANDWAS REPORTED ON NOVEMBER 14, 1991, PURSUANT TO 10 CFR 50.72(B)(1)(II)(B). THIS
REPORT IS BEING SUBMITTED PURSUANT TO THE REQUIREMENTS OF 10 CFR
50.72(A)(2)(II)(B). THE PRIMAhY CAUSE OF THIS EVENT IS ATTRIBUTED TO A DESIGN
ANALYSIS DEFICIENCY (1.E., INADF,QUATE CONSIDERATION OF 2ERO PERIOD ACCELERATION
(ZPA) LOADINGS IN AN ANALYSIS PERFORMED BY A CONSULTANTJ. A CONTRIBUTING FACTOR
WAS THE LACK OF EXPERIENCFD PERSONNEL AT CHAHA PUBLIC POWER DISTRICT (OPPD)

TO

REVIEW IHE CONSULTANT'S WORK. OPPD HAS SINCE DEVELOPED IN-HOUSE EXPERTISE IN THE
AREA 0F SEISHIC ANALYSIS AND HAS PURCHASED A COMPUTER PROGRAM WHICH ACCOUNTS FOR
ZPA. CORRECTIVE ACTION INVOLVES MODIFYING THESE PIPING SUPPORTS TO MEET DESIGN
BASIS RtQUIREMENTS DURING THE 1992 REFUELING OUTAGC. ALTHOUGH THE LOADS ON THEUNISTRUT EXCEEDED THE DESIGN BASIS, THESE PIPE SUPPORTS ARE CONSIDERED OPEh/BLE
BASED ON INTERIM OPERABILITY CRITERIA PREVIOUSLY PROVIDED TO THE NRC.

[1321 FT. CALHOUN 1 DOCKET 50-285 LER 91-027 REV 01
UPDATE ON VIOLATION OF CONTAINMENT INTEGRITY BY OPENING WD-1060 DURING SAMPLING.
EVE! DATE: 111891 REPORT DATE: 013192 NSSS: CE TYPE: PWR

(NSIC 223864) WHILE OPERATING AT 100 PERCENT POWER, REACTOR COOLANT DRAIN-TANK
(RCDT) PUMP DISCHARGE TEST VAL 5'E WD=1060 WAS USED TO OBTAIN 20 RCDT SAMPLES
BETWEEN OCTOBER 16, 1991, AND NOVEMBER 18, 1991, DURING THE INVESTIGATION OF
ABNCRMAL INCREASES IN TANK LEVEL. WD-1060 IS A 3/8 INCH SEAL WIRED CLOSED
CONTAINMENT ISOLATION VALVE (CIV) Wl?ICH TAPS OFF THE RCDT PUMP DISCHARGE HEADER
BETWEEN CIVS HCV-500A AND HCV 500B. OPENING OF WD-1060 VIOLATED CONTAINMENT
INTEGRITY AS REQUIRED FY TECHNICAL SPECIFICATION 1.6.(1). THIS REPORT IS BEING
SUBMITTED PURSUAN* TO 10 CFR 50.73(A)(2)(1)(B). THE ROOT CAUSE OF THIS EVENT WAS
THE LACK OF FORMALITY IN ESIABLISHING THE RCDT SAMPLING PROGRAM FOR THE RCDT
INCREASED LEAKAGE INVESTIGATION. CONTRIBUTING CAUSES INCLUDE: NO APPROVED

LACK OF UNDERSTANDING / TRAINING RELATED TO
PROCEDURE FOR NON-ROUTINE SAMPLING (ABELING CF SEAL WIRES. ALTHOUGH CONTAINMENTOPENING SEAL WIRED VALVES, AND NO
INTEGRITY WAS VIOLATED, THIS EVENT DID NOT ENDANGER THE HEALTH AND SAFETY OF THE

DURING THE VERYPUBLIC BECAUSE WD-1060 WAS CLOSED AFTER THE SAMPLE WAS OBTAINED:
SHORT PERIOD FOR SAMPLING, THE SHIFT CHEMIST MAINTAINED CONTROL Or WD-1060; THE
GENERAL DESIGN CRITERION WAS MET BY CIV HCV-500B; HCV-500 A/B HAVE BEEN
SUCCESSFULLY QUARTERLY STROKE TESTED; AND, THE 1990 REFUELING OUTAGE LOCAL LEAR

| RATE TEST RESULTS SHOW THAT THERE IS NO LEAKAGE THP.0VGH THESE VALVES.

(133) FT. CALHOUN 1 DOCKET 50-285 LER 91-028
UNHONITORED RELEASE ON LOSS OF 161KV SYSTEM.
EVENT DATE: 120191 REPORT DATE: 123191 NSSS:' CE TYPE: PWR

1
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(NSIC 223767) AT 0205 ON DECEMBER 1, 1991, IT WAL DISCOVERED THAT THE SAMPLE PUMP
FOR THE LABORATORY AND RADIDACTIVE WASTE PROCESSING EUILDING (LRWPB) EXHAUST
STACK CAS, IDDINE AND PARTICULATE MONITORS WAS NOT RUNNING. AT THE TIME OF THE
DISCOVERY, THE CHEMISTRY AND RADIATION PROTECTION (CARP) BUILD?HO EXHAUST FAN WAS
RUNNIWG. OPERATION OF THE EXHAUST FAN WHILE THE SAMPLE PUMP WAJ NOT RUNNING WAS
DETERt'INED TO CONSTITUIE AN UN!!ONITORED RELEASE IN VIOLATION OF PLANT TECHN!CAI,

SPEC'/1 CATION 2.9.1(2)(H)(!)kVE BEEN CAUSED BY A POWER EXCURSION THE PREVIOUS DAYAND IS REPORTABLE UNDER 10 CFR 50.73(A)(2)(!)(B).THE EVENT IS CONSIDERED TO H
DUF TO SEVERE WINTER WEATHER, 161MV 0FFSITE ELECTRICAL POWER WAS LOST AND
SU43EQUENTLY RESTORED TWICE ON NOVEMBER 30, 1991 IT IS ASSUMED THAT WHEN THE
INITIAL LOSS OF 161KV POWER OCCURRED AT 0430 THE LRWPB STACK RADIATION MONITORS
SAMPLE PUMP STOPPED, AND DID NOT RESTART WHEN POWER WAS RESTORED. THE SAMPLE
PUMP IS DESIGNED HOT To REENERGIZE FOLLOWING A POWER INTERRUPTION UNTIL THE
START /STOP SWITCH IS MANUALLY PUSHED. THE CARP CUILDING EXHAUST FAN RESTARTEDWHEN POWER WAS RESTORED, RESULTING IN THE UNMONITORED RELEASE. DURING TH2 TIME
THAT THE SAMPLE PUMP IS ASSUHED TO HAVE BEEN DEENER0!IED, ROUTINE RELEASES
OCCURRED UHICH WERE FOUND TO BE NOT SIGNIFICANT. OPPD IS EVALUATING POTENTI AL
CORRECTIVE ACTIONS SUCH A.5 A DESIGN CHANGE OR TECHNICAL SPECIFICATION REVISION.

[134) FT. CALH09W 1 DOCKET $0 265 LER 91 029
PERSONNEL AIR LOCK LEAK RATE TEST CEFICIENCY.
EVENT DATE: 120491 REPORT DATE: 010392 NSSS: CE TYPE: PWR

(NSIC 223707) ON DECEMBER 2, 1991, WHILE FORT CALHOUN STATION WAS CPERATING AT
100 PERCENT POWER (MODE 1)
PROCEDURE Fri CONTAINMENT L. A SPECIAL SERVICES ENGINEER (SSE) WAS REVIEWING AEAK RATE TESTING, WHEN IT WAS REALIZED THAT THIS
PROCEDURE DID NOT ADEQUATELY TEST THE INiER PERSONNEL AIR LOCK (PAL)t

EQUALIZING
VALVE AS REQUIRED UNDER TECHNICAL SPECIFICATION 3.S.(3)D. SPECIFICALLY, THIS
SPECIFICATION REQUIRES THAI "THE ENTIRE ASSE!1BLY CE TESTED TO 60 PSIG" ON A SIXMONTH CASIS. HOWEVER, BECAUEE THE PROCEDURE DID NOT ADEQUATELY TEST 1HE
EQUALIZING VALVE, TME " ENTIRE ASSET 1BLY" WAS NOT TESTED. A PROCEED WAS WRITTEN TO
TEST THE EQUALIZIMO VALVE AND THIS ?TST WAS SUCCESSFULLY CONDUCTED ON DECE!10ER 7,
1991. THIS REPORT IS DEING SUBt1ITTED PURSUANT TO 10CFR50.73(A)(2)(V). THE SAFETY
SIGNIFICANCE OF THIS EVENT IS MINI!!AL BASED ON PREVIOUS INTEGRATED LEAK RATE
TESTS WHICH HAVE FROVEN CONTAIN!!ENT INTEGRITY AND THE FACT THAT ONCE PROPERLY
TESIED THE EQUALIZING VALVE WAS FOUND TO EE OfERABLE. THE CAUSE C? THIS EVENT
WAS ATTRIBUTED TO PAST INADEQUATE PROCEDURE CHANGE REVIEWS. CHANGE WAS MADE 70
THE TESTING PROCEDURE IN 1974, WHICH REMOVED THE EQUALIZING VALVE TROM THE TESTBOUNDARY.

CORRECTIVC ACTIONS INCLUDED DECLARING THE EQUALIZING VALVE INOPERABLE,
CENERATING AN PROCEDURE TO TEST THE EQUALIZING VALVE, TESTING THE VALVE, AND
REVIEWING ALL TYPE D LEAK RATE TEST PROCEDURES ALONG WITH THE CURRENT
CONFIGURATION OF TYPE B PENETRATIONS.

(13S1 FT. CALHOUN i
- DOCKET 50-285 LER 91-030

RADI ATION MONITORS CVT OF SERVICE WITH CONTAINMENT PRESSURE REDUCTION IN PROGRESS.EVENT DATE: 121091 REPORT DATE: 010992 NSSS: CE TYPE: PWR
(NSIC 22376B) 09 DECE!!BER 10 1991. FORT CALHOUN STATION WAS OPERATING AT 100

WITH A CONTAINMENT PRESSURE REDUCTION-(CPR)PERCENT POWEP. (r10DE 1)
IN PR00AESS. A

LICENSED OPERATOR WAS DIRECTED TO TERMINATE THE CPR EARLY SO THAT IT WOULD NOT
INTERFERE WITH FILTER PLACEMENTS ON AUXILIARY BUILDING STACK RADIATION MONITORSRM 060 (IODINE) RM-061 (PARTICULATE) AND RM-06 (CAS). HOWEVER, CPR WAS NOT
ten!11NATED WHEN,RM 060 WAS REMOVED FROM SERVICE TO REPLACE THE FILTER CARTRIDGE
AS PART OF THE WEEKLY SVRVEILLANCE TEST (CH-STaVA-0001). THIS VIOLATED THE
REQUIRE!1ENTS OF TECHNICAL SPECIPICAT30N 2.9.1(210 WHICH STATES THAT DURING
CONTAIN:1ENT VENTING TO THE AUXILI ARY BUILDING EXHAUST STACK. THE GAS, IODINE AND
PARTICULATE MONITORS SHALL BE MONITORING THE STACK. THEREFORE THIS REPORT IS
BEING SUE!!ITTED PURSUANT TO 10 CFR S0.73( A)(2)(I)(B). THE SAhETY SIGNIFICANCE OF
THIS EVENT IS MINIMAL DUE TO THE SHORT TIME THAT THE HONIIORS REMOVED FROMSERVICE. ADDITIONALLY, CONTAINMENT RADIATION MONITORS, RM*050 AND RM-b, WERE IN
SERVICE AT THE TIME OF THIS EVENT AND NEITHER MONITOR SHOWED ANY INCREA$E
CONTAINMENT ACTIVITY. THIS EVENT RESULTED FRDM A BREAKDOWN IN VERBAL AND WRITTEN
COMMUNICATION AND WORK HOTICES. CH ST-VA-0001 DOES NOT COMPLY WITH THE EXISTING
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SURVEILLANCE TEST PROCRAM IN PROPERLY NOT! TYING SHIT.' SUTERVISORS PRIOR 70
REMOVING RHa060 TROM SERV!CE. |

'

[1361 TT. CALHOUN 1 DOCKET 50 205 LER 91 031
TERSONNEL AIR LOCK DOOR CONNECTIONS OUTS 10E DESIGN CASIS.
EVENT DATE: 121691 REPORT DATE: 011592 NSSS: CE TYPE: PWR

(NSIC 223790) ON DECEMEER 16, 1991, AT 1305 HOURS WHILE OPERATING AT 100 PERCENT
IT WAS Df7ERM!NED THAT THE CONNECTIONS TO THE PERSONNEL AIR LOCKPOWER (MODE 1),

(PAL) BULKHEADS FOR LEAK RATE TESTING WERE POTENTIALLY OUTSIDE THE ORIGINAL
DESIGN REQUIREMENTS. THE CGHNECTIONS HAD BEEN INSTALLED IN 1974 TO TACILITATE
TESTING OF THE PAL AND ITS DOOR SEALS, HOWEVER, DESIGN DOCUMENTATION COULD NOT BE
LOCATED TO PROVE THAT THE COMPONENTS WERE SEISMICALLY QUALITIED AS A CONTAINHENT
ISOLATION COUNDARY. THIS REPORT IS DEING SUEMITTED PURSUANT TO THE REQUIREMENTS
OF 10 CTR S0.73fA)(2)(II). THE PAL WAS DETERMINED TO EE OPERABLE WITH THE
UNQUALIr!ED COMTONENTS INSTALLED BASED ON PAST SEAL LEAKAOC TESTS AND BYTHERETORE, THE HEALTH AND SATETY OFMAINTAINING THE INNER DOOR CLOSED AND SEALED.
THE PUELIC WAS NOT AT RISK. THE CAUSE OF THIS EVENT IS ATTRIBUTED TO LACK OF
TROCEDURES TO CONTROL THE TLANT CONTIGURATION CHANGE PROCESS WHEN THESE
CONNECTIONS WERE INSTALLED IN 1974. A CONTRIBUTING TACTOR WAS THE LACK OT
UNDERSTANDING Or THE DESIGN BASIS OF THE PAL BY THOSE INVOLVED WITH THE 1974
INSTALLATION. IMMEDIATE CORRECTIVE ACTION INCLUDED ESTABLISHING ADMINISTRATIVE
CONTROL BY DANGER TAGGING THE OUTER PAL 000R TO RESTRICT ACCESS, THUS ENSURING
THAT CONTA1HMENT INTEGRITY WAS MAINTAINED.

(137) TT ST. VRAIN DOCKET $0 267 LER 92 001
ACM ACTIVITY MONITORS NOT TESTED IN ACCORDANCE WITH TECHNICAL SPECITICATIONS.
EVENT DATE: 010692 REPORT DATE: 020592 NSSS: GA TYPE: HIGR

(NSIC 223919) ON JANUARY 6. 1992, DURING A ROUTINE REVIEW OF TECHNICAL
SPECITICATION (TS) PROCEDURE ESR 8.1.1A*Q "RADI0 ACTIVE GASEQUS ETTLUENT SYSTEM
TUNCTIONAL TEST" IT WAS DISCOVERED THAT THE ALTERNATE COOLING METHOD (ACM)AND RT 4803 WERE NOT INCLUDEDEXHAUST STACK ACTIVITY MONITORS r.''.%4801, RT-1002
IN THE TEST PROCEDURE. RT 4001, RT 4802, AND RT-kD03 ARE PAN OF A SYSTEM OT
REDUNDANT ACTIVITY MONITORS THAT SAMPLE AND MONITOR THE CASE 0VS ETTLUENT
DISCHARCED OUT THE REACTOR BUILDING EXHAUST STACK. TS SECTION ESR-8.1.1 REQUIRES
THAT THE EXHAUST STACK MONITORS BE TUNCTIONALLY TESTED QUARTERLY. TAILURE 70
TUNCTIONALLY TEST THE ACM EXHAUST STACK ACTIVITY MONITORS CONSTITUTES A VIOLATION
OF TS REQUIREMENTS. TS AMENDMENT NO. 71 RECEIVED AUGUST 21, 1989, ALLOWED USE OT
RT-4001, RT-4802, AND RT-4803 TOR TULTILLING THE TS REQUIREMENTS TO MONITOR THE
REACTOR DUILDING EXHAUST ETTLUENT TOR PARTICULATES. HALOGENS, AND NOBLE GASES.
TOLLOWING RECEIPT OF TS AMENDMENT NO. 71, PSC TOOK ACTION TO PERTORM THE VARIOUS
DOCUMENT UPDATES REQUIRED TO FULLY IMPLEMENT THE AMENDMENT. HOWEVER, DUE TO AN
APPARENT OVERSIGHT THE THREE ACM EXHAUST STACK ACTIVITY MONITORS WERE NOT ADDED
TO THE QUARTERLY TUNCTIONAL TEST PROCEDURE. ESR 8.1.1A-Q. TS PROCEDURE

ESR 0.1.1A-Q HAS BEEN REVISED TO ENCLUDE THE THREE ACM EXHAUST STACK ACTIVITY,

MONITORS.

113D] GINNA DOCKET 50 244 LER 91 009
DUE TO ELECTROMAGNETIC NOISE SPIKESAUTOMATIC TEEDWATER CONTROL PERTURBATIONS

TROM UNRELATED RELAY ACTUATION, CAUSED STEAM GENERATOR TEEDWATER ISOLATION ON
HICH LEVEL.
EVENT DATE: 111191 REPORT DATE: 121191 NSSS: WE TYPE'PWR

(NSIC 733657) ON NOVEMBER 11, 1991 AT APPROXIMATELY 1214 EST, WITH THE REACTOR AT
STEAM GENERATOR TEEDWATER ISOLATI0HS OCCURRED ON

APPROX 1MATELY 98% TULL POWER,TEEDWATER ISOLATIONS WERE CAUSED BY PERTURBATIONS OT
,

EDTH STEAM GENERATORS. THESE
THE ADVANCED DIGITAL TEEDWATER CONTROL SYSTEM WHICH INCREASED TEEDWATER TLOW TO
THE STEAM CENERATORS. IMMEDIATE OPERATOR ACTION WAS TO MANUALLY CONTROL THE
TEEDWATER REGULATING VALVES TO REDUCE STEAM GENERATOR LEVEL.S AND STABILIZE THE
PLANT. THE UNDERLYING CAUSE OF THE EVENT WAS DETERMINED TO BE ELECTROMAGNETIC
NOISE SPIKES ATTECTING THE ADVANCED DIGITAL TEEDWATER CONTROL SYSTEM. CORRECTIVE
ACTION TAKEN WAS TO MODITY SPECITIC RELAY CIRCUITS THAT WERE CAUSING THESE SPIKES.

,
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(139) O!NNA DOCKET $0 244 LER 91 010
DURING OPERATOR REVIEW OF PLANT PROCESS COMPUTER LOOS, IT WAS DISCOVERED THAT
INVALIS DATA HAD BEEN USED FOR CALORIMETRIC CALCULATION.EVENT DATE: 123091 REPORT DATE: 012992 NSSS: WE TYPE: PWR
VENDOR: WESTINGHOUSE ELECTRIC CORP.

(NSIC 223926) ON DECEMBER 30, 1991 AT APPROXIMATELY 1830 EST, WITH THE REACTOR AT
APPROXIMATELY 98'4 FULL POWER, THE CONTROL ROOM FOREMAN

LOG $,WHILE PERFORMING A REVIEWOF THE HOURLY PLANT PROCESS COMPUTER SYSTEM (PPCS) DETERMINED THAT THE
LES91NO EDcE FLOW METER (LETM) DATA USED BY THE PPCS 70 CALCULATE CALORIMETRICS,
WAS INVALID FROM 1000 EST DECEMBER 20 1991 TO APPROXIMATELY 1830 EST DECEMBER
30, 1991. THIS EVENT IS Bk!NG VOLUNTARILY REPORTED TO ALERT OTHER UTILITIES WHICH
MAY HAVE SIMILAR SYSTEMS. 1HE CONTROL ROOM OPERATORS NOTIFIED THE REACTOR
EN0!NEER AND REINITIALIZED THE LEFM COMPUIER. AFTER REINITIALIZATION, THE LETH
PRINTOUT VALUES AND PPCS VALUES RETURNED TO EXPECTED / NORMAL INDICATIONS.
CORRECTIVE ACTIONS INCLUDE REVISIONS TO THE AFFECTED PROCEDURES TO REQUIRE
CHECKING THE OPERATION OF THE LETH PRIOR TO PERFORMING CALORIMET.71CS AND THE
ADDITION OF A HICH ALARM ON PPCS INDICATING A FAILURE MAY HAVE OCCURRED. THE
IMMEDIATE CAUSE WAS IDENTIFIED AS A FAILURE OF THE LETH HP 85B COMPUTER.

11401 GINNA DOCKET 50 244 LER 92 001
FAILURE OF CONTAINMENT RADIATION MONITOR DUE TO UNKNOWN CAUSE CAUSES CONTAINMENTVENTILATION ISOLATION.
EVENT DATE: 010592 REPORT DATE: 020492 NSSS: WE TYPE: PWRVENDOR: VICT0REEN INC

(NSIC 223927) ON JANUARY 5 1992 AT APPROXIMATELY 0240 EST WITH THE REACTOR ATAPPROXIMATELY 90% FULL POWkR, A CONTAINMENT VENTILATION ISbLATION OCCURRED DUE TO
AN ACTUATION SIONAL FROM THE CONTAINMENT PARTICULATE RADIATION MONITOR (R 11).
ALL CONTAINMENT ISCLATION VALVES THAT WERE OPEN CLOSED AS DESIGNED. IMMEDIATE
OPERATOR ACTION WAS 70 FERFORM THE APPLICABLE AbARM RESPONSE PROCEDURES ACTIONS.THIS INCLUDED VERIFYING AUTOMATIC ACTIONS, DETERMINING THE CAUSE OF THE
CONTAINMENT VENTILATION ISOLATION AND MAKING APPROPRIATE NOTIFICATIONS. THE
IMMEDI ATE CAUSE OF THE EVENT WAS bETERMINED TO BE THE FAILURE OF R 11.
CORRECTIiE ACTION TAKEN WAS TO RETURN THE CONTAINMENT VENTILATION ISOLATION
SYSTEM TO PRE EVENT NORMAL STATUS, SEQUENTIALLY FOLLOWED BY A TROUBLESHOOTING
EFFORI BY THE INSTRUMENT AND CONTROL DEPARTMENT, AND THEN CHANGE 0VT OF THE R 11
DRAWER WITH A QUALIFIED SPARE. FURTHER INVESTIGATION TO DETERMINE THE ROOT CAUSEIS CONTINUING.

[1411 CRAND *ULF 1 DOCKET S0-416 'LER 91 012LIGHTNING INDULED SCRAM.
EVENT DATE: 111991 REPOR1 wnEn 121091 NSSS: CE TYPE: BWR

(NSIC 22373D) ON NOVEMBER 19, 1991, A THUNDERSTORM WITH SEVERE ..ICHTNING OCCURRED
IN THE SITE VICINITY. AT APPROXIMATELY 2049, DURING THE STORM, THE DIVISIDH 2
AVERAGE POWER RANGE MONITORS (APRM) (10) RECEIVED A HIGH NEUTRON FLUX SIONAL
RESULTING IN A TRIP ON THE DIVISION 2 REACTOR PROTECTION SYSTEM (RPS). PRIOR TO
THE TRIP OCCURRING ON THE DIVISION 2 RPS, A MAINTENANCE SURVEILLANCE WAS IN
PROCRESS WHICH CAUSED THE DIVISION 1 RPo 70 BE IN THE TRIPPED CONDITION. BOTH
SYSTEMS BEING IN THE TRIPPED CONDITION RESULTED IN AN AUTOMATIC REACTOR SCRAM.
FOLLOWING THE SCRAM, VESSEL WATER LEVEb DECREASED TO 14 INCHES. WATER LEVEL WAS
RESTORED BY THE CONDENSATE AND TEEDWATER SYSTEMS. BASED ON A REVIEW OF COMPUTER
DATA, IT APPEARS THAT THE OUTPUT OF A FIVE VOLT POWER SUPPLY ASSOCIATED WITH THE
APRMS MAY HAVE BEEN DEENERGIZED,-THEN REENER022ED. THIS WOULD HAVE RESULTED IN AN
APRM SCRAM. A SUPPLEMENTAL REPORT WILL BE SUEMITTED FOLLOWING THE DETERMINATION
OF THE ROOT CAUSE OF THE LIGHTNING INDUCED SCRAMS EXPERIENCED AT 00NS.

(1421 CRAND CULF 1 DOCKET 50-416 LER 91-013
RAINWATER ENTERS SECONDARY CONTAINMENT VIA ELECTRICAL CONDUITS.EVENT DATE: 111991 REPORT DATES- 122091 NSSS: GE TYPE: BWR

(NS!C 2237S6) A CONSTRUCTION DEFICIENCY WAS DISCOVERED TO HAVE PROVIDED A TLOW

4
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PATH FOR RAINHATER 70 ENTER SECONDARY CONTAINMENT (NO) VIA ELECTRICAL CONDUITS.
THE der!CIENCY CONSISTED OT IMPROPERLY INSTALLED CONDUIT SEALS. THE EVENT

RESULTED FROM RAINWATEP COLLECTING IN THE UNDERGROUND DUCT BANKS IN THE VICINITY
OF THE AUXILIARY BUIDLING. CONTRIBUTING TACTORS INCLUDED EXCEEDING CAPACITY Or
SUMP PUMPS AND THE COVER BEING OTT A MANHOLE 70 THESE BANKS 4 THE INTLUX OF
RAINWATER EXCEEDED THE SUMP PUMP CAPACITY AND PERMITTED THE WATER LEVEL IN THETHEREBY 1 RIPPING ITS
FIRST MANHOLE TO INCREASE ABOVE THE PUMP'S POWER RECEPTACLETHE (LOOR DRAIN SYSTEM (UK) CONTROLLED THECROUND TAULT CIRCUIT INTERRUPTOR.
INFLUX OF WATER TO FREVENT FLOODING OF THE IMMEDIATE AND SURROUNDING AREAS. WATER
ENTERED AN ADJACENT SWITCH 0 EAR ROOM BUT DID NOT INTRUDE INTO ANY ELECTRICAL
EQUIPMENT OR OTHER SAFETY RTLATED EQUIPMENT IN THE AUXILIARY BUILDING DUE 10 THIS
CONDITION. INSPECTION OF CONDUITS WHICH PENETRATE THE BOUNDARY OF SECONDARY
CONTAINHENT AND CONTROL BUILDINC (NA) WAS PERFORMED TO DETERHINE THE EXTENT Dr

.

THE DEFICIENCY. ADDITIONAL CONDUITS WERE F0VHD TO HAVE NONCONTORHING SEALS. ALL !

IDENTITIED r0NDUITS WERE SEALED IN ACCORDANCE W1TH M 08000.

(1431 CRAND GULF 1 DOCKET 50-416 LER 91 014
VOLUNTARY REPORT ON DRfWELL AIRLOCK PRESSURIEATION.
EVENT DATE: 111991 REPORT DATE: 122091 NSSS: GE TYPE: BUR

(NSIC 223739) ON NOVEMBER 19 1991 TOLLOWING 'N AUTOMATIC SCRAM PLANT PERSONNEL
ATTEMPTED TO ENTER THE DRYWE[L (D/W) PERSONNEL AIRLOCK. ENTRY WkS PREVENTED BY A
DIFTERENTIAL PRESSURE ACROSS THE OUTER DOOR. THE OPENING 0F THE DOOR WAS
PREVENTED BY A SAFETY INTERLOCK. USING CALIBRATED TEST EQUIPMENT THE INTERNALPRESSURE OF THE AIRLOCK WAS DETERMINED TO BE APPROXIMATELY 40 PSIC, WHICH ISI

GREATER THAN THE AIRLOCK'S DESIGN PRESSURE (30 PSIG). TOLLOWING THE
ULPRESSURIZATION OF THE AIRLOCK PERSONNEL WERE ABLE TO ATTAIN ENTRY. UPON
INVESTIGATING THE CAUSE OF THE bVERPRES$URIZATION PERSONNEL DISCOVERED A PLUG
INSTALLED IN THE INLET PORT OF THE OUTER EQUALIZIkG VALVE (EV). A MATERIAL
NONCONTORMANCE REPORT WAS WRITTEN TO DOCUMENT THE CONDITION AND INITIATE AN
EVALUATION OF THE AIRLOCK. THE EV APPEARS TO HAVE BEEN PLUGOED SINCE
CONSTRUCTION. THE PLANT SURVEILLANCE PROCEDURE WHICH GOVERNS LEAK RATE TESTING
WILL BE REVISED TO INCLUDE PROVISIONS TOR PLUGGING THE D/W AIRLOCK RELIEF VALVE

,

1

TOR LEAK RATE TESTIhJ THE AIRLOCK BARREL AND REMOVING THE PLUG ATTERWARDS. THE
WEEKLY OPERATIONS SURVEILLANCE PROCEDURE,HAS BEEN REVISED TO REQUIRE INTERNAL
BARREL PRESSURE READINGS.

(144) CRAND GULT 1 DCCKET 50 416 LER 91-01S
AUTOMATIC' ISOLATION OF REACTOR WATER CLEANUP SYSTEM.
EVENT DATE: 112391 REPORT DATE: 121091 NSSS: GE TYPE: BWR
VENDOR: RILEY COMPANY, THE - PANALARM DIVISION

(NSIC 223740) AUTOMATIC ACTUATION OF THE REACTOR WATER CLEANUP (RWCU) SYSTEM
OUTBOARD CONTAINMENT ISOLATION VALVES OCCURRED ON NOVEMBER 23, 1991 AT
APPROXIMATELY 2312 HOURS. THE RWCU SYSTEM HEAT EXCHANGER ROOM HIGH TEMPERATURE
ANNUNCI AIDR ALARMED THREE TIMES JUST PRIOR TO THE ISOLATION. NO LEAKAGE OF THE
RWCU SYSTEM WAS OBSERVED. NO PLANT CONDITION OR SYSTEM TRANSIENT WHICH PRECEDED
OR COINCIDED WITH THE ISOLATION WAS DETERMINED TO HAVE INITIATED THE EVENT. THE

RUCU LEAK DETECTION SYSTEM (LDS) CONSISTS OF SENSITIVE RILEY PANALARN TEMPERATURE
SWITCHES. THE RWCU LEAK DETECTION LOGIC ACTUATES ON A SINGLE CHANNEL TRIP SIGNAL.
IT IS BELIEVED THAT THIS ISOLATION WAS ACIUATED BY A TRIP- SIGNAL FROM LDS.
PREVIOUS CORRECTIVE ACTIONS 70 LDS SYSTEM HAVE REDUCED SUCH TYPE CCCURRENCES.
THE SUSPECT TEMPERATURE SWITCHES WERE REPLACED FOLLOWIN0'THIS EVENT. THE
ACTUATION OF THE RWCU ISOLATION SYSTEM DID NOT COMPROMISE THE SATE OPERATION OF
GGNS. ALL SATETY RELATED EQUIPMENT OPERATED AS DESIGNED. THE SAFETY AND HEALTH OF
THE GENERAL PUBLIC WAS NOT ATTECTED BY THIS EVENT.

1

(145) GRAND GULT 1 DOCKET 50-416 LER 91-016
VOLUNTARY REPORT ON RE-CRITICALITY,
EVENT DATE: 123091 REPORT DATE: 021392 NSSS: GE TYPE: BWR

(NSIC 224044) ON DECEMBER 30, 1991 DURING A PLANT SHUTDOWN TO PERFORM MAINTENANCE
ON THE 'B' REACTOR RECIRCULATION WATER PUMP, OPERATORS SUSPENDED CONTROL ROD
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INS!RTION TO PERFORM A CHANNEL IUNCTIONAL TEST ON THE SOURCE RANCE MONITORS
( SR!15 ) AS REQUIRED Cy CCNS 1ECHNICAL SPECIFICATIONS. REACIOR POWER DECREASED TO
INTER!!EDI A10 RANGE 110NIICR (IRM) RANGE 1 T'RIOR 101HE COMP' ET!0N OF THE TEST.
DUR! tic THIS PERIOD, HEACTOR POWER EEGAtt TO INCREASE DUE 10 MODERATOR C00LDOWN.
1HE POWER ItiLREASE WAS SELF LIMITINO. THE IRMS INCREASED UNTIL THEY REACHED
R AtiCES 7 AND 0; THLN POWER STADIL12ED. ATTER POWER STABILI2ED, THE SRM FUNCTIONAL
TEST WAS COMPLFTED ItND THE SHUIDOWN WAS COMPLETED IN ACCORDANCE WITH PLANT
THOCEDURES. 1HE CAUSE OF 1HE INCREASE IN REAC10R F0WER IS AT1RIBUTED TO A
DECREASE IN !!ODERATOR 1EMPERATURE WHICH RESULTED IN A POS!IIVE REACT!VITY
ADDIf!ON. OPERA 1 IONS PERSONNEL UNDERSTOOD ANTICIPATED AND CONTROLLED THE EVENT
!!1 ACCORDANCE W11H PLAtti TROCEDURES. THE bCCURRENLu POSED NO ADVERSE EFFECTS Oli
PLAtiT SAFETY OR THE ABILITY or OPERACLE PLAfiT SAFETY SYSTE!!S TO PERFORM THEIR
ItiTENDED TUNCTIONS. 1HIS EVENT IS EEING REPORTED AS A VOLUhTARY REPORT.

(146) HATCH 1 DOCKET $0 321 LER 91-014 REV 01
UPDATE ON C0!!PONENT TAILURE RESULTS IN ENGINEERED SATETY FEATURE ACTUATIONS.
EVENT DATE: 001091 REPORT DATE: 121791 NSSS: CE TYPE: LWR C

OTHER UNITS INVOLVED: HAICH 2 (EWR)
VENDOR: ASCO VALVES

'(flSIC 223676) ON 0/10/91, AT 1011 CDT UNIT 1 WAS IN THE HOT SHUIDOWN MODE WITH
THE REAC10R VESSEL AT $00 PSIC AND REkCTOR COOLANT TEMPERATURE AT 470 DECREES
FAHRENHEIT. UNIT 2 WAS IN THE RUN MODE AT A POWER LEVEL OT 100% RATED THERMAL
POWER. AT THAT T!!1E, THE OUTPUT EREAKERS TOR IE NORMAL. POWER SUFPLY TO THE UNIT ,

1 REACTOR PROTECT 10tl SYSTE!! (RPS) DUS "B" TRI. 'ED WHEN AN OVERVOLTAGE RELAY
TAILED. THIS CAUSED A LOSS OT POWER TO THE "B" 'HANNEL OT THE RPS THE PROCESS
RADIATION M0tt! TORS, THE NEUTRON MON! TORI!iD SYL.fM (NMS), THE PRIMkRY CONTAIN!!ENT
ISOLA 110N SYSTEM (PCIS), At4D THE Orr0AS RADIATION MONITORING SYSTEM. THE
" RAIL SATE" DESIGN Or THESE SYSTE!!S RESULTED IN THEIR ASSUMING THE TRIPPED STATE
WHEN POWER WAS INTERRUPTED. THESE TRIPS RESULTED IN A HALF SCRAM S!ONAL ON UNIT 1
RTS CHANNEL "B", CLOSURE OF VARIOUS UNIT 1 PCIS VALVES AND INITI ATION OF THE "B"
1 RAINS Or EDTH UNITS' STANDCY GAS TREATMENT bYSTEMS (SCTS). 1WO UNIT 1 SOTS
DA!!PERS WERE SUBSEQUENTLY TOUND 10 HAVE INCORRECTLY RETURNED TO THEIR STANDBY
CONFIGURATION FOLLOWING THE RESTORATION OF POWER AND THE RESET OF THE ISOLAT!0N
LOGIC. THE CAUSE OF THE LOSS OT POWER TO THE RPS EUS WAS COMPONENT FAILURE. THE
CAUSE OT THE DAt1PERS REPOSITIONING ATTER RESET OT THE ISOLATION LOGIC WAS A
DISCREPANCY IN THE INSTALLATION OF THE DAt1PER WIRING AND LESS THAN ADEQUATE
VERITICATION TESTING IN RESPONSE TO IED 80-06.

(147] HATCH i . DOCKET 50 321 LER 91 028
PERSONNEL ERROR RESULTS IN AN UNPLANNED ENGINEERED SATETY TEATURE-ACTUATION.EVEllT DATE: 111691 REPORT DATE: 121691 NSSS: DE TYPE: BWR
OTHER UNITS INVOLVED: HATCH 2 (CWR)

(NSIC 223637) ON 11/16/91. AT 1630 CST, UNIT 1 WAS IN THE RETUEL MODE WITH THE
VESSEL ASSEttCLED AND UNIT 2 WAS IN THE RUN MODE AT 2436 CMWT (100 PERCENT OF
RATED THEntlAL POWER). AT THAT TIllE, THE MAIN CONTROL ROOM ENVIRONMENTAL CONTROL
SYSTEM (MCRECS), SHARED BY THE UNIT 1 AND 2 MAIN CONTROL ROOMS (MCR)
AUT0!!ATICALLY TRANSTERRND TO THE PRESSURIZATION MODE. NO PLANT COND!kIONS EXISTED
THAT WOULD NECESSITATE THE ACTUATION. COINCIDENT WITH THE MCRECS TRANSTER TO THE
PRESSURI2ATION MODE, 1HE MCR LICHTS FLICKERED, INDICATING A POSSIBLE POWER SUPPLY
TROBLEM. THE LICENSED UNIT 1 SHIFT SUPERVISOR, AWARE ELECTRICAL EQUIPMENT
LINE UPS WERE IN PROGRESS PER PROCEDURE 42SV R43 C27*7S " DIESEL DENERATOR 1C
LOCA/LOSP TESTINO," CONTACTED THE NONLICENSED PLANT EQUkPMENT OPERATOR (PEO)
PERFOR!!!NG THE ACTIVITY. 1HE PE0 INFORMED HIM THAT HE HAD INADVERIENTLY TRIPPED
THE WRONO EREAKER IN PERTORi1ING THE PROCEDURE, REALI2ED HIS MISTAKE, IMMEDIATELY
CLOSED THE BREAKER BACK USIlic THE LOCAL CONTROL Su!TCH, AND V4S ATTEMPTING TO
C0tiTACT Hill. INVESTIGATIONS SHOWEE THAT THE MOMENTARY LOSS OF POWER RESULTING
1 ROM THE DREAKER BEING CYCLED CAUSED THE AUTOMATIC TRANSFER OF MCRECS.
SUBSEQUENTLY, MCRECS WAS TRANSFERRED CACK TO ITS NORMAL MODE OT OPERATION AND, AT
1735 CST, THE NRC MAS NOTIFIED OF THE EVENT PURSUANT TO 10 CFR 50.72. THE CAUSE
OF THE EVENT WAS COGNITIVE PERSONNEL ERROR ON THE PART OT A NONLICENSEDINDIVIDUAL.

_- _ . _ _ - _ _ _ _ _ .
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(1401 HATCH 1 DOCKET 50 321 LER 91-029
MALFUNCTIONING MOTOR OPERATED VALVES RESULTS IN GROUP 1 ISOLA'10N.
EVENT DATE: 112691 REPORT DATE: 121091 NSSS: GE TYPE: BWR
VENDOR: LIMITORQUE CORP.

(NSIC 223691) ON 11/26/91, UNIT i WAS IN THE STARTUP MODE AT APPROX. 4X RATED
THERMAL POWER AND WAS b7ARTING UP FROM A REFUELING OUTAGE WHEN SYSTEM LEAKS IN
THE DRYWELL LED TO A DECISION TO SHUT DOWN THE UNIT AND PERFORM REPAIRS. AT 1539
CST, THE REACTOR WAS SHUT DOWN BY MANUAL SCRAM PER PROCEDURE. SINCE THE CORE HAD
EEEN CRITICAL FOR ONLY 109 HOURS THE DECAY HEAT LEVEL WAS RELATIVELY LOW, AND
THE REACTOR BEGAN TO COOL DOWN REPIDLY. THEREFORE, LICENSED PERSONNEL CLOSED THE
INBOARD MAIN STEAMLINE ISOLATION VALVES, INTENDING TO RETARD COOLDOWN RATE BY
THPOTTLING A NON-SAIETY RELATED MOTOR OPERATED VALVE IN THE MAIN STEAMLINE DRAIN,
1E2bF02D. HOWEVER, THIS VALVE DID NOT P.ESPOND TO THE CONTROL SWITCH So THE MAIN
STEAMLINE DRAIN HAD TO BE ISOLATED. THIS ISOLATED ALL STEAM LOADS FRbH THE
REACTOR AND REQUIRED THE MAIN CONDENSER VACUUM EREAKERS TO BE OPENED SINCE STEAM ,

'

SEAL PRESSURE WAS NOT AVAILAELE. AT 1620 CST, WHEN CONDENSER VACUUM DECREASED TO
THE SET POINT OF THE CROUP 1 PRIMARY CONTAINMENT ISOLATION SYSTEM TRIP DN LOW
CONDENSER VACUUM, AN AUTOMATIC ISOLATION SIGNAL WAS RECEIVED.-GROUP 1 VALVES
WHICH WENT CLOSED WERE THE 3/4-INCH REACTOR WATER SAMPLE VALVES AND REDUNDANT
VALVES IN PENETRATIONS WHICH HAD ALREADY BEEN ISOLATED INCLUDING THE OUTBOARD
MAIN STEAMLINE ISOLATION VALVES. ALL AFFECTED VALVES FUNCTIONED AS DESIGNED.

[1491 HATCH 1 DOCKET 50-321 LER 91-030
INSTRUMENT DRIFT CAUSES AREA rat 1ATION MONITOR TRIPS RESULTINS IN ESF ACTUA!!ONS.
EVENT DATE: 120291 REPORT DATE: 122391 NSSS: GE TYPE: EWR
OTHER UNITS INVOLVED: HATCH 2 (EWR)g
VENDOR: GENERAL ELECTRIC CO.

(NSIC 223710) ON 12/02/91 AT 1055 CST AND 1133 CST, AND Ch 12/07/91 AT 05c3 CST, 1
UNITS 1 AND 2 WERE IN THE RUN MODE AT AN APPROXIMATE POWER LEVEL OF 2436 CMPT
(100 PERCENT RATED THERMAL POWER). AT THOSE TIMES, THE UNIT-COMMON MAIN CON;a0L
ROOM ENVIRONMENTAL CONTROL (MCREC, EIIS CODE VI) SYSTEM AUTOMATICALLY TRANSFERRED
FROM THE NORMAL MODE TO THE PRESSURIZATION MODE. THE EVENTS OCCURRED AS DESIGNED
WHEN REFUELING FLOOR AREA RADIATION MONITORS (ARMS, EIIS CODE IL) TRIPPED ON
FALSE HIGH RADIATION SIGNALS. AFTER FACH ACTUATION, LICENSED OPERATIONS PERSONNEL
VERIFIED PROPER OPERATION OF THE MCREC SYSTEM AND. VERIFIED THAT AN ACTUAL HIGH
RADIATION CONUITION DID NOT EXIST IN THE AFFECTED AREAS. THE ARM TRIP UNITS WERE
RESET AND THE MCREC SYSTEM WAS RETURNED TO ITS NORMAL MODE OF OPERATION AFTER
EACH EVENT. THE CAUSE OF THESE EVENTS WAS INSTRUMENT SETPOINT DRIFT. AM
INVESTIGATION LATER DETERMINED THAT.THE EVENTS DCCURRED WHEN THE HIGH RADIATION
TRIP SETPOINT FOR THE AFFECTED ARMS DRIFTED, CAUSING THE ARM TO TRIP DN A FALSE
HYGH RADIATION SIGNAL. THE CAUSE FOR THE SETPOINT DRIFT WAS INVESTIGATED AND A
TRIP UNIT WAS REPLACED. CORRECTIVE ACTIONS-FOR THESE EVENTS INCLUDED RETURNING

.
' THE MCREC SYSTEM TO ITS NORMAL MODE OF OPERATION, ADJUSTING THE HIGH RADIATION

TRIP SETPOINTS TO THEIR PROPER VALUES, FUNCTIONALLY TESTING FOUR OF THE REFUELING
FLOOR ARM TRIP UNIIS, AND REPLACING A TRIP UNIT.

[1501 HATCH 1 DOCKET 50-321 LER 91-031
INADEQUATE PROCEDURE RESULTS IN ESF ACTUATION.
EVENT DATE: 120491 REPORT DATE: 122391 NSSS: GE TYPE: BWR

(NSIC 223719) ON 12/04/91 AT 0455 CST UNIT 1 WAS IN THE RUN HODE AT AN
APPROXIMATE POWER LEVEL OF 2436 CMWT-(100% RATED THERMAL POWER). AT THAT TIME,
GROUP 5 PRIMARY CONTAINMENT ISOLATION SYSTEM VALVES 1G31-F001 AND F004 CLOSED ON
A REACTOR WATER CLEANUP (RWCU) SYSTEM HICH DIFFERENTIAL FLOW ISOLATION SIGNAL.
THE ISOLATION SIGNAL OCCURRED AS THE "A" RWCU PUMP WAS BEING PLACED INTO SERVICE
PER FROCEDURE 425P-101791-RZ-1-1N, "FT FOR RWCU SEALLESS PUMP." THE SYSTEM HAD
BEEN ISOLATED FOR SEVERAL HOURS AND AS A RESULT; SYSTEM TEMPERATURE AND PRESSURE
HAD DECREASED CAUSING VOIDS TO FORM IN THE SYSTEM PIPING. WHEN THE "A" PUMP
SUCTION ISOLATIDH VALVE WAS OPENED TO PLACE THE PUMP INTO SERVICE, THE SYSTEM WAS
UNISOLATED AND THE PARTIALLY VOIDED PIPING RAPIDLY FILLED. A HIGH DIFFERENTTAL
FLOW CONDITION (SYSTEM INFLUENT WITH NO EFFLUENT) RESULTED. Ih0LATICH VALVT$
1G31-F001 AND F004 CLOSED ON AN RWCU SYSTEM HIGH DIFFERENIIAL FLOW ISOLAT. ION

_ - - -
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SIGNAL PER DESIGN. THIS TERMINATED FLOW INTO THE SYSTE!1 AND THE ISOLATION SIGNAL
CLEARED. THE CAUSE OF THIS EVENT WAS AN INADEQUATE PROCEDURE. SPECIAL PURPOSE
PROCEDURE 425P-101791-R2-1-1H DID NOT CONIAIN ADEQUATE INSTRUCTIONS AND CAUTIONS
TO ENSURE AN ISOLATION DID NOT OCCUR WHEN THE "A" PUllP WAS PLACED INTO SERVICE.
1HE PROCEDURE WILL NOT DE USED AGAIN. IT WAS INTENDED ONLY AS A FUNCTIONAL TEST
FOR THE "A" RWCU PUMP (THE SEAMLESS PUMP) AND THE FUNCTIONAL TEST OF THE PUMP HAS
BEEN COMPLETED SATISTACTORILY.

11Sil MATCH 1 DOCKET S0-321 LER 91-032
PERSONNEL ERROR RESULTS IN HISSED TECHNICAL SPECIFICATIONS REQUIRED SURVEILLANCE.
EVENT DATE: 122891 REPORT DATL: 012792 NSSS: GE TYPE: CWR

(NSIC 2238S7) ON 12/28/91 AT 2230 CST, UNIT 1 WAS IN THE RUN MODE AT A PCHEr.
LEVEL OF 2436 C!)WT (100% RATT? THERMAL POWER). AT THAT TIf1E, IT WAS DETERMINED
FROM A ROUTINE REVIEW OF COMPLETED SURVEILLANCE PROCEDURE DATA PACKAGES THAT A
DAILY CHECK OF 1HE UNIT 1 TORUS OXYCEN CONCENTRATION HAD NOT BEEN PERFORMED THE
PREVIOUS DAY AS REQUIRED BY UNIT 1 TECHNICAL SPECIFICATIONS SECTION 4.7,A.S. THE
CHECK HAD BEEN PERFORMED ON 12/26/91 AT 224S CST, EUT WAS NOT PEPFORMED AGAIN l

UNTIL 12/28/91 AT 1136 CST. THE TIME BETWEEN THESE TWO CONSECUTIVE TORUS OXYGEN
CONCENTRATION CHECKS WAS ABOUT 37 HOURS, EXCEEDING THE TI!1E ALLOWED BY THE UNIT 1
TECHNICAL SPECIFICATIONS (24 HOURS PLUS A 25% GRACE PERIOD). WHEN THIS EVENT WAS
DISCOVERED, THE REQUIRED SURVEILLANCE WAS CURRENT; THEREFORE, NO LIM 7 TING
CONDITIONS FOR OPERATION HAD To BE ENTERED. THE CAUSE OF THIS EVENT WAS
PERSONNEL ERROR. LICENSED OPERATIONS PERSONNEL PERFORMING SURVEILLANCE PROCEDURE
345V-SW-015 1S, " SURVEILLANCE CHECKS," ON 12/27/91 INCORRECTLY MARXED THE TORUS
OXYGEN CONCENTRATION CHECK AS "NOT REQUIRED." THIS ERROR WAS NOT CAUGHT UNTIL
AFTER THE CRACE PERIOD FOR PERFORMING THE SURVEILLANCE HAD EXPIRED. A REVIEW 0F
THE COMPLETE DATA PACKAGE FROM PROCEDURE 34SV-SW-019-15 FOR 12/27/91 REVEALED NO
OTHER MISSED SURVEILLANCES. INVOLVE 9 PERSONNEL WERE COUNSELED.

(1S2) HATCH 1 DOCKET S0-321 LER 91 033
HIGH PRESSURE COOLANT INJECTION SYSTF.M INOPERABLE DUE TO COMPONENT FAILURE.
EVENT DATE: 123091 REPORT DATE: 012792 NSSS: GE TYPE: BWR
VENDOR: GENERAL ELECTRIC CORP. (NUCLEAR ENG DIV)

(NSIC 223856) ON 12/30/91, AT 1015 CST, AND ON 12/31/91, AT 1800 CST, UNIT 1 WAS
IN THE RUN MODE AT 2436 CHWT (100 PERCENT OF RATED THERMAL POWER). AT EACH OF

,

THESE TIMES, THE HIGH PRESSURE COOLANT INJECTION (HPCI) SYSTEM EXPERIENCED FLOW
OSCILLATIONS OF APPROXIMATELY 2000 GALLONS PER !!INUTE WHILE BEING TESTED IN
ACCORDANCE WITH PROCEDURE 345V-E41-001-15, "HPCI PUMP OPERABILITY". THE
PROCEDURC WAS BEING PERFORMED IN ORDER TO MEET THE SURVEILLANCE REQUIREMENT OF
UNIT 1 TECHNICAL SPECIFICATIONS SECTION 4.S.D.1.B.(1). IN EACH CASE THE SYSTEM
WAS SECURED AND DECL MED INOPERABLE. APPROPRIATE LIMITING CONDITIONS FOR
OPERATIOM (LCO) WERE~ INITIATED AND THE REQUIRED TECHNICAL SPECIFICATIONS ACTIONS
WERE IMPLE!!ENTED. CORRECTIVE MAINTENANCE WAS PERFORMED ON THE SYSTEM FOLLOWING
EACH INCIDENT AND FUNCTIONAL TESTING OF THE- SYSTEM WAS SATISFACTORIIY. COMPLETED
ON 12/30/91, AT 1900 CST, AND ON 1/1/92, AT 0330 CST, RESPECTIVELY. IN-EACH CASE,
THE SYSTEM WAS RETURNED TO STANDBY AND THE LCO TERMINATED. THE CAUSE OF EACH
EVENT WAS INTERMITTENT. FAILURE CF A TRANSFER RELAY (S) INTERNAL TO THE HPCI SYSTEM
FLOW CONTROL UNIT, 1E41-K61S. THE RELAYS FUNCTION TO TRANSFER FLOW CONTROL
BETWEEN THE MANUAL AND AUTOMATIC MODES. FAILURE OF THE RELAY (S) CAUSED HPCI
SYSTEM FLOW TO OSCILLATE -EXCESSIVELY IN EACH OF THE EVENTS.

(1S3] HATCH 1 DOCKET S0-321 LER 92-001-
COMPONENT FAILURE CAUSES AN UNPLANNED ENGINEERED SAFETY FEATURE ACTUATION,
EVENT DATE: 011392 REP 0h! DATE: 020692 NSSS: GE TYFE BWR
OTHER UNITS INVOLVED: HATCH 2 (BWR)
VENDOR: CENERAL ELEC'.JIC CORP. (NUCLEAR ENG DIV)

(NSIC 223956) ON 1/13/92, AT 1548 CS7, UNIT 1 AND DNIT 2 WERE BOTH IN THE RUN
MODE AT 2436 CMWT (100% OF RATED THERMAL POWER). AT THAT TIME, AREA RADIATION
MONITOR (ARM) 1D21-K601D TRIPPED RESULTING IN THE MAIN CONTROL ROOM ENVIRONMENTAL
CONTROL (MCREC) SYSTEM AUTOMATICALLY TRANSTERRINC TO THE PRESSURIZATION MODE AS

.
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DESIGNED. LICENSED PERSONNEL INITIATED INVESTIGATION INTO THE SITUATION AND
FOUND THAT THE RADIATION LEVEL IN THE AREA MONITORED BY THE ARM WAS 6 MR/HR 9
MR/HR BELOW THE ARM DESIGN TRIP SETPOINT OF 15 MR/HR. THE ARM SETPOINT WAS
CHECKED AND FOUND TO DE AT BMR/HR. IHE SETPOINT WAS ADJUSTED TO WITHIN TOLERANCE
PER PROCEDURE S7CP-CAL-005-15, " ARM SYSTEM CALIDRATION." SUBSEQUENTLY, THE ARM
WAS RESET AND THE MCREC SYSTEM WAS RETURNED TO THE NORM 6L MODE OF OPERATION BY
234S CST. FURTHER INVESTICATION OF THE ARM SYSTEM BY I&3 PERSONNEL REVEALED THAT
INTERMITTENT FAILURE OF ARM DC POWER SUPPLY UNIT 1021-K603A CAUSED THE ARM TRIP.
THE POWER SUPPLY UNIT WAS REPLACED. THE SETPOINTS OF THE ARMS POWERED BY THIS
UNIT WERE CHECKED AND ADJUSTED. THE CAUSE OF THE EVENT WAS INTERMITTENT FAILURE
OF POWER SUPPLY UNIT 1D21-K603A. THE OUTPUT OF THE 1D21-K603A 24 VDC MODULE WAS
INTERMITTENTLY DRITTING BELOW THE ALLOWAELE TOLERANCE, RESULTING IN A PREMATURE
TRIP OF ARM 1D21-K601D. CORRECTIVE ACTIONS FOR THE EVENT INCLUDE REPLACING THE
POWER SUFPLY, ADJUSTING ARM SETPOINTS, AND PERFORMING A FAILURE ANALYSIS ON THE
POWER SUPPLY.

[154] HATCH 1 DOCKET 50-321 LER 92-002
PERSONNEL F.RRORS RESULT IN MISSED TECHNICAL SPECIFICATION SURVEILLANCES.
EVENT DATE: 011592 REPO*T DATE: 020692 NSSS: GE TYPE: BWR

(NSIC 223916) ON 1/1S/92, AT 1200 CST, UNIT 1 WAS IN-THE RUN MODE AT 2436 CMWT
(APPROXIMATELY 100 PERCENT OF RATED THERMAL POWER). LICENSED PERSONNEL WERE
PREPARING A REVISION TO PROCEDURE 345V-S W -019-1S, " SURVEILLANCE CHECKS " AND
NOTED THAT IN TWO SEPARATE INSTANCES THE PROCEDURE REQUIRED INSTRUMENT CHECKS TO
DE PERFORMED LESS FREQUENTLY THAN THAT REQUIRED BY THE UNIT 1 TECHNICAL
SPECIFICATIONS. SPECIFICALLY, UNIT 1 TECHNICAL SPECIFICATIONS TABLE 4.2-11, ITEM
7 REQUIRES AN INSTRUMENT CHECK TO BE PERFORMED ON THE SUPPRESSION CHAMBER WATER
TEMPERATURE PARAMETERS OF TEMPERATURE RECORDERS LT47 R611 AND R612 ONCE PER
SHIFT. ALSO, UNIT 1 TECHNICAL SPECIFICATIONS TABLE 4.1-1, ITEM 8 REQUIRES AN
INSTRUMENT CHECK TO EE PERFORMED ON AVERAGE POWER RANGE MONITOR ( APRM) INDICATORS
1CSL-K605A THROUGH T ONCE PER SHIFT. HOWEVER, FOR EACH OF THESE INSTRUMENT
CHECKS, PROCEDURE 34SV-SW-019-15 REQUIRED THEY BE PERFORMED DAILY RAThfR THAN
ONCE PER SHIFT RTSULTING IN MISSED TECHNICAL SPECIFICATION SURVEILLANCES. A
DEFICIENCY CARD HAS WRITTEN AND ON-SHIFT LICENSED PERSONNEL MERE NOTIFIED. THE
INSTRUMENT CHECKS WERE THEN PERFORMED OR VERIFIED TO BE CURRENT. THE CAVEE OF THE
EVENTS WAS COGNITIVE PERSONNEL ERROR ON THE PART OF LICENSED PERSONNEL.
SPECIFICALLY, INDIVIDUALS MADE INCORRECT CHANGES TO PROCEDURE 345V-SW-019-15
WHILE USING THE EDITORIAL CORRECTION ?ROCESS.

[1551 HATCH 2 DOCKET S0-366 LER 92-001
ERRORS IN PLANT DRAWING AND FSAR RESULT IN MISSED TECHNICAL SPECIFICATIONS
SURVEILLANCES.
EVENT DATE: 010992 REPORT DATE: 020392 NSSS: GE TYPE: BWR

(NSIC 223941) ON 1/9/92 AT 1400 CST, UNIT 2 WAS IN THE RUN MODE AT A POWER LEVEL
OF 2436 CMWI (100% RATED THERMAL POWER). AT THAT TIME, NON-LICENSED PLANT
ENGINEERING PERSONNEL DETERMINED THAT A LOCAL LEAK RATE TEST OF PRIMARY
CONTAINMENT PENETRATION X-222A HAD NOT BEEN PERFORMED AS REQUIRED BY UNIT 2
TECHNICAL SPECIFICATIONS SECTION 4.6.1.2 D. ALSO, IT WAS DETERMINED THAT THE
PENETRATION HAD NOT BEEN VERIFIED TO BE CLOSED AT LEAST ONCE ETERY 31 DAYS AS
REQUIRED BY UNIT 2 TECHNICAL SPECIFICATIONS SECTION 4.6.1.1.A.1. A VISUAL
INSPFCTION OF THE PENETRATION'S SEALING DEVICE PERFORMED ON 1/9/92 REVEALED IT TO
BE INTACT. WITH NO VISIBLE OR AUDIBLE SIGNS OF LEAKAGE OR SIGNS OF DETERIORATION.
CEORGIA POWER COMPANY DETERMINED THAT THE PENETRATION DID NOT HAVE TO DE DECLARED
INOPERAELE UNTIL A LEAK RATE TEST COULD BE PERFORMED. THE NRC WAS INFORMED OF
THIS ON 1/9/92. THE LEAK TEST WAS DONE ON 1/10/92 AFTER A TEST VOLUME WAS
INSTALLED IN ORDER TO ALLOW THE PENETRATION TO BE TESTED. THE PENETRATION'S
AS-FOUND LEAKAGE RATE WAS LERO ACTUAL CUBIC CENTIMETERS PER MINUTE (AnCM). THIS
EVENT WAS CAUSED BY ERRORS IN A PLANT DRAWING AND THE UNIT 2 FINAL SAFETY
ANALYSIS REPORT (FSAR) PLANT DRAWING S-28719 INCORRECTLY SHOWED THE PENETRATION'S
SEALING DEVICE AS ONE NOT REQUIRING A LOCAL LEAK RATE TEST OR PERIODIC INSPECTION.

I
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11561 HOPE CREEK 1 DOCKET S0 359 LER 91-019 REV 01UPDATE ON "E" AND "F" FILTRATION RECIRCULATION VENTILATION SYSTEM RECIRC FAN
START.
EVENT DATE: 112391 REPORT DATE: 012292 NSSS: CE TYPE: BWR
VENDOR: AMERICAN WARMING a VENTILATINC INC.

(NSIC 223834) ON 11/23/91 AT 0500 HOURS, CONTROL ROOM OPERATORS (R0 LICENSED)
DISCOVERED THAT THE "E" FIL7RATIDH RECIRCULATION VENTILATION (FRVS) FAN WAS
RUNNING. AFTER VERIFYING NO VALID START SIGNALS WERE PRESENT THE FAN WAS SECURED.
AT 0638 HOURS DURING SHIFT TURNOVER THE "E" FRYS FAN STARTED A SECOND TIME.
OPERATORS NOTICED THL FAN START DURING PANEL WALK DOWN. THEY AGAIN VERIFIED NO
VALID START SIGNALS WERE PRESENT AND SECURED THE FAN. OPERATORS COULD NOT
DETERMINE THE CAUSE OF THE FAN START AND REQUESTED IN3TRUMENT AND CONTROL
TECHNICIANS TO INVESTIGATE. ON 12/1 3/91 THE ETRVS WAS INSTRUMENTED AND THE FRVS
SYSTEM (A,B.C AND D FRVS RECIRC FANS) WAS PLACLD IN SERVICE TO DETERMINE THE ROOT
CAUSE OF THE SPURIOUS FAN STARTS IN CONJUNCTION WITH DOP/ HALIDE TESTING. THE FRVS
SYSTEM WAS IN SERVICE FOR 6.5 HOURS WITH NO AUTO FAN STARTS OCCURRING. THE FANS-
WERE SECURED AT 1222 HOURS AT THE COMPLETION OF THE DOP/ HALIDE TEST. AT 1557
HOURS THE ETRVS RECIRC FAN SPURIOUSLY STARTED AND WAS SUBSEQUENTLY SECURED BY
OPERATIONS PFRSONNEL. SUBSEQUENT INVESTIGATION HAS REVEALED AN ACCUMULATION OF
PATER IN THE LOW FLOW SWITCH SENSING LINES AS THE MOST PROBABLE CAUSE OF THE
SPVRIOUS FAN STARTS. THE TESTING DID RESULT IN ADDITIONAL FAN STARTS, ON 12/23/91
THE STANDBY "E" FRVS RECIRC UNIT, OH 1/2/92 THE STANDBY "F" FRVS RECIRC UNIT AUTOSTARTED AND ON 1/14/92 "E" FRVS RE CIRC UNIT AUTO STARTED,

[1571 HOPE CREEK 1 DOCKET S0-354 LER 91-020<

HIGH PRESSURE COOLANT INJECTION SYSTEM ISOLATION DUE TO IMPROPER WIRING OF
TEMPERATURE DETECTOR.
EYENT DATE: 120791 REPORT DATE: 010692 NSSS: GE TYPE: BWR

(NSIC 223603) ON 12/07/91 AT 1900 HRS CONTROL ROOM PERSONNEL RECEIVED INDICATION
OF A HIGH PRESSURE COOLANT INJECTION SYSTEM (HPCI) ISOLATION DURING STEAM LINE
WARNUP FCLLOWING A HPCI OUTAGE. AFTER VERIFYING NO VALID SIGNALS WERE PRESENT,
CONTROL ROOM PERSONNEL REQUESTED INSTRUMENT AND CONTROLS TECHNICIANS TO
INVESTIGATE THE CAUSE OF THE ISOLATION. THE TECHNICIAN DETERMINED THE ISOLATION
HAD OCCURRED DUE TO AN INTERMITTENT ERROR IN THE SUBTRACTION CIRCUIT OF THE "A"
CHANNEL NUMAC DRAWER. THE DRAWER WAS CHECKED AND A SELF TEST WAS INITIATED. THE
DRAWER TESTED SATISFACTORY AND THE EQUIPMENT WAS RETURNED TO SERVICE. DURING
SUBSEQUENT WARM-UP OF THE HPCI STEAM LINE, OPERATORS CONTINUED TO MONITOR THE
NUMAC DRAWER WITH NO ABNORMAL CONDITIONS NOTED. HPCI WAS THEN PLACED In A STANDBY
LINEUP AND DECLARED OPERABLE. ON 12/19/91 TECHNICIANS PERFORMING A ROOT CAUSE
INVESTIGATIGN INTO THE ISOLATION NOTED THAT THE FIELD WIRING OF THE THERMOCOUPLESIN THE "A" CHANNEL ISOLATION SYSTEM WERE MIS-WIRED. THE SYSTEM WAS DECLARED
INOPERABLE AND THE FIELD WIRING WAS RETURNED TO PROPER CONFIGURATION PRELIMINARY
RESULTS OF SUESEQUENT INVESTIGATIONS HAVE INDICATED THE THERMOCOUPLE LEADS MAY-
HAVE BEEN LANDED INCORMECTLY DURING IMPLEMENTATION OF A DESIGN CHANGE PACKAGE
DURING REFUEL OUTAGE THREE. THE REDUNDANT "C" CHANNEL ISOLATION MODULE HAS BEEN
VERIFIED TO UE WIRED CORRECTLY AND OPERABLE.

(158) IN IAN POINT 2 DOCKET S0-247 LER 91-022
INADVERTENT ACTUATION OF THE AMMONIA T0XIC GAS MONITOR.
EVENT DATE: 112891 REPORT DATE: 123091 NSSS: WE TYPE: PWRVENDOR: WISCONSIN BRIDGE & IRON

iNSIC 223698) ON NOVEMBER 28, 1991., AT AP?ROXIMATELY 0450 HOURS, WITH REACTOR
POWER AT 100X, THE ANHYDROUS AMMONIA (NH3) T0XIC CAS MONITOR CHANNEL 2 ALARMED
INADVERTENTLY, RESULTING-IN THE TRANSFER OF THE CENTRAL CONTROL ROOM (CCR)
VENTILATION SYSTEM FROM THE NORMAL MODE TO THE INCIDENT MODE. A SUESEQUENT NH3
T0XIC CAS MONITOR CHANNEL ACTUATION OCCURRED ON NOVEMBER 29. AS DESIGNED, THE
DETECTION OF THE RESPECTIVE GAS BY EITHER CHANNELS 1 OR 2 0F THE T0XIC GAS

<

MONITORS WILL DENERATE AN ALARM IN THE CCR AND ISOLATE THE CCR VENTILATION
SYSTEM. THE-T0XIC GAS MONITORING SYSTEM IS CLASSIFIED AS AN ENGINEERED SAFETY
TEATURE (EST). NO TECHNICAL SPECIFICATION OR NRC LIMITS WERE EXCEEDED.

|
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(159) INDIAN POINT 2 DOCKET 50-247 LER 92-001
INADVERTENT ACTUATIONS OF CONTROL ROOM T0XIC CAS MONITORS.
EVENT DATE: 010892 REPORT DATE: 020792 NSSS: WE TYPE: PWR k
VENDOR: WISCONSIN BRIDGE & IRON

(NSIC 224026) ON JANUARY 8, 1992, AT APPROXIMATELY 0345 HOURS, WITH REACTOR POWER
AT 100K, THE CHLORINE T0XIC GAS MONITOR CHANNEL 2 ALARMED INADVERTENTLY,
RESULTING IN THE TRANSFER OF THE CENIRAL CONTROL ROOM (CCR) VENTILATION SYSTEM
FROM THE NORMAL MODE TO THE INCIDENT MODE. SUBSEQUENT AMMONIA AND HYDROGEN
CYANIDE T0XIC GAS MONITOR CHANNEL ACTUATIONS OCCURRED ON JANUARY 20 AND 24. AS
DESIGNED, THE DETECTION OF THE RESPECTIVE GASES BY EITHER CHANNELS 1 OR 2 0F THE
T0XIC CAS MONITORS WILL CENERATE AN ALARM IN THE CCR AND ISOLATE THE CCR
VENTILATION SYSTEM. THE CCR VENTILATION SYSTEM IS CLASSIFIED AU AN ENGINEERED
SAFETY FEATURE. NO TECHNICAL SPECIFICATION OR NRC LIMITS WERE EXCEEDED.

(160] INDIAN POINT 3 DOCKET S0-286 LER 92-001
EMERGENCY DIESEL GENERATOR AUTO VOLTAGE CONTROL RHEOSTAT FOUND OUT OF POSITION.
EVENT DATE: 121691 REPORT DATE.- 011792 NSSS: WE TYPE: PWR
VENDOR: ALC0 ENGINE DIVISION, WHITE IND.

4
(NSIC 223791) WITH INDIAN POINT 3 AT 100 PERCENT POWER ON DECEMBER 16, 1991, 33

'

EMERGENCY DIESEL GENERATOR (EDO) WAS DETERMINED TO BE INOPERABLE WHEN THE AUTO
VOLTAGE CONTROL RHEOSTAT WAS FOUND OUTSIDE THE OPERATING BAND. THE AUTHORITY HAS
ESTABLISHED THAT THE LAST TIME 33 EDO OPERABILITY WAS VERIFIED WAS DURING AN
OPERATIONAL CHECK ON DECEMBER 9, 1991. THE EXACT CAUSE OF THE EVENT CANNOT BE
DETERMINED, THEREFORE THE AUTHORITY IS ASSUMING THE RHEOSTAT WAS OUTSIDE THE

9 OPERABLE BAND FROM DECEMBER 9, 1991 TO DECEMBER 16, 1991. BASED ON THIS
'

ASSUMPTION, THERE WERE TWO OCCASIONS DURING THE PERIOD FROM DECEMBER 9 THROUGH
DECEMBER 16, 1991 THAT THE PLANT-WOULD HAVE BEEN IN A CONDITION OUTSIDE THE
DESIGN BASIS. DURING THE INVESTIGATION, A NEED TO STRENGTHEN THE DOCUMENTATION
PROCESS FOR OPERABILITY CHECKS WAS IDENTIFIED. A NEW SURVEILLANCE TEST WILL BE
IMPLEMENTED BY FEBRUARY 3, 1992. ADDITIONALLY, REFERENCE MARKS HAVE BEEN PLACED
ON THE RHEOSTAT'S ESCUTCHEON PLATES ON ALL EDG CONTROL PANELS, AND THE PANELS APE
CHECKED EVERY SHIFT.

(161] KEWAUf1EE DOCKET S0-305 LER 91-n12
UNMARKED STEAM EXCLUSION DOORS TO TURBINE DRIVEM AUXILIARY FEEDWATER PUMP ROOM
RESULTED IN POTENTIAL INABILITY TO MEET HIGH ENERGY LINE BREAK CRITERIA.
EVENT DATE: 120391 REPORT DATE: 010391 NSSS: WE TYPE: PWR

(NSIC 223771) AT 0935 ON DECEMBER 4, 1991, WITH THE PLANT AT 100% POWER,
WISCONSIN PUBLIC SERVICE CORPORATION DETERMINED THAT FOR A PERIOD OF
APPROXIHATELY ONE-HALF HOUR CN DECEMBER 3, 1991, THE KEWAUNEE NUCLEAR POWER PLANT
HAD BEEN IN A CONDITION OUTSIDE OF THE DESIGN BASIS FOR THE STEAM EXCLUSION
SYSTEM. THE STEAM EXCLVSION SYSTEM IS DESIGNED TO PREVENT-THE STEAM ENVIRONMENT
THAT WILL EXIST FOLLOWING A HIGH ENERGY LINE BREAK FROM ENTERING ADJOINING AREAS
UHICH CONTAIN EQUIPMENT NECESSARY TO MITIGATE THE EVENT. IT WAS DETERMINED THAT
DURING THE TIME PERIOD OF 1008 - 111S ON DECEMBER 3, CONTRACTED WELDERS RAN A
WELDING CABLE THROUGH THE TWO DOORWAYS FOR THE TURBINE DRIVEN AUXILI APY FEEDWATER
PUMP ROOM. THE CABLE WOULD HAVE PREVENTED CLOSING OF THE DOORS WHICH ARE PART OF
THE STEAM EXCLUSION BOUNDARY FOR THE ADJOINING AREAS. THE CABLL WAS REMOVED AND.
THE TWO DOORS CLOSED BY 1129 DN DECEMBER 3. THE E!!ENT OCCURRED BECAUSE THE DOCRS
WERE NOT IDENTITIED AS STEAM EXCLUSION BOUNDARIES. SIGNS WITH THE APPROPRIATE
WORDING HAVE BEEN PERMANENTLY AFFIXED TO THE DOORS WHICH SHOULD PREVENT A
RECURRENCE Cr THIS TYPE EVENT.

[1621 KEWAUNEE DOCKET 50-305 LER 91-013
PROCEDURAL DEFICIENCY RESULTS IN CLOSURE OF STEAM GENERATOR BLOWDOWN ISOLATION
VALVES.
EVENT DATE: 120691 REPORT DATE: 010692 NSSS: WE . TYPE: PWR

(NSIC 223714) THIS REPORT DESCRIBES AN UNPLANNED AUTOMATIC ACTUATION OF THE STEAM
GENERATOR BLOWDOWN VALVES AND STEAM GENERATOR BLOWDOWN SAMPLE VALVES, ENGINEERED.

l
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' SAFETY FEATURES (EST). AT 0974 DN DECEMBER 6, 1991 WITH THE PLANT AT 100% POWER,
THE VALVES CLOSED AND ISOLATED STEAM CENERATOR ELOWDOWN AND BLOWDONN SAMPLING.
THE VALVES CLOSED AS DESIGNED ON A HICH RADIATION SIGNAL FROM THE STEAM GENERATOR
BLOWDOWN MONITOR (R-10). THE HIGH RADIATION SIGNAL WAS GENERATED DURING THE
MONTHLY SOURCE CHECK OF R-19 WHEN A NUCLEAR CONTROL OPERATOR IN TRAINING,
DISECTLY SUPERVISED BY A LICENSED OPERATOR, POSITIONED THE "0PERATION SELECTOR
SWITCH" FROM "0PERATE" TO " CHECK SOURCE". AS EXPECTED, AN UPSCALE METER RESPONSE
WAS OBSERVED. HOWEVER, THE OPERATOR IN TRAINING DID NOT RETURN THE "0FE3ATION
SELECTOR SWITCH" 'O THE "0PERATE" PCSITION PRIOR TO REACHING THE R-19 NOMINAL
HICH ALARM SETPOINT (450 CPM) THUS CAUSING THE UNPLANNED ESF ACTUATION. PAST
PRACTICE WAS TO HOLD THE "0PERATION SELECTOR SWITCH" IN THE " CHECK SOURCE"
POSITION ONLY LONG ENOUCH TO OBSERVE A RESPONSE TO THE SOURCE AND THEN RETURN TO
THE "0PERATE" POSITION. TO PREVENT RECURRENCE OF THIS TYPE EVENT, OPERATIONS
WILL REVIEW AND REVISE THEIR PROCEDURES AS MECESSARY TO ENSURE THE PROCEDURES
ACCURATELY INSTRUCT OPERATORS ON IHE POTENTIAL OF REACHING HIGH ALARM SETPOINT
WHEN PERFORMING SOURCE CHECKS.

,

[163) LA SALLE 1 DOCKET 50-373 LER 91-015 REV 01
UPDATE ON INADEQUATE TESTING OF DIESEL GENERATORS DUE TO INADEQUATE
PROCEDURES / TECHNICAL SPECIFICATION MISINTERPRETATION.
EVENT DATE: 110791 REPORT DATE: 120691 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: LA SALLE 2 (BWR)

(NSIC 223760) ON NOVEMBER 7, 1991 AT~ APPROXIMATELY 1500 HOURS, WITH UNIT 1 AND
UNIT 2 IN OPERATIONAL CONDITION 1 (RUN) AT 100% POWER, DURING A NUCLEAR
REGULATORY COMMISSION (NRC) ELECTRICAL DISTRIBUTION SYSTEM TUNCTIONAL INSPECTION
(EDSFI) IT WAS DETERMINED, THAT CERTAIN EMERGENCY SAFETY FEATURE (ESF) BUS
UNDERVOLTAGE RELAY CONTACTS WERE NOT FUNCTIONALLY TCSTED AS REQUIRED BY PLANT
TECHNICAL SPECIFICATION 4.8.1.1 .2.D.4. THE STATI3N WAS PLACED IN A 24 HOUR
TIMECLOCK AND THE REQUIRED CONTACT TESTING WAS COMMENCED TO FULFILL THE TECHNICAL
SPECIFICATION SURVEILLANCE REQUIREMENTS. ON NOVEMBER 8, 1991, AT 0900 HOURS IT
WAS DETERMINED THAT THE ALLOWANCE OF THE 24 HOUR PERIOD TO PERFORM THE REQUIRED
SURVEILL?.NCES WAS INAPPROPRIATE AND A LATE NOTIFICATION WAS MADE. TECHNICAL
SPECIFICATION 3.0.5 WAS ENTERED. ALL TESTING WAS COMPLETED AT 1030 HOURS ON
NOVEMBER 8, 1991. THE ROOT CAUSE OF THIS EVENT WAS INADEQUATE TESTING PROCEDURES.
THE SAFETY CONSEQUENCES OF THIS EVENT WERE MINIMAL. THE 0, 1A, 2A, 1B, AND 2B
DIESEL GENERATORS WERE INOPERABLE SOLELY DUE TO THE MISSED SURVEILLANCE AND WERE
FULLY FUNCTIONAL THROUCHOUT THE EVENT, EXCEPT WHILE EACH WAS UNDERGOING TESTING
IN ACCORDANCE WITH STATION CORRECTIVE ACTIONS. THIS EVENT IS BEING REPORTED
PUR3UANT TO 10CFR50.73(A)(2)(I) DUE TO A DEVIATION FROM PLANT TECHNICAL
SPECIFICATIONS.

[164] LA SALLE 1 DOCKET 50-373 LER 92-001
AVERAGE POWER RANGE MONITORS (APRM) SET NONCONSERVATIVELY DUE TO COMMUNICATION
ERROR.
EVENT DATE: 310792 REPORT DATE: 020592 NSSS: GE TYPE: BWR

(NSIC 223911) ON JAN"ARY 7 1992, DURING LASALLE INSTRUMENT SURVEILLANCE
LIS-NR-109 " UNIT 1 AVERAGE POWER RANGE MONITOR (APRH) GAIN ADJUSIMENT", A
MISCOMMUNICATION EVENT OCCURRED. AT 0740, A CONTROL SYSTEM TECHNICIAN (CST)
COMMENCED TO PERFORM THE CAIN ADJUSTMENT FOR THE APkM NEUTRON MONITORING SYSTEM
(NR) (IG). HE CONTACTED A QUALIFIED NUCLEAR ENCINEER (QNE) TOR THE VALUE TO WHICH
THE GAINS SHOULD BL SET. THE QNE ASSUMED THE CST WAS REFERRING TO LIS-NR-107
" UNIT 1 APRM/ ROD BLOCK MONITOR FLOW CON 7ERTER TO TOTAL CORE FLOW ADJUSTMENT". THE
CST FROVIDED THE QNC WITH THE DRIVE FLOWS FROM THE CORE MONITORING CODE'S CORE
POWER TO FLOW LOG, AND THE QNE INSTRUCTED HIM TO SET THE GAINS TO 93 PERCENT
WHILE THE REACTOR POWER WAS ACTUALLY 98 PERCENT. THE EVENT RESULTED IN ALL SIX
APRHS EXCEEDING THEIR ALLOWABLE TECHNICAL SPECIFIC ATION TOLEMANCE, AND THE
INTENDED FUNCTION OF THE REACTOR PROTECTION SYSTEM (RPS, RP) "JC" WAS
COMPROMISED. THE TOTAL TIME ELAPSED FROM THE TIME AT UHICH THE FIRST APRM WAS SET
NONCONSERVATIVELY TO THE TIME WHEN ALL SIX APRMS WERE SET CORRECTLY WAS 52
HINUTES. ThE INDIVIDUALS WERE COUNSELLED ON THE IMPORTANCE OF 00MMUNICATION AND-
HAVING A QUESTIONING ATTITUDE. PROCEDURE REVISIONS WILL BE IMPLEMENTED PROVIDING
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ADDITIONAL CUIDANCE TO THE CSTS WHILE SETTING THE APRM OAINS, AND REQUIRING
OPERATIONS REVIEW OF DESIRED APRH SETTINGS.

[165] LA SALLE 2 DOCKET 50-374 LER 91-005 REV 02
UPDATE ON REACTCR CORE ISOLATION COOLING DECLARED INOPERABLE DUE TO STEAM LINE
HIGH FLOW SWITCH FAILURE-.
EVENT DATE: 062191 REPORT DATE: 112791 NSSS: GE TYPE: BWR
VENDOR: STATIC 0-RING

(NSIC 223694) ON b/21/91, AT APPROXIMATELY 1500 HOURS DURING THE PERFORMANCE OF
LASALLE INSTRUMENT SURVEILLANCE, LIS-RI-401, " UNIT 2 $ TEAM LINE HIGH FLOW REACTOR
CORE ISOLATION COOLING (RCIC) ISOLATION FUNCTIONAL TEST," PRESSURE DIFFCRENTIAL
SWITCH (PDS) 2E31-N013BA WAS FOUND FAILED APPARENTLY FROM A RUPTURED DIAPHRAGN.
THIS SWITCH FUNCTIONS TO PROVIDE A DIVISION II (INBOARD) ISOLATION OF THE RCIC
STEAM LINE AND TO INITIATE RCIC TURBINE TRIP UNDER A HIGH STEAM FLOW CONDITION.
PDS 2E31-N013BA WAS MADE NON-FUNCTIONAL BY THE RUPTURED DIAPHRAGM; THEREFORE, THE
DIVISION II ISOLATION AND THE RCIC TRIP ASSOCIATED WITH THIS SWITCH WAS
UNAVAILABLE. HOWEVF.R PDS 2E31-N013AA WAS STILL AYAILABLE TO PROVIDE A DIVISION I
(OUTBOARU) ISOLATION AND TURBINE TRIP, FURTHERMORE REDUNDANT DIVISION I AND II
HIGH FLOW SWITCHES PDS 2E31-007AA AND 2E3'.-007BA WERE AVAI&ABLE TO PROVIDE
ISCLATION AND TURE!NE TRIP IF REQUIRED. RCIC WAS DECLARED INOPERABLE ON 6/21/91
AT 1500 HOURS IN CRDER TO PERFORM THE REQUIRED EVRVEILLANCE. HIGH PRESSURE CORE
SPRAY REMAINED OPERABLE THROUGHOUT THE EVENT. A REPLACEMENT SWITCH WAS
INSTALLED, CALIBRATED, AND FUNCTIONALLY TESTED SATISFACTORILY. RCIC WAS DECLARE
OPERABLE ON 6/22/91 AT 0515 HOURS. THIS EVENT IS BEING REPORTED TO THE NRC
PURSUANT TO THE REQUIREMENTS OF 10CFRSO.73(A)(2)(V) DUE TO RCIC DECLARED
INOPERABLE (LOSS OF A SAFETY SYSTEM FUNCTION).

[166] LA SALLE 2 -DOCKET 50-374 LER 91-013 REV 01
UPDATE ON 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: CE TYPE: BWR
OTHER UNITS INVOLVED: LA SALLE 1 (BWR)
VENDOR: GENERI.L ELECTRIC CO.

(NSIC 223921) OH 10/7/91, AT 0400 HOURS WITH UNIT 1 AND 2 IN OPERATIONAL
CONDITION 1 (RUN) AT 95% AND B5% POWER RESPECTIVELY, A SEVEN DAY TIMECLOCK WAS
ENTERED PER TECH SPEC 3,7.2 DUE TO THE VE(VI) SUPPLY FAN EREAKER TRIPPING. AT
THIS TIME THE "A" VC/VE(VI) IRAIN OUT OF SERVICE FOR SCHEDULED MAINTENANCE AND A.

ONE HOUR TIMECLOCK WAS ENTERED AT THIS TIME PER TECH SPEC 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 0450 NOTIFICATION WAS MADE AT 0755 HOURS ON
10/7/91, ON THE P'3IS OF A LOSS OF A SAFETY SYSTEM FUNCTION, SINCE EDTH AUXILIARY
ELECTRIC ROOM VE..aILATION SYSTEMS WERE UNAVAILABLE FOR SERVICE. WORK REQUEST
L10621 WAS INITI ATED AT THIS TIME FOR THE ELECTRICAL MAINTENANCE DEPARTMENT TO
INVESTICATE AND CORRECT THE PROBLEM. THE 52X RELAY, THE STARTING COIL, WAS FOUND
TO BE THE CAUSE OF THE PROBLEM. THIS RELAY NAS REPLACED AND ON.10/7/91, AT 2030
HOURS THE VE(VI) SUPPLY FAN, OVE01CB, WAS SUCCESSFULLY RUN. ON 10/7/91, AT 2120
HCURS THE TIHECLOCK WAS EXITED. THIS EVENT IS REPORTABLE PURSUANT TO THE
REQUIREMENTS OF 10CFR50.73(A)92)(V)(C) DUE TO THE LOSS OF A SAFETY SYSTEM
FUNCTION.

' (1671 LIMERICK 1 DOCKET 50-352 LER 91-008 REV 01
UPDATE ON LER REPORTS A CONDITION PROHIBITED BY TS IN THAT-EIGHT PRIMARY
CONTAINMENT ISOLATION VALVES WERE INOPERABLE DUE TO INADEQUATE TCRQUE SWITCH
SETTING.
EVENT DATE: 030091 REPORT DATE: 121191 NSSS: GE TYPE: EWR
OTHER UNITS INVOLVED: LIMERICK 2 (BWR)

(NSTC 223653) ON MARCH 8, 1991, LIMERICK GENERATING STATION MAINTENANCE PERSONNEL
PERFORMED DIAGNOSTIC TESTING TO SUPPORT THE DESIGN BASIS ENGINEERING REVIEN FOR
GENERIC LETTER 89-10 " SAFETY-RELATED MSTOR-OPERfsTED VALVE TESTING AND
SURVEILLAhCE." THIS TESTING WAS PERFORMED ON A UNIT 2 PRIMARY CONTAINMEhT (PC)
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MOTOR CPERATED BUTTERFLY VALVE (MOBV) ASSOCIATED WITH THE PC PURCE AND EXHAUST
SYSTEM. HOWEVER, MAINTENANCE PERSONNEL DISCOVERED THAT THIS VALVE AND SEVEN OTHER
SIMILAR TYPE VALVES HAD TORQUE SUITCH SETTINGS THAT WOULD RESULT IN THE MOBV
IRIPPING ON HIGH TORQUE BEFORE THE VALVE COULD ADEQUATELY CLOSE AND SEAT IN THE
EVENT THESE VALVES WERE REQUIRED TO CLOSE DURING A DITTERENTIAL PRESSURE
CONDITION. THESE EIGHT MOBVS WERE DECLARED INOFEAABLE AND THE APPIICABLE UNIT 1
AND UNIT 2 PC PENEIRATIONS WERE ISOLATED EY DEACTIVATING AND SECURING THE
REDUNDANT PC ISOLATION VALVES IN THE CLOSED POSITION. THE ACTUAL CONSEQUENCrS OT
THIS CONDITION WERE MINIMAL AND THERE WAS NO RELEASE OF RADICACTIVE MATERIAL Tb
THE ENVIRONMENT. THE CAUSE OF THIS EVENT IS THE RESULT OF AN INADEQUATE INDUSTRY
TESTING METHOD USED TOR TORQUE SEATED MOBVS INSTALLED DUPING THE UNIT 1 AND UNIT
2 CONSTRUCTION AND STARTUP TESTING PROGRAMS. THE INVESTIGATION INTO THE CAUSE OF
THIS EVENT CONCLUDED THAT GENERIC IMPLICATIONS ARE LIMITED TO TORQUE SEATED MODVS.,

(1681 LIMERICK 1 DOCKET 50-352 LER 91 025
MAIN CONTROL ROOM ISOLATIONS IN RESPONSE TO A HIGH T0XIC CHEMICAL CONCENTRATION
ALARM OF AN INDETERMINATE NATURE.
EVENT DATE: 110391 REPORT DATE: 120391 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: LIMERICK 2 (BWR)

(NSIC 223617) ON NOVEMBER 3, 1991, AND AGAIN ON NOVEMDER 10, 1991, MAIN CONTROL
ROOM (MCR) PERSONNEL RECEIVED A MCR ANNUNCIATOR ALARM INDICATING HIGH T0XIC GAS

y CONCENTRATION IN THE MCR FRESH AIR INTAKE. IN EACH INSTANCE, MCR PERSONNEL THEN
ENTERED SPECIAL EVENT FROCEDURE SE-2, "T0XIC GAS " DONNED SELF-CONTAINED,

EREATHING APPARATUS, AND MANUALLY INITIATED A MCR VENTILATION SYSTEM ISOLATION,
AN ENGINEERED SAFETY FEATURE (EST). IN CONJUNCTION WITH THE MCR VENTILATIONi SYSTEM ISOLATION, THE CONTROL ROOM EMERGENCY FRESH AIR SUPPLY (CREFAS) SYSTEM,
ALSO AN ESF INITIATED AS DESIGNED AND PROVIDED TOTAL RECIRCULATION OF THE MCR AIR
WITHOUT ANY FRESH AIR INTAKE FROM THE OUTSIDE ATMOSPHERE CHEMISTRY PERSONNEL
WERE NOTIFIED AND AIR SAMPLES FROM THE MCR MERE OBTAINED. NO T0XIC GAS
CONCE!.TRATIONS WERE DETECTED. THE CONSEQUENCES OF THESE-EVENTG WERE MINIMAL IN
THAT NO T0XIC GAS ACTUALLY EXISTED. THE CAULE OF THESE EVENTS WAS MOMENTARY HIGH
T0XIC CHEMICAL CONCENTRATION INDICATION OF AN INDETERMINATE NATURE. SUBSEQUENT
TROUBLESHOOTING FAILED TO CLARITY THE EXACT CAUSE OF THE HIGH INDICATIONS. WE ARE
INVESTIGATING SEVERAL OPTIONS TO DECREASE THE VULNERABILITY OF THE T0XIC GAS
DETECTION SYSTEM TO A SINGLE FAILURE OR SPURIOUS SIGNAL TO MINIMIZE THE REQUIREDMCR ISOLATIONS.

(1691 LIMERICK 1 DOCKET S0-3S2 LER 91 026
AN ENGINEERED SAFETY FEATURE ACTUATION DDE TO AN INADEQUATE REVIEW OF A BLOCKING.

PERMIT FOR AN ISOLATION VALVE ASSOCIATED WIIH A PRIMARY CONTAINMENT H2/02
COMEUSTIBLE GAS ANALYZER.
EVENT DATE: 111291 REPORT DATEt 121191 NSSS: GE TYPE: BWRVENDOR: TARGET ROCK CORP,

(NSIC 223664) ON NOVEMBER 12, 1991, AN ELECTRICAL LFAD FROM A PRIMARY CONTAINMENT
ISOLATION VALVE (PCIV) IN ONE CF THE SAMPLE LINES TO THE H2602 COMBUSTIBLE CAS
ANALYZER (CGA) 105206 WAS INADVERTENTLY GROU.':DED DURING MAINTENANCE ACTIVITIES,
CAUSING AN ACTUATION OF THE PRIMARY CONTAINMENT AND REACTOR VESSEL ISOLATION
CONTROL SYSTEM, AN ENGINEERED SAFETY FEATURE. THE INADVERTENT GROUNDING RESULTED
IN A LOSS OF INDICATION ON THE MAIN CONTROL ROOM (MCR) PANEL 10C601 FOR OTHER
PCIVS ASSOCIATED UITH TME SAMPLE LINES TO THE CGA 10S206. A LOSS OF VALVE
POSITION INDICATION ON SEVERAL RELATED VALVES IS AN INDICATOR OF A LOSS OF
ELECTRICAL POWER TO THE VALVES. SINCE THE PCIVS FAIL CLOSED WITH A LOSS OF
ELECTRICAL POWER, MCR PERSONNEL REMOVED THE CGA 10S206 FROM OPERATION, AND LATER
DISCOVERED THAT A FUSE HAD DLOWN IN PANEL 50C601 AS A.RESbLT OF THE-INADVERTENT
CROUNDING. WITHIN 23 MINUTES, THE CGA 10S206 WAS RETURNED TO OPERABLE STATUS. THE
ACTUAL CONSEQUENCES OF THIS EVENT WERE MINIMAL. THE CAUSE OF THIS EVENT WAS
PERSONNEL ERROR FISULTING FROM AN INADEQUATE UNDERSTANDING OF THE FULL SCOPE OF
THE MAINTENANCE ACTIVITIES TO DE PERFORMED ON THE PCIV FOR THE CGA 10S206. THE
PERSONNEL INVOLVED IN THIS EVENT WERE COUNSELED REGARDING THE PROPER DEVELOPMENTAND REVIEW OF A DLOCKING PERMIT.

,
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(1701 LIMERICK 1 DOCKET S0-352 LER 91-027 i

AN ENGINEERED SAFETY TEATURE ACTUATION DUE TO AN UNKNOWN CAUSE FOR AN ISOLATION
VALVE ASSOCIATED WITH A PRIMARY CONTAINMENT H2/02 COMBUSTIBLE CAS ANALYZER. ,

EVENT DAIE: 111291 REPORT DATE: 121191 NSSS: GE TYPE: BWR
VENDOR: CONTROL DIVISION OF AMERACE

(NSIC 223618) ON 77VEMBER 12, 1991 MAIN CONTROL ROOM OPERATORS OBSERVED THE
INITIATION OF A SPURIOUS ACTUATION,OF THE PRIMARY CONTAINMENT AND REACTOR VESSEL
ISOLATION CONTROL SYSTEM (PCRVICS) AN ENGINEERED SAFETY FEATURE. THE INITI ATION
RESULTED IN CLOSURE OF THE PRIMARY CONTAINMENT H2/02 COMBUSTIBLE GAS ANALYZER
SAMPLE LINES TO THE DRYWELL, AND AN ISOLATION SIGNAL TO THE NORMALLY CLOSED;

HYDROGEN RECOMBINER IN BOARD ISOLATION VALVES AND THE LOW FLOW NITROGEN MAKEUP
ISOLATION VALVE. THE ACTUAL CONSEQUENCES OF THE EVENT WERE MINIMAL AND THERE WAS
NO RELEASE OF RADI0 ACTIVE MATERIAL TC THE ENVIRONMENT AS A RESULT OF THIS EVENT.
THE PROXIMATE CAUSE OF THE ACTUATION WAS A RELAY INTERMITTENTLY CHANGING STATE:
HOWEVER, THE CAUSE OF THE SPURIOUS RELAY OPERATION COULD NOT BE DETERMINED. THE
DEFECTIVE RELAY WAS REPLACED. THE NEW RELAY WAS TESTED AND THE AFFECTED EQUIPMENT
WAS DECLARED CPERABLE ON NOVEMBER 14, 1991. BENCH TESTING AND MONITORING OF THE
FNERGIZED DEFECTIVE RELAY FOLLOWING REPLACEMENT IDENTIFIED NO FROBLEMS. SINCE THE
fESTING OF THE RELAY RTVEALED NO EQUIPMENT PT,0BLEMS AND NO SIMILAR FAILURES HAVE
OCCURRED, THE FAILURE IS CONSIDERED AN ISOLATED EVENT AND NO FURTHER CORRECTIVE
ACTIONS ARE PLANNED.

[171) LIMERICK 1 DOCKET 50 352 LER 91-028
INOPERABILITY OF THE HIGH PRESSURE COOLANT INJECTION SYSTEM DUE TO FAII'URE OF THE
INBOARD STEAM SUPPLY ISOLATION VALVE IN THE CLOSED POSITION.
EVENT DATE: 121891 REPORT DATE: 011792 NSGS: GE TYPE: BWR
VENDOR: ANCHOR / DARLING VALVE CO.

(NSIC 223832) ON DECEMBER 18, 1991, FOLLOWING COMPLETION OF MAINTENANCE ON THE
HICH PRESSURE COOLANT INJECTION (HPCI) SYSTEM STEAM SUPPLY OUTBOARD ISOLATION
VALVE, HV 55-1T003, OPERATIONS PERSONNEL ATTEMPTED, UNSUCCESSFULLY, TO OPEN THE
INBOARD ISOLATICN VALVE, HV-3S-1F002. SUBSEQUENT INVESTIGATION BY MAINTENANCE
PERSONNEL LED TO THE DETERMINATION THAT THE VALVE MOTOR FAILED UPON CLOSURE OF
THE VALVE ON DECEMBER 10, 1991. A UNIT 1 SHUTDOWN WAS INITIATED ON DECEMBER 18,
1991, AT 1800 HOURS, TO FACILITATE REPAIR OF THE VALVE. THE INABILITY TO OPEN
HV-551F002 CONSTITUTED A CONDIIION WHICH ALONE COULD HAVE PREVENTED THE
FULFILLMENT OF THE SAFETY FUNC*.' ION OF THE HPCI SYSTEM. THE ACTUAL CONSEQUENCES OF
THIS EVENT WERE MINIMAL IN THAT AN ACCIDENT CONDITION DID NOT OCCUR DURING THE
TIME IN WHICH THE HPCI SYSTEM WAS INOPERABLE. THE CAUSE OF THIS EVENT WAS THE-
FAILURE OF THE HPCI STEAM SUPPLY INBOARD ISOLATION VALVE MOTOR. INVESTIGATION BY

-MAINTENANCE PERSONNEL LED TO THE CONCLUSION THAT THE HV-SS-1F002 MOTOR FAILED DUE
TO THE SPRING PACK EELLEVILLE WASHERS BINDING ON THE BEARING CARTRIDGE STEM. THE
WASHERS PREVENTED THE TORQUE SWITCH FROM INTERRUPTING ELECTRICAL POWER 10 THE
MOTOR AND RESULTED IN ELECTRICAL POWER BEING CONTINUOUSLY SUPPLIED TO THE STALLED
MOTOR UNTIL THE MOTOR WINDINGS FAILED. THE VALVE MOTOR AND SPRING PACK WERE
REPLACED ON DECEMBER 20, 1991.

(1721 LIMERICK 1 DOCKET S0-3S2 LER 91-029
PRIMARY CONTAINMENT AND REACTOR VESSEL ISOLATION CONTROL SYSTEM ACTUATIONS
RESULTING FROM THE FAILURE OF A PCRVICS FUSE.
EVENT DATE: 122391 REPORT'DATE: 012192 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: LIMERICK 2 (BWR)
VENDOR: BUSSMANN MFG (DIV 0F MCGRAW-EDISON)

(NSIC 223833) ON DECEMBER 23,-1991, VARIOUS ACTUATIONS OF THE UNIT-1 AND 2
PRIMARY CONTAINMENT AND REACTOR VESSEL ISOLATION CONTROL SYSTEMS (PCRVICS), AND A
UNIT 2 REACTOR ENCLOSURE SECONDARY CONTAINMENT ISOLATION OCCURRED DUE TO A BLOWN
FUSE ON UhIT 2. THESE ARE ENGINEERED SAFETY FEATURE ACTLATIONS. THE FUSE WAS
REPLACED AND ALL ISOLATIONS WERE RESET WITHIN 30 MINUTES. THE ACTUAL CONSEQUENCES
OY THIS EVENT HERE MINIMAL. ALL SYSTEMS RESPONDED AS DESIGNED AND THERE WAS NO
RELEASE OF RADIOACTIVE MATERIAL TO THE ENVIRONMENT AS A RESULT OF'THIS EVENT. THE
CAUSE OF THE ISOLATIONS WAS THE FAILURE OF UNIT 2 FCRVICS FUSE B21H F1SA. THE
ROOT CAUSE OF THE FUSE = FAILURE IS UNKNOWN. THE-BLOWN TUSE WILL BE SENT TO THE

i
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MANUFACTURER FOR FAILURE ANALYSIS. A REVISION To THIS LER WILL BE PROVIDED IF
ANYTii1NG SIGNIFICANT IS DISCOVERED DURING THE FAILURE ANALYSIS.

[173] LIMERICK 1 DOCKET 50-352 LER 91-030
TECHNICAL SPECIFICATION LIMITING CONDITION FOR OPERATION AND SURVEILLANCE
REQUIREMENT FOR TEMPERATURE AND TIME EXCEEDED DURING REACTOR RECIRCULATION PUMP
START.
EVENT DATE: 123091 REPORT DATE: 012992 NSSS: GE. TYPE: BWR

(NSIC 223B67) ON 12/30/91, AT 1023 HOURS, OPERATIONS PERSONNEL STARTED IHE '1A'
REACTOR RECIRCULATION PUMP IN CONJUNCTION WITH THE PERFORMANCE OF SURVEILLANCE
TEST (SI) PROCEDURE ST-6-043 390-1, " REACTOR RECIRCULATION PUMP IDLE LOOP STARTUP
TEMPERATURE AND FLOW CHECK." ST-6-043-390-1 SATISFIES TECHNICAL SPECIFICATIONS
(TS) LIMITING COMDITION FOR OPERATION (LCD) 3.4.1.4 AND TS SURVEILLANCE
REQUIREMENT (SR) 4.4.1.4. ON 12/30/91, AT APPROX. 1300 HOURS PLANT PERSONNEL
DISCOVERED THAT INACCURATE TEMPERATURE AND TIME READINGS WERE RECORDED INTO 1HE
ST, CAUSING THE SO DEGREES FAHRENHEIT (F) TEMPERATURE DIFFERENIIAL LIMIT OF TS
LC03.4.1.4 AND THE 15 MINUTE TIME LIMIT OF TS SR 4.4.1.4 TO DE EXCEEDED BY Z
DEGREES T AND 4 MINUTES RESPECTIVELY; CONDITIONS PROHIBITED BY TS. THE '1A'
RECIRCULATION PUMP WAS LEFT IN OPERATION SINCE THESE TS VIOLATIONS WERE
DISCOVERED APPROX. 3 HOURS AFTER THE PUMP WAS PLACED IN SERVICE, AND IT WAS
DETERMINED THAT SECURING THE PUMP AND A 5UBSEQUENT RESTART WOULD ONLY RESULT IN
FURTHER UNNECESSARY THERMAL TRANSIENTS. THE PRIMARY CAUSE OF-THIS EVENT WAS
PERSONNEL ERROR. THE ACTUAL CONSEQUENCES OF THIS EVENT WERE MINIMAL. THE
INDIVIDUAL INVOLVED IN THIS EVENT WAS COUNSELED, AND SPECIFIC PLANT PROCEDURES
AND THE LICENSED OPERATOR TRAINING PROGRAM WILL BE EVALUATED TO PREVENT
RECURRENCE OF A SIMILAR EVENT.

[174) LIMERICK 2 DOCKET-50-353 -LER 91-017
HIGH PRESSURE COOLANT INJECTION SYSTEM DISCOVERED IN A DEGRADED CONDITION BECAUSE
OF A LEAK IN AN OIL 1INE TO THE TURBINE STOP VALVE.
EVENT DATE: 111591 REPORT DATE: 121691 NSSS: GE TYPE: BWR

(NSIC 223644) ON 11/1S/91, 1HE HICH PRESSURE COOLANT INJECTION (HPCI) SYSTEM
ENGINEER DISCOVERED AN OIL LEAK DURING A ROUTINE SYSTEM WALKDOWN WHICH-WOULD HAVE
PAZVENTED THE HPCI SYSTEM FROM FULFILLING ITS SAFETY FUNCTION NEEDED TO MAINTAIN
THE REACTOR IN A SAFE SHUTDOWN CONDITION AND MITIGATE THE CONSEQUENCES OF AN
ACCIDENT. THE ACTUAL CONSEQUENCES OF THIS EVENT WERE MINIMAL BECAUSE AN ACCIDENT
CONDITION DID NOT OCCUR DURING THE TIME IN WHICH THE HPCI SYSTEM-WAS INOPERABLE
OR COULD HAVE BEEN DECRADED AND BECAUSE SUFFICIENT EMERGENCY CORE C00LINC SYSTEMS
WERE AVAILABLE. THE PERIOD OF TIME IN WHICH THE HPCI SYSTEM MAY HAVE BEEN'
DEGRADE 0 DUE TO THE OIL LEAK IS LIMITED T0-THE TIME BETWEEN 11/13/91, WHEN THE
HPCI SYSTEM WAS VERIFIED Iw ;E CPERABLE BY SUCCESSFUL PERFORMANCE OF
ST-6-OSS-230-2 , "HPCI PUMP, VALVE AND FLOW TEST," AND 11/15/91, WHEN THE OIL
LEAK WAS DISCOVERED BY THE HPCI SYSTEM ENGINEER. THE CAUSE OF-THE LEAK IN A LINE
THAT SUPPLIES OIL TO THE TURBINE STOP VALVE IS STILL UNDER INVESTIGATION. THE
LINE CONSISTING OF A BRAIDED STAINLESS STEEL HOSE WAS REMOVED AND SENT'To A
LABORATORY FOR PERFORMANCE OF A FAILURE ANALYSIS. THE RESULTS OF THE
INVESTIGATION WILL BE PROVIDED IN A SUPPLEMENT TO THIS LER WHICH IS EXPECTED TOBE SUBMITTED BY 4/1/92. THE LINE WAS BEPLACED WITH A HARD PIPE LINE SIMILAR TO
THE LINES ON THE UNIT 1 HPCI SYSTEM.

[175] LIMERICK 2 DOCKET 53-353 LER 92-001
HIGH PRESSURE COOLANT INJECTION SYSTEM, D24 EMERGENCY DIESEL GENERATOR,-'D'
RESIDUAL HEAT REMOVAL SYSTEM, AND 'D' CORE SPRAY INOPERABLE DUE TO A BLOWN FUSE.EVENT DATE: 010492 REPORT DATE: 012892 .NSSS: GE TYPE 4 BWRVENDOR: ROSEMOUNT, INC.

(NSIC 223868) ON JANUARY 4, 1992, A UNIT 2 PRESSURE INDICATING SWITCH SHORTED TO
GROUND CAUSING A BLOWN POWER SUPPLY FUSE THAT MADE THE HIGH PRESSURE COOLANT
INJECTION (HPCI) SYSTEM, THE D24 EMERGENCY DIESEL GENERATOR,-THE 'D' RESIDUALHEAT REMOVAL SYSTEM, AND THE 'D' CORE SPRAY SYSTEM INOPERABLE. AFTER REMOVING THE
FAILED PRESSURE INDICATING SWITCH, THE FUSE WAS REPLACED._WHEN THE HPCI SYSTEM

t
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INSTRUMENTATION WAS REENERGIZED AN ANTICIPATED HPCI SYSTEM ISOLATION OCCURRED.
THE HPCI SYSTEM ISOLATION WAS RESET AND THE HPCI SYSTEM WAS DECLARED OPERABLE.
THE ACTUAL CONSEQUENCES OF THIS EVENT WERE MINIMAL. THE FAILED PRESSURE
INDICATING SWITCH WAS REPLACED ON JANUARY 4, 1991. SIMILAR PRESSURE INDICATING
SWITCHES IN THE SAME CARD FILE WERE INSPECTED AND CONFIRMED TO NOT HAVE THE SAME
CONDITION. THE FAILED PRESSURE INDICATING SWITCH HAS BEEN SENT TO THE
MANUTACTURER FOR PERFORMANCE OF A FAILURE ANALYSIS. THE RESULTS OF THE FAILURE
ANALYSIS CONDUCIED BY THE MANUFACTURER WILL BE REVIEWED TO DETERMINE IF
ADDITIONAL CORRECTIVE ACTION NEEDS TO BE TAKEN .

[1761 MAINE YANKEE DOCKET S0-309 LER 91-012
PLANT TRIP DUE TO CONDENSATE FUMP MOTOR FATLURE.
EVENT DATE: 112291 REPORT DATE 122C91 NSSS: CE TYPE: PWR
VENDOR: ALLIS CHALMERS

(NSIC 223674) A REACTOR TRIP FROM 100% POWER OCCURRED ON NOVEMBER 22, 1991 AT
0957 DUE TO THE FAILURE OF A CONDENSATE PUMP MOTOR (P-27B). INTERNAL MOTOR LEAD
ARCING CAUSED A DROP IN VOLTAGE ON THE BUS. THE CONDENSATE PUMP MOTOR BREAKER
TRIPPED ON OVERCURRENT. THE TRANSIENT RESULTED IN A TRIP OF THE STEAM TURBINE
CRIVEN FEEDWATER PUMP. THIS ACTION TRIPPED TH: MAIN TURBINE. THE REACTOR
PROTECTIVE SYSTEM 1 RIPPED THE RESCTOR ON LOSS OF LOAD. ALL SAFETY SYSTEMS
PERFORMED AS EXPECTED. THIS LER IS SIMILAR TO NUMBER 91-010, HOWEVER, THE CAUSE
OF THE LER 91-010 MOTOR FAILURF IE NOT IDENTICAL TO THIS LER.

[1771 MCGUIRE 1 DOCKET S0-369 LER 91-014
TRAIN "A" 0F THE CONT?.INMENT SPRAY SYSTEM 4AS INOPERABLE DUE TO A MISPOSITICNED
VALVE AS A RESULT OF AN UNKNOWN.
EVENT DATE: 100491 REPORT DATE: 121191 NSSS: WE TYPE: PWR

(NSIC 213621) ON SEPTEMBER 30, 1991, VALVE 1RN-951, CONTAINMENT SPRAY (NS) SYSTEM
PUMP 1A AIR HANDLING UNIT (AHU) OUTLET CONTROL, WAS FOUND HISPOSITIONED IN THE
CLOSED POSITION DURING MAINTENANCE ACTIVITIES. UNIT 1 WAS IN MODE 6 (REFUELING),
IN DAY 10 0F A PROJECTED 71 DAY OUTAGE AT THE TIME OF DISCOVERY. THE MISPOSITION
OF VALVE 1RN-951 WAS EROUGHT TO THE ATTENTION OF OPERATIONS (CPS) CONTROL ROOM
PERSONNEL DURING DISCUSSION BY OPS AND MAINTENANCE (MNT) PERSONNEL OF VALVE
1RN-949, RESIDUAL HEAT REMOVAL (HD) SYSTEM PUMP 1A AHU OUTLET CGNTROL, WHICH WAS I
DISCOVERED MISPOSITIONED ON OCTOBER 4, 1991. DURING INVESTIGATION OF THE EVENT.
IT WAS DETERMINED THAT VALVE 1RN-949 WAS IN THE CORRECT POSITION DURING THF TIME
THAT THE ND SYSTEM WAG REQUIRED TO BE OPLRABLE. VALVE 1RN-951 HAD BEEN IN THE
INCORRECT POSITION FOR AN UNKNOWN PERIOD OF TIME AFTER SEPTEMBER 4, 1991. THIS
RESULTED IN TRAIN 1A 0F THE NS SYSTEM BEING INOPERABLE FOR AN UNKNOWN PERIOD
BETWEEN SEPTEMBER 4, 1991, AND OCTOBER 4, 1991. THE NS SYSTEM HAD BEEN REQUIRED
TO BE OPERABLE SEPTEMBER 4, 1991, THROUGH SEPTEMBER 21, 1991, UNTIL UNIT 1
ENTERED MODE S (COLD SHUTDOWN). VALVE 1RN-949 AND 1RN-951 WERE SUBSEQUENTLY
RETURNED TO THE CORRECT THROTTLED POSITION. THIS EVENT IS DESIGNED A CAUSE OF
UNKNOWN BECAUSE VALVE 1RN-951 WAS FOUND IN THE CLOSED POSITION AND NO DEFINITE OR
PROBABLE CAUSE COULD BE DETE9 MINED.

(1781 MCCUIRE 1 DOCKET S0-369 LER 91-017
THE CCNTROL AREA VENTILATION SYSTEM WAS INOPERABLE DUE TO A DESIGN DEFICIENCY.

' EVENT DATE: 101691 REPORT DATE: 120291 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: MCGUIRE 2 (PWR)

(NSIC 223537) ON OCTOBER 16, 1991, MCGUIRE NUCLEAR STATION SYSTEM ~ ENGINEERING
PERSONNEL CONDUCTED A SELF TRAINING REVIEW OF THE CONTROL AREA VENTILATION
SYSTEM. DURING THE REVIEW, SiSTEM ENGINEERING PERSONNEL UISCOVERED THE SMOKE
PURGE EXHAUST FAN WOULD NOT RECEIVE A TRIP LIGNAL ON A DIESEL GENERATOR SEQUENCER
ACTUATION. SYSTEM ENGINEERING PERSONNEL SUSPECTED THE OPERATION OF THE SMOKE
PURGE EXHAUST FAN COULD ADVERSELY AFFECT THE ABILITY OF THE CONTROL AREA
VENTILATION TO FUNCTION AS DESIGNED DURING AN EMERGENCY SITUATION, OPERATIONS
MANAGEMENT WAS NOTIFIED BY SYSTEM ENGINEERING PERSONNEL OF THE POTENTIAL PROBLEM.
SUCSEQUENT TESTING CONFIRMED THE CONTROL AREA VENTILATION SYSTEM WOULD NOT
MAINTAIN A POSITIVE PRESSURE IN THE CONTROL ROOM AS DESIGNED WITH THE SMOKE PURGE

.
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EXHAUST FAN IN OPERATION. THIS EVENT IS ASSIGNED A CAUSE OF DESIGN DEFICIENCY DUE
o

TO AN UNANTICIPATED COMPONENT INTERACTION. OPERATIONS PERSONNEL PLACED A SAFETY
TAG ON THE CONTROL SWITCH TOR THF. SMOKE PURGE EXHAUST FAN TO PREVENT OPERATION OF
THE TAN. UNIT 1 WAS DEFUELED AND UNIT 2 WAS IN MODE 1 (POWER OPERATION) AT 100
PERCENT POWER AT THE TIME OF DISCOVERY OF THE EVENT.

[179] MCGUIRE 1 DOCKET S0-369 LER 91-016
QUALITIED FUEL ASSEMF.LIEh WERE STORED IMPROPERLY IN THE SPENT TUEL POOL DUE TO ADEFECTIVE PROCEDURE.
EVENT DATE: 102491 REPORT DATE: 112591 NSSS: WE TYPE: PWR

(NsIC 2235 6) WHILE REVIEWING TECHNICAL SPECITICATION SECTIch 4.9.11, MCGUIRE
REACTOR UNIT PERSONNEL IDENTITIED 11 TUEL ASSEMBLIES THAT HAD BEEN STORED IN THE
UNIT 1 SPENT FUEL POOL IN A MANNER CONTRARY TO THE REQUIREMENTS OF TECHNICALSFECITICATION 3.9.12. THIS LIMITING CONDITION FOR OPERATION REQUIRES, IN PART,
THAT FUEL STORED IN REGION 2 0F THE SPENT FUEL POOL SHALL UNDERGO in DAYF Or
DECAY, AND IF A CHECKERBOARD PATTERN IS EMPLOYED FOR UNQUALIFIED TUEL, ONE ROW
BETUEEN NORMAL STORAGE LOCATIONS AND CHECKERBOARD STORAGE LOCATIONS WILL BE
VACANT. THE VACANT ROW PROVISION OF THE SPECIFICATICN WAS NOT SATISFIED FROMMARCH 23, 1990 THROUGH OCTOLER 23, 1991. AT THE TIME OF DISCOVERY AT 0900 ON
OCTOBER 24, 1991, UNIT 1 WAS DETUELED, AND UNIT 2 WAS IN MODE 1 (POWER OPERATION)
AT 100 PERCENT POWER. THIS EVENT HAS EEEN ASSIGNED A CAUSE OF DFFECTIVE
PROCEDURE. THE FUEL ASSEMBLIES IN QUESTION WERE IMMEDIATELY MOVED TO POSITIONS ToESTABLISH THE REQUIRED VACANT ROW.

>

(180) MCCUIRE 1 DOCKET S0-369 LER 91-018
BOTH TRAINS OF THE ANNULUS VENTILATION SYSTEM WERE INOPERABLE DUE TO MANAGEMENTDEFICIENCY AND DEFICIENT COMMUNICATION.
EVFNT DATE: 121B91 REPORT DATE: 011792 NSSS: WE TYPE: PWROT..ER UNITS INVOLVED: MCCUIRE 2 (PWR)

(NSIC 223800) ON DECEMBER 18, 1991, INSTRUMENTATION AND ELECTRICAL PERSONNEL WEPE
PERFORMING THE SEMIANNUAL CALIBRATION ON LOOP 21AE-9060, LOWER PERSONNEL AIR LOCKLEAK RATE MONITOR. DURING THIS CaLIERATION, DOOR AD 3321, ANNULUS VENTILATIONBYPASS DOOR,

WAS LATCHED OPEN TO ALLOW TOR COMMUNICATION BETWEEN PERSONNEL
WORKING ON THE PNEUMATIC MODULE AND REMOTE CONTROL UNIT AESOCIATED WITH THE LOOP.
THIS DOOR IS A SELECTED LICENSEE COMMITMENT TIRE DOOR AND SERVES AS A PRESSUF.E'

BOUNDARY TOR THE ANNULUS VENTILATION (VE) SYSTEM. THE DOOR MUST BE POSTED WITH AFIRE BARRIER TAG, AND ADEQUATE COMPENSATORY MEASURES MUST BE IMPLEMENTED TO
ENSURE OPERABILITY OF THE VE SYSTEM IT THE DOOR IS OPENED FOR PERIODS LONGER THAN
HORMAL ACCESS DURING MODES 1 (POWER OPERATION), 2 (STARTUP), 3-CHOT STANDBY), AND4 (HOT SHUTDuWN ).

DURING THE CALIBRATION NO TIRE TAGS OR VE SYSTEM COMPENSATORYMEASURES WERE IN EFFECT. THEREFORE, BOTH TRAINS OF THE VE SYSTEM WERE ' INOPERABLE
WHILE THE DOOR WAS OPEN. UNIT 2 WAS-IN MODE 1 AT 100 PERCENT . POWER AT THE TIME OT -
IdE= EVENT DISCOVERY. TURTHER INVESTIGATION HAS REVEALED THAT DOOR AD 3321 ON UNIT2 AND DOOR AD 3311, ANNULUS VENTILATION BYPASS DOOR, ON UNIT 1 HAVE BEEN LATCHED
OPEN WHENEVER THE SEMI-ANNUAL CALIBRATION OF THE RESPECTIVE LOWER PERSONNEL AIRLOCK LEAK RATE MONITOR HAS BEr.N PERTORMED.

[1811- MILLSTONE 1 DOCKET S0-245'

UPDATE ON LOW PRESSURE COOLANT INJECTION AND CORE SPRAY SYSTEM DESIGNLER 91-002 REV 01TEMPERATURES.
,= EVENT DATE: 020B91 REPORT DATE: 010692 NSSS GE TYPE: BWR

(NSIC 223722) ON 2/8/91, AT 172S HOURS, WITH THE PLANT AT 100% POWER (530P AND1030 PSIG),
AN INCONSISTENCY BETWEEN .THE DESIGN TEMPERATURES ASSOCIATED WITH TMELOW PRESSURE COOLANT INJECTION (LPCI) AND CORE SPRAY PIPING, PIPING SUPPORTS, ANDCOMPONENTS WAS REPORTED.

IT WAS DISCOVERED THAT TEMPERATURES FOR PORTIONS OF THE
LPCI AND CORE SPRAY SYSTEM USED TO ANALYZE PIPING THAT WOULD BE SUBJECTED'TO HICH
WATER TEMPERATURES DURING A DESIGN BASIS LOSS OF COOLANT ACCIDENT WERE NOT

,

CONSISTENT WITH THE ACCIDENT ANALYSIS TEMPERATURE PROFILE. THE ORIGINAL DESIGN.
BAbIS TEMPERATURE FOR THE POST ACCIDENT PEAK TORUS TEMPERATURES WAS ESTABLISHED
AT 20!T AND WAS BASED UPON AN INITIAL SERVICE WATER TEMPERATURE OF 75T.

\
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ENGINEERING EVALUATIONS WERE IN PROGRESS TO QUALIFY T9E VARIOUS COMPONENTS TO
1EMPERAIUREC ADOVE THE EXISIING DESIGN BASIS VALUE OF 203F. DURING THE
PERFORMANCE OF THIS ANALYSIS,.. ENGINEERS DISCOVERED A DISCREPANCY IN THE PIPING
DESIGN TEMPERATURE. PORTIONS OF THE LPCI AND CORE SPRAY SYSTEMS WERE DESIGNED
FOR 165F IWSTEAD OF lilE DESIGN EASIS TEMPERATURE OF 203F. AN CPERABILITY
DETFDMINATION WAS COMPLETED WHICH DEMONSTRATED THAT ALL COMPONENTS ASSOCIATED
WITM THE LPCI AND CORE SPEAY SYSTEMS WERE OPERABLE. NO SATETY SYSTEMS WERE
RFqUIRED TO FUNCTION AS A RESULT OF THIS EVENT AND NO SAFETY CONSEQUENCES
RESULTED FROM THIS EVENT.

(1821 MILLSTONE 1 DOCKET 50-245 LER 91-019 REV 01
UPDATE ON EMERGENCY CORE COOLING SYSTEM EQUIPMENT ROOM TEMPERATURE.
EVENT DATE: 061091 REPORT DATE: 010692 NSSS: GE TYPE: BWR
VENDOR: GENERAL ELECTRIC CO.

(NSIC 223723) ON 6/10/91, AT 1530 HOURS, WITH THE PLANT IN COLD SHUTDOWN (82F AND
0 PSIG), AN ONGOING ENGINEERING ANALYSIS CONCLUDED THAT THE LOW PRESSURE C001'NT
INJECTION (LPCI) SYSTEM AND THE CORE SPRAY SYSTEM MOTORS COULD NOT BE .

DEMONSTRATED TO BE OPERABLE DURING POSTULATED ACCIDENT CONDITIONS. THIS
CONCLUSION WAS EASED UPON HICHER CALCULATED POST ACCIDENT TORUS TEMPERATURES
COMBINED HITH HIGHER THAN PREVIOUSLY ASSUMED AMBI NT ROOM TEMPERATURES. THE
COOLING MATER SUPPLY FOR THE LPCI AND CORE SPRAY MOTOR BEARINGS IS SUPPLIED FROM
THE CCNTAINMENT TORUS WATER VIA THE PUMP DISCHARGE PIPING. THE POSTULATED
INCREASE IN THE TORUS AND REACTOR BUILDING TEMPERATURES ADVERSELY AFFECTED THE
OPERATION OF THE UPPER MOTOR BEARINGS. ON 6/19/91, AT 1510, WITH THE PLANT IN
COLD SHUTDOWN IT WAS ALSO DETERMINED AS A RESULT OF THE POSIULATED INCREASE IN
REACTOR DUILDING TEMPERATURES NEAR THE TORUS AREA THAT THE WIDE RANGE TORUS LEVEL
INSTRUMENTS DID NOT MEET THE ENVIRONMENTAL TEMPERATURE CONDITIONS POSTULATED
DURING ACCIDENT CONDITIONS. ON 12/11/91, AT 1100 HOURS, WITH THE PLANT IN COLD
SHUTDOWN, IT WAS DETERMINED THAT INSULATION REMOVED FROM THE LFCI AND CORE SPRAY
SYSTEM PIPING LOCATED IN THE REACTOR BUILDING-COULD ADVERSELY AFFECT THE POST
ACCIDENT REACTOR BUILDING TEMPERATURE PROFILE. THE PIPII.G INSULATION WAS REMOVED
AS A RESULT OF AN ASBESTOS REMOVAL PROGRAM.

(1831 HILLSTONE 1 DOCKET 50-245 LEA 91-02S REV 01
UPDATE ON CONTROL R00 FAILURE TO SCRAM.
EVENT DATE: 081691 REPORT DATE: 122091 NSSS: GE TYPE: BWR'
VENDOR: ASCO V/.LVES

(NSIC 223724) ON 8/16/91, WH7LE AT 23% POWER AND S30F, B CONTROL RODS EXHIBITED
SIGNIFICANT DELAYS IN SCRAM INSERTION TIMES AND APPROACHED THE TECH SPEC
REQUIREMENT FOR A MAXIMUM SCRAM TIME OF 7 SECONDS FOR 90X INSERTION. SUBSEQUENTd

REVIEW OF THE TWO CONTROL RODS PREVIOUSLY REPORTED AS FAILING Thi 90% INSERTION
TIME INDICATED THAT, ALTHOUGH THE FULL INSERTION TIMES EXCEED 7 SECONDS, THE-90X
INSERTION TIMES WERE ACCEPTABLE, HOWEVER, A 2 X 2 ARRAY WAS IDENTIFIED WHICH
WOULD HAVE FAILED THE 2 X 2 ARRAY ANALYSIS. THE AFFECTED ARRAY CONTAINED TWO-UF
THE SLOW CONTROL RODS AND WOULD HAVE FAILED THE TECH SPEC REQUIREMENTS FOR THE 5,-
20, AND 50% TIMES FOR THF 3 FASTEST RODS OF A 2 X 2 ARPF.Y. THE SLOW RODS WERE
IDENTIFIED DURING THE PERFORMANCE OF BEGINNING OF' CYCLE CONTROL ROD SCRAM TIME
TESTING. AE EACH WAS IDENTIFIED, THE CONTROL ROD WAS LEFT FULLY INSERTED AND
ELECTRICALLY DioARMED. .THE DELAYED SCRAM PAS DETERMINED TO BE CAUSED BY-THE SLOW
VENTING OF AIR FROM THE SCRAM PILOT SOLENotD VA"VES (117 AND 118) LOCATED.ON THE
ASSOCIATED MYDRAULIC CONTROL UNITS. THE GOLEPOID VALVES WERE REBUILT AND THE
CONTROL RODS SCRAM TIMED. ALL AFFECTED CONTROL RODS SUCCESSFULLY PASSED WITH
NOMINAL SCRAM TIMES AND WERE RETURNED TO SERVICE, THERE WERE NO SAFETY-
CONSEQUENCES FROM-THIS EVENT.

,

( 184 ] = MILLSTONE 1 DOCKET S3-243 LER 91-027 REY 01
UPDATE ON 345KV SYSTEM INSTABILITY.
EVENT DATE: 110191 REPORT DATE: 013192 NSSS: GE TYPE: BWR

,

(NSIC 223953) ON 11/1/91, AT 1340 HOURS, WITH THE PLANT SHUTDOWN (142F AND 0
PSIC), AN ENGINEERING EVALUATION CONCLUDED A SINGLE ELECTRICAL FAULT COULD RESULT

|
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IN A LOSS OF ALL OFFSITE POWER. THIS CONDITION IS REPORTABLE PURSUANT TO
10CFR50.73(A)(2)(II). DURING A RECENT DESIGN REVIEW IN AUGUST 1991 0F THEMILLSTONE UNIT ONE 345KV TRANSMISSION SYSTEM FOR STABILIfY, IT WAS RECOGNIZED A
TRANSFER TRIP TIME OF 8.5 CYCLES FOR THE SWITCHYARD BREAKERS TO OPEN UNDER A
THREE FHASE BOLTED FAULT INSIDE THE MAIN STEP UP TRANSFORMER COULD FESULT IN LOSS
OF OFFSITE POWER FOURCES TO HILLSTONE ONE AND LOSS OF THE MILLSTONE SWITCHYARD.
THE LOSS OF THE MILLSTONE SWITCHYARD COULD THEN CAUSE INSTABILITY IN THE 34SKV
SYSTEM IN THE NORTHEAST. A PLANT DESIGN CHANGE HAS EEEN-IMPLEMENTED TO CORRECTTFE DEFICIENCY.

THIS EVENT WAS THE SUBJECT OF A REPORTABILITY EVALUATION IN
ACCORDANCE WITH NORTHEAST UTILITIES PROCEOURE (NEO 2.2S). THE EVALUATION WAS

4

INITIATED AUGUST 21, 1991, HOWEVER, THE ACTUAL REPORT WAS NOT MADE UNTIL 11/1/91
DUE TO A FAILURE TO RECOGNIZE THE EXISTENCE OF SUFFICIENT TECHNICAL DATA TO MAKEA REPORTABILITY DETERMINATION. IN ADDITION THE REPORTAEILITY TIMELINESS LIMITS
WERE NOT MET PER PROCEDURE NEO 2.25. THESE WERE AN OVERSIGHT.RECENT
IMPROVEMENTS HAVE BEEN INITIATED TO CORRECT THE TIMELINESS ISSUE.

(18S1 MILLSTONE 1 DOCKET 50 24S LER 91-028
SE1SMIC INTERACTION ON TURBINE BUILDING SECChDARY CLOSED COOLING WATER SYSTEM.

i

EVENT DATE: 110791 REPORT DATE: 120991 NSSS: GE TYPE: EWR

(NSIC 223599) ON 11/7/91, AT 1300 HOURS, WITH THE PLANT IN COLD SHUTDOWN (142DEG. F AND 0 PSIC) FOR INSPECTION OF PIPING SUSCEPTISLE TO EROSION /C3RRSOION, IT
WAS DETERMINED THAT A POSTULATED SEISMIC EVENT COULD RESULT IN INOPERABILITY OF
THE EMERGENCY DIESEL GENERATOR AND THE FEEDWATER COOLANT INJECTION SYSTEM.THE
POSTULATED SFtSMIC EVENT COULD HAVE DISRUPTED INADEQUATELY ANCHORED ROOM C00LER3
AND RESULTED IN A SUBSEQUENT LOSS 01 TURBINE DUILDING SECONDARY CLOSED CCOLING

i

WATER (TESCCW).
TBSCCW HEAT REMOVAL CAPABILITY IS REQUIRED-FOR LONG TERM

OPERATION OF THE EMERGENCY DIESEL GENERATOR AND THE FEEDUATER COOLANT INJECTIONPUMPS.
MODIFICATIONS NERE PERTORMED TO RESTORE THE ROOM COOLERS ANCHORAGE TO ITSCORRECT CONFIGURATION.

NO SAFETY SYSTEMS WERE REQUIRED TO FUNCTION AS A RESULT
OF THIS EVENT AND M0 SAFETf CONSEQUENCES RESULTED FROM THIS EVENT.

I1F61 MILLSTONE 1 DOCKET 50-24S LER 91-029
FIRE DOOR FOUND OPEN WITH NO FIRE WATCH PRESENT.EVENT DATE: 121491 REPORT DATE: 011392 NSSS: GE TYPE: BWR <>

(NSTC 223845) ON 12/14/91, AT 1030 HOURS, MITH THE PLANT IN COLD SHUTDOWN (130FAND 0 PSIG),
A HATCHbAY UOOR FROM THE TURBINE BUILDING 34'6" ELEVATION TO THE

CONDENSER BAY MEZZANINE AREA WAS FOUND GPEN WITH NO FIRE WATCH POSTED.
'

THEHATCHWAY DOOR WAS IMMEDIATELY CLOSED. THE TURBINE RUILDING 34'6" ELEVATION
CONTAINS SWITCHGEAR THAT SUPPLIES EQUIPMENT REQUIRED TO BE OPERABLE WITH FVEL INTHE REACTOR VESSEL.
BAY SIDE OF THE HATCHWAY DOOR.THERE IS NO EQUIPMENT IMPORTANT TO SAFETY ON THE CONDENSERTHE AUTOMATIC FIRE DETECTION SYSTEM FOR THE
SWITCHGEAR AREA AND THE AUTOMATIC FIPE DETECTION AND SUPPRESSION SYSTEMS FOR THE
CONDENSER BAY WE.tE OPERABLE AT THE TIME OF THE EVENT. THE AVAILABLE FIRE
PROTECTION FEATURES AND THE LOW COMBUSTIBLE LOADING OF THE AREAS MINIMIZED ANY
POTENTIAL ADVERSE IMPACT OF MAINTAINING THE PLANT IN A SAFE SHUTDOWN CONDITION.
NO SAFETY SYSTEMS WERE REQUIRED TO FUNCTION AS A RSULT OF THIS EVENT AND No'
SAFETY CONSEQUENCES RESULTED FROM THIS EVENT.

(1871 MILLSTONE 2 DOCKET S0-336 LER 90-020 REV 01UPDATE ON MISSED SERVICE WATER SURVEILLANCE.EVENT DATE: 120490 REPORT DATE: 012892 NSSS: CE Ti?Es PWR
,

(NSIC 223922) ON - 12/4/90, WITH- ThE PLANT IN MODE 1 AT 575F, 2260 PSI AND 100%
POWER, OPERATICNS DEPARTMENT PERSONNEL DISCOVERED THAT SURVEILLANCE hROCEDURE SP
2612D-1, FACILITY Z SERVICE WATER SYSTEM LINEUP AllD OPERABILITY TEST, HAD NOT
BEEN COMPLETED IN ITS ENTIRETY'DURING THE REQUIRED SURVEILLANCE INTERVAL.~THISSURVEILLANCE 7ESTS THE OPERABILITY OF SEVERAL REMOTELY OPERATED VALVES, AND
VERIFIES THE CORRECT POSITION OF A LARGE NUMBER OF MANUALLY OPERATED SERVICEHATER VALVES.

THE POSITION OF TWO VALVES HAD NOT BEEN RECORDED DUE TO ONGOINGWORK IN EACH CASE. EXCEPT FOR THESE TWO VALVES,.THE FURVEILLANCE HAD DEEN
T0MPLETED AS EXPECTED. SIMILAR EVENTS: NONE.

<
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118B) MILLSTONE 2 DOCKET S0-336 LER 91-010 REV 01
UPDATE ON REANALYSIS OF MAIN STEAM LINE BREAK EXCEEDS CONTAINMENT DESIGN LIMITS.
EVENT DATE: 101891- REPORT DATE: 011792 NSSS: CE TYPE:-PWR
VENDOR: COPES-VULCAN, INC

(NSIC 223073) ON 10/18/91, At 130S HOURS, WITH THE PLANT IN MODE 1 AT 100X POWER,
A REPORTABILITY DETERMINATION WAS MADE CONCERNING A REANALYSIS OF THE MAIN STEAM
LINE EREAK EVENT INSIDE THE CONTAINMENT. THE REANALYSIS HAS CONFIRMED THAT THE
ASSVMPTIONS MADE POR THE EXISTING (1979) MAIN STEAM LINE BREAKER ANALYSIS WERE
NON-CONSERVATIVE WITH RESPECT TO POWER LEVEL, BREAK SIZE, AND SINGLE ACTIVE
FAILURE. USING MORE RESTRICTIVE ASSUMPTIONS, DESIGN LIMITS FOR CONTAINMENT
PRESSURE AND TEMPERATURE COULD BE EXCEEDED. NNECO DETERMINED THAT THIS CONDITION
WAS REPORTABLE AS A CONDITION OUTSIDE THE DESIGN BASIS OF THE PLANT. AN
IMMEDIATE REPORT WAS MADE TO THE NRC, AND THE UNIT IMMEDIATELY COMMENCED AN
ORDERLY DOWNPOWER TO APPROXIMATELY 3% POWER (MODE 2). THE EXISTING MAIN STEAM
LINE BREAKER ANALYSIS IS ACCEPTABLE FOR MODE 2 OPERATION, A JUSTIFICATION FOR
CONTINUED OPERATION (JCO) WAS DEVELOPED TO ALLOW THE UNIT TO RETURN TO POWER
OPERATION BY STATIONING A DEDICATED REACTOR OPEkATOR TO CLOSE THE MAIN TEEDWATER
BLOCK VALVES FOLLOWING ANY REACTOR TRIP. THIS JC0 DOCUMENTS THE EASIS FOR
REASONABLE ASSURANCE THAT, WITH THE ACTIONS OF A DEDICATED OPERATOR, CONTAINMENT
PRESSURE WILL REMAIN BELOW THE DESIGN BASIS VALUE FOR ALL POSTULATED MAIN STEAM'

LINE BREAK EVENTS.

[189) MILLSTONE 2 DOCKET S0-336 LER 91-012
MANUAL REACTOR TRIP DUE TO PLANT CONDITIONS RES"LTING FROM A RUPTURE IN THE'

REHEATER DRAIN TANK TO HIGH PRESSURE FEEDWATER .iEATER PIPE.
EVENT DATE: 110691 REPORT DATE: 120691 NSSS: CE TYPE: PWR

(NSIC 223614) ON NOVEMBER 6, 1991, WITH THE PLANT OPERATING AT 100X POWER, AN
EIGHT INCH DIAMETER PIPE RUPTURED AT APPROXIMATELY 0613. THE SUBJECT LTNE
CONTAINS PRESSURIZED, HEATED WATER AND SERVES AS A DRAIN LINE FROM THE FIRST
STAGE REHEATER DRAIN TANK NO. 1B TO THE 1B HIGH PRESSURE FEEDWATER HEATER. THE
WATER IN THIS LINE IS NORMALLY 470 PSIG AT 463F. THE LEAK RELEASED STEAM INTO THE,

TURBINE BUILDING. THE CONTROL ROOM RECEIVED A CALL THAT THERE WAS A " LOUD NOISE"
IN THE TURBIN: BUILDING. THIS INITIATED A REVIEW OF CONTROL ROOM INSTRUMENTATION
WHICH INDICATED MOISTURE SEPARATOR REHEATER CHANGES, SLIGHT C00LDOWN SLIGHT MWE
OUTPUT DECREASE AND A 15 SECO'lD CALORIMETRIC INCREA*E TO 2722 MWTH. A VISUAL
INSPECTION OF THE TURBINE BUILDING CONFIRMED THE STEAM LEAK. AT 0649 THE SCO-
ORDERED A MANUAL REACTOR TRIP BASED ON ALARMS AND INDICATIONS. THE REACTOR AND
TURBINE WERE TRIPPED. THE SHIFT CARRIED OUT E0P 2525, " STANDARD POST TRIP
ACTIONS." APPROXIMATELY ONE MINUTE AFTER THE TRIP THE SS ORDERED THE MAIN STEAM
ISOLATION VALVES SHUT AND THE OPENING OF THE CONDENSER DUMP VALVES TO
DEPRESSURIZE THE MAIN STEAM HEADER. AFTER EOP 2S2S WAS COMPLETED, AND IN-HAND
VERIFIED, THE SHIFT ENTERED EOP 2536, "EXCEFS STEAM DEMAND." IN ORDER TO ASSESS

', THE SOURCE OF THE LEAK, THE REMAINING CONDENSATE PUMP WAS SECURED AND CONDENSER
VACUUM WAS BROKEN.

[190] MILLSTONE 3 DOCKET S0-423 LER 91-024 REV 01
UPDATE ON TRIAXIAL PEAK RECORDING ACCELEROGRAPH RANCE NOT IN COMPLIANCE WITH
TECHNICAL SPECIFICATIONS DUE TO DEFICIENT PROCEDURE.
EVENT DATE: 031891 REPORT DATE: 123191 NSSS: WE TYPE: PWR
VENDOR: TERRA TECHNOLOGY CORP.

(NSIS 223758) ON 9/S/91, AT 1045 HOURS, WHILE SHUTDOWN'IN MODE S (COLD SHUTDOWN),
AT 14F AND ATMOSPHERIC PRESSURE, INSTRUMENTATION & CONTROLS PERSONNEL DISCOVERED
THAT THE +/-2G RANGE OF THE "A" SAFETY INECTION ACCUMULATOR TANK TRIAXIAL PEAK-
ACCELEROGRAPH, 3ERS-PAS 28, WAS NOT IN COMPLIANCE WITH THE +/-1G RANGE REQUIREMENT

" OF TECHNICAL SPECIFICATIONS (TS) TABLE 3.3-7, SEISMIC MONITORING INSTRUMENTATION.
THE INCORRECT +/-2G ACCELEROGRAPH WAS IDENTIFIED DURING A CALIBRATION
DOCUMENTATION REVIEW AS PART OF THE INVESTIGATION INTO RELIABILITY CONCERNS WITH
RESPFCT TO THE UNITS INSTALLED IN THE PLANT. THE INCORRECT RANGE ACCELERCGRADH .g
HAD BEEN INSTALLED SINCE 3/18/87. NO IMMEDIATE ACTIONS WERE REQUIRED Bt PLANT *

OPERATORS IN RESPONSE TO THIS EVENT. THE ROOT CAUSE OF THE EVENT IS PROCEDURAL
DEFICIENCY. THE SURVEILLANCE PROCEDURE DI3 NOT REQUIRE VERIFICATION OF NAMEPLATE

.R
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DATA AGAINST THE TS REQUIREMENTS AS PART OF THE INSTALLATI0 EVOLUTION. A +/=1G
RANCE ACCELEROCRAPHY WAS INSTALLED BY 9/6/91, TO COMPLY WITH THE TS. PROCEDURE
CUIDANCE HAS BEEN STRENGTHENED TO REQUIRE VERIFICATION OF RANGE. SEPARATE STOCK
CODES HAVE DEEN PROVIDED FOR THE DIFFERENT RANCES. THE RVIEW OF THE EVENT
REVEALED THAT A +/-20 UNIT IS MORE SUITABLE. A +/-2G UNIT WAS INSTALLED ON
11/7/91. A TS CHANGE REQUEST HAS BEEN SUBMITTED.

(191) MILLSTONE 3 DOCKET S0-423 LER 91-019 REV 01
UPDATE ON COMPLETION OF SHUTDOWN PER TECHNICAL SPECIFICATION DUE TO SERVICE WATER
MUSSEL FOULING.
EVENT DATE: 072S95 REPORT DATE: 122791 NSSS: WE TYPE: PWR

(NSIC 223757) AT 200' OURS ON 7/25/91, A PLANT SHUTDOWN WAS COMPLETED AS
REQUIRED BY PLANT TEs i SPEC 3.7.4 WHEN THE PLANT ENTERED MODE 3 (HOT STANDBY), AT
APPROX. SS8F AND 2260 /SIA. TS 3.7.4 REQUIRES 2 OPERABLE SERVICE WATER (SWP)
TRAINS WHILE IN MODES 1 (POWER DEPRATIONS) THROUGH 4 (HOT SHUTDOWN), OR AFIER 72
HOURS, AT LEAST BE IN HOT STANDBY (MODE 3) WITHIN THE NEXT 6 HOURS, AND BE IN
COLD SHUTDOWN (MODE 5) WITHIN THE FOLLOWING 30 HOURS. A PLANT SHUTDOWN WAS
INITIATED FROM 100% POWER, ON 7/25/91 AT 1140 HOURS. THE PLANT SHUTDOWN WAS
INITIATED AFTER THE B TRAIN SWP WAS DECLARED INOPERABLE AND PLANT MANAGEMENT
CONCLUDED THAT THE INOPERABLE B SWP TRAIN COULD NOT BE RESTORED WITHIN THE 72
HOUR PERIOD ALLOWED BY THE TS. THE B SWP TRAIN HAD BEEN DECLARED INOPERABLE ON
7/25/91, AT 1045 HJURS DUE TO FOULING OF THE B AND C REACTOR PLANT COMPONENT
COOLING WATER (CCP) HEAT EXCHANCERS AND THE B EMERGENCY DIESEL GENERATOR HEAT
EXCHANGERS DUE TO THE ACCUMULATION OF MUSSEL DEERIS. THE ROOT CAUSE IS DESIGN
DEFICIENCY. THE. CHLORINATION SYSTEM DID NOT TREAT A PORTION OF THE PIPING

,

l
SYSTEM. THIS ALLOWED HUSSELS GROWTH. THE PIPING WAS CLEANED AND FLUSHED PRIOR |

TO EEING RETURNED TO SERVICE. THE CHLORINATION INJECTION POINTS WERE MOVED TO !

THE SUCTION OF THE SERVICE WATER PUMPS. A MACROFOULING OPERATING STRATEGY HAS I

BEEN PUT IN PLACE TO DETERMINE WHEN 1HE SERVICE WATER SYSTEM IS AT RISK. j

[192) MILLSTONE 3 DOCKET S0-423 LER 91-02S REV 01
UPDATE ON FAILURE TO VERITY DE-ENERGIZATION OF SOLID STATE PROTECTION INPUT
RELAYS FOR COLD OVERPRESSURE PROTECTION DUE TO PROCEDURAL DEFICIENCY.
EVENT DATEc 091091 REPORT DATE: 012192 NSSS: WE TYPE: PWR

(NSIC 223B51) AT 1300 HOURS ON 9/10/91, WILE IN MODE S (COLD SHUTDOWN) AT 94F AND
ATMOSPHERIC PRESSURE, A PROCEDURE DEFICIENCY IN THE TEST FOR SOLID STATE
PROTECTION SYSTEM INPUT RELAYS RESULTED IN AN INCOMPLETE SURVEILLANCE.
INSTRUMENTATION AND CONTROLS.(I&C) DEPARTMENT PERSONNE1, REVIEWING THE TEST
METHODOLOGY DURING A SURVEILLANCE PROCEDURE RE-WRITE DISCOVERED THAT
DE-ENERGIZATION OF THE SSPS INPUT RELA'.'S FOR COLD OVERPRESSURE PROTECTION (COPS)
WAS NOT VERIFIED DURING OVERLAP TESTING FOR CHANNEL CALIBRATION. TESTING OF THIS
RELAY IS REQUIRED BY PLANT TECH SPEC. NO IMMEDIATE OPERATOR ACTION WAS REQUIRED
SINCE THE PLANT WAS SHUT DOWN. THE ROOT CAUSE OF THE EVENT IS A PROCEDURAL

-DEFICIENCY. A NON-STANDARD CIRCUIT DESIGN IS A CONTRIBUTING FACTOR. THE
PROCEDURE ASSOCIATED WITH THE SOLID STATE' PROTECTION SYSTEM DOES NOT VERIFY THAT
THE COPS INPUT RELAY HAS BEEN DE-ENERGIZED. THERE IS NO MAIN CONTROL BOARD
ANNUNCIATOR TO VERIFY THAT THIS RELAY IS OPERATIONAL. THE SSPS OPERATION TEST
PROCEDURES WERE MODIFIED TO VERITY THE RELAY'S OPERABILITY. THE RELAY WAS.
SATISFACTORILY TESTED IN THE AS-FOUND CONDITION. A REVIEW OF SOLID STATE
PROTECTION SYSTEM LOOPS AND THEIR ASSOCIATED SURVEILLANCE PROCEDURES HAS BEEN
COMPLETED. THREE DEFICIENCIES WERE IDENTIFIED AND THE APPLICABLE PROCEDURES HAVE
BEEN MODIFIED.

(1931 MILLSTONE 3 DOCKET S0-423 LER 91-029
UNSEALED FIRE STOP AND SEAL PENETRATION IN THE ENGINEERED SAFETY FEATURES
BUILDING.
EVENT DATE: 112191 REPORT DATE: 122391 NSSS: WE TYPE: PWR'

(NSIC 223759) ON 11/21/91, AT APPROX. 1230 HOURS, WITH THE PLANT AT 0% POWER IN
MODE S (COLD SHUTDOWN), AN UNIDENTIFIED UNSEALED FIRE PENETRATION WAS DISCOVERED'
BETWEEN THE "A" TRAIN CONTAINMENT RECIRCULATION SPRAY SYSTEM (RSS) AND RESIDUAL
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HEAT REMOVAL (RHR) CUBICLES LOCATED IN THE ENGINEERED SAFETY FEATURES (EST)
BUILDING. AS IMMEDIATE CCRRECTIVE ACTION, THE UNIDENTIFIED UNSEALED FIRE
PENETRATION WAS DECLARED INOPERABLE, THE ASSOCIATED FIRE DETECTORS WERE VERIFIED
OPERACLE AND A COMPENSATORY TIRE WATCH WAS IMMEDIATELY ESTABL!bHED IN THE
AFFECTED AREA. THE ROOT CAUSE OF THE EVENT IS INCOMPLETE WORK PRACTICES DURING
CONSTRUCTION. THE SUBJECT FIRE PENETRATION WAS NOT IDENTIFIED ON CONSTRUCTION
DRAWINGS. THE POST CONSTRUCTION SEAL VERIFICATION PROCESS DID NOT PROPERLY
RECONCILE THE WALL CONFIGURATION AGAINST THE ASSOCIATED FIRE STOP AND SEAL
DRAWING. ON 12/21/91 THE SUBJECT PENETRATION WAS SEALED IN ACCORDANCE WITH
DESIGN SPECIFICATIONE. Ti'. PENETRATION WAS DECLARED OPERABLE AND THE FIRE WATCH
PATROL TERMINATED ON 12/23.11. AT 100X INSPECTION OF ALL WALL AND FLOOR BOUNDARY
PENETRATIONS IN THE EST BUILDING WILL BE PERFORMED.

(1941 MILLSTONE 3 DOCKET-S0-423 LER 91-030
MOTOR CONTROL CENTER AUXILIARY CONTROL RELAY FAILURE DUE TO THERMAL AGING.
EVENT DATE: 121991 REPORT DATE: 012092 NSSS: WE TYPE: PWR
VENDOR: ITE/GOULD

(NSIC 223876) ON 12/19/91, AT 1300 HOURS, WHILE SHUTDOWN IN MODE 5 (COLD
SHUTDOWN), AN ENGINEERING EVALUATION CONCLUDED THE FAILURE OF THREE NORMALLY
ENERGIZED AUXILIARY (CONTROL) RELAYS FOR MOTOR OPERATED VALVES (MOVS) WAS CAUSED
BY INSULATION EREAKDOWN AND ELECTRICAL SHORTING OF THE RELAY COIL. THE FAILED
TELEMECANIQUE MODEL J10 RELAYS CAUSED A LOSS OF CONTROL POWER AND RENDERED THE
MOVS INOPERABLE. THE INVESTIGATION CONCLUDED THAT A VERY HIGH POTENTIAL EXISTED
FOR ADDITIONAL RELAY FAILURES DUE TO THE DEGRLE OF THERMAL AGING OBSERVED DURING
INSPECTIONS. THE ROOT CAUSE OF THE RELAY FAILURE IS ACCELERATED THERMAL AGING.
THE J10 RELAYS HAD LEEN ENERGIEED FOR APPROXIMATELY SEVEN YEARS. THE VENDOR
EQUIPMENT QUALIFICATION REPORT QUALIFIED THE RELAYS FOR THE LIFE OF THE PLANT
(I.E., 40 YEARS). THE RELAY FAILURES WERE ISOLATED TO NORMALLY ENERGIZED RELAYS
MOUNTED IN A GANGED ARRANGEMENT. ALL SAFETY RELATED (SR) J10S WERE INSPECTED AND
ALL NORMALLY ENERGIZED J10S IN THE SR MCCS WERE REPLACED. ALL NON-SR J10S WERE
EVALUATED AND THOSE THAT COULD POSSIBLY CHALLENGE THE PLANT WERE REPLACED. A
SURVEILLANCE PROGRAM TO DETECT FUTURE PROBLEMS WILL BE IMPLEMENTED PRIOR TO
REFUELING CUTAGE NO. 4. THE ACCELERATED THERMAL AGING OF THE J10 RELAYS APPEARS
TO HAVE GENERIC RAMIFICATIONS DUE TO THE RELAYS OPERATION, MOUNTING AND
MAINTENANCE CEING CONSISTENT WITH VENDOR RECOMMENDATIONS.

[1951 MILLSTONE 3 DOCKET 50-423 LER 91-031
MISSED TEMPORARY SURVEILLANCE ON VENTILATION VENT RADIATION MONITOR DUE TO
ADMINISTRATIVE OVERSIGHT AND INADEQUATE PLANNING.
EVENT DATE: 122191 REPORT DATE: 012192 NSSS: WE TYPE: PWR

(NSIC 223B77) AT 074S HOURS ON 12/21/91, WHILE IN MODE S (COLD EHUTCOWN), AT 96F
AND ATMOSPHERIC PRESSURE, A TECH SPEC SURVEILLANCE WAS MISSED. A MANUAL GRAB
SAMPLE SURVEILLANCE IS REQUIRED TO BE PERFORMED AT LEAST ONCE EVERY 12 HOURS
WHENEVER THE-VENTILATION VENT RADIATION MONITOR IS OUT OF SERVICE. THE GRAB
SAMPLE WAS NOT PERFORMED FOR APPROX. 21 HOURS. A SAMPLE WAS OBTAINED AFTER THE
EVENT WAS DISCOVERED. THE SAMPLES PRIOR TO AND FOLLOWING THE EVENr WERE BELOW
MINIMUM DETECTABLE ACTIVITY. THE ROOT CAUSE OF THE EVENT IS ADMINISTRATIVE
OVERSIGHT. A REVIEW OF THE DAILY CHEMISTRY LOG REVEALED THAT THE TWELVE HOUR
SAMPLING SURVEILLANCE HAD BEEN MISSED. THE IMMEDIATE CORRECTIVE ACTION WAb TO
OBTAIN A SAMPLE. PROCEDURE CHANGCS WERE IMPLF'1ENTED TO PROVIDE-A MORE
CONSERVATIVE SURVEILLANCE FREQUENCY. THE COMMUNICATION OF TECHNICAL DATA BETWEEN
CHEMISTRY DEPARTMENT SHIFT PERSONNEL DURING SHIFT TURNOVER WAS ALSO IMPROVED.

[1961 MILLSTONE 3 DOCKET 50-422 LER 92-001
LEAKAGE MONITORING CONNECTION CONTAINMENT ISOLATION VALVES NOT LOCKED CLOSED DUE
TO PROGRAM FAILURE.
EVENT DATE: 011392 REPORT DATE: 021292 NSSS: WE TYPE: PWR

(NSIC 224045) ON 1/13/92, AT 0800 HOURS WITH THE PLANT AT 0% POWER IN MODE 5
(COLD SHUTDOWN), 93F AND APPROXIMATELY 40 PSIA'(NTIROCEN FLOAT), SIX VALVES WERE
IDENTIFIED WHICH WERE MISSING LOCKING DEVICES. THE VALVES HEFE FOUND CLOSED BUT
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NOT LOCKED AS REQUIRED. THESE VALVES ARE LEAKAGE MONITORING CONNECTION (LMC)
VENT VALVIS WHICH ARE USED TO TEST THE CONTAINMENT ISOLATION VALVES ASSOCIATED
WITH THE RHR COLD LEG INJECTION LINES. THE ROOT CAUSE OF THE EVENT IS PROGRAM
TAILURE PROCEDURE DEFICIENCY, ADMINISTRATIVE ERROR. THE SYSTEM LINEUPS DID NOT
INCLUDE THE SUBJECT VALVES AMONG THOSE REQUIRED TO BE LOCKED CLOSED. AS AN-
IMMEDIATE CORRECTIVE ACTION THE VALVES WERE LOCKED CLOSED AND THE PENETRATION
SURVEILLANCES MAVE BEEE UPDATED TO INCLUDE THESE VALVES. A CHANGE WILL BE
SUBMITTED TG UPDATE THF. FSAR CONTAINMENT PENETRATION TAELE.

(1971 MONTICELLO DOCKET S0-263 LER 90-001 REV 03
UPOATE ON POTENTIAL EMERGENCY FILTER TRAIN SYSTEM INOPERABILITY DUE TO
INTERACTION UITH NON-SAFETY RELATED EQUIPMENT.
EVENT DATE: 031390 REPORT DATE: 121891 NSSS: GE TYPE: BWR

(NSIC 223704) ON MARCH 13, 1990, DESIGN DEFICIENCIES IN THE EMERCENCY FILTER
TRAIM SYSiZn, AND SYSTEMS WHICH INTERACT WITH THE EMERGENCY FILTER TRAIN SYSTEM
WERE DISCOVER 50 DURING A SPECIAL TEST. AN IN-DEPTE INVESTIGATION OF THE EMERGENCY
FILTER TRAIN DESIGN WAS INITIATED WHICH UNCOVERED ADDITIONAL DESIGN DEFICIENCIES
AND SAFETY RELATED/NON-SAFETY RELATED SYSTEM INTEF ACTIONS. IMMEDIATE CORRECTIVE
AC110NS WERE TAKEN TO ISOLATE AND SECURE VARIOUS VENTILATION UNITS AND DUCTWORK
TO PREVENT SAFETY RELATED/NON* SAFETY RELATED SYSTEMS INTERACTION AND ENSURE
OPERADILITY OF THE EMERGENCY FILTER TRAIN SYSTEM. FOLLOWING COMPLETION OF
FUNCTIONAL AND SAFETY ANALYSES, AND ISSUANCE OF PROCEDURE CHANGES, SOME OF THE
ISOLATED EQUIPMENT HAS BEEN RETURNED TO SERVICE. INVESTIGATION INTO KNOWN DESIGN
DEFICIENCIES IS CONTINUING.

(1981 MONTICELLO DOCKET S0-263 LER 91-012 REV 01
UPDATE ON IMPROPER FUSE SETTING AND WIRE ERROR CAUSES UNPLANNED EMERGENCY
FILTRATION TRAIN ACTUATION.
EVENT DATE: 052491 REPORT DATE: 121191 NSSS: GE TYPE: BWR

(NSIC 223600) DURING THE 1991 REFUELING OUTAGE, BOTH TRAINS OF THE CONTROL ROOM
VENTILATION EMERGENCY FILTRATION TRAIN SYSTEM WERE TRIPPED INTO THE EMERGENCY
MODE OF OPERATION. THE CAUSE OF THE EVENT WAS AN IMPROPER FUSE SETTING AND A
h!SWIRED GROUND DETECTION RELAY WHICH RESULTED IN A MOMENTARY LOSS OF POWER TO
CONTROL LOGIC DURING AN AUTOMATIC TRANSFER OF STATION POWER FROM THE 2R
TRANSFORMER TO THE 1R TRANSFORMER. CORRECTIVE ACTIONS TAKEN INCLUDE REVISING THE

,

METHOD OF SETTING THE TRIP SETPOINT FOR THE CURRENT LIMITING FUSES, CORRECTING
THE WIRING ERROR ON THE GROUND DETECTION RELAY AND TESTING THE CHANGES. AND-
DISCUSSING THE WIRING ERROR WITH SUBSTATION CONSTRUCTION. CORRECTIVE ACTIONS
PLANNED INCLUDE VERIFYING THE WIRING ON THE 1ARS TRANSFORMER GROUND DETECTION
RELAY AND PURSUING THE FEASIBILITY OF ELIMINATING THE AUTOMATIC ACTUATION OF THE
CONTROL RCOM VENTILATION-L ^~'"?NCY FILTRATION TRAIN SYSTEM.

(199] MONTICELLO DOCKET 50-263 LER 91-018 REV 02
UPDATE ON DUE TO NON-CONSERVATIVE ASSUMPTIONS IN THE INTERNAL FLOODING ANALYSIS A
DREAK IN THE PLANT SERVICE WATER SYSTEM MAY HAVE RESULTED IN A LOSS OF REDUNDANT
IRAINS OF SAFETY RELATED EQUIPMENT.
EVENT DATE: 082391 REPORT DATE: 012292 NSSS: GE TYPE: BWR

(NSIC 223850) ON 8/23/91 IT WAS DETERMINED THAT A POSTULATED LINE BREAK OF A
SERVICE WATER LINE COULD AFFECT REDUNDANT TRAINS OF SAFETY RELATED ELECTRICAL
EQUIPPENT. A FLOOD WATCH WAS STATIONED, PROCEDURES WERE REVISED, AND AN ANALYSIS
WAS PERFORMED TO VERIFY THAT THE LINE IS EQUIVALENT TO SEISMIC CATEGORY I
EQUIPMENT. THE RCOT CAUSE OF THIS EVENT WAS A PEPSONNEL ERROR IN THE PREPARATION
AND REVIEW OF THE INTERNAL FLOODING EVALUATION. TEZ FOLLOWING ACTIONS ARE BEING
TAKEN: REVIEW OF THE INTERNAL FLOODING DESICN BASES DOCUMENT IS CONTINUING, THE
Q-LIST EXTENSION AND THE PIPING INSPECTION PROGRAM ARE BEING UPDATED, THE SUPPORT
FOR SW-13 WILL EE MODIFIED AND THE EVENT WAS FRESENTED IN ENGINEERING TECHNICAL
STAFF CONTINUING TRAINING. CONTINUING EVALUATIONS IDENTIFIED POTENTIAL PROBLEMS
WITH FIRE PROTECTION, EMERGENCY SERVICE WATER, AND DEMINERALIZED WATER LINES.
THE FIRE PROTECTION LINE PAS UPGRADED TO SEISMIC CLASS I, A FLOOD WATCH WAS
STATIONED, AND PROCEDURES WERE REVISED TO MAINTAIN THE DEMINERALIZED WATER
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STORAGE TANK LEVEL BELOW 26,000 CALLONS. THE EMERGENCY SERVICE WATER LINES WERE
SUBSEQUENTLY FOUND TO BE ACCEPTABLE.

(2001 MONTICELLO DOCKET S0 26; LER 92-001
SHUTDOWN REQUIRED BY TECHNICAL SPECIFICATI0HS DUE TO INOPERABLE BELLOWS LEAK
DETEGIION SYSTEM FOR SAFETY RELIEF VALVES.
EVENT DATE: 010292 REPORT DATE: 020392 NSSS: GE TYPE: BWR
VENDOR: AUTOMATIC SWITCH COMPANY (ASCO)

(NSIC 223929) DURING THE PERFORMANCE OF THE BELLOWS LEAK DETECTION SURVEILLANCES
THE SELF-ACTUATING FUNCTION OF TWO SAFETY RELIEF VALVES WERE DECLARED INOPERABLE.
THE PLANT ENTERED A LIMITING CONDITION FOR OPERATICN TECHNICAL SPECIFICATION
ACTION STATEMENT REQUIRING A SHUTDOWN TO LESS THAN 345 DEGREES AND 110 PSTC
WITHIN 24 HOURS. THE PLANT WAS PLACED Ih A COLD SHUTDOWN CONDITION.
INVESTIGATION CONCLUDED THAT THE CAUSE WAS THE FAILURE OF THE BELLOWS LEAK
DETLCTION SOLEN 0 IDS VALVES TO PRUPERLY FUNCTION DUE TO DEGRADATION OF THE SEATING
MATERIAL FROM EXPOSURE TO TEMPERATURES NEAR THE MANUFACTURERS RATED TEMPERATURE.
ALI. SOLENOID VALVES FOR THE BELLOPS LEAK DETECTION SYSTEM WERE REPLACED WITH
SOLENOID VALVES HAVING A HIGHER TEMPERATURE RATING FOR THE SEATING MATERIALS. THE
BELLOWS LEAK DETECTION SYCTEM WAS TESTED AND THE PLANT WA3 RETURNED TO POWER
OPERATIONS.

[201] MONTICELLO DOCKET S0-263 LER 92-002
REACTOR PROTECTION SYSTEM ACTUATION CAUSED BY SPURIOUS INTERMEDIATE RANGE MONITOR

NSIGNAL.
EVENT DATE: 010392 REPORT DATE: 020392 NSSS: GE TYPE: BWR

(NSIC 223903) WITH THE PLANT SHUTDOWN AND THE MODE SWITCH IN REFUEL TO PERFORM AN
INTERMEDIATE RANGE MONITOR SURVEILLANCE, A SPURIOUS HI-HI SIGNAL FROM
INTERMEDIATE RANGE MONITOR 18 CAUSED A REACTOR PROTECTION SYSTEM TRIP. ALL RODS
WERE FULLY INSERTED AT THE ?IME OF THE EVENT AND NO ROD MOVEhENT RESULTED. THE
TRIP WAF RESET AND THE SURVEILLANCE TEST COMPLETED. THE CAUSE OF THE SPURIOUS
SIGNAL WAS INVESTIGATED BUT COULD NOT BE DETERMINED.

[202) MONTTCELLO DOCKET S0-263 LER 92-003
INOPERABLE OFFGAS RADIATION MONITORS CAUSED BY INADEQUATE PROCEDURE.
EVENT DATE: 010792 REPORT DATE: U20592 HSSS .GE TYPE: BWR

(NSIC 223930) ON JANUARY 7, 1992, AT 0630 HOURS IT WAS DETERMINED THAT THE OFFGAS
RADIATION MONITORS WERE NOT OPERABLE AS REQUIRED BY TECHNICAL SPECIFICATIONS. THE
CAUSE WAS AN INADEQUATE PROCEDURE FOR STARTUP OF THE OFFGAS MUNITOR SAMPLE
SYSTEM. THE PROCEDURE FOR PLACING THE SAMPLE SYSTEM IN SERVICE DID NOT REQUIRE
CHECKING FOR MOISTURE DURING STARTUP. CONTRIBUTING FACTORS WERE AN ERROR IN
LOGGING BY A CONTROL ROOM OPERATOR, AND MISLEADING INDICATIONS AT THE LOCAL
SAMPLE SYSTEM CONTROLS. CORRECTIVE ACTIONS INCLUDED DRAINING AND RETURNING THE
SAMPLE SYSTEM TO SERVICE, AND REVISINO THE CONTROL ROOM LOGS AND THE SYSTEM
STARTUP PROCEDURE. ACTIONS TO BE COMPLETED ARE CHANGES TO CHEMISTRY COMPUTER
DISPLAYS, TRAINING FOR SHIFT CHEMISTS, AND CLEANING OF THE OFFGAS FLOW MONITOR.

[203: NINE MILE POINT 1 EOCKET S0-220 LER 91-013
BREACH OF SECONDARY CONTAINMENT INTEGRITY DUE TO INADEQUATE DESIGN.
EVENT DATE: 120291 REPORT DATE: 122391 NSSS: GE -TYPE: BWR

(NSIC 223762) ON DECEMBER 2, 1991, AT 1100 HOURS, WITH THE MODE SWITCH IN THE
"RUN" PCSITION AND THE REACTOR POWER LEVEL AT APPROXIMATELY 98% OF RATED,
SECONDARY CONTAINMENT INTEGRITY WAS MOMENTARILY BREACHED. THIS BREACH WAS THE
RESULT OF BOTF REACTOR BUILDING AIRLOCK DOORS, PROVIDING ACCESS FROM THE. TURBINE
BUILDING TO THE REACTOR BUILDING, BEING OPEN SIMULTANEOUSLY. NINE MILE POINT UNIT
1 (NMP1) TECHNICAL SPECIFICATIONS (T.S.), SECTIONS 1.12 AND 3.4.3, STATE THAT AT
LEAST ONE DOOR IN EACH OF THE DOUBLE DOOR ACCESS WAYS SHALL EE CLOSED WHENEVER
SECONDARY CONTAINMENT INTEGRITY IS REQUIRED. THE CAUSE OF THIS EVENT IS
MAN MACHINE INTERFACE. THE LIMITED TIME COMBINED WITH SEVEM DISTINCT ACTIONS THE

__
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INDIVIDUAL MUST PERTORM TO OPEN THE DOOR, PESULTS IN AN INCREASED PR00 ABILITY
THAT BOTH DOORS COULD EE OPENLD AT THE SAME TIME. THE REACTOR BUILDING AIRLOCK
DOORS ARE NOT PHYSICALLY INTERLOCKED TO PREVENT SIMULTANEOUS OPENING. INITIAL
CORRECTIVE ACTIONS TAKEN WERE TO CLOSE AT LEAST ONE AIRLOCK. DOOR TO RESTORE
SECONDARY CONTAINMENT. ADDITIONAL CORRECTIVE ACTIONS INCLUDE THE EVALUATION OF
THE INSTALLATION OF THYSICAL INTERLOCKS ANJ THE PROCESSING OF A TECHNICAL
SPECIFICATION AMENDMENT TO INCORPORATE A LIMITING CONDITION OF OPERATION (LCO)
FOR A SPECIFIC TIME PERIOD TO ALLOW FOR THIS EVENT.

(204) NINE MILE POINT 1 DOCKET 50-220 LER 91-014
REACTOR SCRAM DUE TO EQUIPMENI FAILURE.
EVENT DATE: 120491 REPORT DATE: 122691 NSSS: GE TYPE: BWR
VENDOR: GENERAL ELECTRIC CO.

(NSIC 223696) ON 12/4/91, AT 0842 HOURS, WITH THE MODE SWITCH IN "RUN" AND
REACTOR POWER LEVEL AT APPROXIMATELY 96.5% OF RATED, THE NINE MILE POINT UNIT 1
(NMP1) REACTOR EXPERIENCED A REACTOR SCRAM. THE REACTOR SCRnM WAS THE RESULT OF A
LEVEL TRANSIENT THAT LOWERED REACTOR WATER LEVEL BELOW THE SCRAM SETPOINT OF '

GREATER THAN OR EQUAL TO 53 INCH. THE ROOT CAUSES WERE MANU7ACTURING DEFECTS AND
DESIGN INADEQUACIES. THE IMhEDIATE CAUSE OF THE EVENT WAS EQUIPMENT FAILURE. A
SOLDER CONNECTION FAILED ON THE TOTAL STEAM FLOW METER IN THE FEEDWATER LEVEL
CONTROL CIRCUITRY, CAUSING AN IMBALANCE IN THE SIGNALS TO THE 3 ELEMENT
CONTROLLER, WHICH CLOSED 13A AND 13B FEEDWATER FLOW CONTROL VALVES RESPONSE.
INITI AL CORRECTIVE ACTIchF WERE TO RESPOND TO THE REACTOR SCRAM AND INCREASE
REACTOR WATER LEVEL TO ITS NORMAL RANGE. THE CAUSE OF THE LEVEL TRANSIENT WAS
INVESTIGATED, AND THE FAILURE TOTAL STEAM FLOW METER WAS IDENTIFIED AND REPLACED.
THE REMAINING METERS IN THE FEEDWATER CONTROL SYSTEM WERE EVALUATED AND THOSE
WITHOUT ELECTRICAL SHUNTS WERE REPLACED. EVALUATION WILL BE PERFORMED OF METERS
IN OTHER CONTROL CIRCUITS TO PREVENT SIMILAR EVENTS.

(205] NINE MILE POINT 2 DOCKET 50 410 LER 91-015
STANDBV LIQUID CONTROL SYSTEM POTENTIALLY INOPERABLE DURING SURVEILLANCE TESTING.EVENT DATE: 022091 REPORT DATE: 121391 NSSS: GE TYPE: BWR

(NSIC 223646) ON FEBRUARY 20, 1991, NINE MILE POINI UNIT 2 (NMP2) IDENTIFIED THAT
INCORRECT TECHNICAL SPECIFICATION ACTION REQUIREMENTS WERE BEING ENTERED DURING
TECHNICAL SPECIFICATION REQUIRED SURVEILLANCE TESTING OF THE STANDBY LIQUIDCONTROL SYSTEM (SLS).
FOR A BRIEF PERIOD OF TIME, R2NDER BOTH SLS DIVISIONS (1 AND 2)THE VALVE ALIGNMENTS ESTABLISHED BY THE PROCEDURE COULD,POTENTIALLY
INOPERABLE. PRIOR TO THIS DISCOVERY, ONLY ONE DIVISION WAS BEING DECLARED
INOPERABLE. AT THE TIME THIS CONDITION WAS REPORTED, THE MODE SWITCH WAS IN THE
"RUN" POSITION (CONDITION 1) WITH THE REACTOR OPERATING AT APPROXIMATELY 10C
PERCENT RATED THERMAL POWER. THE ROOT CAUSE FOR THIS CONDITION WAS DETERMINED TO
BE INADEQUATE PROCEDURE DEVELOPMENT AND REVIEW. CORRECTIVE ACTIONS INCLUDE: 1)
REVISING THE QUARTERLY SURVEILLANCE TEST PROCEDURE TO PROVIDE TEST PERSONNEL WITH
A CAUTION STATEMENT SPECIFYING REQUIRED ACTIONS IF A SYSTEM INITIATION OCCURS,
AND A PLANT IMPACT STATEMENT TO SPECIFY SYSTEM OPERABILITY STATUS DURING TESTING;2)

PROVIDING INFORMATION FOR INPUT INTO THE INSTITUTE OF NUCLEAR POWER OPERATIONS(INPO) NUCLEAR NETWORK; AND 3) REVIEWING SYSTEM SURVEILLANCE TESTS FOR SIMILAR
TEST CONDITIONS.

(206) NINE MILE POINT 2 DOCKET S0-410 LER 91-022
REACTOR SCRAM CAUSED BY A TURBINE CONTROL SYSTEM MALFUNCTION.EVENT DATE: 120791 REPORT DATE: 010692 NSSS: GE TYPE: BWR

(NSIC 223737) ON DECEMBER 7, 1991, AT 0935 HOURS, WITH THE REACTOR MODE SWITCH INTHE "RUN" POSITION (HODE 1),
AND THE PLANT OPERATING AT APPROXIMATELY 90 PERCENT

RATED THERMAL POWER (905 MWE), NINE MILE POINT UNIT 2 EXPERIENCED AN ENGINEERED
SAFETY FEATURE ACTUATION. SPECIFICALLY, AN AUTOMATIC REACTOR SCRAM OCCURRED
CAUSED BY A TURBINE GENERATOR STOP VALVE CLOSURE, WHICH WAS INITIATED BY (MOST
FROBABLE CAUSE) AN ELECTR0 HYDRAULIC CONTROL (EHC) SYSTEM MALFUNCTION. THE ROOT.
CAUSE INVESTIGATION IS STILL UNDERWAY AND HAS NOT YET DETERMINED THE EXACT CAUSE;
HOWEVER, THE MOST PROBABLE CAUSE IS A DEFECTIVE RELAY ACTUATION. THE IMMEDI ATE .
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CORRECTIVE ACTION WAS TO RESPOND TO THE REACTOR SCRAM AND TURBIME TRIP IN
ACCORDANCE WITH PLANT FROCEDURES. A WORK REQUEST WAS ISSUED TO INVESTIGATE THE
EHC MALFUNCTION, WHICH LED TO THE REPLACEMENT OF THE RELAY BOARD CONTAINING THE
SUSPECTED FAULTY RELAY.

(207] NINE MILE POINT 2 DOCKET S0-410 LER 91-023
REACTOR SCRAM ON LOW REACTOR NATER LEVEL EVE TO LOSS OF TEEDWATER PUMPS.
EVENT DATE: 121291 REPORT DATE: 011392 NSSS: GE TYPE: BWR

(NSIC ZI3804) ON 12/12/91, AT 0322, WITH THE REACTOR MODE SWITCH IN THE "RUN"'

POSITION AND THE PLANT OPERAT7"9 AT APPROX. SSX RATED THERMAL POWER, HINE MILE
POINT UNIT 2 (hMP2) EXPERIENCED A REACTOR SCRAM ON A REACTOR VESSEL LOW WATER
LEVEL SIGNAL- SPECIFICALLY, FOLLOWING THE STARTUP OF FEEDWATER SYSTEM PUMP
2FWS-P1A IN SUPPORT OF RAISING PLANT POWER, A CONDENSATE SYSTEM (CNM) AND
rEEDWATER SYSTEM (FWS) TRANSIENT OCCURRED, RESULTING IN THE LOSS OF BOTH FWS
PUMPS. REACIOR VESSEL WATER LEVEL LOWERED TO 159.3 INCHES (LEVEL 3 TRIP SET
POINT), INITIATING AN AUTOMATIC REACTOR SCRAM SIGNAL. ON 12/12/91. AT 1023, WHILE
CPERATORS WERE ATTEMPTING TO RETURN THE REACTOR WATER CLEANUP (RWCS) SYSTEM TO AN
OPERACLE STATUS FOLLOWING THE SCRAM, WCS 7.SOLATED ON A HIGH DIFFERENTIAL FLOW
SIGNAL (ENGINEERED SAFETY FEATURE ACTUATION). THE ROOT CAUSE FOR THE REACTOR
SCRAM WAS DETERMINED TO RE POOR WORK PRACTICES. THE PRELIMINARY CAUSE FOR THE WCS
ISOLATION IS INADEQUATE SYSTEM DESIGN. IMMEDIATE ACTIONS INCLUDED RESTORING
REACTOR VESSEL INVENTORY AND COMMENCING A CONTROLLED PLANT SHUTDOWN. ADDITION /L
CORRECTIVE ACTIONS INCLUDE: 1) ADMINISTERING DISCIPLIMARY ACTION FOR INDIVIDUAt3
INVOLVED IN THE SCRAM; 2) EVALUATING AND REVISING OPERATING PROCEDURE N2-0P3, 3)
TROUBLESHOOTING ELECTRICAL CIRCUITRY FOR CONDENSATE PUMP 2CNM-PC; AND 4)
COMPLETING THE WCS ISOLATION ROOT CAUSE ANALYSIS.

4

[208) HINE MILE POINT 2 DOCKET S0-410 LER 92-001
MULTIPLE ENGINEERED SAFETY FEATURE ACTUATIONS DUE TO FAILUkE OF A PANALARM
TEMPERATURE SWITCH.
EVENT DATE: 010492 REPORT DATE: 020392 NSSS: GE TYPE: BWR
VENDOR: 2ILEY-BEAIRD, INC.

(NS!C 223943) AT APPROXIMATELY C236 HOURS ON JANUARY 4, 1992, WITH THE NINE MILE
POINT UNIT 2 (NMP2) REACTOR MOLE SWITCH IN *IHE "RUN" POSITION (OPERATIONAL
CONDITIOh 1) AND THE PLANT OPERATING AT APPROXIMATELY 89 PERCENT RATED THERMAL
POWER, NMP2 EXPERIENCED TWO ENGINEERED SAFETY FEATURE (EST) ACTUATION SIGNALS,
CONSISTING OF HIGH AREA TEMPERATURE ISOLATION SIGNALS, FOR THE REACTOR CORE
ISOLATION COOLING SYSTEM (ICS) AND REACTOR WATER CLEANUP SYSTEM (WCS) DUE TO A
FAILED PANALARM (RILEY) TEMPERATURE MONITORING SWITCH, E31-N620A. THE ROOT CAUSE
OF THE HIGH AREA TEMPERATURE SIGNAL HAS BEEN DETERMINED TO BE A FAILURE OF A
PANALARM (RILEY) TEMPERATURE SWITCH..ONE OF THE PREDOMINATE FAILURE MODES IS TO
DRIFT IN AND OUT OF THE ALARM STATE. CORRECTIVE ACTIONS INCLUDED VERIFYING THAT
NO STEAM LEAKS OR HIGH AREA TEMPERATURES EXISTFD IN THE ICS/WCS PIPE CHASE, AND
REPLACING THE FAILED TEMPERA 1URE SWITCH. ADDITIONALLY, A PLANT MODIFICATION IS
SCHEDULED FOR THE SECOND REFUELING OUTAGE TO BEGIN REPLACING PANALARM (RILEY)
TEMPERATURE SWITCHES IN THE PLANT WITH A MORE RELIABLE DESIGN.

[2091 NINE MILE POINT 2 DOCKET S0-410 LER 92-002-
TECHNICAL SPECIFICATION REQUIREMENT HISSING DURING INITIAL SURVEILLANCE
DEVELOPMENT DUE TO INADEQUATE MANAGERIAL METHODS.
EVENT DATE: 010992 REPORT DATE: 021092 NSSS: CE TYPE: BWR

(NSIC 224042) ON JANUARY 9, 1992, AT APPROXIMATELY 1200 HOURS, IT WAS RECOGNIZED
IdAT NINE MILE POINT UNIT 2 (NMP2) HAD NOT BEEN IN COMPLIANCE WITH TECHNICAL
SPECIFICATION SURVEILLANCE REQUIREMENTS 4.3.1.1 AND 4.3.1.2. OPECIFICALLY, THE
CHANNEL FUNCTIONAL TEST AND LOGIC SYSTEM FUNCTIONAL TEST OF THE REACTOR
PROTECTION SYSTEM (RPS) DID NOT VERITY OPERATION OF THE NON-COINCIDENT NEUTRON
MONITORING SYSTEM.(NMS) HIGH NEUTRON FLUX TRIP LOGIC. THE VERIFICATION IS
REQUIRED PRIOR TO AND DURING THE TIME THE SHORTING LINKS ARE REMOVED. AT THE TIME
OF DISCOVERY, THE REACTOR MODE SWITCH WAS IN THE "RUN" POSITION (OPERATIONAL
CONDITION 1) WITH THE PLANT OPERATING AT 100 PERCENT RATED THERMAL POWER. THE

_ _

h

- _ - _ - _ _ _



=__ __ _ _ __ _ _ _ _. __ - _ _ - - _ .

72

ROOT CAUSE OF THIS EVENT HAS DEEN DETERMIhED TO BE A PERSCNNEL ERROR DUE TO
INADEQUATE MANAGERIAL METHODS. THE INITIAL CORRECTIVE ACTION WAS TO INITIATE A
DEVIATION / EVENT REPORT (DTR) IDENTIFYING THE OMISSION OF TESTING THE
NON-COINCIDENT LOGIC. OTHER CORRECTIVE ACTIONS WILL INCLUDE: 1) REVISING
INSTRUMENT SURVEILLANCE PROCEDURES 70 PERFORM THC TESTING; 2) PERFORMING THE TEST
TO VERITY OPERATION OF THE RELAYS; AND 3) CHANGING A DRAWING TO MATCH ACTUAL
PLANT OPERATION.

[210] NORTH ANNA 1 DOCKET 50-338 LER 91-020 REV 01
UPDATE ON SERVICE WATER SYSIEM CONFIGURATION DURING LOGIC TESTING.
EVENT DATE: 103191 REPORT DATE: 122391 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: NORTH ANNA 2 (PWR)

(NSIC 223816) AT 1117 HOURS ON 10/31/91, WITH UNITS 1 AND 2 OPERATING AT 100%
IT WAS DISCOVERED THAT THE SHAT.ED SERVICE WATER (SW) SYSTEM MAY

POWER (MODE 1)kCLE TO PROVIDE DESIGN FLOW TO AN ACCIDENT UNIT'S RECIRCULATIONNOT HAVE BEEN
SPRAY HEAT EXCHANGERS. THIS DISCOVERY WAS MADE DURING THE PERFORMANCE OF A
PERIODIC TEST WHICH REMOVED THE AUTOMATIC START FUNCTION OF THE UNIT 2 EMERGENCY
DIESEL CENERATOR WHICH PROVIDES EMERGENCY POWER TO THE UNIT 2 "D" SW PUMP DURING
AN ACCIDENT. THE TEST ALSO REMOVED THE AUTOMATIC START FUNCTION OF THE UNIT 1
"B" SW PUMP. OPERATING PROCEDURES REQUIRE THAT THE SW PUMP DISCHARGE PROCEDURE BE
ADJUSTED TO 250 PSIG BY MANUALLY THROTTLING COMPONENT COOLING HEAT EXCHANGER CCHX
VALVES WHEN LESS THAN 4 PUMPS ARE OPERABLEr HOWEVER, THE SYSTEN WAS NOT
THROTTLED AS REQUIRED. IT WAS INITIALLY DETERMINED-THAT SUFFICIENT SW FLOW MAY
NOT HAVE BEEN AVAILABLE TO MITIGATE THE CONSEQUENCES OF AN-ACCIDENT, AND A TOUR
HOUR REPCRT WAS MADE ON 10/31/91, PURSUANT TO 10 CFR 50.72(B)(2)(III)(D). ON
11/26/91, AN ENGINEERING CALCULATION WAS COMPLETED AND REVIEWED BY THE STATION
NUCLEAR SAFETY AND OPERATING COMMITTEE (SNSCC) hMICH DETERMINED THAT SUFFICIENT
SW FLOW WAS AVAILABLE TO MITIGATE THE CONSEQUENCES OF AN ACCIDENT. THEREFORE, THE
HEALTH AND SAFETY OF THE PUBLIC WERE NOT AFFECTED DURING THE EVENT.

1
|I (211] NORTH ANNA 1 DOCKET 50-338 LER 91 021

| MISSED SURVEILLANCE OF 0FFSITE AC SOURCES.
- EVENT DATE: 112691 REPORT DATE: 122091 NSSS: WE TYPE: PWR

(NSIC 223731) AT 1330 HOURS, ON NOVEMBER 26, 1991, UNIT 1 WAS OPERATING AT 100X
TOWER (MODE 1) WHEN IT WAS DISCOVERED THAT AN EMERGENCY DIESEL GENERATOR (EDG)
BATTERY HAD AN INDIVIDUAL CELL VOLTAGE (ICV) WHICH WAS LESS THAN THE TECHNICAL
SPECIFICATION (TS) LOW LIMIT. THE DISCOVERY- WAS MADE FOLLOWING THE ADDITION OF-
WATER TO CELLS WHICH HAD LOW ELECTROLYTE LEVELS. ENGINEERING PERSONNEL DETERMINED
THE LOW ICV READING WAS INVALID DUE TO THE RECENT ADDITION OF WATER. AT 1630
HOURS, MANAGEMENT DETERMINED THAT THE LOW READING WAS VALID. TS 3.8.1.1, ACTION
STATEMENT (B), REQUIRES VERIFICATION OF THE A.C. OFF-SITE POWER SOURCES WITHIN
ONE HOUR WHEN ONE EDG IS DECLARED INOPERABLE. SINCE THE SURVEILLANCE WAS NOT
PERFORMED WITHIN ONE HOUR, THIS EVENT IS REPORTABLE PURSUANT TO 10 CFR
50.73(A)(2)(I)(B). THE CAUSE OF THE EVENT WAS PERSONNEL ERROR DUE TO A
MISUNDERSTANDING OF THE ICV READING RESULTING IN A DELAYED REPORT TO THE
OPERATIONS SHIFT. FOLLOWING DISCOVERY OF THE MISSED SURVEILLANCE, THE OFF-SITE
A.C. POWER SOURCE VERIFICATION WAS SATISFACTORILY COMPLETED AT 2015 HOURS. THIS
EVENT POSED NO SIGNIFICANT SAFETY IMPLICATIONS SINCE OFF-SITE POUER SOURCES
REMAINED OPERABLE DURING THE PERIOD. THEREFORE, THE HEALTH AND SAFETY OF THE
PUBLIC WAS NOT AFFECTED AT ANY TIME DURING T"!" EVENT.

[212] NORTH ANNA 1 DOCKET-50-338 LER'91-023
INADVERTENT FLOW FROM LHSI SYSTEM 70 RCS DURING SHUTDOWN WITH RCS IN LOW PRESSURE.
EVENT DATE: 122791 REPORT TATE: 012292 NSSS WE TYPE: PWR

(NSIC 223831) ON DECEMBER 27 1991, AT 1545 HOURS, UNIT 1 WAS AT COLD SHUTDOWN
(MODE 5) WITH REACTOR COOLANT SYSTEM (RCS) PRESSURE AT 30 PSIG AND SLOWLY.
DECREASING WHEN THE PRESSURIZER LEVEL INCREASED FROM 60% TO 82% COLD CALIBRATED
LEVEL. INVESTIGATION REVEALED THAT THE LOW HEAD SAFETY INJECTION (LHSI) PUMP
DISCHARGE VALVES HAD BEEN LEFT OPEN AFTER TYPE "C" TESTING. i.S RCS PRESSURE
SLOWLY DROPPED, THE REFUELING WATER STORAGE TANK (RWST) STATIC HEAD BECAME i

|
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SUFFICIENT TO CAUSE BORATED WATER TO FLOW THROUGH THE LHSI PUMPS INTO THE RCS.
THIS F. VENT IS REPORTABLE PURSUANT TO 10 CFR 50.73 (A)(2)(IV), AND A FOUR HOUR
REPORT WAS MADE PURSUANT TO 10 CFR 50.72 (B)(2)(II). THIS EVENT POSED NO
SIGNIFICANT SAFETY IMPLICATIONS BECAUSE THERE WAS N0'0VERPRESSURE CUNCERN. IN
ADDITION, THE M*NIMUM SHUTDOWN MARGIN REQUIRED BY TS 3.1.1.2 WAS MAINTAINED.
THEREFORE, THE HEALTH AND SAFETY OF THE PUBLIC WAS NOT AFFECTED AT ANY TIME
DURING THIS EVENT.

[213] NORTH ANNA 1 DOCKET S0-338 LER 92-001
STEAM CENERATOA TUBE DEFECTS.
EVENT DATE: 011092 REPORT DATE: 020792 NSSS: WE TYPE: PWR
VENDOR: WESTINGHOUSE ELECTRIC CORP.

(NSIC 224039) DURING THE 1992 MID-CYCLE STEAM GENERATOR (S/G) TUBE INSPECTION
OUTAGE ON UNIT 1, ONE HUNDRED PERCENT OF THE ACCESSIBLE TVEES IN THE "B" AND "C"
STEAM CENERATORS (S/GS) WERE INSPECTED USING THE STANDARD EDDY CURRENT (E/C)
BOBBIN PROBE. IN "A" S/0, ALL BUT ONE TUBE (DUE TO TUBING RESTRICTIONS) HAVE
BEEN INSPECTED. ACTIONS ON THE REMAINING TUBE ARE BEING EVALUATED TO COMPLETE
THE INSPECTION. ADDITIUNALLY, INSPECTIONS ARE BEING PERFORMED USING A ROTATING
PANCAKE COIL (RPC) PROBE. AS A RESULT OF THESE INSPECTIONS, GREATER THAN 1X OF
THE TUBES IN EACH S/G WERE IDENTIFIED AS HAVING PLUG 0ABLE INDICATIONS. THESE
INSPECTION RESULTS REQUIRED THE THREE S/GS TO BE CLASSIFIED AS CATEGORY C 3. 'ALL
DEFECTIVE TUBES ARE BEING KEMOVED JROM SERVICE. THE DEFECTS IDENTIFIED IN THE
S/GS ARE REPORTABLE PURSUANT TO 10CFR50.73(A)(2)(V)(C). FOUR HOUR REPLRTS WERE
MADE PURSUANT TO 1DCFR50.72(B)(2)(I). THIS EVENT POSED NO SIGNIFICANT SAFETY
IMPLICATIONS BECAUSE THE PRIMARY TO SECONDARY LEAKAGE RATES WERE CLOSELY
MONITORED AND WERE REI.ATIVELY STEADY AND LOW IN MAGNITVDE. IN ADDITION A
COMPREHENSIVE SAFLIY ANALYSIS WAS PERFORMED TO JUSTIFY THE CURRENT OPERATING
CYCLE AND TO ADDRESS THE POTENTIAL FOR S/G TUBE DEGRADATION. THIS EVENTUALLY
INCLUDEU AN ASSESSMENT OF POTENTIAL INDICATIONS LF.FT INSERVICE. THEREFORE, THE
HEALTH AND SAFETY OF THE GENERAL PUBLIC WAS NOT AFTECTED DUE TO THIS EVENT.

12141 . NORTH ANNA 1 DOCKET 50-338 LER 92-002
PRESSURIZER SAFETY VALVE SETPOINT DUT OF TOLERANCE DUE TO SETPOINT CRIFT.
EVENT DATE: 011092 REPORT DATE: 020S92 NSSS: WE TYPE: PWR
VENDOR: DRESSER INDUSTRIAL VALVE & INST DIV

(NSIC 223950) AT 1415 HOURS ON 1/10/92, WITH UNIT 1 IN MODE 5 (COLD SHUTDOWN),<

THE "AS FOUND" SET PRESSURE FOR THE "A" PRESSURIZER SAFETY VALVE WAS FOUND TO BE
OUTSIDE THE SETPOINT TOLERANCE ALLOWED BY TECH SPECS 3.4.2 AND 3.4.3. THIS EVENT
IS REPORTABLE PURSUANT TO 10CFR50.73(A)(2)(I))(B) FOR A CONDITION PROHIBITED BY
THE TECH SPECS. THE THREE PRESSVRIZER SAFETY VALVES WERE SENT TO WYLE LABS FOR
TESTING. THE "AS FOUND" SET PRESSURE FOR THE "A" PRESSURIZER SAFETY VALVE WAS
FOUND TO BE OUTSIDE THE ALLOWABLE TECH SPEC TOLERANCE OF 2485 PSIG +/- 1X. IN
ADDITION, LEAKAGE FROM THE THRTE SAFETY VALVES WAS NOTED FOLLOWING "AS FOUND"
TESTING. THE SAFETY VALVES WILL BE REPAIRED AND READJUSTED, AS NECESSARY TO BE
WITHIN THE CORRECT SETPOINT TOLERANCE ALLOWED BY TECH SPECS. THIS EVENT POSED NO
SIGNIFICANT SAFETY IMPLICATIONS BECAUSE THE SAFETY VALVE WOULD HAVE PERFORMED ITS
INTENDED SAFETY FUNCTION IN THE EVENT OF AN OVERPRESSURE CONDITICN. THE HEALTH,

AND SAFETY OF THE PUBLIC WERE NOT AFFECTED AT ANY TIME DURING THIS EVENT.

[215] OCONEE 2 DOCKET 50-270 LER 91-004
BREACH OF FIRE BARRIER DUE TO UNKNOWN CAUSE RESULTS IN TECHNICAL SPECIFICATION
VIOLATION.
EVENT DATE: 120491 REPORT DATE: 011092 NSSS: EW TYPE: PWR

(NSIC 223786) ON DECEMBER 4, 1991 AT APPROXIMATELY 1940 HOURS, OPERATIO1S
PERSONNEL, ON A ROUTINE PLANT TOUR. DISCOVERED THAT A FIRE BARP.IER ON UNIT 2 HAD
BEEN BREACHED WITHOUT TAKING COMPENSATORY ACTIONS AS REQUIRED 9Y TECHNICAL
SPECIFICATIONS. THE UNIT WAS OPERATING AT 100X FULL POWER WHEN THIS DISCOVERY WAS
MADE. THE BREACH WAS A HOLE APPROXIMATELY THREE QUARTERS INCH IN DIAMETER IN THE
CABLE SFREADING ROOM WALL AT PENETRATION NUMBER 2ME4. A FIRE BARRIER INSPECTION
WAS PERFORMED IN AUGUST 1990 THAT DOCUMENTED OPERABILITY OF THIS PENETRATION. IT

_ - . . .. . . . . .
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IS UNKNOWN WHEN THE PENETRATION BECAME INOPERAELE AFTER THAT DATE. CABLES HAD
BEEN FULLED IN THE IMMEDIATE AREA IN PREPARATION FOR UNIT 2 OUTAGE WORK. UPON THE
DISCOVERY OF THIS BREACH, COMPENSATORY MEASURES WERE TAKEN UNTIL THE BREACH WAS
RESEALED AT APFROXIMATELY 0940 HOURS ON DECEMEER 5, 1991. THE CAUSE OF THIS EVENT
IS ASSIGNED UNKNOUN SINCE IT COULD NOT EE DETERMINED HOW OR WHEN THE BREACH
ORICINATED. CORRECTIVE ACTIONS WILL INCLUDE A REVIEW OF THIS EVENT BY PERSONNEL
WHO PERFORM HAINTENANCE OR MODIFICATIONS IN THE AREAS REQUIRING FIRE BARRIERS.

(2161 OCONEE 3 DOCKET 50 287 LER 91-000
EXCESSIVE REACTOR COOLANT LEAK, REACTOR TRIP, AND INADVERTENT PROTECTIVE SYSTEM
ACTUATION RESULT FROM MANAGEMENT DEFICIENCIES AND EQUIPMENT FAILURE.
EVENT DATE: 112391 REPORT DATE: 122391 NSSS: BW TYPE: PWR
VENDOR: PARKER HANNIFIN CORP.

(NSIC 223769) ON NOVEMBER 23, 1991, OCONEE UNIT 3 WAS OPERATING AT 100X FULL
POUER (FP) WHEN THE CONTROL ROOM OPERATORS (CROS) RECEIVED SEVERAL ALARMS AT 0141
HOURS WHICH INDICATED TAILED INSTRUMENTS INSIDE THE REACTOR BUILDING (RB). AT
0143 HOURS, IHE CROS OBSERVED SYMPTOME OF EXCESSIVE REACTOR COOLANT SYSTEM (RCS)
LEAKAGE AND BEGAN ASSESSING THE LEAK RATE. AT 0203 HOURS, THEY STARTED A RAPID
CONTROLLED SHUIDOWN. AT 0214 HOURS THE SHIFT SUPERVISOR CONCLUDED THAT LEAKAGE
WAS APPROXIMATELY 60 TO 70 CPM, AND DECLARED AN ALERT. AT 0327 HOURS, THE UNIT
TRIPPED FROM 33% FP DUE TO A CONTROL OSCILLATION WHILE THE CROS PERE ATTEMPTING
TO SECURE A FEEDWATER PUMP. AT 0641 HOURS, AN ADDITIONAL UNANTICIPATED REACTOR
PROTECTIVE SYSTEM ACTUATION OCCURRED DUE TO OPERATOR ERROR. AT 1720 HOURS THE
UNIT REACHED COLD SHUTDOWN AND THE ALERT WAS TERMINATED. THE LEAK WAS DETERMINED
10 BE A FAILED FITTING ON AN INSTRUMENT LINE AT THE TCP OF A STEAM GENERATOR. A
TOTAL OF APPROXIMATELY B7,000 CALLONS OF RCS LEAKAGE WAS CONFINED WITHIN THE RB,
THE INEIRUMENT LINE WAS REPLACED, AND ADDITIONAL FITTINGS INSPECTED. THE ROOT
CAUSES ARE MANAGEMENT DEFICIENCY AND EQUIPMENT FAILURE.

(217] OCONEE 3 DOCKET S0-287 LER 91-009
TECHNICAL SPECIFICATION REQUIRED CONTAINMF.NT INTEGRITY VALVE FOUND MISPOSITIONED
DURING FORCED OUTAGE DUE TO UNKNOWN CAUSE, POSSIBLE INAPPROPRIATE ACTION.
EYENT DATE: 113091 REPORT DATE: 010192 NSSS: BW TYPE: PWR

(NSIC 223792) THE UNIT 3 REACTOR BUILDING CONTAINMENT IS SUPPLIED WITH INSTRUMENT
AIR (IA) THROUGH A THREE-INCH LINE WITH NORMALLY CLOSED ISOLATION VALVES (31A-90
AND 3IA-91) ON EITHER SIDE OF CONTAINMENT. ON DECEMEER 1, 1991 AT APPROXIMATELY
2130 HOURS AND WITH UNIT 3 AT COLD SHUTDOWN CONDITIONS, A NON LICENSED OPERATOR
WHO HAD EEEN SENT TO OPEN 3IA-91 (INSIDE THE REACTOR BUILDING) DISCOVERED THE
VALVE IN THE OPEN POSITION. INVESTIGATION COULD NOT DETERMINE WHEN THE VALVE WAS
LAST OPENED. THE OTHER ISOLATION VALVE, OUTSIDE THE RB, WAS FOUND CLOSED IT WAS
CONSERVATIVELY ASSUMED THAT 3fA-91 HAD BEEN OPEN SINCE MARCH 22, 1991 AT 1S50
HOURS. VMIT 3 DPERATED WITH THE REACTOR CCCLANT SYSTEM (RCS) ABOVE 200 DEGREES F
AND-300 PSIC, THE CONDITIONS REQUIRED BY TECHNICAL SPECIFICATIONS FOR CONTAINMENT
INTEGRITY, FROM MARCH 22, 1991 AT 1550 HOURS TO MARCH 24, 1991 AT 1130 HOURS AND
FROM MARCH 27, 1991 AT 1900 HOURS TO NOVE!!BER 23 1991 AT 1720 HOURS. THE ROOT
CAUSE OF THIS EVENT IS CONSIDERED UNKNOWN, POSSIkLE INAPPROPRIATE ACTION.
CORRECTIVE ACTIONS INCLUDED CHANGES TO THE METHOD OF DOCUMENTATION OF THIS AND
OTHER ROUTINELY OPERATED CONTAINMEHI INTEGP.ITY VALVES,

(2181 OYSTER CREEK DOCKET S0-Z19- LER fi-002 REV 01
UPDATE ON LOCAL LEAK RATE TEST RESULTS IN EXCESS OF LIMITS DUE TO VALVE
DECRADATION.
EVENT DATE: 022191 REPORT DATE2 121391 NSSS: GE TYPE: BWRVENDOR: ATWOOD & MORRILL CO., IWC,

FISHER CONTROLS CO.

(NSIC 223669) DURING THE 13R REFUELING OUTAGE, LOCAL LEAK nATE TESTING (IN
ACCORDANCE WITH 10CFRSO, APPENDIX J) IDENTIFIED A MAIN STEAM ISOLATION VALVE
(MSIV) WITH A LEAK RATE'IH EXCESS OF THE ACCEPTANCE CRITERI A OF 12.08 SCFH AT 20
PSIG AS SPECIFIED IN TECHNICAL SPECIFICATIONC 4.5.F.2. THE SAFETY SIGNIFICANCE OF
TNTS DISCOVERY IS CONSIDERED MINIMAL SINCE THE OTHER MSIV IN THE SAME HEADER MET
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THE LOCAL LEAK RATE TEST REQUIREMENTS. SUBSEQUENT LOCAL LEAK RATE TESTING
IDENTIFIED A PAIR OF ISOLATION VALVES (IN SERIES) WITH A POIENTIAL LEAK RATE IN
EXCESS OF THE ACCEPTANCE CRITERIA 0F 60% OF THE MAXIMUM ALLOWABLE LIMIT (LA) AT
35 PSIC AS SPECIFIED IN TECHNICAL SPECIFICATIONS 4.5.F.1. LEAKACE WAS CAUSED BY
THE ACE OF A SOFT DISC SEAT ON ONE VALVE AND BY A DEFORMED SEAT DUE TO IMPROPER
VALVE INSTALLATION ON THE OTHER. THESE LEAKING VALVES WERE REPAIRED AND
SUBSEQUENT LOCAL LEAK RATE TESTING VERIFIED THAT LEAKAGE RATES WERE WITHIN THi
ACCEPTANCE CRITERIA. DUE TO AN IMPROPER INTERPRETATION OF REPORTING REQUIREMENTS
IMPLEMENTED BY A RECENT TECHNICAL SPECIFICATION AMENDMENT, THIS CONDITION WAS NOT
REPORTED WITHIN 30 DAYS AS REQUIRED BY 10CFR50.73.

(219] OYSTER CREEK DOCKET 50-219 LER 91-007
AIR EJECTOR OFF-GAS ISOLATION TIME DELAY FOUND OUT OF SPECIFICATION HICH DURING
SURVEILLANCE TESTING.
EVENT DATE: 110191 REPORT DATE: 112791 NSSSt GE TYPE: BWR

(NSIC 223596) DURING SURVEILLANCE TESTING PERFORMED ON NOVEMBER 2, 1991, IT WAS
FOTED THAT THE OFF-GAS SYSTEM ISOLATION FUNCTION EXCEEDED THE 15 MINUTE DELAY
LIMIT SPECIFIED BY TECHNICAL SPECIFICATIONS. THIS CONDITION IS CONSIDERED TO HAVE
EXISTED SINCE AUGUST 24, 1991, WHEN A FAULTY TIME DELAY RELAY WAS REPLACED AS
PART OF A MODIFICATION. A TECHNICAL EVALUATION OF THE REPLACEMENT TIME DELAY WAS
NOT ADEQUATELY PERFORMED DURING THE MODIFICATION PROCESS. VENDOR DOCUMENTATION ON
INSTRUMENT SETPOINT ACCURACY AND TEMPERATURE EFFECTS ON REPEATABILITY WERE NOT
INCLUDED IN THE SURVEILLANCE TEST "AS LEFT" SETPOINT DETERMINATION UNTIL AFTER
THE NOVEMBER 2, 1991, SURVEILLANCE. THE SURVEILLANCE PROCEDURE "AS-LEFT" SETPOINT
WAS CHANCED ON NOVEM3ER 4, 1991, IO PRECLUDE EXCEEDING A TECHNICAL SPECIFICATION
LIMIT.

12201 OYSTER CREEK DOCKET 50-119 LER 91-008
FEEDWATER NUZZLE CALIBRATION REVEALS OPERATION OF REACTOR IN EXCESS OF LICENSED
LIMIT.
EVENT DATE: 111291 REPORT DATE: 121391 NSSS: GE TYPE: BWR

(NSIC 223660) ON NOVEMDER 12, 1991 A DIFFERENCE BETWEEN TEST MEASURED AND
INDICATED TEEDWATER FLOW WAS DISCOVERED AS A RESULT OF A SPECIAL LITHIUM NITRATE
FLOW TEST. THIS DIFFERENCE WAS 1.19% IN THE NONCONSERVATIVE DIRECTION WITH
RESPECT TO THE FEEDWATER FLOW IMPACT ON THE HEAT BALANCE. THE EXACT CAUSE OF THE
1.19X DIFFERENCE IN FEEDWATER FLOW CANNOT BE DETERMINED. EXISTING PLANT
INSTRUMENTATION ACCURACY, CALIBRATICN TECHNIQUES, A CHANGE IN N0ZZLE DISCHARGE
COEFFICIENT OR TEEDWATER PIPING ERROSION UPSTREAM OF THE FEEDWATER N0ZZLES MAY
HAVE CONTRIBUTED TO THE DIFFERENCE OBSERVED. OYSTER CREEK THERMAL LIMITS ARE
BASED, IN PART, ON A 1.76% STANDARD DEVIATION FOR THE UNCERTAINTY IN FEEDWATER
FLOW. THEREFORE, THE ERROR FOUND IN THE FEEDWATER FLOW WAS WITHIN THE ACCEPTED
UNCERTAINTY AND THE SAFETY DIGNIFICANCE OF THIS EVENT IS MINIMAL. INDICATED
REACTOR-POWER WAS REDUCED BY 1.2X-T0 ACCOUNT FOR THE TEEDWATER-FLOW DIFFERENCE.
THE HEAT BALANCE CALCULATIONS WERE REVISED TO ACCOUNT FOR THE OBSERVED DIFFERENCE
IN FEEDWATER YLOW.

1221) PALISADES -DOCKET S0-255 LER 91-020
INADEQUATE DOCUMENTATION IN ENVIRONMENTAL PROTECTION PLAN.
EVENT DATE; 111291 REPORT DATE: 121391 NSSS: CE TYPE: PWR

INSIC 223658) ON NOVEMBER 12, 1991, THE NRC RESIDENT INSPECTOR NOTIFIED THE
PALISADES-LICENSING DEPARTMENT THAT DURING A ROUTINE-INSPECTION HE REVIEWED AN
EXAMPLE OF OUR EVALUATION OF AN UNREVIEWED ENVIRONMENTAL QUESTION (UEQ). AT THE-
TIME THE PLANT WAS OPERATING AT 100% PCUER. HE FOUND NO DOCUMENTATION THAT AN
UNREVIEWED ENVIRONMENTAL QUESTION EVALUATION HAD BEEN PERFORMED IN THE MANNER
REQUIRED BY APPENDIX B, THE ENVIRONMENTAL PROTECTION PLAN (EPP), OF THE PALISADES
OPERATING LICENSE. FURTHER INVESTIGATION BY PALISADES STAFF DETERMINED THAT NO
UEQ EVALUATION HAD DEEN PERFORMED OR DOCUMENTED AS REQUIRED BY THE ENVIRONMENTAL
PROTECTION PLAN (EPP) SINCE FEBRUARY 1987 WHEN THE ADMINISTRATIVE PROCEDURE
COVERING THIS PROCESS WAS REVISED (1.E. THERE WAS NOT PROPER DOCUMENTATION TO
SUPPORT THE CONCLUSIONS THAN NO UEQS EXISTED)'. THE PROCESSING OF ENVIRONMENTAL

)
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IMPACT REVIEWS WAS IMMEDIATELY SUSPENDED AND THE CONDITION REPORTED TO THE NRC
WITHIN 24 HOURS PER THE REQUIREMENTS OF THE OPERATING LICENSE. FAILURE TO FOLLOW
THE EVALUATION AND DOCUMENTATION REQUIREMENTS OF THE EPP WAS DUE TO THE DELETION,
DURING THE REVISION OF ADMINISTRATIVE PROCEDURE 4.22 IN FEERUARY 1987, OF A FORM
WHICH ASKED SPECIFIC QUESTIONS REQUIRED BY THE EPP FOR EVALUATING UEQS.
ADMINISTRATIVE PROCEDURE 4.22 IS BEING REVISED TO REQUIRE AN UEQ EVALUATION TO BE
PERFORMED IN THE MANNER REQUIRED BY THE EPP.

(222) PALISADES DOCKET 50-155 LER 92 004
LOSS OF CONTAINMENT INTEGRITY DUE TO THE FAILURE OF THE EMERGENCY ESCAPE AIRLOCK
EQUALIZING VALVE.
EVENT DATE: 010792 REPORT DATE: 020692. NSSS: CE TYPE: PWR
VENDOR: WOOLLEY, W. J. COMPANY

(NSIC 223904) ON JANUARY 7, 1992, AT 0435 HOURS, WITH THE PLANT OPERATING AT 100X
POWER, IT WA S DETERMINED THAT CONTAINMENT INTEGRITY, AS DEFINED IN TECHNICAL
SPECIFICATIONS 1.4 AND 3.6.1A, HAD BEEN VIOLATED. AT THE TIME OF DISCOVERY THE
PLANT STAFF WAS. PERFORMING TECHNICAL SPECIFICATIONS SURVEILLANCE PROCEDURE (TSSP)
50-4B, " ESCAPE AIR LOCK PENETRATION LEAK TEST." THE ESCAPE AIR LOCK WAS LAST
SATISFACTORILY TE STED ON JULY 10, 1991. THIS EVENT IS NOT CONSIDERED A SAFETY
SIGNIFICANT ISSUE SINCE A SIGNIFICANT RADI OLOGICAL SOURCE TERM DID NOT EXIST
WHEN CONTAINMENT INTEGRITY WAS VIOLATED ON JA NUARY 6, 1992. THEREFORE, THE
IMPACT ON THE HEALTH AND SAFETY OF THE PUBLIC W/ 3 INSIGNIFICANT. THIS IS FURTHER
SUPPORTED BY THE FACT THAT THE OUTER DOOR OF THE ESCAPE AIR LOCK WAS OPERACLE AND
ONLY ONE DOOR OF AN AIR LOCK IS REQUIRED TOR CO NTAINMENT INTEGRITY. THE
PROXIMATE CAUSE OF THIS EVENT WAS THAT THE ESCAPE AIR LOCK INNER DOOR EQUALI ZING
VALVE WAS STUCK IN THE OPEN POSITION, THEREBY DEFEATING THE ISOLATION CAPAB ILITY
OF THE INNER DOOR. NO ROOT CAUSE FOR THE VALVE STICKING OPEN HAS BEEN DETE RMINED

y AT THIS TIME. CORRECTIVE ACTION FOR THIS EVENT INCLUDES REVISING THE MAINTENANCE
PROCEDURE FOR THE AIRLOCKS TO REQUIRE THAT THE EQUALIZING VALVES BE VISUALLY
CHECKED FOLLOWIN G THE COMPLETION OF THE SEAL CONTACT CHECK, PERFORMING
MAINTENANCE OR REPLACING THE ESCAPE AIR LOCK INNER DOOR EQUALIZING VALVE DURING T

(223] PALO VERDE 1 DOCKET 50-528 LER 91-012
INADVERTENT CONTROL ROOM ESSENTIAL FILTRATION ENGINEERED SAFETY-FEATURE ACTUATION.
EVENT DATE: 120591 REPORT DATE: 122691 NSSS: CE TYPE: FWR J

(NSIC 223751) ON DECEMBER 5 1991, AT APPROXIMATELY 0950 MST, PALO VERLL UNIT 1
UAS IN MODE 1 (POWER OPERATf0NS) AT APPROXIMATELY 100 PERCENT POWER WHEN AN
INADVERTENT CONTROL ROOM ESSENTIAL FILTRATIQU ACTUATION SIGNAL (CREFAS) BALANCE
OF PLANT ENGINEERED SAFETY FEATURES ACTUATION SYSTEM (BOP ESTAS) ACTUATION
OCCURRED. THE ACTUATION WAS A RESULT OF AN IMPROPER RESTORATION BY A CONTROL ROOM
OPERATOR OF THE CHANNEL B L.._.~/4 MODULE THAT HAD BEEN PLACED IN BYPASS MODE FOR
SCHEDULED SURVEILLANCE TESTING. THE CRETAS ACTUATION WAS VERIFIED TO NOT BE THE
RESULT OF-A VALID SIGNAL. THE EQUIPMENT ACTUATED BY THE CREFAS WAS VERIFIED TO
OPERATE AS DESIGNED AND SUBSEQUENTLY RETURNED TO NORMAL CONFIGURATION. THE CAUSE
OF THE INADVERTENT CREFAS ACTUATION WAS A COGNITIVE PERSONNEL ERROR BY THE
OPERATOR WHO REMOVED THE CREFAS MODULE FROM BYPASS MODE PRIOR TO RESETTING THE
TRIP INPUTS. THE ERROR WAS A RESULT OF NOT FOLLOWING AN APPROVED STATION
PROCEDURE. AS CORRECTIVE ACTION, THE OPERATOR WAS TEMPORARILY REMOVED FROM SHIFT ~
AND DISCIPLINE WAS ADMINISTERED IN ACCORDANCE WITH THE PVNGS POSITIVE DISCIPLINE
PROGRAM. SIMILAR EVENTS WERE REPORTED IN LERS 528/86-022, 529/85-006,
529/86-039, 529/90-011, AND 530/91-009.

1224] PALO VERDE 1 DOCKET-50-528 LER 92-001
REACTOR SHUTDOWN REQVIRED BY TECHNICAL SPECIFICATIONS.
EVENT DATE: 010292 REPORT DATE: 020392 NSSSa CE TYPE: PWR
VENDOR: COMBUSTION ENGINEERING, INC.

(NSIC 223947) AT APPROXIMATELY 1739 MST ON JANUARY 2, 1992, PALO VERDE UNIT 1 WAS
IN MODE 1 (POWER OPERATION) AT APPROXIMATELY 100 PERCENT POWER WHEN A CONDITION
IDENTIFIED AS A PRESSURE BOUNDARY LEAK WAS DISCOVERED. ACTION (A) 0F TTCHNICAL
SPECIFICATION 3.4.5.2 REQUIRED THE PLANT TO BE IN MODE 3 (HOT STANDBi, WITHIN SIX
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HOURS AND MODE S (COLD SHUTDOWN) WITHIN THE FOLLOWING 30 HOURS. THE PLANT WAS
SHUTDOWN AND COOLED DOWN USING APPROVED PROCEDURES. NO SAFETY SYSTEM RESPONSES
OCCURRED AND NONE WERE REQUIRED. THE PLANT WAS STABILIZED IN HODE 5 (COLD
SHUTDOWN) AND REPAIRS WERE MADE TO THE PRESSURIZER STEAM SPACE N0ZZLE THAT WAS
LEAKING. THE CAUSE OF THIS EVENT IS BELIEVED TO EE PRIMARY WATER STRESS
CORROSION CRACKING IN AN INCONEL 600 PRESSURIZER STEAM SPACE INSTRUMENT N0Z2LE,
A PREVIEW EVENT INVOLVING PRESSURE BOUNDARY LEAKAGE WAS DESCRIBED IN LER
528/87-018.

(225) PALO VERDE 2 DOCKET 50-529 LER 91-004 REV 01
UPDATE ON REACTOR TRIP FOLLOWING GENERATOR / TURBINE TRIP.
EVENT DATE: 081691 REPORT DATE: 012492 NSSS: CE TiPE: PWR
VENDOR: GENERAL ELECTRIC CO.

(NSIC 223873) ON 8/16/91, AT APPROXIMATELY 0839 MST, UNIT 2 WAS IN MODE 1 (POWER
OPERATION), OPERATING AT APPROXIMATELY 64% 1'0WER WHEN A REACTOR TRIP OCCURRED DUE
TO HIGH PI',ESSURIZER PRESSURE. IMMEDIATELY PRIOR TO THE RESCTOR TRIP, THE MAIN
GENERATOR TRIPPED INITIATING A MAIN TURBINE TRIP AT APPROX. 0900 MST ON 8/16/91,
THE PLANT WAS STABILIZED IN MODE 3 (HOT STANDBY) AT NORMAL OPERATING TEMPERATURE
AND PRESSURE. THE EVENT-WAS DIAGNOSED AS AN UNCOMPLICATED REACTOR TRIP. NO OTHER
SAFETY SYSTEM RESPONSES OCCURRED AND NONE WERE REQUIRED. THE REACTOR TRIP ON
HIGH PRESSURIZER PRESSURE HAS BEEN DETERMINED TO BE THE NORMAL PLANT RESPONSE TO
A LOAD REJECTION AT 64% POWER WITH 7 0F THE D STEAM BYPASS CONTl;0L VALVES (SBCVS)
IN SERVICE. THE CAUSE OF THE REACTOR TRIP WAS A GENERATOR / TURBINE TRIP IN
COMBINATION WITH A COGNITIVE PERSONNEL ERROR BY THE CONTROL ROOM PERSONNEL WHO
DID NOT COMPLY WITH PROCEDURAL REQUIREMENTS TO HAVE THE 8 SBCVS IN SERVICE AT
POWER LEVELS BELOW 75%. CONTROL ROOM PERSONNEL WERE DISCIPLINED IN ACCORDANCE
WITH THE PVNGS POSITIVE DISCIPLINE PROGRAM. THE MAIN GENERATOR TRIP WAS CAUSED
WHEN A GENERREX A.C./D.C. GATE BOARDS STATIC SWITCH FAILED AND THE GENERREX
EXCITATION CONTROL SYSTEM ENTERED AN ABNORMAL STATE (I.E., EXCESSIVELY HIGH FIELD
VOLTAGE, CURRENT AND VARS). THE GATE BOARD WAS REPLACED AND THE GENERREX SYSTEM
WAS SUCCESSFULLY RETESTED AND RETURNED TO SERVICE.

[2261 PALO VERDE 2 DOCKET 50-529 LER 91-007
CONTAINMENT INTEGRITY VIOLATION DURING CORE ALTERATIONS.
EVENT DATE: 120591 REPORT DATE: 010292 NSSS: CE TYPE: Pl"
(NSIC 213752) ON DECEMBER 5, 1991, DURING A PLANNED REFUELING OUTAGE, PALO VERDE
UNIT 2 WAS IN MODE 6 (REFUELING) WITH THE REACIOR VESSEL HEAD REMOVED AND THE
REACTOR COOLANT SYSTEM AT APPROXIMATELY 100 DEGREES FAHELNHEIT AND ATMOSPHERIC
PRESSURE WHEN MAINTENANCE PERSONNEL DISCOVERED THAT A CONTAINMENT ISOLATION VALVE
(SIA-UV-673) WHICH WAS REQUIRED TO BE CLOSED DURING CORE ALTERATIONS WAS IN THE
OPEN POSITION, TECHNICAL SPECIFICATION LIMITING CONDITION FOR OPERATION (TS LCO)
3.9.4.C.1 REQUIRES THAT EACH PENETRATION PROVIDING DIRECT ACCESS FR3M THE
CONTAINMENT ATMOSPHERE TO THE OUTSIDE ATMOSPHERE SHALL BE CLOSED BY AN ISOLATION
VALVE, BLIND FLANGE, OR MANUAL VALVE DURING CORE ALTERATIONS. IF TS LCO 3.9.4.C.1
IS NOT SATISFIED, THE ASSOCIATED TS LCO ACTION REQUIRES THE IMMEDIATE SUSPENSION #

OF ALL OPERATIONS INVOLVING CORE ALTERATIONS. FROM NOVEMBER 30, 1991 TO DECEMBER
5, 1991, CORE ALTERATIONS WERE IN PROGRESS. THEPEFORE, THE ACTION REQUIREMENTS OF
TS LCO 3.9.4 WERE NOT MET. THE CAUSE CT SIA-UV-673 BEING OPEN WAS DUE TO
PROCEDURE INADEQUACY IN THAT THE VALVE. STEM WAS NOT REQUIRED BY PROCEDURE TO BE
MATCHMARKED OR LOCKED IN THE CLOSED POSITION WHEN THE ACTUATOR WAS REMOVED. THE
VALVE DISC UNEXPEC1EDLY OPENED. THE ACTUATOR WAS REINSTALLED WHEN THE VALVE DISC
WAS OPEN. THIS RESULTED IN THE VALVE BEING OPEN WHEN THE INDICATED POSITION
SHOWED THE VALVE TO BE CLOSED.

[227] PALO VERDE 2 DOCKET 50-529 LER 92-001
REACTOR 7 RIP DUE TO LOW STEAM GENERATOR LEVEL.
EVENT DA'.E: 010992 REPORT DATE: 020792 NSSS: CE TYPE: PWR

s OTHER UNITS INVOLVED: PALO VERDE 1 (PWR)
PALO VERDE 3 (PWR)

VENDOR: FOXBORO CO.,.THE
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(NSIC 224050) AT APPROXIMATELY 1653 MST ON JANUARY 9, 1992, PALD VERDE UNIT 2 WAS
IN HODE 1 (POWER OPFRATION) AT APTROXIMATELY 17 PERCENT POWER WHEN AN AUTOMATIC
REACTOR TRIP OCCURRED DUE TO LOU LEVEL IN THE NUMBER 1 STEAM GENERATOR BECAUSE A
FEEDWATER SUPPLY VALVE DID NOT OPEN AUTOMATICALLY AS REQUIRED. THE REACTOR TRIP
OCCURRED DURING POUER ASCENSION FOLLOWING A REFUELING OUTAGE. FOLLOWING THE
REACTOR TRIP, THE PLANT WAS STABILIZED IN MODE 3 (HOT STANDBY) AT NORMAL
OPERATING TEMPERATURE AND PRESSURE. THE REACIOR TRIP WAS DI AGNOSED AS AN
UNCOMPLICATED REACTOR TRIP IN ACCORDANCE WITH THE EMERCENCY PLAN IMPLEMENTING
PROCEDURES. PRIOR TO THE AUTOMATIC REACTOR TRIP, CONTROL ROOM PERSONNEL BEGAN
REDUCING POWER, STARTED THE "B" M070R DRIVEN AUXILIARY FEEDWATER PUMP AND
ESTABLISHED AUXILIARY FEEDWATER FLOW TO THE NUMBER 1 STEAM GENERATOR. NO OTHER
SAFETY SYSTEM RESPONSES OCCURRED AND NONE WERE REQUIRED. THE CAUSE OF THE
TEFDUATER SUPPLY VALVE NOT UPENING WAS FATIGUE FAILURE OF WIRES CONNECTED TO A
SWITCH ASSEMBLY ON THE aVT0/ MANUAL CONTROLLER FOR THE VALVE. THE FATICUE FAILURE
OF THE WIRES PREVENTED THE FEEDWATER SUPPLY VALVE FROM RECEIVING AN OPEN SIGNAL
FROM THE MAIN TEEDWATER CONTROL SYSTEM. THE CAUSE OF THE SWITCH ASSEMBLY FAILURE
IS EEING INVESTIGATED. THE ROOT CAUSE OF FAILURE INVESTIGATION IS EXPECTED TO BE
COMPLETED BY MARCH 9, 1992.

[2281 PALO VERDE 3 DOCKET 50-630 LER 91+008
REACTOR TRIP DUE TO LICHTNING INDUCED ELECTRICAL-FAULT.
EVENT DATE: 111491 REPORT DATE: 121391 NSSS: CE TYPES PWR
VENDOR: WESTINGHOUSE ELECTRIC CORP,

(NSIC 223654) AT APPROXIMATELY 1449 MST ON NOVEMBER 14, 1991, PALO VERDE UNIT 3
WAS IN MODE 1 (POUER OPERATION) AT APPROXIMATELY 100 PERCENT POWER WHEN A
LIGHTNING INDUCED ELECTRICAL FAULT ON THE A PHASE MAIN IRANSTORMER CAUSED A
GENERATOR TRIP, TURBINE TRIP, AND REACTOR POWER CUTBACK (RPCB). APPROXIMATELY 35
SECONDS FOLLOWING THESE EVENTS, THE REACTOR TRIPPED ON LOW DEPARIURE FROM
NUCLEATE BOILING RATIO (DNER) SIGNALS. THE PLANT WAS STABILIZED IN MODE 3 (HOT
STANDBY) AT NORMAL OPERATING TEMPERATURE AND PRESSURE. THE CONfROL ROOM SHIFT
SUPERVISOR CLASSIFIED THE EVENT AS AN UNCOMPLICATED REACTOR TRIP IN ACCORDANCE
WITH TMI EMERGENCY PLAN IMPLEMENTING PROCEDURE. NO OTHER SAFETY SYSTEM RESPONSES
OCCURRLD AND NONE WERE REQUIRED. THE POST TRIP REVIEW FOUND THAT THE LOW DNBR
REACTOR TRIP WAS DUE TO A CONTROL ELEMENT ASSEMBLY (CEA) SUBGROUP DEVIATION.
DURING THE POST TRIP INVESTIGATION, A PS ENGINEERING DISCOVERED THAT A PROBLEM
WITH THE CONTROL ELEMENT ASSEMBLY CALCULATOR (CEAC) SOFTWARE DESIGN MAY HAVE
DELAYED THE REACTOR TRIP FOR UP TO 16 SECOND5 MHEN A SECOND CPC TIME DELAY WAS
INITIATED. AT THE TIME OF THE SECOND TIME DELAY, ONE CEA SUBGROUP WAS THOUGHT TO
BE MISALIGNED GREATER THAN THE ALLOWED LIMIT IN THE CPCS. THE CAUSE OF THE SECOND
TIME DELAY WAS THAT THE CEAC SOFTWARE DESIGN DID NOT ANTICIPATE THAT.THERE WOULD
BE CEA SLIPS LASTING LESS THAN 0.5 SECONDS.

[229] PALO VERDE 3 DOCKET 50-530 LER 91-010.REV 01
UPDATE ON ESF ACTUATIONS CAUSED BY MANUAL DEENERGIZATION OF OFFSITE POWER.
EVENT DATE: 111591 REPORT DATE: 013092 NSSS: CE TYPE: PWR

(NSIC 223948) ON NOVEMBER 15, 1991, AT APPROXIMATELY-0913 MST, PALO VERDE UNIT-3
WAS IN MODE 3 (HOT STANDBY) WHEN CONTROL FOOM PERSCNNEL, RESPONDING TO A REPORT
THAT A MOBILE CRANE WAS IN CONTACT WITH AN ENERGIZED 13.8 KV OVERHEAD POWER LINE,
SECURED POWER TO THE TRAIN-B 13.8 KV NON-CLASS 1E INTERMEDIATE SWITCHGEAR BUS
(NAN-S06). THIS RESULTED IN THE EXPECTED LOSS OF PCWER TO THE TRAIN D CLASS 1E
4.16 KV BUS, AND A LOSS OF POWER (LOP) ENGINEERED SAFETY FEATURE ACTUATION SYSTEM'
(ESFAS) ACTUATION. THE TRAIN B EMERGENCY DIESEL GENERATOR (EDG) STARTED AND
LOADED PER DESIGN. AT APPROXIMATELY 0914 MST, THE CONTROL ROOM WAS NOTIFIED THAT
THE LINE THE CRANE hAS IN CONTACT WITH WAS STILL ENERGIZED AND THAT THE TRAIN A
13.8 KV NON-CLASS 1E INTERMEDIATE SWITCHGEAR BUS (NANaS05) NEEDED TO BE
DEENERGIZED. CONTROL ROOM PERSONNEL PROCEEDED TO REENERGIZE THE NAN-SJ6 BUS' PRIOR
TO DEENERGIZING THE NAN-S0S BUS. AT APPROXIMATELY 0922 MST, CONTROL ROOM
PERSONNEL DEENERGIZED THE NAN-S05 BUS WHICH RESULTED IN THE EXPECTED LOSS OF
POWER TO THE TRAIN A CLASS 1E 4.16 KV BUS AND A TRAIN A LOP ESTAS ACTUATION. THE
TRAIN A EDG STARTED AND LOADED PER DESIGN. ALL EQUIPMENT FUNCTIONED AS DESIGNED.
NO OTHER SAFETY SYSTEM RESPONSES OCCURRED AND NONE WERE REQUIRED. BASED ON

a
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JNVEliTICATION R"$ULTS, THE CAUSE OF THE CRANE COMING IN CONIACT WITH AN EllER04 ZED

J. l'. .D KV PuGPR LINE WAS DETERMINED TO DE PERSONNEL [RROR.

i
(230) PALO VEPDE 3 DOCKET 50-630 LER 91 009
tHADVERTENT CONIROL R00M LSSEllTI AL TILTR ATION ESF ACTUATION.
EVENT DAICt 111091 REPORT DAT.tt 121391 N5LS: CE TYPE: PWR

(NSIC 223656) ON fio'/ EMBER 10 1994 AT APPROXIMAirLY 0059 HST, PALO VERDE UNIT 3-

1 WAS IN !100t 3 (HOT STANDtY) 1T APrhoxlMATELY E65 DECREES FAHRENHEIT Af;D 2252
4 TOUNDS PER f QUARE INCH. ACSOLUTE WHEN AN INADVER1Ef1T C0!iTROL ROOM ESSE!4TI AL
'

:1LTRATIC'l ACIUATION SIGNAL (CRETAS) DALANCE OF PLANT ENGINEERED SAFETY TEA!URES
NTP A !! O!J 'JYLIDI (f0P ESTAS) ACTUATION DCCURRED. THE ACTUATION WAS A RESULT Or AN
I!1 PROPER RLSTORATION CY A CONTROL R0011 OPERATOR OF THE CHANNEL A CREFAS MODULE
TNAT HaD 1:EEN PLACED IN BYPASS H0DE FOR SCHEDULED SURVEILLANCE TESTING. THE

_
CPEI M ICIUATI(iN WAS VERIr!ED NOT TO DE THE RESULT OF A VALID SIONAL. THE
EQUIPilit/T ACTUA1ED RY TNT. CRETAS WAS VERITIED TO OPERATE AS DESICliED AND;

SUDDMUtNTLY R5' TURNED to N0k!)AL CONr!CURATION. THE CAUSE OF THE INADVERTENT
5 CRE! Ai ACTUATION WAS A LOGNITIVE PERS0!iNEL ERROR BY 1HE OPERATOR WHO REMOVED THE

CRETA:1 h0DULE F ROM CYPASS HDDE PRIOR TO RESETTING THE TRIP !!iPUTS. THE ERROR WAS
A REfr/LT Or NOT FOLLOWING AN APPROVED STATION PROCEDURE. AS CORRECTIVE ACTION

- YHE O MRATOR UAL TE!1PORAR1LY REMOVED TRott SH!rf AND DISCIPLif4E WAS AD!1!NISTERkD
IH A000RDAPCE WITH 1HE PVNGS POSITIVE DISCIPLINE PROGRAM. SIMILAR EVENTS WERE
REP 0 HIED IN LERb $2f3/86 022, 529/85-006, 529/B6-039, AND $29 /90 011.g

1231) PEACH BOTTOM 2 DOCKET $0*277 LER 91-036
TECHNICAL SPECITICATION VIOLATION OCCURRED WHEN THE 'A' WASTE SAf1PLE TAliK WAS=

RELCA6ED WITHOUT PROPER SAMPLINO DUE 10 Th! LURE to TOLLOW PROCEDURE.
TVElli DATE: 110391 REPJht DATEt 112991 NSSSt GE TYPE: BWR
OTHER UNITS INVOLVED: P7.ACH BOTTOM 3 (LWR)

IT WAS DIJCOVERED THAT THE "A" WASit(NSIC 223479)
ON '1/03/91 AT 0530 HOURS [ EASED WITh0UT THE APPROPRIATE SAf1PLE A*3sat 1Ptt TAliK (WST) 1REATED LIQVID WAS RE 1

RELEASE APPROYAL. THE "b" WST WAS SAMPLED INSTEAD OT THE "A" WST. THIS CofiDITION !

' '

RESULTED !!i A VIOLATION OF TECHNICAL SPEC!rICATION 4.D.D.1D EECAUSE THE
- SURVEILLANCE REQUIRE!1ENTS WERE NOT PERTORMED. *HE CAUSE OT THE EVENT HAS DEEN

DCTER!!!NEP TO DE THAT THE LADWASTE PLAllt OPERATOR (PO) TAILED TO PROPERLY TOLLOW"
THE SURVEILLANCE TEST (ST) USED TO SAMPLE AND RELEASE THE WST CONTENTS.

i ADDIIIONALLY, MISCOMMUNICATION DETWEEN THE RADWASTE PC AND THE SHIFT CHEMIST LED
'

TO THE URCNG WST BEING SA!! PLED. NO ACTUAL SAFETY CONSEQUENCES OCCURRED AS RESULT
% or TMt11 EVENT. THE RELEASE WAS TERMINATED AND A LIQUID SAMPLE WAS OBTATNED IROM

THE "A" WST. THE TERT!? tit IHr0Rf1ATION TP011 THIS EVENT WILL BE PROVIDED TO THE=

l AfrhCPRIATE PERLJNHEL. THE ST WILL DE REVISED WITH TOCUS ON HUMAN FACTORS
1 CONSIDERAI!ONS. TitERE kAS ONE PREVIOUS SIMILAR LER IDENTIr!ED.

:
*233) PEACM BOTTOM 2 DOCKET 50-277 LER 91-039
TEUH1TCAL SPECUTICATION REQUIRED SHUTDOWN FOR A hESIDUAL HEAT REMOVAL SYSTEM
VALYt R DA!r',,
EVI:h t DMCE: 1206 To REPORT DATE: 010692 NSSS: UE TYPE: EWR

(NSIC 2236091 VNIT u NAS BRDUCHT TO A COLD SHUTDOWN ON 12/6/91 DUE TO A
DETERMINATION MADE ON 12/3/91 BY PLANT STAfr ENGINEERING THAT THE REFiSUAL HEAT
RE!10 VAL (RHR) $YSTEM "B" LOOP INJECTION CHECK VALVE AND/OR ITS ASSOCIbfED BYPASS

_ VALVII HAD EXCESSIVE THROUGrl VALVE LEAKAGE. THE RHR "B" LOOP OUTLOARD ISOLATION
-i VALVI WAS THEN DE-ENERCIZED CLOSED IN ACCORDANCE WITH THE TECHNICAL

SPECIf1 CATIONS. THE CONDITION MADE THE RHR "B" LOOP INorERABLE AND THE
I APPROPRIATE SEVEN DAY LIMITING CONDITION FOR OPERATION WAS ENTERED. IT WAS THEN

DECIDED TO SHUT DOWN UNIT 2 SINCE THE RHR "B" LOOP INJECTION CHECK VALVE CR ITS
ASSOCI ATED BYPASS VALVE REPAIRS COULD NOT BE COMPLETE WITH011T ENTER!!iG TPE
INSERTED DRYWELL. THE OhUSE OF THE EVENT HAS BEEN DETERf11NED TO DE THAT THE RHR
"B" LOOP INJECTION CHECK BYPASS VALVE HAD EXCESSIVE THROUCH VALVE LEAKACE or

i (JPROXIMATELY 5 CPM. THE VALVE PLUG WAS CUT AliD VALVE SEAT IMPERTECTIONS WERE
i IDE:11TTIED. IT APPEARS THAT SOME SMALL OBSTRUCTION WAS PRESENT IN THE VALVE

SEATING AREA. AM INVESTICATION IS CONTINUING. NO ACTUAL SATETY CONSEQUENvES
.

1
i
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OCCURRED AS A RESULT OF THIS EVENT. THE RHR "C" LOOP INJECTION CHECK BYPASS WAS
DISA3SEMBLED AND RETAIRED. THE APPRCPRIATE POST MAINTENANCE TESTIND WAS Cot 1PLETED
SATIsrACTORILY AND THE PLANT WAS RETURNED TO POWER OPERATION ON 12/10/91. THERE.

WERL NO PREVIOUS SIMILAR EVENTS IDENTIT1ED.

12331 PEACH COTTOM 3 DCCKET 50-278 LER 91 017
AUTOMATIC DEPRESSURIZATION SYSTEM INOPERABILITY DUE 10 COMPONENTS CEING
UNQUALITIED AS A RESULT OF INSULATIO!! NOT DEING. INSTALLED PROPERLY.
EVENI DATE: 092491 REPERT DATE: 120691 NSSS: GE TYPE: BWR

(hS!C 223602) ON 9/24/91 AT 1300 HOURS THE MAIN STEAM RELIET VALVE (MSRV)
SOLENOID YALVES (SV) WIRING INSULATION WAS DISCOVERED TO BE DEGRADED. AN
INVESTIGATION REVEALED THAT THE MSRV THERMAL INSULATION WAS IMPROPERLY INSTALLED.
THIS CAUSED AN UNUSUALLY HICH TEftPERATURE ENVIRONMENT IN THE It1MEDI ATE VICINITY
OF THE SYS AND ASSOCIATED WIRING. ON 11/0/91 IT WAS DETERMINED DY ENGINEERING
ANALYSIS THAT THERE WAS NO LONGER A REASONAULE ASSURANCE THAT THE AUTollATIC
DEPRESSURIZATION SYSTEM RELTEF VALVES WERE OPERABLE. THE TE!!PERATURE INCREASE
TR0ft THE IhSULATION INSTALLATION LIADSR CAUSED THE EXPIRATION OF THE ENVIRONMENTAL
QVALITICATION LIFE OF THE COMPONENTS. THE CAUSE OF THIS EVENT HAS BEEN DETERMINED
70 CE 1 HAT THE MSRV INSULATION WAS IMPROPERLY INSTALLED. THE MAINTENANCE
PROCEDURE DID NOT PROVIDE THE NECESSARY LEVEL OF DETAIL. TE! INSULATION WAS
FROPERLY REIN 3TALLED AND THE SYS WERE REPLACED. THE MAINTENANCE PROCEDURE WILL'BE
REVISED. INSULATION ON UNIT 2 WAS VERITIED TO DE-PROPERLY INSTA!. LED. EIGHT CT THE
UNIT 3 MSRV SVS AND ASSOCIATED WIRING WERE SENT TO A TEST TACILITY TO UNDERG0
TESTING IN AN ACCIDENT '.NVIRON!!ENT. A FORMAL ROUT CAUSE INVESTICATION IS
CURRENILY UNDERWAY. 1H6 SAFETY CONSEQUENCES IS CURRENTLY UNDER REVIEW. NO
PREVIOUS SIMILAR LERS DENTIFIED.

(234) PEACH BOTTOM 3 DOCKET 50 270 LER 91 018
'

ENGINEERING SAFE 0VARD TEATURE ACTUATION AS A RESULT OT LESS YHAN ADEQUATE
PROCRT. \ TIC GUIDANCE.
EVENT istE 121691 REPORT DATE: 011492 NSSS: GE TYPE: BWR

(NSIC 223825) ON 12/16/91 AT 2205 HOURS AN ISOLATION OF THE MAIN STEAM LINE
DRAIN AND THE RECIRCULATIDH SYSTEM SAMPbE VALVES DCCURRED UNEXPECIEDLY DURING THE
PEnr0RilANCE OF AN IN SERVICE LEAK TEST. AT THE TIME OF THE EVENT, OPERATIONS
PERSPUNEL WERE VALVING INTO SERVICE THE INSTRUMENT VALVES ON A TEEDWATER CONTROL
SYSTEtt FLOW TRANSMITTER. THE CAUSE OF THE EVENT HAS BEEN DETERMINED TO BE A
PRESSURE TRANSIENT IN THE INSTRUMENT LINE. THIb WAS A RESULT OF THE INSTRUMENT
LINE NOT EEING BACKTILLED PRIOR TO THE INSTRUliENT REING RETURNED TO NLRVICE. NO '

DOCU!!ENTED STATION GUIDANCE EXISTED TO ADDRESS OPERATION OT INSTRUllENT VALVES AND
RESPONSIBILITIES. A CONTRIBUTING TACTOR TO THIS EVENT WAS LESS THAN ADEQUATE
COMilVNICATION. ATTER THE GROUP 1 PRIMARY CONTAINMENT ISOLATION SYSTEM (PCIS)
ISOLATION OCCURRED. THE PC IS LOGIC WAS RESET AT 2220 HOURS AND THE ATTECTED
VALVES WEdC RESTORED TO THE PROPER POSITION. STATION OUIDANCE WILL BE DEVELOPE 3.
THE EVENT WILL DE REVIEWED 70 DETERMINE ADEQUACY OF THE PRESENT !!ETHODS USED TO
PERTORM IN SERVICE LEAK TESTING. NO ACTUAL SATETY CONSEQUENCES OCCURRED AS A
RESULT OF THIS EVENT. THERE WERE NO PREVIOUS SIMILAR EVENTS IDENTITIED.

(23S) PEACH BOTTOM 3 DOCKET 50 278 LER 91-019
ENGINEERED SAFCCUARD TEATURE ACTUATION AS A RESULT OT A RELAY COIL FAILURE.
EVENT DATE: 121891 REPORT DATE: 011692 NSSS: GE TYPE: BWR
VENDOR: GENERAL ELECTRIC CO.

(NSIC 223D26) ON 12/19/91 AT 1822 HOURSi AN ISOLATJON OF THE SHUT DOWN COOLING
(SDC) MODE OF THE RESIDUAL HEAT REMOVAL SYSTEM OCCURRED WHEN POWER WAS LOST TO
THE PR!!!ARY CONTAINtlENT ISOLATION SYSTEM (PCIS) CONTROL-LOGIC. THE UNIT 3 REACTOR

CONTROL RCD DRIVE AND CORE'
OPERATOR IMMEDIATELY HAXIMIZED REACTOR WATER CLEANUP,HAS BEEN DETERMINEb TO DE ASPRAY STAYTULL TLOWS. THE CAUSE OT THE SDC ISOLATION
POIS RELAY COIL TAILURE. THIS CONDITION CAUSED THE PCIS CONTROL LOGIC FUSE TO-
CLOW, THE BLOWN TUSE AND RELAY WERE REPLACED. SUBSEQUENTLY THE ISOLATION WAS
RESET AND SDC WAS RESTORED TO SERVICE. THERE WERE No ACTUAb SAFETY CONSEQUENCES
AS A RESULT OT THIS EVENT. THERE WERE NO PREVIOUS SIMILAR EVENTS IDENTIFIED.

I
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(7.361 PEACH BOTTOM 3 DOCKET 50-178 4tR 92+001
REACTOR CORE ISOLATION COOLING SYSTEM CONTROL LOGIC FUSE FAILURE DUE TO A FAILED
LICHT SOCKET.
EVENT DATE: 010392 REPORT DATE: 020192 NSSS: GE TYPE: BWR

VENDOR: DIALCO

(NSIC 223933) ON 01/03/92 AT 000$ HOURS DURING THE PERFORMANCE OF THE REACTOR
CORE ISOLATION COOLING (RCIC) SYSTEM OrkRATING PROCEDURE USED TO RESET THE LOWTHE O! VISION I CONTROL POWER FUSEPRESSURE ISOLATION DURING REACTOR STARTUP
FAILED WHEN THE LD01C RESET SWITCH WAS DEhRESSED AS SPECIFIED IN THE PROCEDURE.
SUBSEQUENTLY ON 01/04/92 THE DIVISION I CONTROL POWER FUEES FAILED WHEN THE
LOGIC RESE1 $ WITCH WAS DEhRESSED AS SPECIFIED IN A SURVEILLANCE TEST. THE LOSS OF
POWER TO THE CON 1ROL CIRCUIT CAUSED 1HE CONDENSATE STORAGE TANK LOW LEVEL RELAY
To DE*ENERGI2E WHICH CAUSED THE RCIC TORUS SUCTION VALVES TO AUTOMATICALLY OPEN.
THE CAUSE OF THE RCIC CONTROL LOGIC FUSE FAILURE HAS BEEN DETERMINED 70 BE THE
RESULT OF A SHORTED STATUS LICHT SOCKET IN THE RCIC CON 1ROL LOO!C. A REVIEW OF
THE STATUS LIGHTS IN THIS AND OTHER SYSTEKS WILL BC PERFORMED 70 DETERMINE IT THE
VOLTAGE SPIKLS THAT OCCUR WILI. ADVERSELY AFFECT THE FUNCTION OF THE CONTROL
LOGIC. NO ACTUAL SAFETY CONSEQUENCES OCCURRED AS A RESULT OF THIS EVENT. THERE
WERE THREE PREVIOUS SIMILAR EVENTS IDENTIFIED.

(2373 PERRY 1 DOCKET 50 440 LER 91 020 REV 01
UPDATE ON CABLE TRAY RActWAYS FOUND TO BC IMPAIRED AS A FIRE BARRIER, ADVERSELY.
AFFECTING SAFE SHUTDOWN REQUIREMENTS.
EVENT DATE: 100791 REPORT DATE: 010392 NSSS: CE TYPEt BWR

'

(NSIC 223049) ON 10/7/91 DISCREPANCIES IN THE INSTALLATION OF THE HEcitANICAL
FAS' riERS ON APP 91 DIX R kACEWAYS WAS DETERMINED TO BE A FIRE BARRIER IMPAIRMENTON 12/4/91 DURING
WHIw.i COULD ADVladELY AFFECT SAFE SHUIDOWN REQUIREMENTS. DEFICIENCIES IN TPE LENGTH ANb THICKNESSCORRECTIVE ACTIONS FOR THIS CONDITION
OF FIRE BARRIER MATERIAL ON THE RACEUkYS SUPPORTS / HEAT TRANSFER ITEMS WERE ALSO
DISCOVERED. TECHNICAL SPEC!TICATIONS REQUIRE THESE CONDITIONS BE REPf,RTED 70 THE
NRC THROUGH THE LER PROCESS. THE HECHANICAL FASTENER DISCREPANCY IS ALSO
CONSIDERED REPORTABLE UNDER 10CTR21. THE CAUSE OF THE MECHANICAL TASTENER
DISCREPANCY WAS INADEQUATE DESION. THE INFORMATION, PROVIDED BY DILDERT
COMMONWEALTH, RESULTED IN VARIOUS DESIGN DOCUMENTS NOT REFLECTING THE VENDOR'SINSTALLATION CRITERIA CONCERNING MAXIMUM SPACING bFTHERHAL SCIENCE, INC. (TSI),
THE MECHANICAL FASTENERS. AN INADEQUATE INSiALLATION INSTRUCTION AND
INSTALLATION ERRORS RESULTED IN THE HEAT TRANSFER ITEMS THICKNESS AND LENGTH
DISCREPANCIES. THE IMMEDIATE CORRECTIVE ACTION WAS TO INITIATE HOURLY FIRE

WHICH WILL CONTINUE UNTIL THE APPENDIXWATCHES FOR THE FIRE IMPAIPMENT SITUATION
R RACEUAYS ARE UPCRADtD TO ENSURE COMPLIAbCE WITH ALL SPECIFICATI0WS. THE
AFFECTED DESIGN DOCUMENTS WILL BE REVISED TO REFLECT THE 1NSTALLATION CRITERIA
SPECIFIED BY THE TSI VENDOR MANUAL.

(2303 PERRY 1 DOCKET 50-440 LER 91 024
LOSS OF EMERGENCY SERVICE WATER SYSTEM LOOP DUE TO INADVERTENT ISOLATION OF
MEEPTILL SYSTEM.
EVENT DATE: 120491 REPORT DATE: 010692 NSSS: CE TYPE: BWR

tNSIC 223806) ON DECEMBEP 4, 1991 A PERRY PLAAT OPERATOR (PPD) PERFORMING A
WEEKLY CHECK OF THE EMERGENCY SERVICE WATER (ESW) KEEPTILL SYSTEM DISCOVEREP THE
KEEPTILL SYSTEM PRESSURE READING APPROXIMATELY 3.5 PSIO. THE KEEPFILL SYSTEM
PRESSURE IS REQUIRED TO EE >/s 13 PSIC WHEN THE ESW A LOOP IS IN STANDBY. THE PPO
CHECKED THE POSITION OF KEEPFILL JSQLATION VALVE 1P45 F720A AND FOUND IT CLOSED.
THE ESW A LOOP Ar1D ASSOCIATED LOADS WERE DECLARE 0 INOPERABLE IN #CCORDANCE WITH
THE APPLICABLE TECHNICAL SPECIFICATION ACTION STATEMENTS. THE MISPOSITIONING OF
VALVE 1P45 F720A WAS ATTRIBUTED TO PERSONNEL ERROR. THE LAST AUTHORIEED1991. INTERVIEWS OFREPOSITIONING OF iP45-F720A OCCURRED ON NOVEMBER 21
PERSONNEL PERFORMING WORK IN THE VICINITY OF THE KEEPTILL ISOLATION VALVE DID HOT
REVEAL THE SOURCE OF THE ERROR. IT WAS THERETORE ASSVdED THAT THE VALVE
MISPOSITIONING UAS AN UNINTENTIONAL ERROR BY ."J UNIDENTIFIED PERSON. TO PREVENT
RECURRENCE OF A SIMILAR INCIDENT INVOLVING THE KEEPTILL ISOLATION VALVE THE

REQUIRED VALVE POSITION WILL DE CHANGED FROM NORMALLY OPEN To LOCKED OPkN.

. . .
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ADDITIONA!.LY, ALL LICENSED AND NON LICENSED PLANT OFERATORS WILL RECEIVE 1 RAINING
ON THis EVENT AS PARI OT REQUALIFICATION TRAINIliG.

12391 PERRY 1 DOCKET 50 440 LER 91 025
CRACKED WELD ON VALVE APf!NUu1E R2SULTS IN HIGH PRESSURE CORE UPRAY SYSTEM
IHOPERADI?ITY.
EVENT DATE: 121291 REPL/t ?nTE: 0113P2 NSSS: GE TYPE: 3WR

(NSIC 213005) ON DECENDER 12, 1991, AT 1100, LIQUID PENETRANT TESTING REVEALED A
ChACK IN A WELD UPSTREAM OT 1HL HICH POINT VENT VALVE ON THE HICH PRESSURE CORE
STRAY (HPCS) SYSTEM IEST RETURN LINE. THE CONTROL ROOM WAS CONTACTED AND HPCS,
WHICH HAD BEEN IN STANDLV READINE05, WAS DECLARED INOPERABLE ON DECTMPER 13,
1991 AT 1542. THE CRACKED WELD WAS REWORKED TO SPECITICATIONS AND HPCS WAS
DECLARED OPERABLE ON DECEMDER 15, 1991, AT 0610. THE UELD TAILURE IS ATTRIBUTED
TO A CONDINATICN Or TACTORS. THE INSPECTED WELDS WERE BEING CHECKED UNDER A PLANT
INITIATIVE TO INSPECT WELDS AS A RESULT OT A FREVIOUL LER. THIS WELD WAS CHOSEN
DUE TO DEING LOCA1ED IN AN AREA SUBJECT TO RELATIVELY HICH VIBRATION. THE WELD
WAS AT THE ERANCH CONNECTION CETWEEN THE VENT PIPING AND TEST RETURN PIPING. THE
APPENDACE HAD TWO 3/4 !NCH VENT VALVES SUPPORTED SOLELY BY THIS BRANCH
CONNECTION. ADDI110NALLY, TIELD INLPECTION OF THE APPENDAGE BY ENGINEERIhG
PERSONNEL DETEnf11NED THAT THE CRACKED WELD DID NOT TULLY llEET THE SPECITICATIONS
REQUIRED BY THE DES!GN DRAWINGS, HAVING INSUTT!CIENT WELD METAL AND CONTOUR. THE
SCHEDULE TO INSPECT OTHER WELDS IDENTITIED BY THE ACTIVITIES RESULTING TROM THE I

PREVIOUS LER HAS EEEN ACCELERATED. ENGINEERING PERSONNEL ARE IN THE PROCESS OT !

!!ONIl0 RING THE REWORKED WELD ON THE HPCS SYSTEM TOR VISRATION TO DETERMINE IT !
ADDITIONAL CORRECTIVE ACTIONS MAY DE REQUIRED. |

l

(240) PERRY 1 DOCKET 50-440 LER 91 026
DIiISION ! REACTOR CORE 150LAT10N COOLING ISOLATION DURING SURVEILLANCE
ACTIVITIES.
EVENT DATER 121091 REPORT DATE: 011092 NSSS: GE TYPE: BWR r

(NFIC 223742) ON DECEMBER 16 1991 AT 0148 A DIVISION I NUCLEAR SsEAM SUPPLY
SHUTOFT SYSTEM SIGNAL RESULTkD IN AN UNEXPEb7ED REACTOR CORE ISOLATION COOLING
(RCIC) SYSTEM ISOLATION DURING THE PERTORMANCE OF A SURVEILLANCE. ON DECEMBER +

16, 1991 AT 0135 INSTRUHENT AND CONTROLS (IRC) TECHNICIANS BEGAN MONTHLY
SURVE!LLENCE, (SVI-E31 T0100 A) "RCIC STEAM SUPPLY PRTSSURE LOW CHANNEL A ,

TUNCTIONAL TOR 1E31 N685A." THE IRC LEAD PERTORMER OF IHIS SURVEILLANCE
IhCORRECTLY READ THAT THE STEP TO LITT LEADS DISABLING THE RCIC ISOLATION DID NOT
HAVE TO DE PERTCRMED. WHEN THE TRIP SIONAL WAS APPLIED THE SYSTEM ISOLATED AS
DESIGNED. THE CAUSE OF THIS EVENT IS PERSONNEL ERROR, INATTINTION TO DETAIL. THE
TECHNICIAN PERTORMING THE SURVEILLANCE WAS COUNSELED, INVOLVED IN THIS
INVEST!0ATION, AND IS TULLY AUARE OF THE C0hSEQUENCES OT HIS ACTIONS. THIS LER ;
WILL BE DISCUSSED WITH ALL IRC TECHNICIANS AS PART OT THEIR CONTINUING TRAINING
PROGRAM.

1241) PERRY 1 DOCKET 50 440 LER 91 027
PLANT SHUTDOWN DUE TO CIRCULATION WATER SYSTEM PIPE RUPTURE.
EVENT DATE: 122291 REPORT DATE: 012192 NSSS: GE TYPE: BWR
VENDOR: COULD INC.

ITT HAMMEL DAHL CONOTLOW

(NSIC 223840) ON DECEMOER 22 1991, AT 0206 HOURS
INSERTED PER INTEGRA1ED OPERATING INSTRUCTION (105)A MANUAL REACTOR SCRAM WAS- 8 DUE TO A NON ISOLABLE
DREAK IN THE CIRCULATING WATER SYSTEM (N71) PIPING. THE BREAK OCCURRED ON A
SECTION OF 36 INCH TIBERCLASS REINTORCED PLASTIC PIPE WHICH SUPPLIES COOLING-
WATER TO THE AUXILIARY CONDENSERS. AT 0259, THE SHITT SUPERVISOR DECLARED AN
ALERT BASED ON REPORTS OT RISING WATER LEVEL RECEIVED AND INDICATIONS AVAILABLE
IN THE CONTROL ROOM. ALL REQUIRED NOTIFICATIONS WERE MADE REGARDING THE ALERT
DECLARAT0N. EQUIPMENT AN0!!ALIES AND MALTUNCTIONS WHICH OCCURRED ATTER THE
!!ANUAL SCRAM WAS INSERTED ARE SUMMARI2ED IN THE TEXT OF THIS LIR. THE CAUSE or
THE PIPE RUPTURE MAS ATTRIBUTED TO A COMBINATION OT FACTORS WHICH INCLUDED A
PRE-EXISTING TLAW .IN THE TICERCLASS, TUNCTIONAL DEURADATION OF A PIPE SUPPORT AND

i
,
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INTROPER INSTALLATION or AN 0-RING GASKET AT 1HE TIBERGLASS TO S! EEL 1RANSITION
FLANCE. THE PLi.NT WAS RESTARTED ON JANUARY 3, 1992 AFIER REPAIRS WERE MADE TO THE
ATTECTED PIPING AND ASSOCIATED SUPPORTS. ADDITIONALLY, THE EQUIPMENT AN0haLIES
AND MALFUNCTIONS WHICH OCCURRED ATTER PLANT SHUTDOWN WERE INVESTICATED AND
CORRECTIVE ACTIONS TAKEN WHERE APPROPRIATE.

1242) POINT BEACH 1 DOCKET 50+266 LER 91 015 REY 01
UPDATE ON "A" STEAM CENERATOR MAIN STEAM ISOLATION BYPASS VALVE LETT OPEN.4

EVENT DATE: 111791 REPORT DATE: 012392 NSSS: WE TYPE: PWR

(NSIC 223823) ON NOVEMEER 28, 1991 UNIT 1 WAS IN HOT SHUTDOWN; AND OPERATING
PROCEDURE OP-13E " SECONDARY SYSTkHS SHUTDOWN," WAS IN PROGRESS. THIS PROCEDURE

,

WAS BEING PERFORMED IN ORDER TO CONDUCT A CONDENSER INSPECTION FOLLOWING A 17
GALLON PER MINUTE CONDENSER TUBE LEAK. ATTER SHUTTING DOTH MA1H STEAM ISOLATION

(MSIV), PER THE PROCEDURE THE OPERATORS NOTICED THAT THE MAIN STEAMVALVES
HEADER WAS STILL PRESSURIZED TO APPROXIMATELY 200 PSIO. AN INVESTIDATION REVEALED
THAT 1HS-234, THE MAIN STEAM ISOLATION BYPASS VALVE FOR THE "A" STEAM OENERATOR,
WAS OPEN. THE VALVE WAS IMMEDIATELY SHUT, CORRECTING THE PRODLEM.

1143] POINT BEACH 2 . DOCKET 50+301 LER 91 001 REV 01
UPDATE ON TAILURE OF MAIN STEAM ISOLATION VALVES TO CLOSE.
EVENT DATE: 092991 REPORT DATE: 012492- NSSS WE TYPE: PWR
OTHER UNITS INVOLVED: POINT BEACH-1 (PWR)
VENDOR: ATWOOD & MORRILL CO., INC.

(NSIC 223827) AT 0930 DN SEPTEMBER 29, 1991, AN ATTEMPT TO SHUT THE POINT BEACH
NUCLEAR PLANT UNIT 2 MAIN STEAM ISOLATION VALVES (MSIVS) WAS MADE FROM THE
CONTROL ROOM. BOTH MSIVS FAILED TO .* EAVE THE FULLY OPEN POSITION. AN OPERATOR WAG 4

DISPATCHED TO THE VALVES AND SHUT THEM DY APPLYING MECHANICAL TORCE TO THE VALVE
OPERATORS. ATTER THE VALVE OPERATORS WERE TREED BY MECHANICAL FORCE THE VALVES
SHUT UNASSISTED. UNIT 2 HAD bEEN SHUT DOWN AND COOLED DOWN TO APPROXIMATELY 325T
TOR THE BEGINNING OF ITS ANNUAL MAINTENANCE AND RETUELING OUTAGE WHEN THIS EVENT
OCCURRED. AN EXTENSIVE INVESTIGATION INTO THE CAUSE OF THE TAILURE TO CLOSE IS
DEING PERTORMED. THE CAUSE FOR THE VALVES TAILURE TO CLOSE HAS INITIALLY DETN
ATTRIBUTED TO DEGRADATION OF THE VALVE OPERATORS DUE TO COPROSION. STEPS ARE
DEING TAKEN TO PREVENT RECURRENCE OF THE CORROSION AND RETURN THE OPERATORS TO
SERVICE. MODITICATIONS TO THE VALVES AND ASSOCIATED OPERATORS AND CHANCEu to THE
VALVE MAINTENANCE PROGRAM ARE BEING CONSIDERED. AN INDEPENDENT NUCLEAR POWER
DEPARTMENT TEAM INVESTIGATION WAS ALSO PERFORMED TO ASSESS MSIV PEnr0RMANCE AND
PERCEPTIONS OF VALVE PERFORMANCE.

I:44] POINT BEACH 2 DOCKET 50 301 LER 94+005
BOTH SAFETY INJECTION PUMP BREAKERS RACKED IN WITH REACTOR COOLANT 1EMPER47URE
LESS THAN 275F.
EVENT DATE: 110991 REPORT DATE: 120691 NSSS: WE TYPE: PWR

(NSIC 223605) ON HOVEMDER 11, 1991 A REACTOR C001 ANT SYSTEM (RCS) HEATUP WAS IN
PROGRESS FOR UNIT 2. AT APPR0XIMATELY 1330, NITH THE RCS AT APPROXIMATELY SuSF
AND 350 PSIC, IT WAS DISCOVERED THAT BOTH HIGH HEAD SATETY INJECTION (SI) YUMP
BREAKERS WERE RACKED IN MAKING BOTH SI PUMPS OPERABLE. IT WAS DETERMINED M!AT
THIS CONDITION EXISTED SINCE NOVEMDER 9 1991, WHEN THE RCS WAS CLOSED WITH RCS
COLD LEC TEMPERATURE 275T. HAVING BOTH $1 PUMPS OPERABLE UNDER THIS CONDITION IS
A VIOLATION OF TECHNICAL SPECIFICATION SECTION 15.3.15.B.1. TECHNICAL
SPECITICATION 15.3.15.B.1 REQUIRES THAT ONE SI PUMP BE RENDERED INOPERABLE BY
REMOVING (RACKING OUT) ITS SUPPLY BREAKER OR BY SHUTTING ITS DISCHARGE VALVE AND
REMOVING CONTROL POWER ANY TIME THE RCS IS NUT OPEN TO ATMOSPHERE AND TEMPERATURE
IN EITHER OR BOTH RCS COLD LEGS IS (275T. RCJ TEMPERATURE HAD DEEN LESS THAN 275F
UNTIL APPROXIMATELY 1145 ON NOVEMBER 11, 1991 DURING THE PLANT HEATUP.

s
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[2451 POINT DEACH 2 DOCKET 50-301 LER 91 006
REACTOR TRIP DURING MOMITICATION WORK ON D11.
EVENT DATE: 121791 RI' PORT DATE: 011592 NSSS: WE TYPE: PNR
OTHER UNITS INVOLVED: T OINT CEACH 1 (PWR)
VENDOR: WESTINCHOUSE ELECTRIC CORP.

(HSIC 223794) AT 1008 GN DECEMBER 17, 1991, POINT BEACH NUCLEAR PLANT UNIT 2
EXPERIENCED A REACTOP TRIP DURING MODITICATION WORK ON DC DISTRICUTION PANEL D11.
WHILE A CADLE W/.S BflNG PULLED FROM PANEL D11 AS PART OT THE MODITICATION, A
CADLE CONNECTED TO BREAKER 32 WAS DISPLACED BY THE CABLE DEING REMOVED. THIS
MOVEMENT CAUSED THE TERMINATION IN CREAKER $2 TO LOOSEN AND ALLOW ITS ASSOCIATED
CABLE TO DECOME DISCONNECTED. THIS CABLE SUPPLIES POWER 70 DC DISTRIBUTION PANEL
D22. PANEL D21 SUPPLIES POWER TO THE UNIT 2 "A" TRAIN REACTOR PROTECTION
CIRCUITRY. PANEL D22 BECAME DTENERGIZED, RESULTING IN A REACTOR THIP ON UNIT 2
AND ACTUATION DT THE CROSSOVER STEAM DUMPA ON UNITS 1 AND 2. THE UNIT 1 TURDINE
WAS MANVALLY RUN CACK TO 73% POWER 70 ALLOW CLOSURE OT THE UNIT 1 CROSSOVER STEAM
DUMP HITHOUT EXCEEDING REACTOR POWER LIMITATIONS. THE UNIT 2 CONDENSER STEAM
DUMPS WERE NOT ENABLED BECAUSE OT THE LOSS Or DC POWER TO THE ARMING CIRCUIT.

,

PANEL D22 WAS REENERGIZED AT 1037. UNIT 1 W/.S RETURNED TO TULL ?OWER AT 1350. I

ATTER THE ELECTRICAL CONNECTIONS IN PANELS D11 AND D13 WERE CHECK TICHTENED, UNIT i

2 WAS PLACED BACK ON LINE AT 0346 ON DECEMBER 18. UNIT 2 REACHED TULL POWER AT J
2245 ON DECEMBER io, 1991. THIS EVENT IS AN ACTbATION OF THE REACTOR PROTECTION I

SYSTEM (RPS). THEREFORE, A TOUR-HOUR NOTITICATION TO THE NRC WAS MACE IN I
ACCORDANCE WITH 10 CTR $0.72(B)(2)(II). l

1246) QUA0 CITIES 1 DOCKET 50 254 LER 91-016
SUPPORT EMBEDMENT PLATE CUTSIDE DESIGN DASIS DUE TO A PRESERVICE EPROR INVOLVING
CONTRACTOR AND ENGINEERING PERSONNEL.
LVENT DATE: 003091 REPORT DATE: 092791 NSSS: CE TYPE: BWR
OTHER UNITS INVOLVED: QUAD CITIES 2 (BWR)

(NSIC 223814)
ON 8/30/91 AT 1500 HOURS,WAS IN THE RUN MODE AT 97X RCTP.UMIT ONE WAS IN THE RUN MODE AT 99% RATED

CORE THERMAL POWER (RCTP) AND UNIT TWO AT THIS
TIME THE STATInN WAS INFORMED DY THE NUCLEAR ENGINEERING DEPARTMENT (NEC) THAT
EMDEDMENT PLAIES TOR SUPPORT (SPT) NN RS-06 LOCATED ON UNIT ONE DRYWPLL/ TORUS
(DT) VACUUM RELIET LINE 1 1606-10-LX AND SUPPORT NM RS-07 LOCATED ON UNIT TWO
DRYWELL/ TORUS VACUUM RELIET LINE 2a1604-18-LX TAILED TSAR ALLOWABLE STRESS LIMIT
REQUIREMENTS. BOTH EMBEDMENT PLATLS WERE, HOWEVER, OPERABLE. THE NRC WAS
NOTITIED AT 1533 HOURS VIA ENS PER THE REQUIREMENTS 07 10CTR50.72(B)(1)(II)(B).
THE CAUSE OF THIS EVENT WA6 A DESIGN ERR 0R DURING A MODITICATION IN 1980 6ECAUSE
THE AS BUILT CONTIGURATIONS WERE NOT ACCURATELY DOCUMENTED ON DRAWINGS U'3ED TOR
THE CRIGINAL PIPING STRESS ANALYSIS. THIS ERROR WAS IDENTIFIED DURING PIPINO
CONTJGURATION VERITICATION PROGRAM (PCVP) THAT CCMMONWEALTH EDISION (CECO)
UNDERTOOK IN 4/07. THE PCVP WAS TO VERITY THE EXI.9 FENCE AND LOCATION CT PIPE
SUPPORTS AS NELL AS iHE DETAILS UTILIZED TOR THE CONSTRUCTION OT BRANCH
CONNECTIONS WITH'AS DESIGNED / ANALYZED CONFIGURATICN9 TOR QUAD CITIES UNIT ONE AND
TWO. THIS CCNDITION WAS INITIALLY IDENTITEDY BY S&L IF THE 88 89 TIME TRAME
HOWEVER, DUE TO A WEAKNESS IN THE INTERTACE BETWEEN SARGENT & LVHDY, NUTECH IND
COMMONWEALTH EDISON THE ERROR WAS NOT REPORTED.

1247) QUAD CITIES 1 . DOCKET 50 254 LER 91-023- ,

CONTROL ROOM HVAC ISOLATION DUE TO A DRIED OUT CHLORINE ANALYZER PROBE DUE TO
UNKNOWN CAUSE.
EVENT DATE: 112691 REPORT DATE: 122091 NSSS: GE TYPE: CWR
OTHER UNITS INVOLVED: QUAD CITIES 2 (BWR)

(NSIC 223690) DN NOVEMBER 26, 1991, UNIT ONE WAS IN THE RUN MODE AT:100 PERCENT
OT RATED CORE THERMAL POWER. UNIT TWO WAS ALSO IN THE RUN MODE AT 74 PERCENT OF
RATED CORE THERMAL POWER. AT 1330 HOURS, THE CONTROL ROOM (CR) HVAC T0XIC GAS
ANALYZER ANNUNCIATED THE " CONTROL ROOM STANDBY HVAC SYSTEM MAJOR TROUBLE" ALARM
IN THE CR AND CAUSED THE CR VENTS TO ISOLATE. THE INSTRUMENT MAINTENANCE
DEPARTMENT WAS GETTING READY TO PERTORM THEIR TUNCTIONAL TEST WHEN THE EVENT
OCCURRED. AN EMERGENCY NOTITICATION SYSTEM (ENS) PHONE CALL WAS COMPLETED AT
1454 HOURS PER 10CTR50.72(B)(2)(II). THE APPARENT CAUSE OF THE EVENT IS UNKNOWN.

L
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THE POTENTIAL CAUSE OF THE EVENT IS ALLOWING THE PROBE TO DRY OUT BY NOT
PERFORMING THE PREVENTATIVE MAINTENANCE. CORRECTIVE ACTIONS INCLUDE DtCLARING
THE TOXIC GAS ANALYZER INOPERABLE, THE INSTRUMENT MAINTENANCE DEPARIMENT (IMD)
SPEAKING WITH THE VENDOR, AND ORDERING TRODES . TUTURE CORRECTIVE ACTIONS WILT.
INCLUDE REVISING PROCEDURES TO INCLUDE VENDOR INFORMATION ON 1HE CARC AND
CPERATICH Of THE PROCES IN THE STORLROOM. A NEW PROCEDURL WILL BE WRITTEN ON HOW
TO REVIVE A PROBE ONCE IT HAS BECH DRIED OUT. THIS REPORT IS BEING SUCHITTED TO
COMPLY WITH 10CTR50.73(A)(2)(IV).

1248) QUAD CITIES 1 DOCKET 50 254 LER 91-024
TAILURE OF CO2 EXTINGUISHING SYSTEMS DUE TO INADEQUATE TLCW RATES.
EVENT DATE: 120391 REPORT DATE: 12309* NSES: CE TYPE: BWR
OTHER UNITS INVOLVED: QUAD CITIES 2 (BWa)
VENDOR: CHEMETRON CORP.

(NSIC 223874) ON 11/?,1/91 AT 022S HOURS, UNIT ONE WAS IN THE RUN MODE AT 90% OT
RATED CORE THERMAL POWER. WHILE PERTORMING SPECIAL TEST i-170 THE CO2 TLOODING
SYSTEM (KQ) TOR THE UH1T ONE DIESEL GENERATOR (EK) (DG) ROOM DID NOT MEET THE
SPECIFIED CONCENTRATION REQUIREMENT, AND THE SYSTEM WAS DECLARED INOPERABLE. CH
12/3/91 AT 1400 HOURS THE UNIT 1/2 DG RODM CO2 SYSTEM WAS DECLARED INOPERABLE.
BASED ON TLOW RATE CAbCULATIONS, IT WAS DETERMINED THAT THE REQUIRED DISCHARGE
TIME FOR THE CO2 SYSTEMS FOR THE UNIT ONE AND UNIT 1/2 DG ROOMS EXCEEDED THE

SYSIEM CALL WAS HAVE IN ACCORDANCE W$TH 10CTR 0.72(b)AN EMERGENCY NOTIFICATION
REQUIRED TIME Or CNE MINUTE. ON 12/3 AT 1429 HOURS

(1)(II)(B). 1111S REPORT IS
BEING SUBMITTED IN ACCORDANCE WITH 10CFR50.73(A)92)(II)(B) AND TECHNICAL
SPECITICATION 3.12/4.12.D.5. THE APPARENT CAUSE OF THE EVENT WAS IMPROPER SYSTEM
INSTALLATION. THE IMMEDIATE CORRECTIVE ACTICH INCLUDED ESTABLISHING DACKUP TIRE
SUPPRESSION AED FIRE WATCHES FOR THE AFFECTED AREAS. THE DISCHARCE N0ZZLES WILL
EE REPLACED WITH LARGER N0Z2LES, AND THE SYSTEMS WILL EE FURTHER TESTED.

[249) QUAD CITIES 1 DOCKET 50 254 LER 91 026
BREACH OF SECONDARY CONTAIMMENT 1A AND 2A DRYWELL 70 TORUS PURGE TAN DAMPERS.
EVENT DATE: 121091 F.EPORT DATE: 010892 NSSS: GE TYPE: BWR

'

OTHER UNITS INVGLVED: QUAD CITIES 2 (BWR)

(NSIC 223700) BEG 3NNING ON DECEMBER 9 AND CONTINUING INTO DECEMBER 10, 1991,
OPERATIONS STAFF PLACED THE tA AND 2A DRYUELL/ TORUS PURGE FANS OUT-0F SERVICE TOR
MECHANICAL MAINTENANCE TO SEAL ACCESS DOOR LEAKS AND REPLACE TILTERS. DUE TO A
MISCONCEPTIDH BY THE EQUIPHENT ATTENDAUTS, AND THE LACK OF LABELS ON THE DAMPER
OPERATORS OF THE PURGE SYSTEM, THT. DAMPERS WERE WIRED OPEN INSTEAD OF WIRED
CLOSED AS THE OUTrCP-SERVICE REQUEST REQUIRED. WHEN MECHANICAL MAINTENANCE
PULLED THE ACCESS COVER FROM THE 1a PURGE FAN A BREAK IN SECONDARY CONTAINHENT
WAS CREATED VIA THE REACTOR BUILDING VENTILATION EXHAUST SYSTEM THROUGH THE WIRED
OPEN DISCHARGE DAMPERS J,ND OUT THE OPEN J.CCESS COVER. DEtNERTING AND REINSERTING
OF THE UNIT 2 DRYWELL MAS UNDERWAY SIMULTANEOUS TO THIS MLINTENANCE WORK. SCON
ATTER MECHANICAL MAINTENANCE PULLED THE ACCES3 COVER T* T.4E 2A PURGE TAN THE
CONTROL ROOM RECEIVES A HIGH DIFFEDENTIAL PRESSURE ALARM ON THE PURGE TILTERS.
AN EQUIPMENT ATTENDANT SENT TO INVESTIGATE RECOGNI2ED THAT THE DAMPERS WERZ 00S
IN THE WRONG POSITION AND INITIATE 9 THE ACTIONS WHICH PLACED THE DAMPERS IN THE
CORRECT CLOSED, POSITION, THIS ACTION RES100.ED SECONDARY CONTAINMENT.
CORRECTIVE ACTIONS INCLUDE LABELLING PURGE FAN DAMPER POSITIONS, REVISING STATION
PROCEDURES TO MORE CLEARLY DETINE THE VERITICATION PROCESS FOR DAMPERS, AND
INVESTIGATE THE INSTALLATION OF DAMPER INSPECTION DOORS.

[250] QUAD CITIES 1 DOCKET 50-254 LER 91-027
U 1 SHUTDOWN FROM WATER LEAKING ON70 BUS 14-1.
EVENT DATE: 121691 REPORT DATE: 011592 NSSS: GE TYPE: BWR

(NSIC 223021) ON DECEMBER 16, 1991, UNIT ONE WAS IN THE RUM MODE AT 100 PERCENT
OF RATED CORE THERMAL POWER. A LARGE LEAK WAS DISCOVERED TO BE COMING TROM AN
OPEN DRAIN VALVE IN THE U1 REACTOR DUILDING VENTILATION (VA) HEATING STEAM
SYSTEM. THE WATER DRAINED THROUGH A T?.00R PIPE PENETRATION ONTO EMERGENCY EOS
(BU) 14 1 SWITCHnEAR (SWGR). SEVERAL ALARMS WERE RECEIVED IN THE CONTROL ROOM,
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2NCLUDING "4KV OVERCURRENT "125 Y BATTERY OROUND " AND "D!E$RL CEN i RELAY
1 RIP." IMt U1 DIESEL CENERk" TOR (DC)BAS THEN DECLAkED INOPERAELE. THE LLAK WAS
ts0 LATED, BUS 14+1 WAS COVERED 'WITH PLASTIC, AND A LOAD DROP WAS STARTED AT 1430
HOURS FOR RE'10 VAL OF CUS 14+1 TROM SERV!CE SUS 14*1 WAS RT!!DVED TROM SEhV!CE AT
1450 HOVRS. THE STATION ENTERED TECHNICAL SPECIT!' CAT!0NS (TS) LCO 3.0.A DUE TO
ONE WHOLE DIVISION OF EMERGENCY CORE COOLING SYSIEM (ECCS) PVMPS AND THE U1 DG
CEING INOPERAELE. A CENERATINC STATION E!1ERCENCY PLAN (0$EP) UNUSUAL EVENT WAS
DECLARED DUE 10 TS LCO 3.0.4. UNIT DNE WAS MANUALLY SCRAM!1ED AT 0113 HOURS ON
DECE!1EER 17, 1901. UNIT ONE WAS IN COLD SHUTDOWN AT 0622 HOURS. TS LCO 3.0.A AND
THE CSEP UNVSUAL EVENT WERE THEN TERMINATED.

[251) QUAD CITIES i DOCKET 50 254 LER 91 010
LohS OF POWER TO 1A RPS BUS CAVSED BY EPA 1A 1 TRIPPING ON UNDERVOLTACE DUE TO
LOW M 0 SET OUTPUT.
EVENT DATE: 122091 REPORT DATE: 011792. NSSS: CE TYPE: DWR
VENDOR: GENERAL ELECTRIC CO.

OH!!!T E

(NSIC 223053) AT 1720 HOURS ON DECEMCIR 20 1991, UNIT ONE WAS IN THE RUN MODE AT
100% or HATED CORE THERMAL POWER. REACTOR fROTECTION SYSTEM (RPS) DUS 1A
UNEXPECTE(ILY LOS1 PbWER. THIS CAUSED A 1/2 SCRAM AND PRIMARY CONTAINMENT
ISOLATION (PCI) CROUPS 1, !!, AND III ISDLATION SIONALS TO DE RECEIVED IN THE
CONTROL ROOM. IT ALSO CAUSED REACTOR WATER CLEAH+UP (RWCU) PUMPS TO TRIP, AND
CONTROL ROOM VEN15 AND REACTOR BUILDINO VENTS TO ISOLATE AS DESIGNED. THE LOSS
OT POWER WAS DUE 10 AN UNDERYDLTAGE TRIP DN AN ELECTRICAL PROTECTION ASSEMDLY TOR
7:1E RPS 1A 11010R CENERATOR (M.G) SET. AT 1735 HOURS, RPS BUS 1A WAS ENERO!2ED
TROM ITS RF.ETAVE TEED. THE 1/2 SCRAM AND PCI CROUP 150LATIONS WERE RESET, AND
RWCU CONTROL ROOM VENTS AND REACTOR SUILDING VENTS WERE RETURNED TO SERVICE.
THE kPPAAENT CAUSE OF TMb EVENT IS LOW GkNTRATOR DUTPUT VOLTAGE. THE EXACT CAUSE
FOR THE DROP IN VOLTAGE IS UNKNOWN, No APPARENT ELECTRICAL LOAD TAILURE WAS
DISCOVERED DURING THE INVEST!0ATION THE POSSIDLE CAUSES ARE BELIEVED TO Bt!
NORMAL WEAR OR CORROSION CT THE VOLTAGE REOULATOR RHEOSTAT AT 1HE POINT OF
PREVIOUS ADJUSTMENT, OR A SPURIOUS VOLTAGE PEGULATOR TAILURE. ATTER ADJUSTING THE
RHEOSTAT TOR A HICHER CENERATOR OUTPUT VOLTAGE, THE M*O SET TUNCTIONED PR0lERLY'
AND WAS RETURNED TO SERVICE. THE STATION IS INVESTICATING REPLACEMENT OF 1HE
VOLTACE REGULATOR AND RHEOSTAT.

1202] QUAD CITIES 2 DOCKET $0 2E5 LER 92-004
INADVER1ENT CLOSURE OF U2 REACTOR DUILDING ISOLATION LAMPER,
EVENT DATE: 011691 REPORT DATEi -020592 NSSS: GE TYPE: BWR

(NSIC 224020) ON JANUARY 16, 1992 AT 0040 HOURS UNIT TWO WAS IN THE SHUTDOWN1
MODE FOR A RETUELING OUTAGE. TECH STATT WAS PERFORMING QTS 105 9, " PNEUMATIC
ACCUMULATOR SYSIEM PRES $URE DECAY AND FAIL SATE TEST " UNDER TEMPORARY PROCEDURE
h7371. DA!1PER (DMP) 2 5742A WAS BEING TESTED. TOR THE PRESSURE DECAY PORTION OT
THE TEST, THE TEST DIRECTOR AND INSTRUMENT MECHANIC (IM) AGREED TO PLACE THE
JUllPER ACROSS TERMINALS 160 AND 161 IN PANEL 22S2 24X UHICH WOULD BE EQUIVALENT
TO PLACING A JUMPER ACROSS THE CONTACT AT THE PRESSURE SWITCH. A DIRECT GROUND
RESULTED, WHICH BLEW TUSE (TV) T+3, CAUSING THE REACTOR BUILDING VENT (VA)
ISOLATION DAMPERS TO 00 CLOSED. THE APPARENT CAUTE OF THE EVENT IS PERSONNEL
ERROR. TECH STATT AND 1M PERSONNEL INCORRECTLY READ THE WIRING DIAGRAM. THE
PROPER TERMINAL POINTS SMOVLD HAVE DEEN 150 AND 151. ALL DAMPERS WERE TESTED
SUCCESSTULLY ON JANUARY 10, 1992 AT 1040 HOURS. TURTHER CORRECTIVE ACTIONS WILL
INCLUDE REVISING QTS 105 9 AND OTHER LeeAL tEAx RATE TEST rROCEDuRES AS
APPLICADLE.

(2531 CUAD CITIES 2 DOCKET 50 165 LER 91-014
2A RHR HEAT EXCHANGER SUPPORT DEAMS POUND TO UE OUTSIEE BASIS DURING LIFTING DUE
TO NUTCHES IN THE FLANCE AREA.
EVENT DATE: 121091 REPORT DATE: 011692 NSSS: GE TYPE: BWR-

(NS!C 223046) ON 12/10/91, AT 0010 HOURS UNIT TWO WAS IN THE RUN MODE AT 66% OT
RATED CORE THERMAL POWER. AT T!!!S TIME THE STATION WAS NOTIFIED BY ENGINEERING

- _ _ _ _ _ _ _ - - _ - - _ _ _ _ _ _
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0F AN ANALYSIS WHICH DETERMINED THAT TWO BEAMS SUPPORTING THE 2A RESIDUAL HEAT
REMOVAL (HR) (BO) HEAT EXCHANGER (HX) EXCEEDED FINAL SAFETY ANALYSIS REPORT
(FSAR) ALLOMABLE LIMITS. THIS OVEk STRESSED CONDITION WAS DUE TO NOTCHES WHICH
HAD BEEN CUT IN THE REAMFLANGES. ENGINEERING EXAMINED THE DECRADED SUPPORT
B L' AM S , AND DETERMINED THAT NO EXUESSIVE DETORMATION on DEFLECTION EXISIED. IT
WAS DETERMINED THAT THE LECAADATION DID NOT DIMINISH THE OPERABILITY OF THE HEAT
EXCHANGER OR THE RHR SYSTE!1. WORK REQUEST Q96769 MAS INITIATED TO REINFORCE THE
DEGRADED SUPPORT BEAMS. THIS WORK WILL INSURE THAT THE SUPPORTS ARE WITHIN THE
FSAR ALLOWAELE DESIGN LIM 11S. THE REIMFORCEMENT OF THE SEAMS WILL BE PERFORMED
DURING THE UNIT TWO REFUEL OUTAGE, JANUARY 1992 (42R11).

(254) QUAD CITIES 2 DOCKET 50-265 Ltd 91-016
DESIGN DISCREPANCY BETWEEN FEAR AND AS BUILT FOR TIP EALL VALVES.
EVENT DATES 122791 REPORT DA1E 012392 NSSS: GE TYPE: EWR
OTHER UNITS INVOLVED: QUAD CITIES 1 (BWR)

(NSIC 223B22) ON DECEMBER 27,1991, AT 1600 H0fMS, UNIT TWO WAS IN THE RUN MODE
AT 63% OF RATED CORE THERMAL POWER. AT THIS TIME, TECHNICAL STAFF ENGINEERS
PERFORMED A WALK 00WN OF THE TRAVERS!NG INCORE PROBE (TIP) SYSTEM AND DISCOVERED
THAT THE 902 3, A 16 ANC 901-3 F-8 ANNUNC1ATORS WOULD BE ACTIVATED BY LOSS OT-
POWER OR hHEAR VALVE ACTUATION AND NOT BY A BALL VALVE (ISV) OPEN WITH GROUP II
ISOLATION SIGNAL PRESENT AS STATED IN THE UPDATED FINAL SAFETY ANALYSIS REPORT
(UFSAR) SECTION 7.4.5 .4. FURTHER REVIEkS DID NOT REVEAL ANY ADVERSE E)FECT ON
THE OPERATION OF THE TIP BALL VALVES WITH A GROUP II ISOLATION SIGNAL PRESENT.
THE DISCREPANCY RESULTED FROM FAILURE TO RECONCILE THE UFSAR WITH THE AS BUILT
CONDIT!0h. THE UFSAR WILL BE CHANCED TO REFLECT THE AS-EUILT CONDITION. THIS
REPORT IS PROVIDED TO SATISFY THE REQUIREMENTS OF 10CFR50.73(A)(2)(II)(B).-

,

(2551 QUAD CITIES 2 DOCKET 50 265 LER 92-001
GROUP I ISOLATION / REACTOR SCRAM FROM ACTUATION OF MSL LOW PRESSURE SWITCHES DUE
TO FRESSURE FLUCTUATIONS IN SENSING LINES.
EVENT DATE: 010192 REPORT DATE: 012892 NSSS: GE TYPts CWR

(NSIC 223862) ON JANUARY 1, 1992, QUAD CITIES UNIT TWO WAS IN THE RUN MODE AT 24
PERCENT OF RATED CORE THERMAL POWER. SPECIAL TEST PROCEDURE 2-104, TURBINE TRIP'

MAIN STEA*1 LINE LOW PRESSURE TEST WAS IN PROGRESS IN-AN ATTEMPT TO DISCOVER THE
CAUSE FOR HISTORICAL-GROUP I PRIMARY CONTAINMENT ISOLATIONS (PCI) FOLLOWING-
TURBIhE TRIPS. AT 0014 HOURS, THE UNIT TWO MAIN TURBINE WAS MANUALLY TRIPPED TROM
200 MUE. WITHIN 0.5 SECONDS OF THE TURBINE TRIP, A GROUP I PCI OCCURRED. A
REACTOR SCRAM THEN OCCURRED UPON TEN PERCENT CLOSURE OF THE MAIN STEAM ISCLATION
VALVES (MSIV). ALL SAFETY FEATURE ACTUATIONS OCCURRED AS DESIGNED. AN EMERGENCY
NOTIFICATION SYSTEM (ENS) NOTIFICATION WAS COMPLETED AT 0223 HOURS ON JANUARY 1,
1992. TEST DATA OBTAINED REVEALED THE CAUSE OF THE GROUP I PCI TO DE MAIN STEAM
LINE (HSL) PRESSURE WAVE AND INSTRUMENT LINE RESONANCE DUE TO TURBINE STOP VALVE -
FAST CLOSURE. THIS CAUSED LARGE PRESSURE FLUCTUATIONS AT THE LOCATION OF THE MSL
LOW PRESSURE SWITCHES. THIS FLUCi'UATION WAS LARGE ENOUGH To ACTUATE ALL FOUR
SWITCHE3 AND CAUSE THE GROUP I-PCI. GENERAL ELECTRIC HAS BEEN CONTRACTED TO
EVALUATE THE TEST RESULTS AND PROVIDE RECOMMENDED CORRECTIVE ACTIONS.

(2561 QUAD CITIES 2 . - DOCKET 50-265 LER 92-002
EXCEEDANCE OF TECHNICAL: SPECIFICATION LOCAL LEAK RATE TEST LIMtT 0.6 LA-WHILE
TESTING THE CONTAINMENT PURGE FOUR VALVE VOLVME 2-1601-21, 22, SS AND 56.
EVENT DATE: 010392 PEPORT DATE: 013092 NSSS: GE TYPE: BWR

(NSIC 223931) ON JANUARY 1, 1992 QUAD CITIES UNIT TWO WAS SHUTDOWN FOR REFUELING
AND MAINTENANCE (Q2R11). ON JANUARY 3, 1992 AT 071S HOURS WHILE PERFORMING LOCAL
LEAK RATE TESTING (LLRT) 0F THE CONTAINMENT PURGE FOUR VALVE VOLUME 2 1601-21,
22, SS AND 56, IT WAS DETERMINED THAT THE TECHNICAL -SPECIFICATION 3.7. A.2. A.2
LIMIT OF 293.75 SCTH (0.6 LA) NAS EXCEEDED. AN EMERGENCY NOTIFICATION SYSTEM
(ENS) PHONE CALL HAS COMPLETED ON JANUARY 3, 1991 AT 1029 (EST) HOURS IN
ACCORDANCE WITH 1CCFR50.72(B)(2)(1). THE CAUSE OF THE EXCESSIVE LEAKAGES WILL
NOT BE KNCWN UNTIL REPAIRS HAVE BEEN COMPLETED. A SUPPLEMENTAL REPORT WILL EE
ISSUED TO ADDRESS THE CAUSES AND CORRECTIVE ACTIONS-TAKEN TO BRING THE COMBINED

. _ _ . _ . - _ . _ _ _ _ . , , _ _ _ _ . . _ _ . _ . . - _ . - . _ . _ . _
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LEAVAGE TO WITHIN TECHNICAL SPECIFICATION LIMITS. THIS REPORT IS BEING SUFMITTED
70 COMPLY WITH 10CFR$0.73(A)(2)(II).

[2571 QUAD CITIES 2 DOCKET 50-265 LER 92 003
REACTOR BLDO. VENTILATION ISOLATION AND SBOT START DUE TO PULLED FUSE DURING OUT
OF SERVICE.
EVENT DATE: 010692 RFPORT DATE: 312892 NSSS: GE TYPE: EWR

(NSIC 223B63) ON JANUARY 6, 1992 AT 1154 HOURS, UNIT TWO WAS IN THE SHUTDOWN MODE
FOR A REFUELING OUTAGE. THE OPERATING DEPARTMENT WAS TAKING THE UNIT 2 TORUS TO
OXYCEN ANALYZER SCLEN0!D (SOL) (2 DB01-D) OUT OT SERVICE (005). DURING 005 #3938
FUSE (FU) F-6 UAS PULLED FROM THE 902 40 PANEL (PL).- THIS FUSE PULL CAUSED THE
595 133 RELAY (RLY) TO DEENERGIZE WHICH CAVE AN AUTOSTART SIGNAL TO STANDBY CAS
TREATHENT (SEGT) (VI), ISOLATED THE REACTOR BUILDING VENTS (VA), AND A PARTIAL
GROUP II ISOLATION WAS RECEIVED. AT 1221 HOURS THE SEGT TRAIN WAS SECURED AND
THE RFACTOR SUILDING VENTS WERC RESET AND RESTARTED. AT 1314 HOURS DOS #3938 WAS
SUCCESSFULLY COMPLETED WITHOUT PULLING THE FUSE. ON JANUARY 6 199k MEMO 92-1
WAS ISSUED TO OPERATING PERSONNEL WHICH PUT A S10P TO ALL FUSk PULL $ IN THE 1

901(2)*40 AND 901(2)-41 PANELS UNTIL AN OPERATOR AIDE ADDRESSING INADVERTENT j
ACTUATION IS MADE UP. THIS EVENT IS BEING REPORTED IN ACCORDANCE WITH i
10CTR50.73(A)(2)(IV).

(2501 RIVEREEND 1 DOCKET 50-458 LER 90-003 REY 04
UPDATE ON INADEQUATE THERMO LAG FIRE BARRIER ENVELOPES SURROUNDING SAFE SHUTDOWN
CIRCUITS PCH 1ECHNICAL SPECIFICATIONS 3/4.7.7.
EVENT DATE: 020690 REPORT LA1E 122791 NSSS: GE TYPE: BWR

(NSIC 223779) DURING THF PERFORHANCE OF SURVEILLANCE TEST PROCEDURE STP 00 3602
DN 02/06/90 THROUGH 02/08/90 PITH THE UNIT IN OPERATIONAL CONDITION 1 (TULL
POWER), IT WAS FOUND THAT SEVERAL MINOR DEFICIENCES EXISTED IN THE THERM 0 LAG
FIRE BARRIER ENVELOPES AROUND REDUNDANT SAFE SHUTDOWN CIRCUITS. THESE
DEFICIENCIES CONSISTED OF SMALL HOLES, CRACKS AND UNTILLEr SCAMS IN fHE
THERMO-LAG MATERIAL. A FIkE WATCH HAD ALREADY BEEN ESTABLISHED IN AREAS
UTILIZING THERMO LAG AS A FIRE BAP.RIER. GSU IS CURRENTLY WORKING WITH THE VENDOR
TO RESOLVE THE IDENTIFIED DISCREPANLIES WHICH OCCURRED DURING CONSTRUCTION AND
THE DEFICIENT THERHO-LAG BARRIERS. FIRE TESTS WERE CONDUCTED DURING NOVEMBER AND
DECEMEER 1990 ON TYPICAL CONFIGURATIONS OF INSTALLED BARRIERS USED IN THE PLANT.
REPAIR H ETHOUS WERE DEVELOPED WHERE APPLICABLE. THIS SUPPLEMENT TO LER 90-003
IS SUFMITTED TO PROVIDE A STATUS OF THE THERMO LAC ISSUE AT RIVER BEND STATION.
THE COMBINATION OF THE CABLE JACKET PROPERTIES, THE CONTROL OF TRANSIENT
COMEUSTIBLES, THE USE OF SUPPRESSION SYSTEMS IN THE PLANT AND THE USE OF
COMPENSATORY FIRE WATCHES PROVIDFS ASSURANCE THAT PLANT SATETY AND THE HEALTH AND
SAFETY OF THE PUBLIC HAS . " OEEN JEOPARDIZED.

12591 RIVERBEND 1 DOCKET S0 458 LER 91-017 REY 01
UPDATE ON DESIGN DISCREPANCY IN THE WIRING DIAGRAM FOR TWO HYDROGEN MIXING SYSTEM
VALVES.
EVENT DATE: 091B91 REPORT DATE: 103091 NSSS: DE TYPE: BWR
VENDOR: LIMITORQUE CORP.

(NSIC 223780) AT 1500 HOURS ON 9/10/91, WITH REACTOR IN OPERATIONAL CONDITION 1
(POWER 0?ERATION), WHILE PERFORMING A REVIEW OF STATION OPERATING PROCEDURL
(SOP)-0040 " HYDROGEN MIXING, PURCE, RECOMBINERS AND IGNITORS," A DISCREPANCY IN
THE WIRING DIAGRAM OF THE MYDROGEN MIXING SYSTEM (*BB*) WAS DISCOVERED. THE
WIRING DIACRAM OF THE CIRCUIT SHOWED THAT THE OUTLET VALVES (*20*) 1 CMP *MOV1A(B)
AND 3A(B) COULD NOT BE MANUALLY BYPASSED FOLLOWING AN ISOLATION IN RESPONSE TO A
LOCA SIGNAL. ALTHOUGH THE DISCREPANCY WAS DISCOVERED ON 9/18/91, IT IS BELIEVED
THAT THE CONDITION EXISTED SINCE THE LAST MODIFICATION OF THE CIRCUIT ON 7/12/85.
THUS, THE MANUAL BYPASS HAS BEEN INOPERACLE SINCE 07/12/85; THEREFORE, THIS
REPORT IS SUEMITTED PURSUANT TO 10CFR50.73( A)(2)(1)(B) AS OPERATION PROHIBITED BY
THE TECHNICAL SPECIFICATIONS. BASED ON A LICENSL BASIS ANAL.YSIS CONSIDERING
REGULATORY R EQUIREMENTS, A MECHANISTIC ANALYSIS OF HYDROCEN GENERATION, A HUMAN
RELIABILITY ANALYSIS, AND A PROBABILISTIC RISK ASSESSMENT OF THE HHYDROGEN

i
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GENERATION SCENARIO, GSU HAS CONCLUDED THE SAFETY SIGNIFICANCE OF THIS EVENT IS
LOW.

1260) RIVERREND 1 DOCKET 50-458 LER 91-021
REACIOR PROTECTION SYSTEM ACTUATION DUE TO OPERATOR FAILURE TO VERIFY THE SCRAM
DISCHARPT VOLUME LEVEL.
EVENT DATE: 120891 REPORT DATE: 011092 NSSS: GE TYPE: BWR

(NSIC 223007) AT APPROXIMATELY 1524 ON 12/08/91 WITH THE REACTOR IN OPERATIONAL
CONDITION 3, AN UNPLANNED RE4CTOK PROTECTION SYbfEM (RPS) ACTUATION OCCURRED WHEN
THE AT-THE CONTROLS (ATC) OPERATOR PLACED THE CONTROL ROD DRIVE (CRD) SCRAM
DISCHARGE VOLUME HIGH WATER LEVEL BYPASS SWITCHES FROM " BYPASS" TO " NORMAL"
WITHOUT ASSURING THAT THE SCRAM DISCHARGE VOLUME (SDV) WATER LEVEL WAS LESS THAN
49". ALL CONTROL RODS WERE INSERTED PREVIOUSLY AND NO ADDITIONAL ROD MOTION
OCCURRED DUE TO THE RPS ACTUATION. THIS EVENT IS REPORTABLE PURSUANT TO
10CFR50.73(A)(2)(IV) AS AN ENGINEERED SAFETY FEATURE (EST) ACTUATION. ABNORMAL
OPERATING PROCEDURE IAOP) - 0001 (" REACTOR SCRAM") IS BEING REVISED TO INCLUDE A
DEDICATED $ECTION TO PROVIDE SPECIFIC INSTRUCTIONS FOR RESETTING A REACT 0k SCRAM
OR RPS (*JE*) ACTUATION. THIS SECTION WILL REQUIRE THE ATC OPERATOR TO PLACE THE
SDV HICH WATER LEVEL UYPASS SWITCHES TO " BYPASS" AS THE FIRST STEP AND VERIFY THE

i SDV HIGH LEVEL ALARM IS CLEAR PRIOR TO PLACING THE SWITCHES IN THE " NORMAL"i

POSITION.

[2611 RIVERBEND 1 DOCKET 50-I!$8 LER 91-022
INDETERMINATE EQUIPMENT QUALITICATION STATUS OF RESIGTANCE TEMPERATURE DETECTORS
IN THE FUEL BUILDING FILTER TRAINS.
EVENT DATE: 122391 REPORT DATE: 012292 NSSS: GE TYPE: BWR
VENDORS PYC0

(NSIC 223869) ON 12/23/91, WITH THE REACTOR IN OPERATIONAL CONDITION 4, IT WAS
DISCOVERED THAT FROM 6/4/91 70 6/8/91, FUEL WAS MOVED IN THE FUEL BUILDING WHILE
RESISTANCE TEMPERATURE DETECTORS (RfDS) INSTALLED IN THE FUEL BUILDING HEATER
TRAINS WERE NOT ENVIRONMENTALLY AND SEISMICALLY QUALIFIED. THUS, THE FUEL
BUILDING FILTER TRAINS ARE CONSIDERED TO HAVE BEEN INOPERABLE. THEREFORE THIS
REPORT IS SUBMITTED PURSUANT TO 10CFR50.73(A)(2)(I)(B) AS OPERATION PRCHIBITED BY
THE TECHNICAL SPECIFICATIONS. THE SUBJECT RTDS HAVE BEEN REPLACED WITH QUALIFIED '

MODELS. TRAIMING WILL BE PROVIDED ON THE IMPORTANCE OF COMMUNICATION WHEN I

PERFORMING OPERABILITY %NALYSES. GSU HAS PERFORMED AN AMBIENT HUMIDITY ANALYSIS '

AND A DECAY TIME ANALYSIS FOR THE FUEL IN THE SPENT FUEL POOL. THE RESULTS SHOU
THAT IT WAS UNLIKELY THAT FUEL BUILDING CHARC0AL FILTER EFFICIENCY WAS DECRADED
AND THAT IF A FUEL HANDLING ACCIDENT HAD OCCURRED, OFFSITE DOSES WOULD HAVE BEEN
BOUNDED BY THE DESIGN BASIS FUEL HANDLING ACCIDENT CALCULATION.

(162) RIVERBEND 1 DOCKET S0 458- LER 91-023
REACTOR WATER CLEANUP PUMPS OUTBOARD SUCTION VALVE ISOLATION DURING STANDBY
LIQUID CONTROL VALVE OPERABILITY SURVEILLANCE DUE TO AN INADEQUATE PROCEDURE.
EVENT DATE: 122691 REPORT DATE: 012792 NSSS: GE TYPE: BWR

(NSIC 223070) AT 1212 ON 12/26/91 WITH THE UNIT IN OPERATIONAL CONDITION 4 (COLD
SHUTDOWN) -1033*MOVF004 (REACTOR WATER CLEANUP PUMPS OUTBOARD SUCTION VALVE)
RECEIVED IN ISOLATION SIONAL FROM A STANDBY LIQUID CONTROL SYSTEM MANUAL
INITIATION SIGNAL. THE VALVE WENT FULLY CLOSED AND THE REACTOR WATER CLEANUP
(RWCU) PUMPS TRIPPED ON LOW FLOW. THE ISOLATION OF THE VALVE CONSTITUTED AN
ENGINEERED SAFETY FEATURE (EST) ACTUATION. THEREFORE, THIS REPORT IS SUBMITTED
PURSUANT TO 10CFR50.73(A)(2)(IV). THE ROOT CAUSE OF THIS EVENT WAS PROCEDUAE
INADEQUACY. CORRECTIVE ACTIONS INCLUDED PROCEDURE CLARIFICATION AND A REVIEW 0F
ALL RELATED PROCEDURES. THE STANDBY LIQUID CONTROL (SLC) SYSTEM AND THE REACTOR
WATER CLEANUP (RWCU) SYSTEM RESPONDED PER DESIGN AND 1G33*MOVF004 (REACTOR WATER
CLEANUP PUMPS OUTBOARD SUCTION VALVE) ISOLATED PROPERLY.

l
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(2631 ROBINSON 2 DOCKET 50+261 LER 91 011
REACTOR TRIP DUE TO TAILURE OF CONDENGATE PUMP SHAFT.
EVENT DATE: 003091 REPORT DATE: 091891 NSSS: WE TYPE: FWR
VENDOR: DYRON JACKSON PUMPS, INC.

(NSIC 223783) ON AUCUST 30 1991, AT 0700 HOURS WITH UN!1 NO. 2 OPERATING AT ONE
HUNDRED PERCENT POWER AN AUTOMATIC REACTOR TRIP WAS RECEIVED TROM A "C" STEAM
CENERATOR LOW LEVEL Cb!NCIDENT WITH A STEAM TLOW/ TEED TLOW MISMATCH. THE CAUSE Or
THIS TRIP IS ATIRIEUTED 70 FA! LURE Or 1HC "B" CONDENSATE PUMP SHATT, WHICH
RESULIED IN INADEQUATE TEEDWATER TLOW 70 1HE SIEAM DENERATORS. THE PLANT WAS,

EROUCHT 70 SHUTDOWN CONDITIONS USING EMERCENCY OPERATING PROCEDVRES, AND WAS'

STABILIZED AT 0711 HOURS. 1HE NRC WAS NOTIFIED OF THIS EVENT VIA THE ENS AT 0830
HOURS PURSUANT TO 10 CTR 50.72(B)(2)(!!). REPAIRS TO THE "B" CONDENSATE PUMP
WILL REQUIRE USE OF A PUMP THAT HAS BEEii PREVIOUSLY IN SERVICE AND IS AWAITING
REFURBISHMENT. UNTIL THIS PUMP CAN BE Pl. ACED BACK IN SERV!CE, kHE PLANT WILL
OPERATE AT APPROXIMATELY SIXTY TIVE PERCENT POWER, WHICH CAN DE ACHIEVED WITH
ADEQUATE TEEDWATEA CEING SUPPLIED WiTH ONLY ONE CONDENSA1E PUMP IN OPERATION.
THIS LICENSEE E7CNT REPORT IS CEING BVBMITTED IN ACCORDANCE WITH 10 CTR
50.73(A)(2)(IV).

[264] P,0BINSON 2 D00KET S0 261 LER 92+001
DECRADED CONDITION DUE TO INDPERABILITY Or VONTAINMENT ISOLATION VALVE.
EVENT DATE4 011692 REPORT DATE: 012992 N3SSs WE TYPE: TWA
VENDOR: COPES *VULCAE, INC.

(NSIC 223861) ON 1/13/92, UNIT 2 WA3 OPERATING AT 100% POWL'R WHEN VALVE PS 956T
TAILED ITS STROKE TIME TEST. THE TECH SPEU ACTION STATEMENT TOR CONIAINMENT
INTICRITY WAS ENTERED BY CLOSING InE REEUNDANT ISOLATION VALVE, PS*966E AND
REMOVING ITU POWER SOURCE. ON 1/14/92, THE LINE WAS DEING CLEARED TOR AkPAIR OF
PS 956F WHEN A LEAK RATE OF B10CC PER MINJTE WAS MEASURLD TROM PS*956E. SINCE
THIS LEAK RATE 46 PSIO, OPERABILITY Of PS 956E COULD NOT EE DETERMINED IN
ACCORLANCE WITH PLANT PROCEDURES AN 15. T.FTER APPROXIMATELY MIN 97E, WHICH !S LOW
WAS AT 223S PSIG AND NORMAL TEST ACCEPTANCE VALUES ARE 4C PSIC, OPERABILITY OF
PS*9S6E COULD NOT DE DETERMINED. IN ACCCADANCE WITH OPERAt!LITY DETERMINATION WAS
REQUESTED. ON JANUARY EIGHTEEN HOURS THE LEAKAGU WAS REDUCED TO 13 CC PER
ENDUGH TO MEET OPERABILITY REQUIREMENkS. ON 1/16, THE 0?ERABILITY DE1ERMINATION
RESULTS CONCLUDED THAT DURING THIS 18*HR PERIOD, THE OBSERVED LEAKAGE WAS SUCH
THAT THE PENETRATION COULD NOT BE CONSIDERED OPERA 8LE BY PLANT TECH SPECa. THE
CAUSE OF THIS CONDITION IS ATTRIBUTED TO COMPONENT FAILURE. THE NRC UAF NOTITIED
or THIS CONDITION VIA THE ENS AT 1540 HOURS ON 1/16/92. THE VALVE !$ DCHEDVLED
TO CE REPAIRED DURING THE UPCOMING REFUELING OUTAGE. UNTIL THAT TIME THE
CONTAINMENT PENETRATION IS OPERABLE BECAUSE THE LEAK RATE ON PS*956E,IS WITH7N ,

LEAK RATE LIMI1S, AND THE POWER TOR THIS VALVE HAVE DEEN REH0VED, 8

[2651 SALEM 1 DOCKET 80 272 LER 91+027
ENGINEERED SATETY TEATURE ACTUATION
OP" SIGNAL DUE TO EQUIPMENT FAILURE;. SAFEGUARD EQUIPMENT CONTROL CABINET " MODE

"

EVEPT DATE: 091S91 REPORT DATE: 091291 NSSS: WE TYPE: PWR
VENDOR: VITRO ENGINEERING DIVISION

(NSIC 223812) ON S/15/91, TWO PARTIAL " MODE OP !" (LOSS OT COOLANT ACCIDENT) 1A
SAFECUARD EQUIPMENT CONTROL (SEC) CADINET SIGNAL ACTUATIONS OCCURRED. THE TIRST
OCCURRED AT 1908 HOURS AND THE SECOND OCCURRED AT 1914 HOURS. THE 1A $EC WAS

- DECLARED INOPERABLE AND TECHNICAL SPECIFICATION 3.3.2.1 ACTION 13 WAS ENTERED
UPON THE FIRST " MODE OP I" SIGNAL ACTUATION. IN ACCORCANCE WITH THE TECHNICAL
SPECITICATION 3.3.2.1 ACTION 13 WAS EXITED. UNIT LOAD HAD BEEN REDUCED TO 43X. .

THE CAUSE OF THESE PARTIAL " MODE OP I" EVENTS IS EQUIPMENT TAILVRE.
TROUBLESHOOTING OF THE 1A SEC CHASSIS CIRCUITS.!DENTIFIED TWO TAILED CIRCUIT
CARDS. THESE CARDS ARE DEING SENT BACK TO THE MANUFACTURER TO HELP DETERMINE
CAUSE OF FAILURE. SYSTEM ENGINEERING HAS INITI ATED A REVIEW OF SEC FAILURES
(INCLUDING LERS 272/90 008+00 AND 272/89 026 00) 70 DETERMINE IT THERE ARE ANY
FACTORS COMMON TO THE FAILURES. UPON COMPLETION OF THIS INVESTIGATION,
APPROPRIATE CORRECTIVE ACIION WILL BE IMPLEMENTED.

.
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1266) SALEM i DOCKET S0 272 LER 91-020
VALVE 120B4 FAILED CLOSED DUE TO EQUIPMENT FAILURE.
EVENT DATE: 002391 REPORT DATES 091991 NSSS: WE TYTE: PWR
VEf4 DOR: ftA50NEILAN INTERNATIONAL, INC.

(NSIC 223011) ON D/23/91 THE NO. 12 STEAM CENERA10R BLOWDOWN
OUTLET ISOLATION VALVE ($2004)AT 1046 HOURS (OSED.TAILED C THE TOUR BLOWD0bN ISOLATION VALVES
(11-14GC4) HAD EEEN OP6NED. AT 1004 HOURS, ATTER COMPLETION OT 1R19A RADIA!!ON
fl0NITORIfl0 SYSTEM (R11S) BLOWDOWN MONITOR CHANNEL CALIBRATION. THE 11-14CB4
VALVES ARE CONTAINMENT ISOLATION VALVES. CollTAINMENT IsotATION IS AN ENGINEERED
SATE 1Y TEATURE. THE CAUSE Or THE VALVE CLOSURE IS EQUIPnEllT FAILVRE. THE VALVE
ACTUATOR'S DIAPHRAGM HAD TAILLD. SYSTEM ENGINEERING IS CONTINU!!iG TO INVESTIGATE
TO DETER!11NE kHY THE 12GB4 VALVE DIAPHRAGM TAILED. IliCLUDED IS A REVIEW OF THE
PREVENTIVE MAINTENANCE REQJIREMENTS FOR THE CB4 VALVES. VALVE REPAIR WAS
COMPLETED ON 8/24/91 AT WHICH TIltE THE VALVE WAS RETURNED TO SERVICE.

12671 SALEM 1 DOCKET S0 272 LER 91-032
EST ACTIVATION SIGNAL TOR CONTAINMENT VENTILATION ISOLATION DUE TO INADEQUATE
DESICN.
EVENT DATE: 111491 REPORT DATE: 121291 NSSS: WE TYPE: TWR

(NSIC 223633) ON 11/11/91 A MAINTENANCE INSTRUMENT AND CONTROLS (I&C) TECHNICIAN
DEGAN A PREVENTIVE MAINTENANCE (PM) TASK 70 OPEN, CLEAN, INSPECT AND CLOSE THE
SA!1PLE BOX TOR THE RADIATION MONITORING SYSTEM (RMS) CONTAINMENT PARTICULATE
RADIATION MONITOR, 1R11A. AT 0842 HOURS THE SAf!E DAY DURING THE PERTORMANCE OF
THE P!1 TASK, A CONTAINMENT PURGE / PRESSURE *VACUUf1 RELfET SYSTEM (CP/P VR)
ISOLATION SIONAL ACTUATED AS A RESULT OF A HICH CHAhNEL SPIKE ON 1R11A. THE
ASSOCIATED CONTAINMEN2 ISOLATION VALVES WERE CLOSED AT THE TIME AND DID NOT
CHANGE PCSITION AS A RESULT OF THE ISOLATION SIGNAL. THE CP/P-VR SYSTEM ISOLATION
IS AN ENGIMEERED SATETY TEATURE (EST). THE ROOT CAUSE OF THE CHANNEL SPIKE IS
ATTRIBUTED TO A DESIGN INADEQUACY. AS INDICATED BY FRIOR LERS, THE RM9 CHANNELS
ARE SUBJECT TO INTERMITTENT SPIKES DUE TO EXTERNAL INTLUENCES. INVESTIGATION
COULD NOT IDENTITY THE SPECITIC CAUSE OF THIS CHANNEL SPIKE. THE 1R11 A CHANNEL
WAS RESTORED TOLLOWING THE INVESTIGATION. A CHANNEL CALIBRATION CHECK WAS
C0f!PLETED SATISTACTORILY. SUBSEQUE!;TLY, THE ACTION STATE!!ENT WAS EXITED NOVEMBER
11, 1991 AT 1105 HOURS. THE EVENT WAS DISCUSSED WITH THE APPROPRIATE flAINTENANCE
IRCRMShUALITIEDTECHNICIANS. THE MAINTEllANCE DEPARTMENT WORK STANUAED
"PAPERCHANGE" HAS BEEN REVISED TO PROVIDE INSTRUCTIONS FOR BLOCKING THE CHANNELTRIP TUNCTION,

126B1 SALEM 1 DOCKET S0-272 LER 91-033
1B DIESEL CENERATOR START DUE TO PERSONNEL ERROR.
EVEllT DATE: 111691 REPORT DATE: 121691 NSSS: WE TYPE: PWP

(NSIC 223601) ON NOVEMBER 16 1991 AT 0105 HOURS, DURING THE INSTALLATION OF A
TEST RECORDER TO MONITOR 1B $AFEGUARDS EQUIPMENT CONTROL (SEC) CIRCUITRY, A
MAINTENANCE DEPARTMENT ELECTRICAL SUPERVISOR IMPROPERLY RECONNECTED TEST LEADS,
AT THE RECORDER, CAUSING AN UNPLANNED START OF 1B DIESEL GENERATOR (D/G). Tile
TEST RECORDER WAS BEING INSTALLED IN SUPPORT OF 1B SEC MONITORING. THE 1B SEC HAC
KTS CHASSIS REPLACED AS A RESULT OT AN AUTO TEST FAULT ALARM INDICATION. THE
START OF A D/G IS AN ENGINEERED SAFETY,TEATURE (EST). THE ROOT CAUSE OF THIS
EVENT IS PERSONNEL ERROR (It! PROPER USE OF TEST EQUIPt1ENT). A CONTRIBUTING TACTOR
TO THIS EVENT WAS THE INCORRECT LABELING OT THE VOLTAGE INDICATIONS ON THE TEST
RECORDER. THE CONNECTIONS AT THE RECORDER WERE REVERSED TO THEIR CORRECT
CONFIGURATION AND THE TAULTY INDICATOR LABELS WERE CORRECTED. THE NAINTENANCE
SUPERVISOR AND THE APPLICABLE MAINTENANCE DEPARTHENT CONTROLS TECHNICIAtlS WERE
COUNSELED ABOUT THE IMPORTANCE OF ATTENTION TO DETAIL, IN THE USE OF TEST
EQUIPMENT, RELATIVE TO THIS EVENT. THE EVENT WAS DISCUSSED WITH THE APPLICABLE
MAINTENANCE DEPARTMENT PERSONNEL.

I
1

!
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1269) SALEM 1 DOCKET $0 272 LIR 91 034
TWO EN0!NEERE0 SATETY TEATURES SIGNAL ACTVATIONS DUE TO EQUIPMENT TAILURE.
EVENT DATE: 112691 PEPORT DATE: 122391 NSSS: WE TYPE: PWR
VENDUR LTE CORP.

(NSIC 223705) THIS LFR ADDRESSES 2 ENGINEERED SATETY TEATURE (EST) SIGNALS
INITIA1ED THROUCH Tr" ADIATION MON!TORIhd SYS1EM (RMS). THESE SIGNALS WERE
CONTAINMENT PURCE/PRLs.iURE-VACUUM RULIEF (CP/P VR) SYSTEM ISOLATION ON 11/26/91
THE 1R11A CONTAINMENT PARTICULATE Riis !!ONITOR CHANNEL SPIKED HIGH RESULTING IN k
CP/P-VR SYSTEt1 ISOLATION SIGNAL. THE IS06ATION VALVES WERE CLOSED t.T THE TIME Or
BOTH EVENTS AND DID NOT CHANGE POSITION AS A RESULT OT THE ISOLATION SIGNAL. THE
1R11A RMS CHANNEL INDICATION RETURNED TO NORMAL APPROX!MATELY 4 MINUIES ATTER
SPIKE. THE 1R11A RMS CHANNEL WAS DECLARED INOPERABLE AND AN INVESTIGATION TO
DETERMINE THE CAUSE OT THE EVENT WAS INITIATED. ON 11/26/91 A CHANNEL
CALIBRATION CHECK WAS SATISTACTORILY PERT 03MED TOR THE 1R11d CHANNEL AND THE
CHANNEL WAS RETURNED 70 SERVICE. ON 12<26/91, THE 1R11 A -R!!S CHl.NNEL AGAIN SPIKED
HICH, flotlENTARILY, RESULTING IN A CP/? VR SYSTEM ISOLATION SIGNAL. THE 1R11 A RMS
CHANNEL WAS DECLARED INOPERABLE AND AN !vVESTICATION TO DETERMINE THE CAUSE THE
EVENT WAS INITI ATED. THE R00'. CAUSE OT BOTH 1R11A RMS CHANNEL CP/P VR SYSTE!1
ISOLATION SIGNAL ACTUATIONS HAS BEEN ATTRIEUTED TO EQUIPMENT TAILURE (DEGRADED
CABLE CONNECTION). THE 1R11A DETECT 00 CONNECTION WILL BE REPAIRED AND A
SATISTACTORY CHA!!NEL CALIBRATION CHELK WILL BE PERTORHED. THE TEASIBILITY OF
REPLACING THE EXISTING CONNECTOR WITH A MORE RELIABLE CONNECTOR WILL BE EXPLORED.

(2701 SALEN 1 DOCKET S0-272 LER 91 03S
RADI ATION MONITORING SYSTEf1 CHANNEL INITI ATED A CONTAINMENT VENTILATION ISOLATION -
SIGNAL.
EVENT DATE: 112791 REPORT DATE: 123191 NSSS: WE TYPE: PWR '

(NSIC 223764) ON NOVEMBER 27 1991, AT 0042 HOURS THE RADIATION MONITORING
SYSTEM (RHS)(IL) 1R12A CONTAINhENT NOBLE GAD RADIkTICN 40NITOR CHANNEL ALARMED
RESULTING IN A CONTAINHENT PURGE / PRESSURE-VACUUM RELIEF (CP/P VR) SYSTEM (BT)
ISOLATION SIONAL. INVESTIGATION OF THE EVENT WAS INITIATED WHICH INCLUDED TAKING
A PORTABLE CONTAINMENT AIR SAMPLE. THE SAMPLE DID NOT INDICATE ANY INCREASED ;

ACTIVI1Y. THE 1R12A RMS-CHANNEL WAS DECLARED INOPERA8LE AND TECHNICAL !

SPECITICATION 3.3.3.1 TABLE 3.3 6 ACTION 20 WAS ENTERED ON NOVEMBER 27, 1991, AT
0334 HOURS. INVESTIGATION OF THE ROOT CAUSE OF THIS EVENT IS CONTINUINO.
PRELIMINARY RESULTS INDICATE THAT THE 1R12A fl0NITOR MAY HAVE RESPONDED TO ACTUAL
PADI0 ACTIVITY, THE SOURCE OF WHICH IS NOT PRESENTLY KNOWN. THE 1R12A CHANNEL
DETECTOR AND DETECTOR HOUSING WERE CLEANED AND A CHANNEL CALIBRATION CHECK WAS
PERT 0Ht1ED SATISTACTORILY. THE CHANNEL WAS RITURNED'TO SERVICE ON NOYEMBER 20,
1991, AT 1125 HOURS AT WHICH TIME TECHNICAL S1'ECITICATION TABLE 3.3 6 ACTION 20
WAS EXITED. IhVTST!dATION TO DETERMINE THE SOURCE OT THE RADON DAUGHTER PRODUCTS
IS CONTINUING. INVESTIGATION OF THE 1R12A CP/PV R SYSTEM ISOLATION SIGNAL IS ,

CONTINUING. UPON COMPLETION A SUPPLEMENTAL LER WILL LE IS3UED.,

i
|

| 1271) SALEM 1 DOCKET S0-272 LER 91-038
CONTROL HABITABILITY CONCERN TROM POSTULATED Attfl0NIUM HYDR 0XIDE RELEASE.i

EVENT DATE: 121991 REPORT DATES 011692 NSSSt.WE TYPE: PWR
OTHER UNITS INVOLVED: SALEM 2 (PWR)

(NSIC 223024) ON 12/19/91, AN INTERIM CALCULATION CONCLUDED THAT A CONTROL ROOM
HABITABILITY CONCERN WAS POSSIBLE, DUE TO POSTULATED FAILURE OT A 3000 0ALLON
CAPACITY TURBINE BUILDING AMMONIUM HYDROXI9E STORAGE TANK. IN ACCORDANCE WITH
RECULATORY GUIDE 1 .78, THE MAXIllUM CONCENTRATION RELEASE WAS POSTULATED TROM A

'

CATASTROPd!C TAILURE OF THE LARGEST STORACE TANK 0F AMMONIUM HYDROXIDE (27 S
WTX).

THE LIQUID A!!MONIUM HYDROXIDE WOULD VAPORIZE TO AMMONIA UPON RELEASE,AND -
EXHAUST TO THE ENVIRONMENT (TROM THE TURGINE BUILDING VENTTLATION SYSTE!!)kT THEDISPERSE TO THE CONTROL ROOM AIR SUPPLY,1NTAKES. CALCULATIONS INDICATE TH
REGULATORY GUIDE 1.78 T0XIC LIMIT TOR AMMONIA (100 PPil) WOULD BE EXCEEDED. THE
ROOT CAUSE OT THIS EVENT IS ATTRIBUTLD TO INADEQUATE DESIGN REVIEW DURING THE
PREPARATION OF THE FINAL SAFETY ANALYSIS REPORT (TSAR). COMPENSATORY ACTIONS HAVE
BEEN TAKEN TO ENSURE CONTROL ROOM HAEITABILITY UNDER PO5TULATED ACCIDENT
CONDITIONS INCLUDING THE ADDITION- DT A TE!!PERATURE INDICATOR WITH CHART RECORDER

-. . . . - - - . - . . - . - - - . -- - _. - - - - . -. - -- . , . .
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BY THE STORAGE VESSEL AND ADMINISIRATIVE CONTROLS FOR AMMONIUM HYDR 0XIDE TANKER
RECEIPT. A SURVEY TOR ADDITIONAL HAZARDOUS CHEMICAL ON SITE STORACE CONCERNS WAS
CONDUCTED. AN ENGINEERING EVALUATION, INCLUDING A 10CTR50.59 SAFETY EVALUATION,
WILL BE COMPLEIED TO ADDRESS THE AMMONIUM HYDROXIDE AND ANY OTHER APPLICABLE
HAZARDOUS CHEMICAL ISSUES.

(*72) SALEM 1 DOCKET $0+272 LER 91 009 REV 01
UPDATE ON HIGH ENERGY LINE CREAK CONCERN EETWEEN MECHANICAL AND ELECTRICAL
PENETRATION AREA.
EVENT DA1E 122091 REPORT DATE: 013092 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: SALEM 2 (PWR)

(NSIC 223932) ON 2/15/91, A PROEADILISTIC RISK ASSESSMENT (PRA) or A UNIT 1
UNSEALED SEISMIC GAP PORTION, BETWEEN THE INC0ARD MECHANICAL PENETRATION AREA AND
INE ELECTRICAL PENETRATION AREA WAS COMPLETED. RESULTS SHOW CHANGE IN TWE CORE
DAMAGE TREQUENCY TO DE SICHIFICdNTLY INCREASED (1.E., DUE TO CONCERN FOR A MAIN
STEAMLINE EREAK IN THE INB9ARD MECHANICAL PENETRATION AREA). A SIMILAR SEISMIC
CAP WAS F0VHD UNSEALED FOR UNIT 2 PRIOR TO DISCOVERY OF THE UNIT 1 SEAL CONCERN.
THE ROOT CAUSC OF 1HE SEISMIC GAP SEAL (S) (BOIH UNITS) NOT DEING INSTALLED IS
" DESIGN, MANUFACiURING, CONSTRUCT 10N/ INSTALLATION" ERROR (AS PER NUREG 1022).
ANOTHER UNIT 2 SEISHIC CAP SEAL WAS INSPECIED ON 2/19/91 AND TOUND IMPROPERLY
SEALED: HONEVER, ANCHORED TLASHING WAS IN PLACE Wd!CH WOULD ACT AS A STEAM FLOW
BARRIER. THIS UNIT 2 SEISMIC CAP WAS SEALED ON 2/22/91. THE MISSING PORTION OF
THE UNIT 1 SEISMIC GAP SEAL WAS INSTALLED OH 4/12/91. AN ANALYSIS WAS COMPLETED
ON 9/27/91 WHICH ASSESSED THE OPERABILITY Or THE ELECTRICAL PENETRATION AREA MCCS
WITH THE SEISMIC GAP NOT SEALED. THE REMAINING SEISMIC OAP AREA (BOTH UNITS) HAS-
EEEN INSPECTED BY THE PSRG. TO DATE, ALL SAFETY SIGNITICANT PENETRATIONS WITH
INADEQUATE SEAL 3 HAVE BEEN REPAIRED WITH THE EXCEPTION OF 6 TOR UNIT 2 WHICH WILL
LE SEALED DURING THE CURRENT RETUELING OUTACE.

(273) SALEM i DOCKET $0 271 LER 92+001,

'

EST COMPONENT ACTUATION 12GE4 TAILED CLOSED TWICE DUE TO EQUIPMSNT TAILURE.EVENT DATE: 010792 REPORT DATE: 020692 NSSS: WE TYPE: PWR sVENDOR: MASONEILAN INTERNATIONAL, INC. -

(NSIC 223918) ON 1/7/92 THE NO. 12 STEAM GENERATOR (S/0) BLOWDOWN OUTLET
ISOLATION VALVE (120 B4$ (A CONTAIUMENT ISOLATION VALVE) TAILED CLOSED.
INVESTIGATION SHOWED THAT THE VALVE ACTUATOR'S RUCDER DIAPHRAGM HAD FAILED,
RESULTING IN AIR LE6KAGE AND SUBSEQUENT VALVE CLOSURE. INSPECTION OF THE 1/7/92
TAILED DIATHRAGM REVEALED THAT A SECTION OF THE DIAPHRAGM HAD DRIED AND TORE. THE
SECTION THAT DRIED IS LOCATED HEAREST 70 AN UNINSULATED S/0 BLOWDOWN PIPE.-ON
1/8/92, THE VALVE WAS RETURNED TO SLRVICE. ON 1/28/92, THE 12GB4 AGAIN TAILED
CLOSED. INVESTICATION REVEALED THAT THE VALVE ACTUATOR'S DIAPHRAGM AGAIN HAD
TAILED. INSPECTION REVEALED THAT IT TORE AT THE SAME APPROXIMATE SECTION AS THE
DIAPHRAGM WHICH FAILED ON 1/7/92 HOWEVER, THE DIAPHRAGM HAD NOT DRIED. THE CAUSE
OFTHE12GB4VALVECLOSUREEVENTbISEQUIPMENTTAILURE.ACONTRIBUTINGTACTORTO
THE CAUSE OF THE 1/7/92 DIAPHRAGM TAILURE WAS PREMATURE AGING OF THE DIAPHRAGM
CAUSED BY THE PRIOR REMOVAL OF PIPING INSULATION ADJACENT TO THE VALVE ACTUATOR.
THE 1/28/92 VALVE ACTUATOR DIAPHRAGM TA? LURE WAS NOT CAUSED BY PREMATURE AGING.
TESTING OF THIS TAILED DIAPHRAGM HAS BEEN INITIATED TO DETERMINE WHY IT TAILED.
ASSESSMENT OF THE CONTRIBUTING FACTORS TO THF 12G04 VALVE ACTUATOR DIAPHRAGM
TAILURES IS CON!!NUING. A REVIEW OF THE MAIN. .NANC E HISTORY OF THE 11-14GB4
VALVES HAS BEEN INITIATED.

[2741 SALEM 2 DOCKET S0 311 LER 91-010
ENGINEERED SAFETY TEATURE ACTUATION DUE TO RADIATION MONITORING SYSTEM CHANNELRESPONSE.
EVENT DATE: 110291 REPORT DATE: 011392 HSSS: WE TYPE: PWR

(NSIC 223716) ON 11/22/91, THE RADIATION MONIT0ftNG SYSTEM (RMS) CONTAINMENT
NOBLE CAS MONITOR, 2R12A, ALARMED. THIS RESULTEE IN THE INITIATION OT A
CONTAINMENT PURGE / PRESSURE-VACUUM RELIEF (CP/P-VR) SYSTEM ISOLATION SIGNAL. PRIOR
TO THE EVENT, THE 2R12A CHANNEL ALARM SETPOINT WAS REDUCED TROM 20,000 CPM TO 240
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CPM IN PRrPARATION FOR ENTRY INTO REFUELING. THE ROOT CAUSE OF THIS EVENT IS
PERSONNEL ERkOR As A RESULT OT INAIIENTION TO DETAIL. THE SOURCE OF THE 2R12A
CHANNEL C PAIE INCREASE !!AS THE CASES RELEASED AS A RESULT OF WORK ON A VALVE
LEAK-OFF LINE. (WHICH GOES TO 1HE REACTOR C00LAtlT ORA!!1 TAfiK (RCDT)) . THE LINE
HAD fl0T UEEN TAGCED AtlD ISOLATED TO SUPPORT THE VALVE WORK SUBSEQUENTLY, WHEN
!1AINTEtlAfiCE WORKERS CUT IMIO THE LEAK OFF LINE THE NotLE CASES TROM THE RCDI
ESCAPED TO THE CONTAINMENT Attl0 SPHERE EVENIUALLY CAUS!!4G THE 2R12A ALARM.
CORRECTIVE DISCIPLINARY ACTION BEEN TAKEN WITH OPERATIONS AND !!AINTENANCE
TERSONNEL INVOLVED IN THE EVENT. THIS EVENT liAS EEEN REVIEWED WITH APPLICABLE
PTP' ONNEL STRESSING THE NEED TOR ATTEllI!ON TO DETAIL. Tilt WCC REVIEWED ALL
EXIFl'ING TAGOUTS. fiO SIMILAR SITUATIONS WERE IDENTIFIED. ALTHOUGH CONTAINMENT
EQUlff1ENT HATCH WAS OPEN DUR5NG Tit!S EVEN2, THE AUXILI AY EUILDING VENTILATION
11AINTAlfiED CONI AlfillENT NEGATIVE PRES $URE. AN EVALUATION IS DEING CONDUCTED TO
DETER!!INE IT A RELEASE TO THE ENVIRONMENT (VIA THE OPEN HATCH) OCCURRED.

12',5 ? SALEM 2 DOCKET 50 311 LER 91-018
Fobu ENGINEERED SATETY TEATURE SIGNALS: TWO AUTO SWITCH OF CONTROL F.00M
VENTILATION AND TWO CONTAINHENT VENTILATION ISOLATION.
EVENT DATE: 112991 REPORT DATE: 123091 NSSS: ME TYPE: PWR
OTHER UtlIIS INVOLVED: SALEM 1 (PWR)
VENDOR: EDERLIt'E INSTRUllEllT CORP.

VICTOREEN INSTRUMENT DIVISION

(ftSIC 223772) THIS LER ADDRESSES FOUR ENCINEERED SAFETY PEATURE (EST) SIGNALS
INITIATED THROUGH THE RADIATION MONITORING SYSTEM (Rt15). TWO UcRE FOR THE
AUTOMATIC SWITCHING OF THE CONTROL ROOM VENTILATI0li TROM 110RMAL TO Tilt EMERGENCY
110DE or OPERATION. (11/T9/91, 0835 llRS - 2R1A SPIKED HIGH) & (12/05/91, 0640 HPS

IRiA FAILED LOW). 700 WERE TOR C0!!TAINMENT PURGEiPRESSURE VACUUM RELIET SYSTE!!-

ISOLATION. (11/30/91, 404 HRS - 3R4EC SPIKED HICH, CAUSING 2R41C 70 DEENERGI2E) &
(12/02/91, 100 HRS - 2R12A SPIKED HICH). THE ROOT CAUSE OF THE 2R1A RitS CHANNEL
SPIKE /TAILURE, 2R45B RilS AND 2R12A CHAliNEL SPIKES IS ATTRIBUTED TO
DESIGN / EQUIP!1CNT CONCERNS, SPECITICALLY SUSCLPTIt!LITY TO VOLTAGE TRANSIENTS. THE
TYPE OF DETECTOR SYSTEtt USED FOR THE MAJORITY OT THE UNIT 2 RMS CHAtlNELS IS
MANUTACTURED DY VICTOREEN. TERIODIC PROCLE!15 WITH THIS SYSTEM HAVE CEEN
EXPERIENCED AS INDICATED IN PRIOR LERS (E.G., 311/91-010-00 AND 311/91-019 00).
SINCE THE 11/05/91 EVEliT, THE CHkNNELS HAVE CEEN OPERATING SATISFACTORILY. IN
EACH CASE, THE EFFECTED CHANNELS WERE CHECKE0 AND l',ETUANED TO SERVICE.
ENGINEEPING llAS INVESTICATED THE CONCERNS WITH THE UNIT 2 RMS CHANNELS. SEVERAL
SYSTEM DESIGN MODIFICATIONS ARE BEING I!!PLEMENTED TO ELIMINATE SPURIOUS EST
ACTUATION SICNALS.

[276) SALEM 2 DOCKET 50-311 LER 91-019
CONTAINMENT VENTILATION ISOLATION DUE TO 2R12A RMS CHANNEL RESPONSE.
EVENT DATE: 120791 REPORT DATE: 010292 NSSS: WE TYPE: PWR

(NSIC 223715) ON 12/7/91, THE 2R12A (CONTAIN!iENT RADI0 ACTIVE NLBLE GAS MONITOR)
RADI ATION MONITORING SYSTEM (Rits) CHANNEL ALAR!1ED. THIS RESULTED IN AN ENGINEERED
SAFETY TEA 1URE (EST) ACTUATION SIGNAL TOR CONTAIN11ENT PURGE / PRESSURE-VACUUM
RELIET (CP/P-VR) SYSTEl1 (MT) ISOLATION. THE CHANNEL WAS NOT DECLARED INOPERABLE
SINCE THE CAUSE OT TLE ALARl1 WAS DUE TO AIRBORNE ACTIVITY ABOVE NORt1AL BACl; GROUND
LEVELS. THIS EVENT 3CCURRED AS A RESULT OF ROUTINE RETUELING ACTIVITIES. REACTOR
COOLANT SYSTEM (RCS) COVER CAS (CONTAINING RADICACTIVE NOBLE GASES) WAS PULLED
INTO CONTAIN!!ENT ATTER THE S/C PRIMARY MANWAY DIAPHRAGMS WERE RE!10VED. PORTABLE
VENTILATION, USING HEPA TILTRATION UNITS, IS ATTACHED TO THE PRIMARY COLD LEG
11ANWAY TO SUPPORT S/G WORK. IN MODE 6, THE 2R12A CHANNEL SETPOINT IS SET AT </* 2
tit 1ES BACKCROUND, AS REQUIRED DY TECHNICAL SPECITICATION TABLE 3.3-6 CONDITIONAL
SURVEILLANCE. DUE TO THE BACKCROVHD LEVELS, PRIOR TO S/0 PRIMARY MANWAY DIAPHRAGM
RE!!OV AL . THE 2R12A CHAliNEL ALAntt SLTPOINT WAS SET 240 CPM. THE 2R12A CHANNEL
RECORDED ACTIVITY LEVELS UP TO 500 CPli ATTER THE DIAPHRAGM WAS REMOVED. THE
PROCEDURE (S), WHICH ADDRESS AETUELING ACTIVITIES *.'NVOLVING S/G WORK, WILL DE
APPROPRIATELY REVISED TO ADDRESS PRIMARY MANkAY DIAPHRAClt ret! OVAL AND ITS ATTECT
ON THE 2R12A R!tS CHANNEL.

.. . . .
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(177) SALEM 2 DOCKET 50 311 LER 91 021
TECHNICAL SPECIFICATION SURVE!LLANCE OVERDUE DUE 10 PERSONNEL ERROR.
EVENT DATE: 121991 REPORT DATE: 012092 NSSS: WE 1YPE: PWR

(NSIC 2t3020) ON 12/19/91, IT WAS DISCOVIRED THAT THE WAS1E CAS ANALY2ER CHANNEL
FUNCTIONAL, TECHNICAL SPECIFICATION SURVEILLLNCE, HAD NOT EEEN PERFORt1ED. THIS
110NTHLY SURVEILI.ANCE WAS OVERDUE AS OF 12/16/91. THE LAST TIME THE TEST WAS
SUCCESSFULLY C0!!PLETED WAS ON 11/9/91. THE SURVEILLANCE WAS ORIGINALLY SCHEDULED
FOR 12/9/91; HOWEVER, THE START DATE WAS SHIF1ED (BY C0!!PUTER LOGIC) TO 12/19/91.
THE PRE!!!S C0!!PUTER PROGRAM FOR OUTA0E SCHEDULING 13 STRUCTURED TO CONTROL THE
START DATE FOR ALL WORK DONE dud!NG THE OUTAGE, INCLUDING SURVE!LLANCES. WHEN A
JOB IS DELAYED, THE COMPUTER AUT0!!ATICALLY RESCHEDULES THE START DATE FOR JOBS

DEPENDENT ON THE DELAYED JOB, ROOT CAUSE OF THIS EVEPT IS PERSONNEL ERROR. NEITHERINDEPENDENT OF TECHNICAL SPECIFICATION OR OTHER
COMt11T!!ENT REQUIREl1ENTS. THE
OUTACE PLANNING DEPART!!ENT PERSONNEL NOR THE TECHNICAL SPECIFICATION SURVEILLANCE
AD!11HISTRATOR OBSERVED THE SHIFT IN THE SURVEILLANCE START DATE UPON REVIEW OF
1HE " TECHNICAL SPECIP! CATION OVERDUE SURVEILLANCE P.EPORT". THE SURVEILLANCE WAS
SUCCESSFUL!.Y COMPLETED ON 12/19r91. APPROPRIATE DISCIPLINARY ACTION HAS BEEN
TAKEN WITH THOSE INDIVIDUALS INVOLVED IN THIS EVENT. THIS EVENT HAS BEEN REVIEWED
WITH APPLICABLE OUTAGE PLANNING DEPART!!ENT PERSONNEL. A TECHNICAL SPECIFICATION
SURVEILLANCE REVIEW WILL BE CONDUCTED TO IDENTIFY THOSE SURVEILLANCES REQUIRED
WHEN THE CORE IS DEFULLED.

[2701 SALEM 2 DOCKET 50-311 LER 92 002
LACK OF SECONDARY OVERCURRENT PROTECTION DEVICE ON CONTA!hMENT ELECTRICAL
PENETRATION.
EVENT DATE: 010392 REPORT DATE: 013092 HSSS: WE TYPE: PWR

(NSIC 22293G) ON 1/3/92, IT WAS DETERMINED THAT A UNIT 2 ELECTRICAL PENETRATION
CIRCUIT kAS NOT PROTECTED BY A SECONDARY DEVICE AS REQUIRED BY REGVLATORY GUIDE
1.63. WITHOUT A SECONDARY PROTECTIVE DEVICE, THIS CONDUCTOR COULD POTENTIALLY
DAMAGE THE ELECTRICAL PENETRATION IN THE EVENT OF AN OVERCURRENT FAULT AND THE
PR!llARY PROTECTIVE DEVICE (CIRCUIT BREAKER) WERE TO FAIL. THE UNIT 2 DESIGN BASE
DOCUl!ENT, CALCULATION S*2=CAN DC 166-0, INCORRECTLY SHOWED 125V DC CONTROL CABLE
2PRZSS AT AS BEING SUFFLIED BY BREAKER #12 WITH A SECONDARY PROTECTIVE DEVICE
(FUSE). IN ACTUALITY, THIS CABLE IS SLPPLIED BY BREAKER B WITHOUT SECONDARY
PROTECTION. THE ROOT CAUSE OF HAVING A CONTAIN!!ENT ELECTRICAL PENETRATION
CONDUCTOR WH3SE CIRCUITRY LACKS REDUNDANT OVERCURRENT PROTECTION IS CLASS! TIED AS
"DESION, MANUFACTURING, CONSTRUCTION / INSTALLATION" ERROR (CAUSE CODE B,
NUREG 1022). A LINE CHECK OF DC ELECTRICAL PENETRATION WIRING DIAGRAMS WAS
PERFORMED AND SIMILAR CIRCUITS WITHIN DC DISTRIBUTION PANELS WERE CHECKED. NO
ADDITIONAL OVERCURRENT PROTECTION CONCERNS WERE IDENTIFIED. FUSES (1 PER LEG)
WILL DE INSTALLED To CABLE 2PRZ55-AT, CONDUCTORS 3 & 4 (DCP 2EC 3107). DRAWINGS
WILL BE CORRECTED TO REFLECT THE PROPER BREAKER DESICNATOR AND THE INSTALLATION
OF THE FUSE PROTECTIOS TO THE CIRCUIT.

1279) SALEM 2 DOCKET 50 311 LER 92-001
VITAL BUS UNDERVOLTAGE DUE TO EQUIPMENT FAILURE.
EVENT DATE: 010492 REPORT DATE: 013092 NSSS: WE TYPE: PWR

(NSIC 223935) ON JANUARY 4, 1992 AT 2143 HOURS 2A VITAL BUS TRIPPED DURING A
TRANSFER OF THE BUS FROM 22 STATION POWER TRANSf0RMER (SPT) 70 21 SPT. THE 21 SPT
INFEED BREAKER (21ASO) DID NOT CLOSE RESULTING IN AN AUTOMATIC START AND BLACKOUT
LOADINO 0F 2A DIESEL GENERATOR (D/0). THE AUTOMATIC START AND LOADING OF THE D/0
IS AN ENGINEERED SAFETY FEATLRE (ESF). THE CAUSE OF THE 2A VITAL BUS TRIP IS
EQUIPMENT FAILURE. A CARTRIDGE FUSE IN THE 21 SPT POTENTIAL TRANSFORMER SECONDARY
THAT SUPPLIES POWER TO THE METERING CIRCUIT HAD FAILED, A REVIEW WAS CONDUCTED OF
OTHER FUSE CONCERNS (IN SIMILAR SYSTEMS). ADDITIONAL SIMILAR FAILURES OF THIS
TYPE FUSE WERE NOT IDENTIFIED. THIS EVENT IS CCHSIDERED TO BE AN ISOLATED
OCCURRENCE. THE 2A 4KV VITAL BUS WAS RECONNECTED To NO. 22 SPT AT 2225 HOURS ON
JANUARY 4, 1992. THE FAILED FUSE WAS REPLACED.

1
. 1
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(280) SAN ONOTRE i DOCKET 50 206 LER 91-021
VOLUNTARY ENfRY INTO TECHNICAL SPECITICATION DUE TO INADEQUATE TECHNICAL
SPECIFICATIONS IN ORDER TO PERTORM A SURVEILLANCE OF A CONTAINMENT SPRAY SYSTEM
PUMP.
EVENT DAIE: 110791 REPORT'DATE: 120691 HSSS: WE TYPE: PWR

(NS!C 223591) ON 11/7/91, BETWEEN 1724 AND 1752, WHILE UNIT 1 WAS IN HODE 1 AT '

APPROX. 90% POWER AND WI1H THE NORTH RETUELING WATER PUMP (RWP) INOPERABLE WITH -

!

MAINTENANCE REQUIRED ON ITS CIRCUIT CREAKER (52)hr THE SOUTH RWP (C27E).
TECH SPEC (TS) 3.0.3 WAS

EhTERTE IN ORDER TO DEMONSTRATE THE OPERABILITY IN
ORDER TO 1NITIATE MAINTENANCE ON 027N, TS 3.3.1.C. REQUIRES THAT 0275 BE TESTED
TO DEMONSTRATE ITS AVAILABILITY. IN ORDER 70 PERTORM THE TEST WITHOUT INITI ATING
CONTAINMENT SPRAY, THE PUMP'S MANUAL DISCHARGE ISOLATION VALVE MUST EE CLOSED
RENDERINC 7HE SOUTH TRAIN INOPERABLE. SINCE THERE ARE NO ACTION STATEMENTS WHICH
ADDRESS THE IHOPERABILITY OF COTH CONTAINMENT SPRAY SYSTEM TRAINS
1HE 027S SURVEILLANCE TEST WOULD CONSTITUTE AN ENTRY INTO TS 3.0.$. PERFORMANCE OrTHE GZ75'
DISCHARGE ISOLATION VALVE WAS CLOSED BETWEEN 1724 AND 1752 WHILE THE PUMP '

SURVEILLANCE WAS BEING PERFORMED. THE SURVE!LLANCE TEST VERITIED THAT PUMP 0275
CONTINUED TO LE OPERACLE. THE CAUSE OT THE TS 3.0.3 ENTRY IS THE ABSENCE Or
APPROPRIATE ACTION STATEMENTS. A TS AMENDMENT APPLICATION HAS EECH SUEMITTED
WHICH WILL REVISE TS 3.3.1 TO PRECLUDE TS 3.0.3 ENTRIES TOR CONDITIONS SIMILAR TO
THIS EVENT. THIS TS AMENDMENT APPLICATION IS BEING REVIEWED BY THE NRC AND SCE.
THE ENTRY INTO TECH SPEC HAD NO SAFETY SIGNITICANCE.

1281) SAN ONOFRE 2 DOCKET 50 361 LER 91-017
DELINQUENT REAUTOR COOLANT SYSTEM SURVEILLANCE SAMPLE.
EVENT DATE: 111291 ACPORT DATE: 121291 NSSS: CE TYPE: PWR
OTHER UNITS INVOLVED: SAN ONOTRE 3 (PWR)

(NSIC 223619) ON 11/13/91, IT WAS DETERMINED THAT THE UNIT 2 AND UNIT 3 REACTOR .|
COOLANT SYSTEM SAMPLES OBTAINED ON 11/11/91, HAD NOT BEEN ANALYZED TOR FLUORIDE |
NITHIN THE TIME REQUIRED BY TECHNICAL SPECITICATION (TS) 3/4.4.6, " REACTOR
COOLANT EYSTEM CHEMISTRY." THE ANALYSES WERE REQUIRED 70 CE COMPLETED ON 11/12/91 ,

AT 0223 AND 025v BIR UNIT 2 AND UNIT 3, RESPECTIVELY. THE TLUORIDE ANALYSES WERE
SUBSEQUENTLY COMPLETED AT APPROXIMATELY 1100 ON 11/12/91. THE ROOT CAUSE OF THIS
EVENT WAS DETERMINED TO BE A COGNITIVE PERSONNEL ERROR. A NUCLEAR CHEMISTRY
TECHNICIAN FOREMAN (UTILITY NON-LICENSED) HAD INCORRECTLY DEFERRED COMPLETION OF
THE ANALYSIS WITHOUT RECOGNIZING THAT THE' SURVEILLANCE INTERVAL-(INCLUDING THE
EXTENSION ALLOWED BY TS 4.0.2) WOULD BE EXCEEDED. IN ADDITION DITTICULTIES WERE
ENCOUNTERED IN THE USE OF THE TLUORIDE ANALYSIS EQUIPMENT WHIbH CONTRIBUTED TO
THE DELAY. CORRECTIVE ACTIONS INCLUDE 1) REVIEWING THIS EVENT WITH APPROPRIATE
CHEMISTRY PERSONNEL AND 2) PROVIDING RETRESHER TRAINING WITH RESPECT TO TS
SAMPLING AND ANALYSIS REQUIREMENTS TO APPROPRIATE CHEMISTRY PERSONNEL. THERE WAS
NO SAFETY SIGNIFICANCE TO THIS EVENT SINCE SUBSEQUENT SAMPLE RESVLTS WERE WITHIN
THE TS LIMITS.

| 1282) SAN ONOFRE 2 DOCKET 50-361 LER 91-019
INOPERABLE CONTAINMENT PRESSURE INSTRUMENTATION DUE TO MISLABELED WIRING TROM
TFSTRUMENT LINE ISOLATION VALVE SOLEN 0!D ACTUATOR.
EVENT DATE: 111691 REPORT DATE: 122491 NSSS -CE TYPE: PWR
VENDOR: VALCOR ENGINEERING CORP.

(NSIC 223735) AT 2030 ON 11/25/91, WITH UNIT 2 AT 100% POWER, IT WAS DETERMINED
THAT CONTAINMENT PRESSURE INSTRUMENT LIME ISOLATION VALVE 2HV0352C HAD BEEN
CLOSED (ALTHOUGH INDICATING OPEN) SINCE THE VALVE OPERATING SOLENDIDS AND
POSITION INDICATION ASSEMBLY HAD BEEN REPLACED ON 11/9/91, DURING THE PREVIOUS
REFUELING OUTAGE. AS A RESULT, THE CHANNEL "C" CONTAINMENT PRESSURE TRANSMITTERS
HAD BELN ISOLATED FROM CONTAINMENT, AND IHOPERABLE, SINCE THAT TIME. TECHNICAL
SPECIFICATION-(TS) 3.3.2, " ENGINEERED SAFETY FEATURE ACTUATION SYSTEM
INSTRUMENTATION," REQUIRES THAT IN MODES 1-3, AN INOPERABLE CONTAINMENT PRESSURE
CHANNEL MUST BE BYPASSED WITHIN ONE HCUR. MODE 3 WAS ENTERED AT 2329 ON 11/15/91
THEREFORE, OPERATION IN MODES 1-3 AFTER 0029 ON 11/16/91, WITH PPS CHANNEL "C"
NOT BYPASSED, REPRESENTED AN OPERATION-PROHIBITED EY TSS. THERE IS MINIMAL SAFETY
SIONIFICANCE TO THIS EVENT SINCE THE REMAINING CHANNELS OF CONTAINMENT PRESSURE

I
|
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INSTRUMENTATION RFMAINED CAPABLE OF INITIATING ASSOCIATED PLANT PROTECTION SYSIEM
ACTUATIONS. THE WIRING FROM THE OPERATING SOLENDIDS FOR 2HV03S2C WAS FOUND TO BE

THE VALVE ACTUATOR WAS INSTALLED SUCHMISLABLLED BY THE HANUTACTURER AS A RESULT
THAT B01H OPERATION AND CONTROL ROOM INDICATION OF THE VALVE WERE REVERSED.

1283) SAN ONOFRE 3 DOCKET S0 362 LER 91 000
MISSED FIREWATCH DUE TO COGNITIVE PERSONNEL ERROR.
EVENT DATE: 111991 REFORT DATE: 122391 NSSS CE TYPE: PWR

(NSIC 223817) AT 1603 ON 11/29/91, WITH UNIT 3 IN MODE 1 AT 100X POWER,NA
CONDUCTING AN INSPECTIOFIREWATCH SUPERVISOR (CONTRACTOR, NONaLICENSED)

DISCOVERED THAT THE 3EQUIRED HOURLY TIREWATCH PATROL FOR THE twt UNIT 3 EMERCENCY
DIESEL DENERATOR (DG) (DG, EK) (30002 AND 30003) RDOMS HAD BEEN MISSED BETWEEN
1500 AND 1600. IHE HOURLY TIREWATCH PA1ROL HAD BEEN ESTABLISHED AS REQUIRED EV
TECH SPECS 3.7.8.2, " SPRAY AND/OR SPRINKLER SYSTEMS <" AND 3.3.3.1, " FIRE
DEIECTION INSTRUMENTATION," TOR IHOPERADLE FIRE PRD'IECTION EQUIPMENT (KP). .THE
CAUSE OF THIS EVENT WAS COCHITIVE PERSONNEL ERROR BY THE FIREWATCH (CONIRACTOR,-
NON-LICENSED) WHEN HE MISSED THE DO R00HS DURING HIS ASSIONED PATROL. THE
FIRENATCH INVOLVED IN IHIS EVENT HAS RECEIVED AFFROPRIATE DISCIPLINARY ACTION.
THIS EVENT HAS BEEN REVIEWED BY APPROPRIATE FIREWATCH PERSONNEL; AS ADDITIONAL
CORRECTIVE ACTION FIREWATCH SUPERVISORS HAVE INCREASED THEIR MONITORING OF
ROVING FIREWATCH hERSONNEL. THERE WAS NO SAFETY SECHII'ICANCE ASSOCI ATED WITH
THIS EVENT SINCE: 1) THREE CARLY WARNING SMOKE DET%CTORS LOCA'iED IN EACH DO ROOM
WERE OPERABLE AND WOULD HAVE ALERTED APPROPRIATE PERSONNEL OF A FIRE, 2) MANUAL
FIRE FIGHTING EQUIPMENT WAS AVAILABLE IN THE DG ROOMS TO EXTINGUISH A FIRE, AND
3) A CONTINUQUSLY MANNED FIRE STATION IS MAINTAINED ON SITE 70 IMMEDIATELY
RESPOND TO A FIRE.

[284) SAN ONOFRE 3 DOCKET S0-362 LER 91-009
DELINQUENT TECHNICAL SPECIFICATION QUARTERLY SURVEILLANCE CN CLASS 1E 125 VOLT DC
BATTERIES DUE TO PERSONNEL ERROR.
EVENT DATE: 122191 REPORT DATE: 020391 NSSS: CE TYPE: PWR

(NSIC 223940) ON 1/2/92, WITH UNIT 3 AT 100% POWER, DURING A REVIEW 0F
MAINTENANCE ORDERS THAT REQUIRED SCHEDULING, IT WAS IDENTIFIED THAT THE QUARTERLY
SURVEILLANCE ON THE CLASS 1E 125 VOLT DC (VDC) "C" AND "D" BATTERIES, AS REQUIRED
BY TECHNICAL SPECIFICATION (TS) 3/4.8.2, "DC SOURCE" WAS DELINQUENT. THE
SURVEILLANCE HAD LAST BEEN COMPLETED ON 8/28/91 AND WAS OVERDUE ON 12/21/91.
THERE IS NO SAFETY SIGNIFICANCE TO THIS EVENT SINCE THE DELINQUENT BATTERY
SURVEILLANCE WAS COMPLETED WITH SATISFACTORY RESULTS ON 1/2/91, INDICATING THAT
THE BATTERIES HAD REMAINED CAPABLE OF PERFORMING THEIR SAFETY FUNCTION.
PERSONNEL INVOLVED WITH ENSURING THAT TS SURVEILLANCES ARE COMPLETED WITHIN
SPECIFIED TIME INTERVALS FAILED TO ADEQUATELY PERFORM THEIR ASSIONED TASKS AS
INTENDED BY ESTABLISHED MAINTENANCE PRACTICES DUE TO PERSONNEL ERROR, INCLUDING:
1) THE SURVEILLANCE PLANNER AND SCHEDULER FAILED TO ADEQUATELY REVIEW THE WEEKLY
SURVEILLANCE STATUS REPORT, WHICH CLEARLY IDENTIFIED THE BATTERY SURVEILLANCE TO
BE DELINQUENT: AND 2) THE PLANNER'S SUPERVISION FAILED TO ADEQUATELY PERFORM
THEIR OVERSIGHT RESPONSIBILITIES. APPROPRIATE DISCIPLINARY ACTION HAS BEEN
ADMINISTERED TO THE PERSONNEL INVOLVED WITH THE DELINQUENT SURVEILLANCE. THIS
EVENT WAS REVIEWED WITH THE SURVEILLANCE PLANNER, SCHEDULER, THEIR SUPERVISION,
AND OTHER APPROPRIATE PERSONNEL AND SUPERVISORS.

1285) SEQUOYAH 1 .
DOCKET 50-327 LER 91-026

INSUFFICIENT VENDOR INFORMATION RESULTS IN A LACK OF SELECTIVE BREAKER
COORDINATION.
EVENT DATE: 110791 REPORT DATES- 120991 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: SEQUOYAH 2 (PWR)
VENDOR: WESTINGHOUSE ELECTRIC CORP.

(NSIC 213608) ON 11/7/91, AT 0800 EASTERN STANDARD TIME (EST) WITH UNIT 1 IN A
REFUELING OUTAGE AND UNIT 2 OPERATING AT APPROXIMATELY 100X POWER IT WAS
DETERMINED THAT VARIOUS 4BO-VOLT ELECTRICAL BOARDS DID NOT HAVE SkLECTIVE
COORDINATION BETWEEN THE FEEDER BREAKERS AND THE LOAD BREAKERS ON THE BOARD AS A

.

.. . - - _ . . . .
. ..

_ _.
.

. |



- _ _ _ _ - _ _ _ _ _ _ _ _ _ _ _ - _ - _ - - _ _ _ _ _ _ _ _ _ _ - _ _ - - _. . .. _-

90

RESULT OF A BREAKER DESIGN TEATURE. THE DESIGN FEATURE HAD NOT BEEN RECOGNIZED
AS A RESULT OF INSUFFICIENT YENDOR INFORMATION. TO CORRECT THE COORDINATION
PROBLEM ON SAFETY RELATLD E0ARDS, A HODITICATION WAS INITIATED TO DISADLE THE
DESIGN FEATURE ON SELECIED BREAKERS. ON 11/6/91, TWO ELECTRICIANS IMPLEMENTING
THE 110DITICAIION INIRODVCED A CLOUSTICK INTO A 182*B SHUIDOWN BOARD C0ftPARittENT
FRIOR 10 CHECKING FOR FAULTS. THE ELECTRODE ASSEMELY OF THE GLOWSTICK CONTACTED
THE D AhD C FHASE BUSES AND A FAULT OCCURRED CAUSING DAHACE AND LOSS OF THE b
SHUTDOWN BOARO. THE SHUIDOWN BOARD WAS REPAIRED AND THE MODIFICATION COMPLETED
FOR THE SELECTED BREAKERS.

[2861 NEQUDNAH s DOCKET 50 327 LER 91 027
MANUAL CLOSURE OF THE MAIN STEAM ISOLATION VALVES AS A RESULT OF A MALFUNCTION OF
A SIEAM DUMP VALVE CONTROLLER RESULTING IN A C00LDOWN OF THE REACTOR COOLANT
SIS 1LM.
FVENT DATE: 121391 REPLAT DATE: 011392 NSSS: WE TYPE: PWR
VENDORi CGPES* VULCAN, INC.

FOXC0F10 CO., THE

(NSIC 223790) ON DECEMBER 13, 1991 AT 1459 EASTERN STANDARD TIME (EST) UNIT 1
RFACTOR COOLANT SYSTEM (RCS) EXPERIENCED AN INADVERTENT COOLDOWN EVENT. UPON
ODSERVING PRESSURIZER LEVEL. DECREASING, OPERATIONS INCREASED CHARGING FLOW AND
HANUALLY ISOLATED LETDOWN IN AN ATTE!!PT TO STABILIZE THE PRESSURIZER LEVEL.
ILEVIEW OF PLANT PARAMETERS DETERMINED THAT THE EVENT WAS DUE TO A PROBLEM ON THE
SECONDARY SIDE OF THE PLAN.T. OPERATIONS PROCEEDED TO HANUALLY CLOSE THE MAIN
STEAM LINE ISOLATION VALVES AND 11ANUALLY CLOSED THE LEVEL CONTROL VALVES 70 LIMIT
THE C00LDOWN EFFECT OF AUXII.1ARY TEEDWATER. THE ORDER 70 COMPLETE STEAM GENERnTOR
(S/0) ISOLATION THE OPERATORS ISOLATED S/G BLOWDOWN. AFTER ISOLATION OF ALL FOUR
S/GS. PLANT PARkMETERS STABILIZED. THE ROOT CAUSE OF THIS EVENT WAS THE
INTERMITTENT FAILURE OF A SIEAM DUMP VALVE CONTROLLER RESULTING IN THE OPENING OF
TWO STEAH DUI1P VALVES. THE SEVERITY OF THE C00LDOWN WAS CAUSED BY A STEAM DUMP
VALVE FAILING TO CLOSE AFTEi. THE CONTROLLER MALTUNCTIONED. A WORK ORDER WAS
PERFORMED THAT REPLACED THE PRESSURE CONTROLLER AND CONTROLLING POTENTIOMETER.

[287) SEQUOYAH 2 DOCKET 50 328 LER 91*006
REACTOR TRIP DH LOW LOW STEAM CENERATOR LEVEL RESULTING FROM AN INADVERTENT MAIN
STEAf1 ISOLATION VALVE CLOSURL CAUSED BY A LIMIT SWITCH FAILURE.
LVENT DATE: 110791 REPORT DATE: 120991 NSSS: WE TYPE: PWR
VENDOR: NAMCO CONTROLS

(NSIC 223600) ON NOVEMBER 7, 1991, AT 1403 EASTERN STANDARD TIME, THE UNIT 1
REACTOR TRIPPED ON LOW-LOW STEAM GENERATOR LEVEL IN LOOP 4 DURING A ROUTINE
PERFORHANCE OF A MAIN STEAM ISOLATION VALVE (MSIV) PARTIAL STROKE TEST IN
ACCORDANCE WIIH SURVEILLANCE RIQUIREMENT 4.7.1.5. DURING THE PERFORMANCE OF THE
TEST, THE MSIV TULLY CLOSED BECAUSE OF THE FAILURE OF A LIMIT SWITCH TO ACTUATE
WHICH REOPENS THE VALVE UP ON REACHING THE 90 PERCENT OPEN POSITION. THE CONTR0b
ROOM STAFF RESPONDED AS PRESCRIBED BY EMERGENCY PROCEDURES. THEY PROMPTLY
DIAGNOSED THE PLANT CONDITIONS AND TOOK ACTIONS NECESSARY TO STABILIEE THE UNIT
IN A SAFE CONDITION. SAFETY SYSTEMS PERFORMED AS EXPECTED WITH MINOR ANOMALIES
THAT DID NOT AFFECT THE OPERATORS' CAPABILITY TO RESPOND TO THE EVENT. THE 90
PERCENT LIMIT SWITCH WAS REPLACED, AND THE MSIV WAS RETESTED SUCCESSFULLY.

(2001 SEQUOYAH 2 DOCKET E0 328 LER 91 008
FAILUPE OF THE REFUELING WATER STORAGE TANK WIDE RANGE LEVEL TRANS!!!TTERS BECAUSE
OF INADEQUATE AD!!!NISTRATIVE CONTROLS.
EVENT DATE: 120291 REPORT DATE: 010291 NSSS: WE TYPE: PWRVENDOR: ITT-BARTON

(NSIC 223721) ON DECEt1BER 2, 1991, AT 0050 EASTERN STANDARD TIME, UNIT 2 ENTERED
THE ACTION STATE OF LIMITING CONDITIONS FOR OPERATION 3.0.3 AND 3.3.3.7 BECAUSE
OF THE INOPERABILITY OF THE FOUR WIDE RANGE REFUELING WATER STORAGE TANK (RWST)
LEVEL TRANS!!!TTERS (LTS) . TRANSf1ITTER FAILURES OCCURRED WHEN HEAVY RAINS RESULTED
IN THE FLOODING OF THE BASIS SURROUNDING THE RWST. SUBSEQUENTLY, THE LTS FAILED
BECAUSE OF THE PARTIAL SUB11ERGENCE OF THE CABINETS HOUSING THE TRANSMITTERS

. _ _ - _ _
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RESULTING IN A SHORT DETWEEN THE ELECTRICAL LEADS. THE ROOT CAUSE OF THIS EVENT
,

'

IS CONSIDERED TO EE INETTECTIVE ADMINISTRAIIVE CONTROLS TO COMPENSATE TCR A
;

!

DESIGN DEFICIENCY. THE RMST BASIN WAS SLUMPED OUT, AND LTS AND TERMINAL STRIPS
,

WERE DRIED. THE FROPER OPERATION OF THE TRANSMITTERS WAS VERIr!ED AND THEY WERE
|

PEIURNED TO SERVICE. CORRECTIVE ACI!ON IS TO SIRENGTHEN THE ADMINISTRATIVE
'

CON 1ROLS.

(2091 SHEARON HARRIS 1 DOCKET 50-400 LER 91-020 1

FAILURE TO ADEQUATELY TEST SEALED SOURCES RESULTING IN TECHNICAL SPECITICATION
~

VIOLATION.
EVENT DATE: 120491 REPORT DATE: 122091 NSSS: WE TYPE: PWR

(NSIC 223602) ON 12/4/91, DURING A ROUTINE REVIEW UT COMPLETED TEST
DOCUMENTATION, RADIAT10N CONTROL SUPERVISORY PERSONNEL IDENTIFIED A DEFICIENCY Ih

I415 PROCEDURE IS USED 00R LEAK TESTINGRADIATION SURVEILLANCE TESI RST+010.d

FEALTD SOURCES 10 SATISFY TECHNICAL SPECITICATIONS (TS) 4.7.9.1 AND 4.7.9.2. THIS
TROCESS INCLUDES SMEARING THESE SOURCES AND ANALYZING THE SMEARS WITF AN
INSTRUMENT CAPAELE OF DETECTING 005 MICROCUR!ES OF CONTAMINATION PER TEST

-

SAMPLE. IT WAS DETERMINED THAT THE INSTRUMENT USED FOR THIS ANALYSIS DID NOT
.

HAVE THE REQUIRED SENSITIVITY LEVEL TO DETECT THE LOW ENERGY ENISSIONS PRODUCED
BY SOURCES THAT CONTAIN NICKEL *63 AND IRON 55 ISOTOPES.- THESE SOURCES ARE USED

,

IN THE PLANT ACCESS EXPLOSIVE DETECTORS AND AN ALLOY ANALYZER USED TOR
NON-DESTRUCTIVE EXAMINATION (RESPECTIVELY). EACH OF THE TWELVE SOURLES THAT
CONTAIN THESE ELEMENTS WERC SMEARED AGAIN AND WERE ANALY2ED WITH A LIQUID
SCINTILLATION COUNTER THAT HAS THE REQUIRED FENSITIVITY LEVEL. NO CONTAMINATION
LEVELS IN EXCESS OF TS LIMITS WERE TOUND. THE CAUSE OF THIS EVENT WAS A
PROCEDURAL DEFICIENCY IN RST+010. ADEQUATE CUIDANCE WAS NOT PROVIDED IN THIS
PROCEDURE TO ENSURE THAT THE PRtPER TYPE OF INSTRUMENT WAS USED TOR ANALYSIS.
CORRECTIVE ACTIONS WILL INCLUDE A REVISION TO RST 010 AND TRAINING TOR APPLICABLE
RADI4 TION CONTROL PERSONNEL ON THIS REVISION. i

|
+

i

(1901 SHEARON HARRIS 1 DOCKET 50 400 LER 92 001
VENTILATION DEFICIENCES TOR SPARE CHARGING /SATETY INJECTION PUMP R00M.

; EVENT DATE: 010292 REPORT DATE: 020392 NSSS: WE TYPE: PWR

(NSIC 123942) REACTOR AUXILIARY BUILDING VENTILATION, BOTH COOLING AND EMERGENCY ,

EXHAUST, FOR THE STANDBY CHARGING / SAFETY' INJECTION PUMP (CSIP) ROOM WAS TOUND TOi

j DE INOPERAELE. THIS PUMP IS A SWING PUMP THAT CAN BE PLACED INTO SERVICE TO
REPLACE EITHER THE NORMAL "A" OR "B" TRAIN PUMP IT THEY AkC INOPERABLE OR
OUT OF SERVICE FOR MAINTENANCE. THE STANDBY CSIP ROOM VENTILATION WAS INOPERABLE
BECAUSE ONE MANUAL DAMPER WAS MISALIGNED AND TWO BLANK FLANGES WERE NOT INSTALLED
AS CALLED FOR BY PLANT DRAWINGS. AT THE TIME THESE DEFICIENCIES WERE IDENTIFIED.

i

DOTH THE "A" AND "B" CSIPS WERE OPERABLE AND THE STANDBY CSIP WAS NOT IN SERVICE.
AS CORRECTIVE ACTIONS, THE MANUAL DAMPER WAS PLACED INTO ITS REQUIRED POSITION
AND DLANK TLANDES HAVE BEEN TAERICATED AND INSTALLED AS ORIO!NALLY DESIONED.
THIS EVENT IS REPORTED IN ACCORDANCE WITH 10CFR50.73( A)(2)(1)(B) AS A TECHNICAL
SPECITICATION VIOLATION.

[291) SOUTH TEXAS 1 DOCKET 50 49B LER 91-014 REV 02
UPDATE ON ERRATIC C0hTAINMENT EXTENDED. RANGE PRESSURE' CHANNEL OUTPUT.
EVENT DATE: 042091 REPORT DATE: 011592 NSSS: WE TYPE: PWR-
VENDOR: ITT-BARTON

(NSIC 223809) ON APRIL 20 1991, UNIT 1 WAS IN MODE i AT-100X POWER. AT 0406 3

HOURS, WHILE CONDUCTING A,CONTA!NHENT SUPPLEMENTAL PURGE TO LOWER THE CONTAINMENT '

,

PRESSVRE IN-RESPONSE TO A CONTAINMENT HIGH PRESSURE ALARM CONTAINMENT EXTENDED
RANGE PRESSURE CHANNEL 9759 WAb FOUND TO READ 5 PS10 WHILE CHANNEL 9760 READ 0-
PSIO. CHANNEL 9759 WI,J DECLARED INOPERABLE AT 0407 HOURS. REVIEW OT HISTORICAL
COMPUTER RECORDS INDICATED THAT THE CHANNEL HAD BEEN INOPERABLE IN EXCESS OF THE
SEVEN DAY-ALLOWED OUTAGE TIME. AFTER INITIAL RECALIBRATION SUBSEQUENT CHANNEL
CHECK SURVEILLANCE REVEALED AN ADDITIONAL ERRATIC OUTPUT SIGNAL BY THE

' TRANSMITTER. THE TRANSHITTER CONTROL CARD WAS REPLACED AND THE TRANSMITTER WAS
CALIBRATED. CHANNEL CHECKS WERE PERFORMED WEEKLY TOR ONE MONTH TO CONTIRM THE ;

.
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CHANNEL WAS REPA! RED. ALTHOUGH NO CENERIC TAILURE MECHANISH HAS BEEN ESTABLISHED
THE TAILURE RATES ARE CONSISTENT WITH INDUSTRY EXPERIENCE. THESE TRANSMITTERS ARb
BEING MONITORED UNDER THE TACILITY TREADING PROGRAM.

(192) SOUTH TEXAS 2 DOCKET 50 499 LER 91 007 REV 01
UPDATE ON REACTOR TRIP CAUSED BY INADVERTENT ACTUATION OF OENERATOR BREAKER
E1ERGENCY TRIP.
EVENT DATE: 052291 REPORT DATE: 012991 NSSS: WE TYPE: PWR
VENDOR: CONTROL COMPONENTS

PAUL *MUNROE HYDAULICS INC.

(NSIC 223871) ON 5/22/91 UNIT 2 WAS IN H0DE 1 AT 100X POWER. AT APPROXIMATELY
2220 HRS WHILE WAITING $N THE AREA 0F THE MAIN CENERATOR BREAKER TO UNLOCK A
LOCAL cab!hET FOR AN ELECTRICAL MAINTENANCE INDIVIDf'AL A NON LICENSED OPERATOR
INADVEETENTLY ACTUATED THE LOCAL CENERATOR 2REAKER EMEkGENCY TRIF PUSH 6UTTON. THE
fiUDDEN LO5D Or SECONDARY LOAD CAUSED AN AUT0!!ATIO OVER 1EMPERATURE DELTA
TEMPERATURE (0187) REACTOR TRIP. PAISSURITER SPRAY WAS UNABLE 10 REDUCE THE
PRESSURE CETORE THE PRES 5URIZER PORVS OPENED At APPROXIMATELY 233S PSIO. STEAM

~

GENFkATOR 20 POWER-OPERATED RELIEF VALVE (PORV) TA! LED TO OPEN EVEN TH0VCH THE
PRESSURE EXCEEDED THE LITT SE1 POINT. THE NON LICENSED OPERATOR RESPONSISLE FOR
THE TRIP WAS COUNSELLED WITH REGARDS TO PAYING STRICT ATTENT'.ON TO PERFORMANCE OT
OPERATIONS ACTIVITIES. THE STEAM GENERATOR 2C PORV HAS BEEN REPA! RED. OTHER
SWITCH DESIONS HAVE BEEN REVIEWED TO IDENTITY CHANCES THAT CAN PREVENT SIMILAR
INADVERTENT ACTUATIDHS.

12931 SOUTH TEXAS 2 DOCKET 50-499 LER Pi 010
AUTOMATIC REACTOR TRIP AND SATETY INJECTION ACTUATION DUE TO LOW PRESSURIZER
PRESSVRE.
EVENT DATE: 122491 REPORT DATE: 013092 NSSS: WE TYPE: PWR
VENDOR: EAILEY METER COMPANY

TISHER FLOW CONTROL DIV (ROCKWELL INT)

(NSIC 223C72) ON DECEMDER 24 1991 AT 1644 HOURS UNIT 2 WAS OPERATING AT 30%
RATED THERMAL POWER (RTP) WLfNPREkSURIZERSPRAYhALVEFCV-6S5CTAILEDOPEN. THIS
ULTIMATELY CAUSED AN AUTOMATIC REACTOR TRIP AND SAFETY INJECTION (SI) ACTUATION
ON LOW PRESSURE AT 1640 HOURS FR0!! 16% RTP. THREE REACTOR COOLANT PUMPS (RCPS)
WERE SECURED TO TERMINATE THE TRANSIENT. ALL AVAILABLE SAFETY EQUIPMENT PERTORMED
AS DESICHED AND NO ACTUAL INJECTION TO THE REACTOR OCCURRED. THE CAUSE WAS
DISENGAGEMENT Or THE TEEDDACK ARM LINKAGE TO THE VALVE STEM CONNZCTING PLATE ON
THE PRESSVRIZEA SPRAY VALVE CONTROLLER. LOCKINO NUTS WERE ADDED TO THE SPRAY
VALVE TEEDDACK ARM LINKAGE CONNECTING SCREWS. ONGOING CORRECTIVE ACTION 3 INCLUDE
IMPROVING MAINTENANCE WORK INSTRUCTIONS, CONDUCTING PLANT MANAGEMENT REVIEWS WITH
PERSONNEL 'O DISCUSS THE L ~1 AND PWOVIDING TRAINING ON LESSONS LEARNED FROM
THE EVENT.

[2941 ST. LUCIE i DOCKET 50 335 LER 91 008CORE ALTERATIONN PERTOnt,- f CONTAINMENT INTEGRITY NOT IN COMPLIANCE WITH+<

TECHNICAL $PECITICATION3 bJ~~ ATE:
;0 PERSONNEL ERROR.

EVENT DA1Es 111091 REPORT V 120991 NSSS: CE TYPE: PWR

(NSIC 223661) DETWEEN 1430 ON 11/10/91, AND 0210 ON NOVEMBER 11 CONTAINMENT
INTEGRITY WAS NOT IN COMPli! ANCE WITH TECHNICAL SPECITICATIONS. $T. LUCIE UNIT 1
WAS IN HODE 6. REPUELING AND TUEL ASSEMBLIES WERE BEING MOVED IN THE REACTOR
CORE. CONTAINMENT INTEOR$TY IS REQUIRED FOR CORE ALTERATIONS. THE CAUSE OF THE
INCOMPLETE CONTAINMENT INTECRITY Pt? 'ERSONNEL ERROR BY MECHANICAL l'AINTENANCE
DEPARTMENT PERSONNEL TOR TAILUWK 70 < a cLOW AN APPROVED PROCEDURE. PLANT PROCEDURE
REQUIRES THAT NUCLEAR PLANT WCT.h fr 13! RE APPROVED BY THE NUCLEAR PLANT
SUPERVISOR PRIOR TO STARTING Wait. -EUT ODTAINING THIS PRIOR APPROVAL,
MAINTENANCE WORKERS REMOVED A RCL)^ .sLVE ON ONE SIDE OF A CONTAINMENT
PENETRATION WHILE A DRAIN VALVE Cs s'') FEN ON THE OTHER SIDE. THIS CREATED A DIRECT
TLOW PATH TROM CONTAINMENT TO TKP ACACTOR AUXILI ARY BUILDING. PER!!!SSION TO START
WORK WAS REQUESTED ATTER THE RELI17 VALVE HAD DEEN REMOVED BY THE PREVIOUS SHIFT.
CORRECTIVE ACTIONS WERE: CONTAINMENT INTEGRITY WAS RE ESTABLISHED, THE
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RESPONSIBLE MAINTENANCE SUPERVISOR WAS COUNSELED ON THE NEED FOR STRICT ADHERENCE
AND THE EVENT WILL BE INCORPORATED INTO MAINTENANCE JOURNEYMANTO PROCEDURES

THIS EVENT WAS ALSD DISCUSSED WITH ALL MAINTENANCE CREWS AND THEIRAINING.
IMPORTANCE OF RECEIVING PROPER AUTHORIZATION PRIOR TO BEGINNING WORK ON PLANT
SYSTEMS WAS STRESSED.

[295) ST. LUCIE 1 DOCKET 50-335 LER 91-009
REMOVAL OF THE PLANT VENT STACK MONITORS FROM SERVICE RESULTED IN A CONDITION
PROHIBI1ED BY TECHNICAL SPECIFICATIONS DUE TO PERSONNEL ERROR.
EVENT DATE: 111491 REPORT DATE: 120991 NSSS: CE TYPE: PWR ,

(NSIC 223613) ON 11/14/91 WITH ST. LUCIE UNIT 1 IN MODE 6 COMPLETING REFLELING
REQUIRFMENTS, A LICENSED UTILITY OPERATOR NOTED THAT THE UNIT WAS IN A CONDITION
PROHIBITED BY THE PLANT'S TECHNICAL SPECIFICATIONS. THE PLANT VENT STACK

IODINE SAMPLER AND HOBLE GAS ACTIVITY MONITOR HAD DEENPARTICULATE SAMPLER,
PLACED OUT OF SERVICE AND THE CHEMISTRY DEPARTHENT WAS NOT NOTIFIED TO SAMPLE FOR
ACTIVITY. TECHNICAL SPECIFICATION 3.3.3.10 REQUIRES CONTINU0US SAMPLE COLLECTION
WITH AUXILIARY SAMPLING EQUIPMENT TO Nt PERFORMED IF THE PLANT VENT IS 70 BE USED
AS THE EFFLUENT PATHNAY. THIS CONDITION EXISTED FOR APPROXIMATELY TWELVE HOURS.
DURING THIS TIME PERIOD THERE WERE NO ACTIVITIES WHICH COULD HAVE RESULTED IN AN

|

THE ROOT CAUSE OF THIS EVENT WAS A COGNITIVE PERSONNELADNORMAL CASEOUS RELEASE.
ERROR BY UTILITY-LICENSED OPERATORS FOR REFERENCING AN INAPPROPRIATE TECHNICAL
SPECIFICATION PERTAINING 70 RADI ATION MONITORING INSIRUMENTATION. CORRECTIVE

CHEMISTRY OBTAINED A GAS SAMPLE AND ANALY2ED IT TORACTIONS TAKEN WEPE: 1)
ABNORMAL ACTIVITY; 2) OPERATIONS REVIEWED CONTAINMENT WORK TOR THE PERIOD WHEN
THE PLANT STACK WAS UNMONITORED; 3) OPERATIONS SUPERVISION COUNSELLED ALL
LICENSED PERSONNEL: 4) TRAINING DEPARTMENT INCORPORATED THIS EVENT INTO THE
REQUALIFICATION PLOGRAM.

(296) SUMMER 1 DOCKET 50 395 LER 92 001
MISSED SURVEILLANCE FOR AXIAL FLUX DIFFERENCE.
EVENT DATE: 011192 REPORT DATE: 011092 NSSS: WE TYPE: PNR

(NSIC 224040) ON JANUARY 11, 1992 AT APPROXIMATELY 1830 HOURS OPERATIONS
PERSONNEL OBSERVED THAT THE INTEGkATED PLANT COMPUTER SYSTEM (fPCS)WAS

INDICATING AN AXIAL FLUX DIFFERENCE (AFD) 0F 0 AS COMPARED TO MAIN CONTROL BOARD
(MCB) INDICATIONS OF APPROXIMATELY +1.5X. THE COMPUTER WAS DECLARED INOPERACLE AT
1845 HOURS AND MANUAL TRACKING OF THE AFD WAS INITIATED IN ACCORDANCE WITH
TECHNICAL SPECIFICATION SURVEILLANCE REQUIREMENT 4.2.1.1(B) FOR MONITORING AND
LOGGING OF INDICATIONS WHEN THE AFD MONITOR ALARM IS INOPERABLE. THE COMPUTER WAS
SHUTDOWN, RESTARTED, AND THE FUNCTION OF SOFTWARE PROGRAMS VERIFIED PRIOR 70
RETURNING THE SYSTEM 70 OPERATION AT 2200 HOURS. A REVIEW OF THE SEQUENCE OF
EVENTS SUMMARY DETERMINED THAT THE FAILURE TO PERFORM CERTAIN CF.!TICAL
CALCULATIONS WAS DUE TO THE DELETION OF COMPUTER POINT U1169 (A CALCULATED VALUE
THAT REPRESENTS THE STATISTICAL AVERAGE OF THE FOUR NUCLEAR POWER RANGE
CHANNELS). CONIROL ROOM PERSONNEL WERE UNAWARE OF ERRORS WHICH COULD BE GENERATED
WITHIN THE IPCS DUE TO THE DELETION OF CERTAIN COMPUTER POINTS FROM PROCESSING
(UTILIZATION OF INPUT DATA FDP. SOFTWARE CALCULATIONS). SCE&G CONSIDERS THIS
EVENT TO BE ISOLATED AND NOT INDICATIVE OF DEFICIENCIES IN EITHER PLANT
PROGRAMMATIC CONTROLS OR COMPUTER SOFTWARE.

[297) SURRY 1 DOCKET 50-280 LER 91-022
CONTAINMENT SPRAY PUMP SURVEILLANCE TESTING EXCEEDED TECHNICAL SPECIFICATION
REQUIREMENTS DUE TO PERSONNEL ERROR.
EVENT DATE: 120491 REPORT DATE: 123091 NSSS: WE TYPE: 2PR

(NSIC 223766) ON DECEMBER 4, 1991 WITH UNIT 1 AT 100% POWER IT WAS DISCOVERED
THAT THE CONTAINMENT SPRAY PUMPS li-CS-P-1A AND 1-CS P-18) HAD NOT BEEN1991 AND MAY 14, 1991. THIS EXCEEDED THE
DEMONSTRATED OPERABLE BETWEEN JANUARY 1(ANCE TESTS AND THUS WAS A VIOLATION OFALLONED P2 DAY INTERVAL BETWEEN SURVEIL
TECHNICAL SPECIFICATION 4.0.3. SINCE THE CONTAINMENT SPRAY PUMPS REMAINED
OPERACLE THROUGHOUT THE PERIOD, THE HEALTH AND SAFETY OF THE PUBLIC WERE NOT
AFFECTED. THE CAUSE OF THESE EVENTS WAS PERSONNEL ERROR IN THE CONDUCT OF THE

|
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SURVEILI.ANCE TEST PROCRAM WCICH OCCURRED DURING THE LA1E JANUARY /EARLY TEBRUARY
1991 TIllE TRAME. A TASK 1EAM HAD DEEN TchMED EARLIER THIS YEAR TO REVIEW THESE
AND S!!!!LAR EVENTS AND APPROPRIATE CORREC11VE ACTION WAS TAKEN. THESE EVENTS ARE
LEING REPORTED PURbUANT 70 10CTR50.73(A)(2)(1)(B).

12981 SURRY 1 DOCKET $0 180 LER 92 001
DROPPED ROD DVE 79 PERSONNEL ERHOR TOLLOWED BY A REQUIRED MANUAL REACTOR TRIP.
EVENT DATE: 010292 RETORT DATE: 020392 NSS$ WE TYPE: TWR
VENDOR: TISHER CONTROLS CO.

LANCDA ELECTRONICS
POWER DESICNS 4NC.
WESTINCHOUSE ELEC CORP.* NUCLE /.R ENER0Y SYS

(NSIC 223952) ON 1/2/91 AT 1649 HOURS, WITH UNIT 1 AT 56% REAC10R POWER
1RUUELESH0011NG WAS IN PROCRESS FOR "B" SHUTDOWN DANK CONTROL ROD t 6 Tb
DEIERMINE WHY E-5 HAD DRCPPED INTO THE CORE AT 0754 THAT MORNING DURIND 1HE
FERFOR11ANCE OT DIWEEKLY CONTROL ROD TREEDOM OF HQVEMENT TESTING. AB "D" CONTROL
PANK WAS HANUALLY STETPED OUT BY 1HE OPERATOR 70 CONTROL DELTA TkUX A SECOND
EOD, "D" CON 1ROL EANK CONTROL ROD H 2 DROPPED. CONTROL ROD H 2 WAS fER! TIED 70 CE
IN THE 00kB AND THE REACTOR WAS MANUALLY TRIPPED IN ACCORDANCE WITH STATION
ADNORMAL PROCEDURES. THIS EVENT OCCURRED AS THE RESULT OF PERSONNEL LPROR IN
1 HAT 1HE 1ROUBLESH00 TING OUIDE PREPARED BY ELECTRICAL MAINTENANCE FOR RCD E 5 DID
NOT IDENTITY SHARED CIRCUITRY BETUEEN ROD E 5 AND H 2 WHICH WOULD RESULT IN H 2
EEING DROPPED IT CONTROL RODS WERE STEPPED DUR1hd TROUDLESH0071NG. TOLLOWING THEREACIOR 1 RIP, AN "A" HAIN TEED PUMP TRIPPED WHEN ITS RECIRCULATION VALVE TAILED
TO OPEN DUE TO A TAILED SOLENOID, INTERHEDIATE RANGE NUCLEAR INSTRUMENTATION
INDICATICH WAS ERRATIC DUE TO HIGH VOLTAGE POWER SUPPLY PROBLEMS STEAM CENERATOR
A1H0 SPHERE POWER OPERATED RELIET VALVE FOR "A" STEAM GENERATOR RbSPONDED POORLY
WHILE THE VALVES TOR "B" AND "C" STEAM CENERATORS DID NOT RESPOND AS EXPECTED,
AND THE TURDINE CENERATOR ELECTRO HYDRAULIC CONTROL SYS1EM 2NDICATIONS WERE
ERRATIC.

[2991 SURRY 1 DOCKET 50 180 LER 92-002
4160 VOLY 1RANSTER BUS

"D" ION LIMIT DUE TO PROCEDURE ERRORAND "T"
UNDERVOLTAGE RELAY TRIP SETPOINTS SET"E"

DELOW TECHNICAL SPECITICAT .

EVENT DATE: 010692 REPORT DATE: 013092 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: SURRY 2 (PWR)

(NSIC 223934) ON JANUARY 6 1992 AT 1559 HOURS WITH UNITS 1 AND 2 AT COLD
SHUTDOWN AND 100% POWER, RbSPECTIVELY IT WAS OkTERMINED -DASED ON PREVIOUS
CALIBRATION "AS LETT" VALVES, THE 4166 VOLT TRANSTER BUSES "D" AND "T" (PHASES
"AB" AND "DC") AND TRANSTER BUS "E" ("CC" PHASE) UNDERVOLTAGE (bV) RELAY TRIP
SETPOINTS WERE NOT WITHIN THE REQUIRED TECHNICAL SPECITICATION (TS) LIMIT. BOTH
CHANNELS FOR STATION BLACKOUT AUXILIARY TEEDUATER INITIATION WERE DECLARED
INOPERABLE AND A UNIT 2 LIMITING CONDITION FOR OPERATION (LCO) REQUIRING HOT
SHUTDOWN WITHIN SIX HOURS WAS ENTERED, ACTIONS WERE PROMPTLY INIIIATED TO CHECK
AND CALIERA1E THE SUBJECT RELAYS. AT 1755 HOURS, THE EIX HOUR LCO WAS EXITED AND
A LCO REQUIRING HOT SHUTDOWN WITHIN 48 HOURS WAS ENTERED IN ACCORDANCE WITH TS
TABLE 3.7-2. THE 4E NOUR LCO WAS EXITED AT 2130 HOURS WHEN THE REMAINING UV
RELAYS WERE CALIBRAI;') AND RETURNED T0 SERVICE. THE EVENT WAS CAUSED BY AN ERROR
IN THE CALIERATION PROCEDURES IN THAT AN INCORRECT UV RELAY TRIP SETPOINT WAS
SPECITIED. THE CALIBRATION PROCEDURES ARE BEING REVISED TO RETLECT THE CORRECT
SETPOINT VALUES. THE EVENT IS EEINO REPORTED, PURSUANT TO 10CTR
50.73(A)(2)(I)(B), SINCE THIS CONDITION IS NOT PERMITTED BY TS 3.7.D.

13001 SURRY 2 DOCKET 50-201 LER 91-011
HIGH STEAM CENERATOR LEVEL DUE TO MAIN TEEDWATER REGULATING VALVE OSCILLATIONS
RESULTS IN EST ACTUATION AND REACTOR TRIP.
EVENT DATE: 121791 REPORT DATE: 011492 NSSS: WE TiPE: PWR
VENDOR: COPES * VULCAN, INC.

(NSIC 223709) ON DECEMBER 17, 1991. AT 2254 HOURS, WITH UNITS 1 AND 2 AT 100% AND
23% POWER, RESPECTIVELY, A UNIT 2 AUTOMATIC REACTOR TRIP OCCURRED AS A RESULT OT

U
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A TURBINE 1 RIP DUE TO HICH STEAh CENERA. .(50) LEVEL. THE RFQUIRED SAFETY
APPROPRIATE OPERATOR ACTIONS WERE TAKEN TO ENSURESYSTEMS PERFORMED AS DESIGNED '

1HE'FERFORMANCE OF SYSTEM AUTbMATIC ACTIONS AND THE UNIT WAS QUICKLY BROUGHT 10A STABLE NO-LOAD CONDITION, THE CAUSE OF THIS EVENT IS ATTRIDUTED TO THE FAILURE
OF THE "B" MAIN TEEDWATER REGULATING VALVE (MTRV) 70 MAINTAIN A DEMAND POSITION.
THIS CONDITION RESULTED IN A HIGH SO LEVEL,)THE MAIN FEEDWATER PUMPS TRIPPING,

THE "B" MFRV WAS INFPECTED CH DECEMBER ib,AND AN
PUMPS, TURBINE TRIPAU10MATIC START OF AUXILIARY TEEDWATER (ATW 1991. THEAUTOMATIC REACTOR 1 RIP.

POSITIONER UAS FOUND TO BE WORN AND WAS REPLACED AND TES1FD. DURING THE
SUBSEQUENT UNIT STARTUP ON DECEMBER 18, 1991 A SIMILAR LESS SEVERE OSCILLATION
OF THE SUBJECT VALVE WAS NOTfD. THEREFORE, k ROOT CAUSE EVALVATION IS BE!NG
PERFORMED to DETERMINE THE CAUSE OF THIS CONDITION. A NON* EMERGENCY FOUR* HOUR

WAS MADE TO THE NUCLEAR REGULATORY
COMMISb!ON At 023S HOURS ON DECEMDER inPURSUANT TO 10CFR 6).72(B)(2)(!!)$991. THIS EVENT IS BEING REPORTED
REPORT

AS Ab UNPLANNED ENGINEERID SAFETY FEATURb
PURSUANT TO 10CFR 80.73(A)(2)(IV)b!GNAL.ACTUATION AS A RESULT OF A VALID

(3011 SUSQUEHANNA i DOCKET 50 307 lek 91*013
POTENTIAL FOR PRESSURE-LOCKING OF RESIDUAL HEAT REMOVAL LOW PRESSURE COOLANT
INJECT 10H SYSTEM AND CORE SPRAY SYSTEM INJECTION VALVES.
EVENT DATE: 101091 REPORT DATE: 111891 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: SUSQUEHANNA 2 (BWR)

(NSIC 2:3544) ON OCTOBER 19, 1991, WITH BOTH-UNIT 1 AWD UNIT 2 IN CONDITION 1 AT
100 POWER, PP&L ENGINEERING DETERM1NED 1 HAT A SUSCEPTIBILITY TO A MOTOR *0PERATED
VALVE PRE 9SURE LOCKING PHENOMENON EXISTS FOR THE RESIDUAL HEAT REH0 VAL * LOW
PRESSURE LOOLANT INJE TION SYSTEM (RHR*LPCI) AND CORE SPRAY SYSTEM INJECTION
VALVES. BASED CH PP&L'6 OPERABILITY EVALUATION THIS DEFICIENCY HAS NO IMPACT ON
THE CONTINUED SAFE OPERATION OF THE SUSQUEHANNA UNITS SINCE THE INJECTION VALVE
RESPONSE TIMES REMAIN WELL WITHIN THOSE REQUIRED BY THE ACCIDENT ANALYSES
CONTAINED IN THE FSAR. ALTHOUGH THE OVERALL SYSTEM RESPONSE TIME LIMITS ARE NOT
AFFECTED THE MARGIN OT SAFETY IS REDUCED. PER A PRIOR AGREEMENT RETWEEN PP&L AND
NRC NRR f0R CONDITIONS OF THIS NATURE,EMENTED PRECAUTIONS TO PROVIDE ADDITIONALTHIS EVENT IS BEING REPORTED PURSUANT TO
10CFR50.73(A)(2)(11)(B). PP&L HAS IMPL
ASSURANCE AGAINST THE POTENTIAL PRESSURE LOCKING SCENARIOS AND IS EVALUATING
MODIFICATIONS TO RESOLVE THE PRESSVRE LO.t'NG CONCERN AS WELL AS A SCHEDULE FOR
IMPLEMENTATION.

1302) SUSQUEHANNA 1 DOCKET 50 387 LER 91-014
RPS ALTERNATE POWER SUPPLY EPA BREAKER OVERVOLTAGE SETPOINTS DECLARED INOPERABLE.
EVENT DATE: 110791 REPORT DATE: 120991 NSSS: GE TYPE: BWR-
OTHER UNITS INVOLVED: SUSQUEHANNA 2 (BWR)

(NSIC 223623) AT 1900 HOURS ON NOVEMBER 7, 1991 ALL STATION ALTERNATE REACTOR
PROTECTION SYSTEM (RPS) POWER SUPPLY ELECTRICAL PROTECTION ASSEMBLIES (EPAJ WERE
DECLARED INOPERABLE. THE CALSE OF 'rt EVENT WAS DUE 70 A " SHIFT" 0F THE EPA
OVERVOLTAGE TRIP SETPOINTS ABOVE ;f,1NICAL SPECIFICATION LIMITS. THE CONDITION
WAS DISCOVERED WHILE INVESTIGATING AN EPA BREAKER TRIP. DURING THE INVESTIGATION,
A TEST METHOD NOT PREVIOUSLY EMPLOYEED WAS USED TO CHECK THE EPA SETPOINTS. A
SETTOINT " SHIFT" WAS ODSERVED WHEN THIS METHOD WAS EMPLOYEED. THE " SHIFT" WAS THE
RESULT OF USING A TEST SOURCE WITH A NEAR PERTFCT OUTPUT AC VOLTAGE SINE WAVE TO
CALIBRATE THE SET POINTS THEN POWERING THE EPAS WITH SUPPLY TRANSFORMERS WHICH-
PRODUCED AN OUTPUT AC VOLTAGE SINE WAVE WITH A SLICHT DISTORTION. THE
UNDERVOLTAGE AND UNDERTREQUENCY SETPOINTS OF THE ALTERNATE EPAS REMAINED WITHIN
TECHNICAL SPECIFICATION LIMITS. THE NORMAL RPS POWER SUPPLY EPA BREAKERS WERE NOT
AFFECTED BY THIS CONDITION. ALL RPS DISTRIBUTION PANELS REMAINED IN SERVICE AND
POWERED BY THE NORMAL SUPPLIES WHILE THE ALTERNATE EPA OVERVOLTAGE SETPOINTS WERE
ADJUSTED TO WITHIN TECHNICAL SPECIFICATION LIMITS USING TRANSFORMER OUTPUT AS THE
CALIBRATION SOURCE. THE EPA CALIBRATION PROCEDURE WILL BE REVISED TO ACCOUNT FOR
THE " SHIFT" 0F THE ALTERNATE EPA SETPOINTS.
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1303) SUSQUEHANNA 1 DOCMET 50 3B7 LER 91 015
HIGH PRESSURE COOLANT INJECT!0H SYSTEM INOPERABLE DUE TO BROKEN STEAM CONTROL
VALVE PILOT.
EVENT DATE: 110791 REPORT DATE: 120991 NSSS: CE TYPE: BWR
VENDOR: TERRY STEAM TURBINE COMPANY

(NSIC 223614) ON NOVEMBER 7 1991 WITH VNIT 1 AT 100X POWER IT WI , DETERMINED
THAT THE HICH PRESSURE COOLANT IN3ECT10N SYSTEM (HPCI) WAS Ih0FERABLE IN THAT THE
PRESSURE AND TLOW REQUIREMENTS OT IHE QUARTERLY TLOW SURVEILLANCE COULD N0? DE
HET. INSPECTION Or THE TURCINE STEAM CHEST REVEALED THAT THE HEAD Or THE #1
PCPPET (PILOT VALVE) HAD BROKEN OFF. AN ENGINEERING TAILURE ANALYSIS WILL BE
PERf 0RMED TO DETERh!NE THE FAILURE MODE. THIS EVENT WAS DETERMINED 70 RE
REPORTABLE TER 10CTRSO.73(A)(2)(V)(D) AS A CONDITION THAT ALONE COULD HAVE
PREVENIED THE TULr!LLMENT Of THE SATETY TUNCTION Or THE SYSTEM. HOWEVER,
SUFTICIENT SATETY MARGIN EXISTS IN THE DESIGN SUCH THAT HPCI COULD HAVE PERTORMED
ITS INTENDED TUNCTICN. THE BRodEN POPPET WAS REPLACED AND THE OTHER POPPETS WERE
INSPECTED. THE SURVEILLANCE TEST WAS THEN SATISTACTORILY COMPLETED. ANY
ADDITIONAL CORRECTIVE ACTIONS WILL DE DETERMINED DEPENDING ON THE RESVLTS Of THE
TAILURE ANALYSIS.

(304) SUSQUEHANNA 1 DOCKET 50 3B7 LER 91 016
POSTULATED APPENDIX R FIRE COULD PLACE THE PLANT OUTSIDE ITS ANALYZED DESIGN
BASIS.
EVENT DATE: 112091 REPORT DATE: 122091 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: SUSQUEHANNA 2 (BWR)

(NSIC 223736) ON NOVEMBER 20 1991 WITH BOTH UNITS OPERATING AT 100X-POWER, IT
WAS DETERMINED THAT A POSTULATED APPENDIX R TIRE IN THE CONTROL ROOM COULD PLACE
THE PLANT IN A CONDITION OUTSIDE CF ITS ANALYZED DESIGN BASIS. THIS CONDITION HAS
BEEN DETERMINEr TO BE REPORTABLE PER 10CFR50.73(A)(2)(II)(B). THE TIRE COULD
RESULT IN A HOT SHORT IN THE CONTROL CIRCUIT OT ONE OF A NUMBER OF COMPONENTS
REQUIRED 70 SHUT DOWN THE UNIT TROM THE REMOTE SHUTDOWN PANEL. DAMAGE TO THE
COMPONENT COULD OCCUR. THE SCENARIO IS APPLICABLE To BOTH UNITS. APPROXIMATELY
NINETY VALVES ARE IMPACTED ON EACH UNIT TROM THE RHR, ESW, RHRSW AND RCIC
SYSTEMS. THE POSTULATED CONDITION RELATES 70 AN OVERSIGHT IN THE APPENDIX R
ANALYSIS IN WHICH THE POSSIBILITY OT A MALFUNCTION OF PATH 2 SATE SHUIDOWN
COMPONENTS DURING A POSTULATED CONTROL ROOM APPENDIX % IIRE WAS N( T ANALYZED. THE
SATETY $1CNIFICANCE IS CONSIDERED MINIMAL BECAUSE OF THE LOW PROBABILITY Or
OCCURRENCE AS WELL AS THE FACT THAT BACKUP SYSTEMS EXIST THAT ARE ABLE TO BRIHO
THE PLANT TO A SUCCESSTUL SAFE SHUTDOWN, FIRE DETECTION AND SUPTRESSION SYSTEMS
ARE OPERABLE IN THE CONTROL ROOM, OPERATIONS CONTROL ROOM PERSOPNEL HAVE BEEN
ERIETLD ON THE SCENARIO AND ARE QUALITIED TIRE WATCH / FIRE BRIGADE PERSONNEL
HAVING ACCESS TO PORTABLE FIRE FIGHTINO EQUIPMENT IN THE CONTROL ROOM.

(305) SUSQUEHANNA 1 DOCKET $0 3B7 LER 91 017
UNPLANNED EST ACTUATION WHEN RADIATION MONITOR POWER INTERRVPTED.
EVENT DATE: 112591 REPORT DATE: 121991 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED- SUSQUEHANNA 2 (BWR).

(NSIC 223680) ON NOVEMBER 25, 1991 WITH UNIT 1 AT 100% POWER AND UNIT 2 AT 92X
POWER AN UNPLANNED EST ACTUATION OCCURRED WHEN A FUSE BLEW IN THE POWER SUPPLY TO
RADIATION MONITORS SERVING THE ZONE III VENTILATION, STANDBY CAS TREATHENT. AND
CONTROL ROOM EMERGENCY OUTSIDE AIR SUPPLY SYSTEMS. THE LOSS OF POWER CAUSED A
ZONE III ISOLATION AND AUTO START OF THE SOTS & CRE0 ASS SYSTEMS. THE BLOWN TUSE
WAS REPLACED AND ALL SYSTEMS WERE RETURNED TO NORMAL OPERATION. THE CAUSE OF THE
BLOWN TUSE WAS ATTRIBUTED TO RANDOM TAILURE. THIS EVENT WAS DETERMINED TO BE

REPORTABLE PER 10CTR50.73(A)(2)(IV)dS A RESULT OF THIS EVENT. ALL APPROPRIATE
AS AN UNPLANNED EST ACTUATION. THERE WERE NO

SAFETY CONSEQUENCES OR COMPROMISES
ELECTRICAL PARAMETERS WERE CHECKED TOLLOWING FUSE REPLACEMENT.
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1306) SUSQUEHANNA 2 DOCKET $0 3B8 LER 91 014
MAIN STEAM ISOLATION VALVE CLOSURE CHANNEL RESPONSE TIME EXCEEDED TECHNICAL
SPECITICATIOH REQUIREMENTS.
EVENT DATE: 121291 REPORT DATE: 011092 NSSS: GE TYPE: BWR

(HSIC 223777) AT 1400 HOURS ON DECEMBER, 12 1991 ATTER REVIEWING AN INDUSTRY
EVENT REPORT AN INSTRUMENTATION AND CONTRbL ENGINEER DISCOVERED THAT A MAIN
STEAMISOLATIONVALVE(MSIV) CLOSURE CHANNEL RESPONSE TIME HAD EXCEEDED THE
TECHNICAL SPECIFICATION REQUIRED VALUE or 60 MILL 1 SECONDS (MSEC) BY Z MSEC. THE
UNIT 2 "BL" CHANNEL WAS 2 MSEC OVER TECHNICAL SPECIFICATION LIMITS TROM THE TALL
or 1989 UNTIL THE SPRING OF 1991. THE CAUSE OF THE EVENT WAS THAT RESPONSE TIME
TESTING PROCEDURES b!D NOT ACCOUNT TOR THE TRIP CHANNEL SENSOR (LIMIT EWITCH
CONTACT) RESPONSE TIME OF 10 MSEC AS IDENT!!!ED IN GENERAL ELECTRIC DES!ON DATA
SHEETS. THEREFORE THE MEASURED RESPONSE TIME or $2 MSEC UAS ACTUALLY 62 M&EC. THE
REMAINING CLOSURE RESPONSE CHANNELS WERE WITHIN TECHNICAL SPECITICATION LIMIT $
AND THE SYSTEli WOULO HAVr PERFORMED ITS IN1 ENDED TUNCTION. CHANCES WERE INITIATED
TOR IRC RELPONSE TIME TESTING PROCEDURES TO ENSURE 1 HAT 10 MSEC TOR CHANNEL
SENSOR RESPONSE IS INCLUDED IN THE OVERALL RPS RESPONSE TIME FOR MS1V CLO6URE AND
TURBINE SIOP VALVE CLOSURE. THE REASON WHY THE SENSOR RESPONSE TIME ALLOTMENT WAS
NOT ACCOUNTED FOR COULD NOT BE DEIERMINED. A REVIEW OF RESPONSE TIME TRCCEDVREb
0F EDTH UNITS WAS PERTORMED TO ENSURE NO OTHER RESPONSE TIME TESTS WERE ATitCIED
BY THE GENERAL ELECTRIC DESIGN DATA SHEETS.

1307) SUSQUEHANNA 2 DOCKET S0 388 LER 91 015
H:CH PRESSURE COOLANT INJECTION SYSTEM INOPERABLE WHEN STEAM SUPPLY ISOLATED DVE
TO LEAK,
EVENT DATE: 121691 REPORT DATE: 011492 NSSSt CE TYPE: BWR

(HSIC 223B01) ON DECEMBER 16, 1991 WITH UNIT 2 IN CONDITION 1 AT 100X POWER A
SMALL LEAK NAS DISCOVERED IN A DRAIN LINE FOR THE HPCI SYSTEM STEAM SUPPLY L$NE.
THE LEAK WAS ISOLATED BY CLOSING TWO DRAIN VALVES UPSTREAM OT A STEAM TRAP WHICH
IS UPSTREAM OF THE LEAKAGE LOCATION. IN ADDITION, THE STEAM SUPPLY ISOLATION
VALVE WAS CLOSED DUE 70 THE POSSIBILITY OF CONDENSATION BUILD UP. CLOSING THE
STEAM SUPPLY VALVE CAUSED THE HPCI TO BE INDPERABLE. THE CAUSE OF THE EVENT WAS
DETERMINED TO BE EROSION / CORROSION OF THE CARBON STEEL HPCI DRAIN LINE PIPING.

THIS EVENT WAS DETERMINED TO REPORTABLE PER 10CTR50.73(A)(2)(V)(D)krETY TUNCTION
AS A

CONDITION THAT ALONE COULD HAVE PREVENTED THE FULTILLMENT or T4E S
or A SYSTEM NEEDED TO MIT10 ATE THE CONSEQUENCES OF AN ACCIDENT. THE DRAIN P2 PING
WAS REPA! RED A1 THE LEAKAGE LOCATION. THE PIPING IS INCLUDED IN THE
EROSION / CORROSION CONTROL PROGRAM AND HAD BEEN IJENTITIED AS EXPERIENCING SOME
DEGRADATION. DOCUMENTS W2RE ALREADY IN PLACE TO REPLACE THE SUBJECT PIPING WITH
UPGRADED MATERIAL DURING THE HEXT RETUELING OUTAGE IN EACH UNIT.

(308) THREE MILE ISLAND i DOCKET $0 289 LER 91 007
INADVERTENT ETW ACTUATIDH DURING PLANT HEATUP DUE TO PERSONNEL ERROR.
EVENT DATE: 111391 REPORT DATE: 121391 NSSS: BW TYPE: PWR

(NSIC 223635) TM1-1 WAS HEATING UP DN NOVEMBER 13 1991 TOLLOWING THE 9R
RETUELING OUTAGE. A SURVEILLANCE PROCEDURE "HSPS brW AUTO INITIATION" HAD BEEN
CONOUCTED TO DEM0hSTRATE OPERABILITY OF THE ErW AUT0*IN1TIATION CHANNELS. THE
SURVEILLANCE REQUIRES AT LEAST ONE MAIN TEEDWA1ER PUMP NOT BE IN THE TRIPPED
CONDITION. MEAT SINK PROTECTION SYSTEM (HSPS) DETEAT/ ENABLE SWITCHES WERE LETT IN
"CNABLE" BY PROCEDURE AT THE COMPLETION OT THE TEST. LATER WHEN PLACING THE
MAIN TEEDWATER PUMP IN OPERATION TROM THE RESET CONDITION, IT WAS INTENTIONALLY
TRIPPED PER PROCEDURE TO VERITY STOP VALVE CLOSURE. THE TET0 WATER PUMP TRIP
CAUSED THE HSPS 70 INITIATE AN AUTOMATIC START OF THE ETW SYSTEM. THE HSPS
PERTORMED AS DES 10NED. BOTH MOTOR DRIVEN ETW PUMPS STARTED. THE STEAM DRIVEN ETW
TUMP DID NOT START BECAUSE THE STEAM SUPPLY VALVES WERE TAGOED OUT TOR
MAINTENANCE. ETW WAS NOT SUPPLIED TO THE OTSOS BECAUSE THE LEVELS WERE ADEQUATE.
THE SURVEILLANCE WAS PERTORMED UNDER PLANT CONDITIONS D!rTERENT TROM THOSE FOR
WHICH THE PROCEDURE WAS SPECITICALLY WRITTEN. THE ROOT CAUSE OF THE EVENT WAS
PTRSONNEL ERROR. AN EVALUATION SHOULD HAVE BEEN MADE TO DETERMINE IF THE TINAL
STAIUS OT EQUIPMENT UNDER TEST WAS APPROPRIATE TOR EXISTING PLANT CONDITIONS. THE
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EVENT WILL BE REVIEWED BY ALL SHIFT FOREMEN, SHIFT $UPERVISORS AND OPERATIONS
ENGINEERS.

(309] TROJAN DOCKET 50 344 LER 91 030 RtV 01
UPDATE ON INADEQUATE ADMINISTRATIVE CONTROLS FOR THE HICH ENER0Y LINE BREAK
EVALUATION PROGRAM RESULTS IN POTENTIAL FOR BOTH TRAINS OF SAFETY RELATED SYSTEM

t TO DE INOPERACLE.
EVENT DATE: 002691 REPORT DATE: 121691 NSSS: WE 175E PWR

(NS!C 223642) ON B/26/91, TROJAN WAS IN MODE 5 WHEN A DETERMINATION WAS MADE THAT
IT A HIGH ENERGY LINE BREAK (HELB) WERE TO OCCUR IN THE MAIN STEAM SUPPCRT
STRUCTURE (MSSM), 17 WOVLD HAVE THE POTENTIA *. 10 RFNDER THE DIESEL AUXILIARY
TEE 00ATEK PUMP (DAFP) IHOPERAELE. A SUBSEQUENT REVIEW IDENT!!!ED THE TURBINE
AUXILIARY FEEDWA'ER PUMP (TAFP) 10 HAVE A SIMfLAR FROBLEM FOR A DIFFERENT HELE.
THE ROOT CAUSES OF THE EVENT WERE CONCLUDED 70 CE: (1) A MISMATCH EXISTED BETWEEN
THE EXPERIENCE LEVEL OF THE PERSONNEL AND THE COMPLEXITY OF THE ANALYSIS AND (2)
THERE WAS A LACK OF DEDICATED ORGANI2ATION AND SUPPORTINO PROCEDURES T0 dESVRE
THAT HELB DOCUMENTATION INTERTACES WERE UNDEHST0UD, REVIEWED AND MAINTAINED.
CORRECTIVE ACTIONS INCt.UDE(D) MODIFICATIONS 70 ELIMINATE OPERABILITY CONUERNS FOR
THE DAFP AND THE TAFP, ORGANIZATIONAL CHANCES TO ADDRE8S THE SHORTCOMINGS, A
REVISION TO THE REVIEW METHODOLOGY FOR HELB INDUCED ENVIRONMENTAL EFTECTS AND AN
ASSESSMENI 0F THE ADEQUACY Or PREVIOUS HELB ANALYSES. EACH AUXILIARY TEEDWATER
PUMP PROVIDES A REDUNDANT CAPABILITY TO THE OTHER AND NEITHER WOULO DE RENDERED
2NDPERABLE AS A RESULT Or THE SAME HELB. THIS EVENT IS CONSIDEREu TO HAVE MIN 1 MAL
SAFETY SIGNIr!CANCE.

1310) TROJAN DOCKET 50-344 LER 91 033
INADEQUATE TRAINING AND ADMINISTRATIVE CONTROLS RESULT IN INCORRECT MAIN STEAM
SAFETY VALVE CONTROL RING SETTINGS.
EVENT DATE: 102291 REPORT DATE: 112191 NSSS: WE TYPE: PWR

(i31C 223662) ON 10/2/91, THE TROJAN NUCLEAR PLANT WAS IN MODE 5 DURING THE 1991
REFUELING OUIAGE. AN INSPECTION Or A MAIN ST*AM SATETY VALVE (MSSV) WAS BEING
DONE TO RESOLVE DISCREPANCIES BETWEEN PROCUALAENT AND DESIGN DOCUMENTS RECARDING
THE VALVE'S ORITICE SIZE. THE ORITICE F.tZE WAS IW ACCORDANCE WITH PLANT DES 10N
REQUIREMENTS, HOWEVER THE VALVE CONTROL RING SETTINGS WERE INCORRECT. THE
REMAINING hSSV CONTR0b RING SETT!NOS WERE CHECKED. ON OCTOBER 221991 IT WAS
CONCLUDED THAT SIX OF THE MSSVS WERE INOPERABLE DURING THE 1990 bPELA!!NG CYCLE.
THIS CONDITION WAS DETERM1NED TO BE THE CUMULATIVE RESULT OT INADEQUATE TRAINING,PROCEDURES, SUPERVISORY METHODS AND EVALUATION- 0T PREVIOUS INDUSTRY AND PLANT
SPECITIC EVENTS. SPECITIC TRAINING WAS DEVELOPED AND THE MSSV CONTROL RINGS WERE

SET TO THE SPECIFIED VALUES (L BE UTORADED. CORRECTIVE MAINTENANCE PROCEDURES WILLBY QUALITIED PERSONNEL. THE TRAINING PROGRAM TORRELIET AND SAFETY VALVES WI
BE DEVELOPED FOR THE MSSYS AND OTHER SATETY/RELIET VALVES IN USE AT TROJAN.
MAINTENANCE AND SURVEILI.ANCE ACTIVITIES WILL BE EVALUATED TO IDENTITY AREAS WHERE
DATA TRENDING OR TECHNICAL REVIEWS SHOULO BE DONE TO ENSURE TIMELY DETECTION OT
PROBLEMS. A STRUCTURED ROOT CAUSE EVALUATION TO DETERMINE ACTIONS NECESSARY TO

i

IMPROVE THE TECHNICAL ADEQUACY OF REVIEWS PERFORMED UNDER THE OPERATIONAL
ASSESSMENT REVIEW PROGRAM WILL BE UONE.

(3111 TROJAN DOCKET 50 344 LER 91-036
RADIATION MONITOR CONTROL SWITCH MALTUNCTION RESULTS IN CONTAINMENT VENTILATIONISOLATION DURING SETPOINT ADJUSTMENT.
EVENT DATE: 111091 REPORT DATE: 121091 NSSS: WE TYPE: PWR

4

(NSIC 223616) ON HOVEMBER 10, 1991, THE TROJAN NUCLEAR PLANT WAS IN MODE 5 (COLD
SHUTDOWN) DURING THE 1991 REFUELING OUTAGE. CONTAINMENT PUROING WAS IN PROGRESS.AT 2242, THE OPERATORS WERE ADJUSTING THE ALARM AND TRIP SETPOINTS OF THE GAS
CHANNEL OF THE CONTAINMENT PROCESS AND EFTLUENT RADIATION MONITOR (PERM 1C).
AFTER THE ADJUSTMENT, THE SETPOINTS WERE CHECKED. WHEN THE HIGH ALARM SETPOINT
WAS CHECKED A HIGH RADIATION ALARM WAS RECEIVEU AND A CONTAINMENT VENTILATIONISOLATION SIONAL WAS GENERATED, RESULTING IN PLO$URE OF THE C9NTAINMENT PURGE
VALVES. THIS EVENT WAS CAUSED BY A TAILURE 09 THE "HIGH" ALARM INDICATOR / SWITCH

>
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10 OPERATE AS DECIGNED PROBABLY DUE TO AGE RELATED WEAR, THIS SWITCH IS USED
WHEN SETTING THE HICH ALARM SETPOINT, WHEN THE SWITCH IS DEPREASED If IS
SUPPOSED TO DISABLE THE OUTPUT RELAYS AND PREVENT THE ALARM Af4 ISbLATION TROM
OCCURRING. THE SWITCH WAS CLEANED AND REINSTALLED. DURING POSTMAINTENANCE TESTING
IT WAS FOUND THAT THE SWITCH WAS STILL NOT FUNCTIONING CORRECTLY. THE SWITCH WAS
THEN REPLACED AND TEll!D SATI3FACTORILY. THE "HICH" ALARM PUSHBUITON SWITCHES ON
OTHER PLANT PERM'S W31CH SUPPLY ENGINEERED SAFETY FEATURE ACTUATION SIGNALS WILL
EE REPLACED DURING ThE NEXT RECULARLY SCHEDULED CALIERATION ON THOSE MONITORS.
THIS EVENT DID NOT AFFECT PLANT SAFETY THIS EVENT RESULTED IN THE GENERATION OF
A SPURIOUS HIGH RADIATION ALARM.

[312) TROJAN . DOCKET 50-344 LER 91-03S
TECHNICAL SPECIFICATION SURVEILLANCE FOR FIRE DETECTORS WAS MISSED AND FOUND NOT .s

IO COMPLETELY IMPLEMENT TESTING REQUIREMENTS DUE TO INADEQUATE PROCEDURES AND A
PERSONNEL ERROR.
EVENT DATE: 111591 REPORT DATE: 121691 NSSS: WE TYPE: PWR

(NSIC 223643) ON NOVEMCER 14, 1991 THE TROJAN NUCLEAR PLANT WAS IN MODE S (COLD
SHUTDOWN) WHEN IT WAS DISCOVERED, DURING A QUALITY ASSURANCE AUDIT OF FIRE

,

PROTECTION ACTIVITIES, THAT A CONTROL BUILDING SWITCHGEAR ROOM SMOKE EXHAUST AND
SMOKE DETLCTION SYSTEM SURVEILLANCE HAD NOT BEEN PERFORhED WITHIN ITS REQUIRED

'

SURVEILLANCE INTERVAL. IN ADDITION, THE SURVEILLANCE TEST DID NOT FULLY IMPLEMENT
TECHNICAL SPECIFICATION SURVEILLANCE REQUIREMENTS FOR FIRE DETECTOR
INSTRUMENTATION. THE ROOT CAUSES WERE DETERMINED TO BE AN INADEQUATE i

ADMINISIRATIVE PROCEDURE, AN INADEQUATE TEST PROCEDURE, AND PERSONNEL ERROR.
Pf0CEDUr.E CHANGES WILL BE IMPLEMENTED AS THE CORRECTIVE ACTIONS FOR THEGE EVENTS.
IN ADDITION, THE SURVEILLANCE TEST WAS REVISED TO INCORPORATE FULLY THE MISSING
SURVEILLANCE REQUIREMENTS. SUBSEQUENT COMPLETION OF THE SURVEILLANCE TEST
INDICAIED THAT THE CONTROL BUILDING SWITCHGEAR R00M'J SMOKE DETECTORS WOULD HAVE
DEEN ALLE TO PERFORM THEIR DESIGN FUNCTION. IN ADDITION, AN HOURLY FIRE PATROL
WAS IN EFFECT TOR THE AREA DURING THE PERIOD OF THE EXCEEDED SURVEILLANCE
INTERVAL. FOR THESE REASONS THE5E EVENTS WERE CONCLUDED TO NOT BE SAFETY
SIGNIFICANT.

[313] TROJAN C,7CKET S0-344 LER 91-038'

DROPPEC FILIER RESULTS IN HIGH AIRBORNE N1411CP, ATE ACTIVITY INSIDE CONTAINMENT
AND GENERATION OF A CONTAINMENT VENTILATA4F 33 whTION SIGNAL.
EVENT DATE: 112791 REPORT DATE: 122491 . 55s WE TYPE: PWR

(NSIC 223678) ON NOVEMBER 27, 1991, THE TROJAN NUCLLAR PLANT WAS IN MODE S (COLD
SHUTDOWN) DURING THE 1991 REFUELING OUTAGE. AT AlfROXIMATELY 2243, CONTROL ROOM
PERSONNEL WERE NOTIFIED THAT A CONTAMINATED AIR FILTER HAD BEEN DROPPE0, INSIDE
CONTAINMENT, WHILE IT WAS BEING MOVED IN PREPARATION FOR DISPOSAL. THE FILTER HAD
BEEN USED TO COLLECT PARTICLES GENERATED DURING THE HONING-OF STEAM CENERATOR
TUBES. AT 230 2, THE "HIGH" ALARM SETPOINT OF THE CONTAINMENT RADIATION
MONITORING SYSTEM, PARTICULATE' CHANNEL (PERM-1A), WAS REACMED AND A CONTAINMENT
VENTILATION ISOLATION SIGNAL WAS GENERATED. THE CONTAINMENT PURCE AND HYDROGEN
VENT VALVES WERE ALREADY CLOSED SO NO COMPONENT MOVEMENT OCCURRED.-THE FILTER NAS
DROPPED WHEN IT WAS LIFTED DVER A RAILING USING A LONG HANDLED TOOL A SIMILAR
E9ENT OCCURRED UN SEPTEMBER 19, 1991. CORRECTIVE ACTIONS FOLLOWING THAT EVENT DID
NOT INSTALL SUFFICIENT BARRIERS TO PREVENT RECURRENCE. AN IN DEPTH FAILURE
ANALYSIS WAS PERFORMED FROM GENERATION OF A CCNTAMINATED FILTER THROUGH PLACING
IT IN A HIGH INIEGRITY CONTAINER FOR DISPOSAL. BASED ON THE ANALYSIS, A NUMBER OF
CORRECTIVE ACTIONS WERE GENERATED, INCLUDING: 1) SFECIF%C WORK INSTRUCTIONS UERE
WRITTEN, 2) THE FILTER LIFTING TOOL AND ITS USE Wi:RE MODIFIED, AND 3). PERSONNEL
WERE TRAIKID ON THE NEW REQUIREMENTS.

[314) TROJAN DOCKET SO=344 LER 91-039
SPURIOUS CHLORINE DETECTOR ALARM.CAUSES AUTOMATIC CONTROL DUILDING VENTILATION
ISOLATION...

EVENT DATE: 122691 REPORT DATE: 012792- NSSJ: WE TYPE: PWR

(NSIC 223838) ON DECEMBER 26, 1991, THE TROJAN NUCLEAR PLANT WAS IN MODE-S (COLD

.
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SHUTDOWN) DURING THE 1991 REFUELING OUTAGE, AT 1734, THE CONTROL ADOM RECEIVED A
"T0XIC CAS DAMPER ISOLATION" ALARM, INDICATING ACTUATION OF A T0XIC CAS MONITOR.
UPON RECEIPT OF THE ALARM, 1hi CPERAIORS ENTERED OTFeNORMAL INSTRUCTION 54 "HIGH
T0XIC CAS CONCENTRATION" AND VERIFIED THAT THE CONTROL BUILDINO VENTILATION
SYSTEMS HAD AUTOMATICALLY SHUT DOWN, AS REQdIRED. -THE OPERAIORS ALSO DETERMINTD
THAT THE "B" CHLORINE MONITOR WAS THE SOURCE OF THE ALARM AT 1736 THE TURBIhE
BUILDING WATCH REPORTED THAT CHLoh2NE WAS NOT FRESENT. THE OPERAT0kS RESET THE
CHLORINE MONITOR AND LEFT IT BYPASSED UNTIL THE CAUSE OF THE ACTUATION WAS
INVESTICATED. THE CAUSE OF THE CHLORINE MONITOR ACTUATION COULD "O' BE
DEIERMINED, ON DECEMBER 31, 1991, THE SENSOR ON THE "D" TRAIN CHLO INE MONITOR
WAS REPLACED AND THE MONITOR WAS RETURNED TO SERVICE. ON JANUARY 18, 1992, THE
SAME MONITOR DEUAN TO OPERATE ERRATICALLY. IT HAS BEEN DECLARED INOPERABLE AND
PLACED IN BYPASS. INVESTICATION INTO THE CAUSE IS CONTINUING.

[315] TROJAN DOCKET 50-344 LER 91-037 REV 02
UPDATE ON FAILURE TO COMPREHENSIVELY TEST MANUAL ENGINEERED SAFETY FEATURES
ACTUATION FUNCTIONS, PROCESS RADIATION MONITOR AND PERMISSIVE AND BLOCK FUNCTIONS
DUE TO DEFICIZNCIES In SURVEILLANCE TEST PROGRAM.
EVENT DATE: 123191 REPORT DATE: 013092 NSSS: WE -TYPE: PWR

(NSIC 223865) ON 12/11/91, A REVIEW OF ENGINEERED SAFETY FEATURES ACTUATION
SYSTEM INSTRUMENTATsa. SURVEILLANCE PROCEDURES WAS BEING DONE IN RESPONSE TO
PREVIOUSLY TDENTIFiEP s.'"EILLANCE DEFICIENCIES. THE REVIEW IDENTIFIED THAT
SURVEILLANL PROCI M' P.D NOT ADEQUATELY TEST THE ESTAS FUNCTIONS ASSOCIATED
WITH MANUAL INITI' . ;E O . .T WAS ALSO FOUND THAT CONTAINMENT PROCESS AND EFFLUENT
RADI0 ACTIVITY MC a CP 5AMi',ING INSTRUMENTS WERE NOT BEING PROPERLY SURVEILLED, IT
WAS FURTHER FOUNL .id (Mt. ESFAS AND REACTOR TRIP SYSTEM INTERLOCK FUNCTIONS WERE
NOT BEING TESTED i?LPCRLM THESE CONDITIONS WERE THE RESULT OF-INADEQUATE
TRANSLATION OF TEC1 MTC l'QUIREMENTS INTO SURVEILLANCE TEST PROCESSES. THE ROOT
CAUSE WAS JUDGED T' Oc A 3aCK OF DETAILED UNDERSTANDING OF THE EXTENT AND DEPTH
OF THE TECH SPEC SU?VE'L'aNCE REQUIREMENTS AND PAST MANAGEMINT EXPECTATIONS FOR
COMPLIANCE. PROCEDUREb 6RE BEING DEVELOPED AND WILL BE PERFORMED TO ADDRESS THE
SPECIFIC SURVEILLANCE DEFICIENCIES. SPECIAL TRAINING ON THE TECH SPECS HAS BEEN
PROVIDED TO SELECTED PERSONNEL AND INCORPORATED INTO-THE TECHNICAL STAFF TRAINING
PROGRAM. IMPLEMENTATION OF A CONSOLIDATED PROGRAM PLAN FOR TROJAN SURVEILLANCE
PROGRAM IMPROVEMENT BEGAN IN NOVEMBER OF 1991.

[3161 TURKEY POINT 3 DOCKET S0-250 LER 99 013
UNCONTAMINATED LEAKAGE FROM WASTE CONTAINER DUE TO INADEQUATE CONTAIhER LOWER
DOOR SEAL.
EVENT DATE: 120691 REPORT DATE: 121391 NSSS: WE . TYPE: PWR1

(HSIC 223631) BETWEEN DECEMBER 2 AND DECEMBER 4 1991, TWO 20*F007 SEAaLAND
CONTAINERS WERE LOADED WITH CONTAMINATED SCAFFO[ DING. SEVERAL INSPECTIONS OF THE
CONTAINERS WERE PERFORMED PRIOR TO LOADING TO IDFNT!FY DEFECTS WHICH COULD
COMPROMISE THE CONTAINERS INTEGRITY. NO LEAKAGE WAS OBSERVED DURING ANY
INSPECTION. ON DECEMBER 5, 1991, THIS SHIPMENT WAS RELEASED AND CONSIGNED TO THE
QUADREX RECYCLE C2NTER IN OAK-RIDCE, TENNESSEE. ON DECEMBER 6,-1991, AT 0908
HEALTH PHYSICS (HP) WAS NOTIFIED BY THE CONSICNEE THAT A SMALL AMOUNT OF LIQUID
HAD LEAKEP ONTO THE GROUND WHERE THE VEHICLE WAS PARKED, IN JASPER, FLORIDA. HP
REQUESTED THE QUADREX RECYCLE CENTER TO IMMEDIATELY DISPATCH THEIR RADIOLOGICAL
EMERGENCY RESPONSE TEAM TO TAKE RADIOLOGICAL MEASUREMENTS AND REPORT THEIR
FINDINGS TO FPL, AND TO CONTROL THE LEAK AND CLEAN UP ANY CONTAMINATION FOUND.
THE LEAKING FLUID WAS DETERMINED-TO BE UNCONTAMINATED-WATER. CONDENSATION WAS
OBSERVED IN THE CONTAINER, AND THERE WAS EVIDENCE THAT SOME WATER HAD ESCAPED
THROUGH THE LOWER DOOR SEAL. THIS EVENT OCCURRED BECAUSE THE LOWER DOOR SEAL OF -
THE CONTAINES DID NOT PREVENT LEAKAGE OF CONDENSATION. THE CONDENSATION DEVELOPED
AS THE TEMP?tATURE OF THE AIR AROUND THE CONTAINER DROPPED FROM OVER 80F AT
TURKEY POINT, TO LESS THAN 40F IN JASPER. DOOR SEALS WILL BE CAULKED WITH A '
FLEXIDLE SILICON SEAI. ANT.

|

i

l

- - . . -- -



_ _ _ _ _ __ . _ _ _ _ _ _ _ - _ _

109

13171 VERMONT YANKEE DOCKET 50 271 LER 91-006 REV 02
UPDATE ON LOSS OF "B" LOOP SHUTS 0WN COOLING DUE TO PRESSURE SNITCH ACTIVATION.
EVENT DATE: 031491 REPORT DATE: 010992 NfSS: GE TYPE: BWR

:

(NSIC 223763) ON 03/14/91 AT 0450 HOURS, WITH REACTOR VESSEL COOLDOWN IN PROGRESS
FOLLOWING A REACTOR SCRAM ON 03/13/91 (SUBJECT OF LICENSEE EVENT REPORT 91-05),
AND WITH THE "B" LOOP RESIDUAL HEAT REMOVAL ( RHF. ) SYSTEM FLUSHED AND LINED UP FOR
SHUTDOWN COOLING, A GROUP 4 PRIMARY CONTAINMENT ISOLATION SIGNAL (PCIS) WAS
RECEIVED DURING TWO ATTEMPTED STARTS OF THE "B" RHR PUMP. THE GROUP 4 PRIMARY
CONTAINMENT ISOLATION SIGNAL RESULTED IN A TRIP OF THE "B" RHR PUMP AND CLOSURE
OF SHUTDOWN COOLING SUCTION ISOLATION VALVES. THE SECOND FAILED FUMP START
ATTEMPT WAS INITIATED AT 0455 HOURS. AT 0504 HOURS, AFTER ISOLATIONS WERE RESET A
SECOND TIME, THE "D" RHR PUMP WAS SUCCESSFULLY STARTED ON THE "B" RHR LOOP.
SHUTDOWN COOLING REMAINED IN OPERATION ON THE "B" RHR LOOP FOR THE DURATION OF
THE SHVTDOWN. THE REACTOR WAS RETURNED TO CRITICAL ON 03/18/91 AT 0055 HOURS.
ROOT CAVSE INVES1IGATIONS AND TESTING COMPLETED TO DATE HAVE IDENTIFIED A SECTION
OF RHR PIPING BETWEEN THE INBOARD DISCHARGE CHECK VALVE AND OUTBOARD INJECTION
VALVE WHICH REMAINS IN A DEPRESSURIZED STATE AT THE COMPLETION OF LOOP FLUSHING
AND IS RESPONSIBLE FOR THE PRESSURE SURGES OCCURRING IN THE "B" RHR LOOP.
PROCEDURE CHANGES ARE BEING IMPLEMENTED WHICH WILL REPRESSURIZE THE SECTION OF
PIPING PRIOR TO SYSTEM STARTUP AND ADDITIONAL TESTING PLANNED FOR THE UFCCMING
1992 REFUELING OUTAGE TO VERIFY ADEQUACY OF THE CORRECTIVE ACTIONS.

13181 VERMONT YANKEE DOCKET 50-271 LER 91-000 REV 01
UPDATE ON POTENTIAL ENVIRONMENTAL CONDITIONS NOT PREVIOUSLY EVALUATED AS A RESULT
OF OMISSION FROM ORIGINAL LINE BREAK ANALYSIS.
EVENT DATE: 032591 REPORT DATE: 121391 NSSS: GE TYPE: BWR

'

(NSIC 223632) ON 3/25/91, AT APPROXIMATELY 1805 HOURS WITH THE PLANT AT 100%
POWER, IT WAS DETERMINED THAT FAILURE OF HOUSE HEATING STEAM LINES HAD NOT BEEN
ADDRESSED IN PREVIOUS HIGH ENERGY LINE BREAK (HELB) fMALYSES. THIS COULD CREATE
ENVIRONMENTAL CONDITIONS OUTSIDE THOSE PREVIOUSLY EVALUATED. THIS WAS IDENTIFIED
AS A RESULT OF INVESTIGATION RELATIVE TO USNRC INFO. NOTICE 90-053 THAT NOTIFIED
LICENSEES OF SIMILAR CONDITIONS AT OTHER FACILITIES. TWO JUSTIFICATIONS FOR
CONTINUED OPERATION (JCO) WERE PREPARED AND APPROVED, THE FIRST ON 4/1/91,
SUPPORTING CONTINUED OPERATION OF THE HEATING SYSTEM FOR THE REMAINDER OF THE
1990/91 HEATING SEASON, AND THE SECOND ON 10/9/91 SUPPORTING OPERATION OF THE
HEATING SYSTEM FOR THE 1991/92 HEATING SEASON. THE HCUSE HEATINC SYSTEM WAS
ERRONEOUSLY OMITTED FROM HELB ANALYSES PERFORMED IN 1973 AND 1974. A DESIGN
MODIFICATION, PROCEDURE REVISIONS AND REVIEWS OF OTHER SYSTEMS HAVE BEEN
COMPLETED AND REVISION OF DESIGN 4 ASIS DOCUMENTATION TO ADDRESS THE HOUSE HEATING
STEAM LINES AND RELATED ANALYSES IS ONGOING.

[3191 VERMONT YANKEE DOCKET'50-271 LER 92-001
SPURIOUS HPCI SUCTION TRANSFER DUE TO UUKNOWN CAUSE.
EVENT DATE: 121991 REPORT DATE: 022092 NSSS: GE TYPE: BWR

(NSIC 224029) ON 12/19/91 AT 1010 HOURS, DURING NORMAL OPERATION WITH REACTOR
POWER AT 100%, A SPURIOUS HIGH PRESSURE COOLANT INJECTION (HPCI)-(*BJ) CONDENSATE
STORAGE TANK (CST) LOW LEVEL ALARM WAS RECEIVED AND SUCTION TO HPCI TRANSFERRED
FROM CST TO THE TORUS. APPROXIHATELY 15 MINUTES LATER AT 1015 HOURS. AFTER
REVIEWING PLANT PARAMETERS (PROPER CST LEVEL), OPERATORS RETU%NID HP SUCTION BACK
TO THE CST THE ROOT CAUSE OF THE EVENT IS UNKNOWN. A FUNCTIONAL TEST WAS
PERFORMED ON THE APFLICABLE HPCI SUCTION TRANSFER LOGIC. THE TESTS DID NOT REVEAL
ANY FAILED COMPONENTS, CALIBRATION COMPONENTS, OR ANY OTHER ABNORMALITIES WHICH
WOULD ALLOW FOR ROOT CAUSE ANALYSIS. THE EVENT WAS DETERMINED TO BE
NOT-REPORTABLE BY VERMONT YANKEE. HOWEVER, AS A RESULT SUBSEQUENT DISCUSSIONS
WITH THE ON-SITE RESIDENT INSPECTOR THIS EVENT IS BEING VOLUNTARILY CONSIDERED AS
AN ENGINEERED SAFETY FEATURE (ESP) ACTUATION AND REPORTED UNDER 50.73(A)(2)(IV).

, ._. .-
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1320] VERMONT YANKEE DOCKET 50-27* LER 91-016
FAILURE 10 PERFORM CORRECT DAILY INSTRUMENT CHECKS DUE TO TECH SPEC HUMAN FACTORS
WEAKNESS.
EVENT DATE: 122091 REPORT DATE: 011792 NSSS: CE TYPE: BWR

(HSIC 223787) ON DECEMBER 20, 1991 IT WAS DE? ERMINED THAT DAILY INSTRUMENT CHV.CKS
FOR 3 0F THE 15 POST ACCIDENT PARAMETERS (EIISzIP) WERE PERFORMED ON INSTRUMENIS
DIFFERENT THAN LISTED IN THE APPLICABLE TECHNICAL SPECIFICATION (TS) TABLE. FOR
EACH PAiAMETER THE INSTRUMENT CHECK WAS BEING PERFORMED ON ANOTHER CONTROL ROOM
INDICATION r? THE PARAMETER WHICH ORIGINATED FROM THE SAME SENSOR
INSTRUMENTAi! DL THEREFORE, A VALID INDICATION OF PARAMETER AVAILABILITY AND
EQUIPMENT ON 1 ABILITY, WAS DETERMINED DAILY, HOWEVER THE SPECIFIC INSTRUMENT IN
TS WAS NOT LLING CHECKED AND LOCGED ON THE CONTROL ROOM OPERATORS ROUNDS SHEET.
THE CAUSE OF THE EVENT WAS DETERMINED TO BE A HUMAN FACTORS WEAKNESS IN THE
CONTENT AND ARRANGEMENT OF TWO TS TABLES. IMMEDIATE CORRECTIVE ACTIONS CONSISTED
OF REVISION OF THE CONTROL ROOM OPERATORS ROUNDS HEAT AND REVIEWING ALL DAILY
INSTRUMENT CHECKS TO VERIFY THAT NO SIMILaR CONDITIONS EXISTED. REVISION TO THE
PROCEDURE COVERNING OPERATOR ROUNDS WILL BE COMPLETED TO REFERENCE APPLICABLES TS
REQUIREMENTS.

[3211 VERMONT YANKEE DOCKET 50-271 LER 92-003
ALVANCED OFF-GAS RUPTURE DISK TEMPORARY REPAIR NOT WITHIN SYSTEM DESIGN BASES.
EVENT DnTE: 011392 REPORT DATE: 021392 NSSS: GE TYPE: BNR

(NSIC 2:4031) FROM 01/13/92 AT 1335 UNTIL 01/15/92 AT 2006, WITH THE REACTOR
i

OPERATING AT 100% POWER, THE STEAM JET AIR EJECTORS (SJAE) (EIIS=SH) WERE i

OPERATED WITH THE ADVAhCED OFF-GAS CA0G) (EIIS=WF) SYSTEM INLET RUPTURE DISK |
RUPTURED. THE RUPTURE DISC RUPTURED ON 01/13/92 AT 1330 AFTER BOTH A0G -

RECOMBINER INLET VALVES WERE ISOLATED AS A RESULT OF A DEFICIENT PREVENTIVE
MAINTENANCE PROCEDURE STEP. ON 1/16/92 AT 0515 THE TURBINE WAS TAKEN OFF-LINE
AND THE RUPTURE DISC WAS REPLACED WHEN IT WAS IDENTIFIED THAT NEITHER A TEMPORARY
OR ON-LINE REPAIR COULD BE MADE TO THE RUPTURE DISK. A RELEASE OF NOBLE GASSES
AND ASSOCIATED PARTICULATES OCCURRED AS A RESULT OF THE A0G RECOMBINERS ISOLATING
AND THE RUPTURE DISC BURSTING. THE RELEASE WAS EVALUATED AND FOUND TO NOT EXCEED
ANY LIMITS. NO RELEASE OCCURRED WHILE THE SYSTEM WAS DPERATED WITH THE RUPTURE
DISC RUPTURED. THE A00 INLET PIPE WAS OPERATED AT A VACUUM WITH INLEAKAGE BEING
C0!. TROLLED WITH A METAL COVER. THE ROOT CAUSE OF THE RECOMBINER INLET VALVE
CLOSURE WAS A PROCEDURE DEFICIENCY. THE PREVENTIVE MAINTENANCE PROCEDURE IS
BEING REVISED TO PREVENT RECURRF*nE. IN ADDITION, A TASK TEAM IS EVALUATING THE
DISC RUPTURE.

[322) VERMONT YANKEE DOCKET 50-271 LER 92-002
MISSED STANDBY LIQUID CONTROL TANK BORON CONCENTRATION SURVEILLANCE DUE TO A
PERSONNEL ERROR WHEN TRANSFERRING DUE DATES TO THE 1992 SCHEDULE.
EVENT DATE: 011592 REP 0RT DATE: 021292 NSSS: CE TYPE: BWR

NSIC 224030) ON 1/15/92, WITH THE REACTOR OPERATING A7 100% POWER THE
SURVEILLANCE TEST COORDINATOR COVERED THAT THE BORON CONCENTRATION CFECK OF THE
STANDBY LIOMID CONTROL (SLC) (EIIS=BR) TANK HAD NOT BEEN PERFORMED WITHIN THE
TECHNICAL LcECIFICATIONS TIME LIMITS. SUTSEQUENT TESTS SHOWED THAT THE
CONCENTRATION WAS NORMAL. THE IMMEDIATE CAUSE FOR THIS EVENT WAS AN ERROR IN THE
PUBLISHED SURVEILLANCE SCHEDULE. THE CAUSE OF THIS EVENT WAS A PERSONNEL ERROR
DUE TO INATTENTION TO DETAIL. WHEN THE DATA TRANSFERRED FROM THE.1991 SCHEDULE TO
THE 1992 SCHEDULE THE TEST IN QUESTION, WHICH-HAD MOVED BACK ONE WEEN Ti 1991,
WAS INADVERTENTLY LEFT IN THE ORIGINALLY SCHEDULED WEEK. DISTRIBUTINC CAUSE WAS
AN INADEQUATE PROCEDURE IN THAT THE PROCEDURE DOES NOT INCLUDE SPECIFIC
INSTRUCTIONS REGARDING THE EXTENT OF THE INDEPENDENT REVIEW REQUIRED. THE TEST

! SCHEDULF. HAS EEEN REVIEWED, AND NO SIMILAR PROBLEMS WERE IDENTIFIED.
ADDITIONALLY, PROCEDURE AP K300, SURVEILLANCE TESTING CONTROL WILL BE REVISED T9
SPECIFICALLY STATE THE DEPTH OF THE REVIEW REQUIRED FOR THE SCHEDULE.

|
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13231 V0GTLE 1 DOCKET S0-424 LER 91-01S
VALVE MANUFACTURING DEFECT LEADS TO CONTAINMENT ISOLATION VALVE FAILING OPEN.
EVENT DATE: 090591 REPORT DATE: 122391 NSSS: WE TYPE: PWR
VENDOR: ANCHOR / DARLING VALVE CD.

(NSIC 223741) ON AUGUST 29, 1991 A LOCAL LEAK RATE TEST (LLRT) 0F A CONTAINdENT
ISOLATION VALVE (CIV), SERVICE AIR SYSTEM CHECK VALVE 12401U4034, WAS CONDUCTED.
LEAKAGE LIMITS WERE EXCEEDED. THE TECHNICAL SPECIFICATION (TS) LIMITING CONDITION
FOR OPERATION (LCO) WAS ENTERED, AND A DEFICIENCY CARD (DC) WAS INITIATED ON
SEPTEMBER S, 1991, AN INVESTIGATION INTO THE CAUSE OF THE LEAKAGE FOUND THE DISK
OF THIS CHECK VALVE STUCK FULLY OPEN. A CASTING MARK ON THE VALVE HINGE ENGAGED
THE AINGE SUPPORT WHEN THE DISK WAS IN THE FULL OPEN POSITION AND WOULD NOT ALLOWON PTCEMBER 6 1991 A FINAL REVIEWTHE DISK TO RETURN TO THE CLOSED FOSITION.
OF THE DC FOR ADEQUACY OF INVESTIGATION AND CORRECTIVE ACTIONS IDENTIFIED THAT
12401U4034 MAY HAVE EEEN STUCK IN THE FULL OPEN POSITION FOR A PERIOD-OF TIME
LONGER THAN THAT ALLOWED BY THE TS LCO ACTION STATEMENT REQUIREMENTS. HOWEVER,
SINCE FIRM EVIDENCE FOR THE TIME THAT THE VALVE'BECAME STUCK OPEN DOES NOT EXIST,
THIS REPORT IS LEING SUBMITTED AS A VOLUNTARY LER. THE CAUSE OF THIS EVENT WAS
THE MANUFACTURER'S CASTXNG MARK ON THE VALVE HINGE, WHICH CAUSED THE DISK TO BIND
AND REMAIN IN THE OPEN POSITION. THE CASTING MARK WAS REMOVED, LLRT TESTING WAS
COMPLETED SATISFACTORILY, AND 12401U4034 WAS RETURNED TO SERVICE.

,

(324) V0GTLE 1 DOCKET 50-424 LER 91-011
AUXILIARY FEEDWATER ACTUATION WHILE PREPARING FOR TESTING.
EVENT DATE: 111891 REPORT DATE: 121691 NSSS: WE TYPE: PWR

(NSIC 223648) ON NOVEMBER 18, 1991, PERSONNEL WERE PREPARING TO TEST THE TURBINE
DRIVEN AUXILIARY FEEDWATER (AFW) PUMP FLOW RATE. ALTHOUGH STEAM GENERATOR (SG)
WATER LEVELS ARE NORMALLY MAINTAINED AT 60 TO 70 PERCENT OF TKt NARROW RANGE
BAND, THIS PROCEDURE REQUIRES LEVELS TO BE MAINTAINED IN THE LOWER END OF THE
NARROW RANGE BAND. AT APPROXIMATELY 01S0 EST, THE STEAM GENERATOR WATER LEVEL
CONTROL OPERATOR STOPPED TEEDWATER FLOW FOR AFW VALVE STROKE TESTING. WHEN THE
OPERATOR NEXT CHECKED SG WATER LEVEL, HE FOUND THAT THE SG 1 AND SG 4 WATER
LEVELS WERE NEAR 40 PERCENT OF THE NARROW RANGE BAND. HE IMMEDIATELY REINITIATED
TEEDWATER FLOW TO SG1. MOMENTS LATER AT 0201 EST, AN AUTOMATIC ATW ACTUATION
OCCURRED AS SG 1 REACHED THE 37.8-PERCENT, LOW-LOW LEVEL SETPOINT FOR Ih1TIATING
AN AFW ACTUATION. THE STANDBY MOTOR DRIVEN AFW PUMP STARTED, AND VALVES OPENED TO
PROVIDE FULL AFW FLOW AS DESIGNED. STEAM GENERATOR WATER LEVELS WERE RESTORED,
AND NORMAL OPERATIONS WERE RESUMED. -THE DIRECT CAUSE OF THIS EVENT WAS A
COGNITIVE PERSONNEL ERROR BY THE OPERATOR IN NOT MAINTAINING THE SG WATER LEVELS
IN ACCORDANCE WITH PROCEDURE. THE OPERATOR HAS BEEN COUNSELED REGARDING THE
IMPOkTANCE OF ATTENTION TO DUTY AND TEE NEED TO MAINTAIN CONTROL.0VER WORK
ACTIVITIES IN HIS AREA.

132S] V0G1LE 1 DOCKET S0-424 LER 91-012
MANUAL ACTUATION OF REACTOR PROTECTION SYSTEM DURING ROD DROP TIME TESTING,
EVENT DATE: 111891 REPORT DATE: 121691 NSSS: WE TYPE -PWR

(NSIC 223649) ON NOVEMBER 18, 1991, UNIT 1 WAS IN MODE 3 (HOT STANDBY).-THE
REACTOR TRIP EREAKERS WERE CLOSED, ANIJ WITHDRAWAL OF SHUTDOWN BANK (SDS) "A" WAS
IN PROGRESS PER PROCEDURE 88006-C, " ROD DROP TIME MEASUREMENT WITH ROD DROP TEST
CART." AFTER WITHDRAWING SDB "A" TO S3 STEPS, IT WAS NOTICED THAT idE DIGITAL. ROD
POSITION INDICATION (DRPI) FOR SDB "A" ROD D-2 HAD STOPPED MOVING. SHUIDOWN BANK
"A" WAS FURTHER WITHDRAWN, AND AT GROUP STEP COUNTER READINGS OF 59 AND SB,.DRPI
URGENT ALARMS WERE RECEIVED AND THE-ROD AT BOTTOM LED ILLUMINATED FOR R0D D-2.
THE OPERATORS THOUGHT THEY HAD ALSO OBSERVED INDICATION OF ROD D-2 DRDPPING INTO-
THE CORE. THE ABNORMAL OPERATING FROCEDURE ( AOP) FDR ROD CONTROL SYSTEM
MALFUNCTIONS WAS ENTERED, AND AT 1010 EST, A REACTOR TRIP WAS CONSERVATIVELY
INITIATED AS DISCUSSED IN EVOLUTION PREBRIEFINGS AND AS DIRECTED BY THE AOP. IT
WAS VERIFIED THAT THE REACTOR TRIP BREAKERS OPENED PROPERLY,1AND THE SDB "A" RODS
FULLY INSERTED INTO THE CORE. SUBSEQUENT TROUBLESHOOTING INDICATED RDD D-2 DID
NOT ACTUALLY DROP INTO THE CORE PRIOR TO INITIATION OF THE REACTOR TRIP. RATHER,
A DRPI DATA A PROBLEM WAS INDICATED TO EXIST. WHILE THE EXACT CAUSE OF THIS.
PROBLEM WAS NOT DETERMINED, THE OPERABILITY OF THE DRPI SYSTEM PER TECHNICAL

.
.
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SPECIFICATION REQUIREMENTS WAS DEMONSTRATED AND i REACTOR STARTUP WAS
SUCCESSFULLY COMPLETED ON NOVEMBER 19, 1991.

(3261 V0GTLE 1 DOCKET 30 424 LER 91-014
FUEL HANDLING BUILDING ISOLATION FROM RADIATION MONITOR EIGNAL.
EVENT DATE: 112691 REPORT DATEt 122091 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: V0GTLE 2 (PWR)

(NSIC 223687) ON NOVEMBER 26 1991 AT 1016 EST, A Ft'EL HANDLING BUILDING (FHB)
ISOLATION OCCURRED FROM |1ADIATION MONITORS ARE-2532A AND ARE-2532B. CONTROL ROOM
PERSONNEL VERIFIED THAT EQUIPMENT ACTUATED PRCFERLY. CHEMISTRY PERSONNEL
REPORTED THAT THE ARE-2532A AND ARE-2532B DATA YROCESSING MODULE (DPM) HAD
UNDERGONE A POWER RESET AND THAT NO ABNORMAL RADIA!!ON CONDITION EXISTED. THE
ARE 2532A AND ARE-2S32B ENGINEERED SAFETY FEATURE (EST) ACTUATION SIGNAL WAS
DLOCKED AND NORMAL THB VENT!LATION WAS RESTORED AT 103S EST. THE DIRECT OAUSE OF
THIS EVENT WAS A LOSS OF POWER 70 THE RADIATION MONITORS WHICH CAUSED 1 HEM TO
FAIL TO THE " SAFE" CONDITION, RESULTING IN A FHB ISOLATION. THE ROOT CAUSE OF
THE LOSS OF POWER IS UNKNOWN. FOLLOWING TESTING AND TROUBLESHOOTING, THE
RADIATION MONITORS WERE RETURNED TO SERVICE.

[3271 V0GTLE 1 DOCKET 50-424 LER 91-016
FAILURE TO COMPLETE TECHNICAL SPECITICATION REQUIRED ACTION FOR EATTERY CELL LOW
VOLTACE.
EVENT DATE: 122391 REPORT DATE: 012192 NSSS: WE TYPES PWR ,

'

VENDOR: C & D BATTERIES, DIV 0F ELTRA CORP.

(NSIC 223839) ON 12-26-91, A MAINTENANCE SUPERVISOR AND PLANT ENGINEERING 1

PERSONNEL WERE REVIEWING RECORDED DATA FOR A CLASS 1E BATTERY CELL WHICH WAS
BEING SINGLE CELL CHARGED WHEN IT WAS NOTICED THAT THE CELL HAD DISPLAYED
AENORMAL BEHAVIOn. PER.THE RECORDED DATA, AFTER THE CELL WAS PLACED ON
SINGLE-CELL CHARGE ON 12-23-91, THE CELL FLOAT VOLTAGE HAD DROPPED BELOW THE
TECHNICAL SPECIFICATION (TS) ALLOWABLE VALUE FOR APPROXIMATELY 22 HOURS. PER TS
REQUIREMENTS, IF FLOAT VOLTAGE FOR A CONNECTED CELL IS FOUND TO BE BELOW THE
ALLOWABLE VALUE, THEN BATTERY MUST BE DECLARED INOPERABLE. SUBSEQUENTLY,
ENGINEERING REVIEW DETERMINED THAT A TEMPORARY INTERNAL Sh0RT HAD PROBABLY
EXISTED IN THE CELL AND CONSEQUENTLY, AN INOPERABLE CONDITION SHOULD HAVE BEEN
CONSIDERED TO EXIST. THE ROOT CAUSE OF THE EVENT WAS PROCEDURE INADEQUACY. THE
PROCEDURE, WHICH PROVIDES INSTRUCTIONS FOR SINGLE-CELL CHARGING, DID NOT PROVIDE
A PRECAUTION THAT TS REQUIREMENTS WOULD APPLY FOR LOW CELL VOLTAGE READINGS
OBTAINED WHILE SINGLE-CELL CHARGING. IN ADDITION TO REVISING THE PROCEDURE,
CORRECTIVE ACTION HAS BEEN TAKEN TO JUMPER OUT THE CELL DUE TO FURTHER
UNACCEPTABLE VOLTAGE READINGS. A NEW CELL IS EXPECTED TO BE INSTALLED BY 2-15-92.

[32Bi WA"P9 FORD 3 - DOCKET S0-382 LER 91-008 REV 02
UPDATE ON REAOICR COOLANT SYSTEM LEAKAGE IN EXCESS OF TECHNICAL SPECIFICATIONS-
DUE TO CHECK VALVE LEAKAGE.
EVENT DATE: 051791 REPORT DATE: 012092 NSSS: CE TYPE: PWR'
VENDOR: ANCHOR / DARLING VALVE CO.

(NSIC 223837) AT 133S HOURS ON MAY 17, 1991, WITH WATERFORD STEAM ELECTRIC
STATION UNIT 3 IN HOT SHUTDOWN (MODE 4), AN UNUSUAL EVENT WAS DECLARED DUE TO
REACTOR COOLANT SYSTEM (RCS) LEAKAGE FROM PRESSURIZER SPRAY CHECK VALVE RC-303,
IN EXCESS OF TECHNICAL SPECIFICATION (TS) REQUIREMENTS. TS 3.4.5.2(D) REQUIRES
RCS LEAKAGE TO BE LFSS THAN 10 GALLON PER MINUTE (GPM). THE LEAKAGE FROM RC-303
WAS CALCULATED TO BE APPROXIMATELY 20 (GPM), REQUIRING PLANT SHUTDOWN TO COLD
SHUTDOWN (MODES) PER T3'S, DURING THIS EVENT,- TS 3.0.3 l'AS ENTERED DUE TO CLOSING
THE SAFETY INJECTION TANK (SIT 1 OUTLET ISOLATION VALVES. THE ROOT CAUSE OF THIS
EVENT IS UNDERDEVELOPED TRAINING ON PRESSURE SEAL VALVE INSTALLATION. CORRECTIVE
ACTIONS ARE TO TRAIN MECHANICAL MAINTENANCE PERSONNEL ON PRESSURE SEAL VALVE
INSTALLATION AND TO REVISE THE PRESSURE SEAL VALVE TECHNICAL MANUAL TO INCLUDE
MORE DETAILED INFORMATION ON PRESSURE SEAL GASKETS, AFTER RC 303. BEGAN TO LEAK,
RCS PRESSURE AND TEMPERATURE WAS REDUCED, CONTAINMENT WAS EVACUATED, AND RC-303
WAS REPAIRED; THEREFORE, THE HEALTH AND SAFETY OF THE PUBLIC WAS NOT JEOPARDIZED.

|
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1329) WATERFORD 3 DOCKET 50-382 LER 91-022
INADVERTENT ENGINEERED SAFETY FEATURE ACTUATIONS DUE TO PLANT PROTECTION SYSTEM
TEST CIRCUIT MALFUNCTION.
EVENT DATE: 111791 REPORT DATE: 121791 NSSS: CE TYPE: PWR
VENDOR: AUTOMATIC SWITCH COMPANY (ASCO)

FISHER CONTROLS CO.

(NSIC 223645) AT 0324 HOURS ON HOVEMBER 17, 1991. WHILE PERFORMING OP 903-107,
PLANT PROTECTION SYSTEM FUNCTIONAL TEST, THE PLANT RECEIVED A SAFETY INJECTION

CONTAINMENI ISCLATION ACTUATION SIGNAL (CIAS), AND MAIN
ACTUATION SIGNAL (SIAS)(MSIS). SUBSEQUENTLY, A REACTOR TRIP OCCURRED ON LOSC OFSTEAM ISOLATION SIGNAL
POWER TO THE CONTROL ELEMENT DRIVE MECHANISM MOTOR GENERATOR SETS DUE TO THE
SIAS OPERATIONS CONTROL ROOM PERSONNEL ENTERED THE EMERGENCY OPERATING
PROCEDURES AND CARRIED OUT THE IMMEDIATE OPERATOR ACTIONS. RECOVERY WAS PERFORMED
IN ACCORDANCE WITH OP-902-006, LOSS OF MAIN FEEDWATER PROCEDURE. INSPECTION OF
THE TEST CABINET REVEALED A LOOSE WIRE CONNECTION IN THE CD MATRIX TEST
CIRCUITRY. THE LOOSE WIRE CONNECTION WAS TIGHTENED AND A SYSTEM RETEST WAS
PERFCRMED SATISFACTORILY. THE CAUSE OF THIS EVENT WAS A TEST CIRCUIT MALFUNCTION
WHICH WAS CAUSED BY A LOOSE CONNECTION ON TB701 TERMINAL 2. THE CAUSE OF THE
LOOSE CONNECTION COULD NOT BE POSITIVELY DETERMINED AND MAY HAVE EXISTED FOR SOME
TIME. WATERFORD 3 IS IMPLEMENTING A DESIGN CHANGE TO INSTALL TEST CIRCUIT
ENHANCEMENTS.

[3301 WATERFORD 3 DOCKET S0-382 LER 91-023
VALVE OUT OF POSITION DUE TO INADEQUATE POSITION INDICATION LABELING.
EVENT DATE: 122091 REPORT DATE: 012092 NSSS: CE TYPE: FWR

(NSIC 223836) AT 2203 HOURS ON DECEMBER 20, 1991, WATERFORD STEAM ELECTRIC
STATION UNIT 3 WJ.S OPERATING AT 100M POWER WHEN A NUCLEAR AUXILIARY OPERATOR
(NAO) DISCOVERED COMPONENT COOLING VALVE CC-304 A, CROSS CONNECT INLET TO AB
CHILLER, OPEN. THIS VALVE MISPOSITION WAS IDENTIFIED WHILE VERIFYING POSITIONS OF
ACCESSIBLE LOCKED VALVES PER OP-100-009, CCNTROL OF VALVES AND BREAKERS.
INVESTIGATION DETERMINED THAY THE VALVE WAS OPERATED ON DECEMBER 1, 1991, AT 1528
HOURS WHILE REPLACINO THE B CHILLER WITH THE AB CHILLER, REQUIRING CC-304 B OPEN
AND CC-304 A CLOSED. WITH CC-304 A AND B OPEN, COMPONENT COOLING WATER (CCW)
LOOPS A AND B WERE CROSS CONNECTCD AT THE INLET OF THE CHILLERS. THIS CROSS
CONNECTION DEFEATS THE TWO REDUNDANT, SEPARATE TRAIN DESIGN AND RESULTS IN
OPERATION OF THE SYSTEM OUTSIDE DESIGN BASIS. THE ROOT CAUSE OF THE EVENT WAS
INADEQUATE POSITION INDICATION LABELING OF CC-304 A. THE INADEQUATE LABELING
CAUSED A MISINTERPRFTATION OF THE VALVE ACTUAL POSITION, ALLOWING THE VALVE TO BE
MISPOSITIONED. CONTRIBUTING TO THE EVENT WAS THE INAPPROPRIATE ACTION TAKEN BY
THREE OPERATORE WHO INTENDED ON TWO SEPARATE OCCASIONS TO CORRECTLY POSITION OR
CHECK THE POSITION OF CC-304 A.

[331] WOLF CREEK 1 DOCKET S0-482 LER 89-021
T,.CHNICAL SPECIFICATION SURVEILLANCE REQUIREMENT NOT SATISFIED PRIOR TO EQUIPMENT
BEING RETURNED TO SERVICE BECAUSE OF A PROCEDURAL INADEQUACY.
EVENT DATE: 111589 REPORT DATE: 122791 NSSS: WE TYPE: PWR

(NSIC 223747) ON NOVEMBER 27, 1991, FOLLOWING A REVIEW OF THE POSITION INDICATION
TEST SURVEILLANCE SCHEDULING PROGRAM, IT WAS DISCOVERED THAT SURVEILLANCE TEST
PROCEOURE STS BM*002, " STEAM GENERATOR B/D INSERVICE VALVE TEST", HAD NOT BEEN
PERFORMED SATISFACTORILY IN NOVEMBER OF 1987 ON STEAM GENERATOR "A" SAMPLE

ISOLATION VALVES BM HV019 AND BM HV03S WITHIN THE REQUIRED TIME INTERVAL'. THEREBY
VIOLATING TECHNICAL SPECIFICATION 4.0.2. ON NOVEMBER 27, 1991 AT 1646 CST
SURVEILLANCE PROCEDURE STS BM-202 WAS PERFORMED SATISFACTORILY. THIS EVENT
RESULTED FROM AN INADEQUACY IN THE PROCEDURES GOVERNING THE EOL AND THE WORK
REQUEST PROCESS. WHEN VALVES BM HV019 AND BM HV035 WERE ENTERED ON THE EQUIPMENT
DUT-OF-SERVICE LOG, THE REQUIREMENT TO REPERFORh STS BM-202 WAS NOT INCLUDED,
ALSO, THE REQUIREMENT TO REPERFORM STS BM-202 WAS NOT INCLUDED ON THE WORK -

REQUEST WHICH WAS INITIATED TO INVESTIGATE THE INDICATED LEAKAGE THROUGH THE
'

VALVES. CORRECTIVE ACTIONS HAVE ALREADY BEEN COMPLETED WHICH WILL PRECLUDE FUTURE
OCCURRENCES.
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[332] WOLT CREEK 1 LOCKET 50 4B2 LER 91-017 REV 01
| UPDATE ON RESOLUTION OT POTENTI AL INOTERABILITY OF TUEL BUILDING AND AUXILI ARY

BUILDING EMERGEN"Y EXHAUST SYSTEMS.
EVENT DATE: 092091 REPORT DA1E 011592 NSSS: WE. TYPE: PWR

(NSIC 223B44) ON SEPTCHDER 21, 1991 AT 074B CDT SECURITY PERSONNEL NOTIFIEDI

| CONTROL ROOM OPERATORS THAT A TUEL DUILDING/AUXIb!ARY BUILDING PRESSURE BOUNDARY
; DOOR WAS TOUND PROPPED OPEN WITHOUT A CONTINUQUS WATCH HAVING BEEN ESTABLISHED.

SUBSEQUENT EVALUATION CONCLUDED THAT WITH THIS DOOR OPEN, THE FUEL BUILDING AND'

AUXILIARY BUILDING EMER0ENCY EXHAUST SYSTEMS (TTS) MAY NOT HAVE BEEN ABLE TO
MAINTAIN A NEGATIVE PRESSURE GREATER THAN OR EQUAL 20 .25 INCH WATER GAUGE
INDEPENDENTLY AS REQUIRED EY IECHNICAL SPECITICATION 3.7.7 AND 3.9.13 TOR TUEL
BUILDING AND AUXILIARY UUILDING OPERABILITY. SUBSEQUENT TESTING HAS SMOWN THAT
WITH THIS DOOR OPEN, THE TUEL EUILDING AND AUXILIARY BUILDING EES WERE ABLE 70
MSINTAIN A NEGATIVE PRESSURE GREATCR THAN OR EQUAL TO .25 INCH WATER GAUGE
INDEPENDENTLY AS REQUIRED BY TECHNICAL SPECITICATIONS. THE ROOT CAUSE OF THIS
EVENT IS TAILURE TO TOLLOW PROCEDURES BY THE CRATTSMEN WHO PROPPED THE DOOR OPEN
TO MOVE SCATFOLDING THROUCH THE DOOR. TO PREVENT RECURRENCE OF THIS EVENT, THE
MANAGER MODITICATIONS HAS DISCUSSED THIS EVENT AND ITS RAMITICATICHS WITH HIS
CRATTSMEN'S SUPERVISION.

1333] WOLT CREEK 1 DOCKET 50-482 LER 91-022 l
TAILURE TO VERITY THAT THE ENERGENCY DIESEL GENERATORS ARE CAPABLE OF REJECTING A 1

LOAD OF 1352 KW.
EVENT DATEi 111291 REPORT DATE: 121291 NSSS: WE TYPE: PWR

(NSIC 223629) ON 11/12/91, AT 2003 CST WITH THE UNIT IN MODE-6, RTTUELING, THE
CONTROL ROOM WAS INFORMED THAT THE REQUIREMENTS OF TECH SPEC 4.8.1.1.2.G.2 COULD
NOT BE SATISITED TOR EMERGENCY DIESEL GENERATOR (EDG) "B". THIS TECH SPEC
REQUIRES THAT THE DIESEL GENERATOR BE CAPABLE OF REJECTING A LOAD GREATER THAN OR
EQUAL TO 1352 KILOWATTS (KW) (ESSENTIAL SERVICE WATER (ESW) PUMP) WHILE
MAINTAINING VOLTAGE AND TREQUENCY WITHIN SPECITIC LIMITS. IT WAS SUBSEQUENTLY
DZTERMINED THAT THIS TECH SPEC REQUIREMENT HAD ALSO NOT BEEN SATISTIED TOR EDG
"A" SINCE THE SURVEILLANCE DID NOT REQUIRE VERITICATION THAT THE ESW PUMP LOAD
WAS EQUAL TO OR GREATER THAN 1352 KW PRIOR TO DOING THE LOAD REJECTION OF THE ESW-
PUMP. TdE ROOT CAUSE Of THIS EVENT WAS THAT ONLY THE LOAD DESCRIPTION AND NOT
THE NUMEP.ICAL VALUE OF THE LOAD WAS INCORPORATED INTO SURVEILLANCE PROCEDURES STS
KJ-001A AND STS JK-0018. TO ENSURE THAT A SIMILAR CONDITION DOES NOT EXIST TOR
OTHER TECH SPEC SURVEILLANCE REQUIREMENTS, A REVIEW WILL BE PERTORMED TO IDENTITY
THOSE SURVEILLANCE REQUIREMENTS THAT SPECITY HUMERICAL VALUES AND ENSURE THAT THE
APPLICABLE-PROCEDURES ACCOMPLISH THEM. THIS REVIEW WILL BE COMPLETED BY 3/30/92.

[334] WOLT CREEK 1- DOCKET 50-482 LER 91-073
ACC2 DENTAL BUMPING OF 120 VOLT SUPPLY-PANEL RESULTS IN ENGINEERED SATETY TEATURES
EQUIPMENT ACTUATIONE.
EVENT DATE: 111991 REPORT DATE: 121991 NSSS: WE TYPE: PWR

(NSIC 22374B) ON'HOVEMDER 19, 1991, AT 2106 CST,-400 VOLT SUPPLY BREAKER
52NG02 BAT 4 TRIPPED, RESULTING IN A LOSS OF POWER TO VARICUS RADIATION MONITORS .
THIS LOSS OF POWER INITIATED A CONTROL ROOM VENTILATION-ISOLATION SIGNAL, A FUEL
BU3LDING ISOLATION SIGNAL, AND A CONTAINMENT PURGE' ISOLATION SIGNAL. THE ROOT
CAUSE OF THIS EVENT HAS BEEN ATTRACTED TO INADVERTENT BUMPING OF THE OPERATING
SWITCH TO BREAKER 52NG02 BAT 4 BY NON-LICENSED PERSONNEL. EXERCISING CAUTION WWILE
WORKING NEAR PLANT EQUIPMENT HAS BEEN RE-EMPHASIZED WITH THE RESPONSIBLE WORK
GROUP AND THE REMAINING GROUPS IN THE DEPARTMENT. ADDITIONALLY, THE OPERATING
SWITCH HAS BEEN INSPECTED AND IT WAS DETERMINED THAT A HARDWARE PROBLEM DID.NOT
COWIRIBUTE TO THE BREAKER TRIPPING.

1335] WOLT CREEK-1 DOCKET 50-4B2 LER 91-025
POSITIVE REACTIVITY CHANGES WITH No OPERABLE CENTRITUGAL CHARGING PUMPS AND BORON
8NJECTION TLOW PATH RESULTS IN TECHNICAL SPECITICATION VIOLATIONS.
EVENT DATE: 111991 REPORT DATE: 121991 NSSS: WE TYPE: PWR

|
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(NSIC 223749) ON NOVEMBER 19, 1991, FROM 1541 CST UNTIL 1914 CST AND ON NOVEMBER
20, 1991, APPROXIMATELY 1930 CST UNTIL NOVEMBER 21, 1991, AT 0655 CST, POSITIVE
REACTIVITY CHANGES OCCURRED WHEN BORATED WATER WAS CHARGED AT A LOWER
CONCENTRATION THAN THE REACTOR COOLANT SYSTEM BORON CONCENTRATION WHILE BOTH
CFNTRIFUGAL CHARGING PUMPS (CCPS) WERE INOPERABLE. WITH NO CCP OPERABLE, THE
ACTION STATEMENTS FOR TECHNICAL SPECIFICATIONS 3.1.2.1 AND 3.1.2.3 REQUIRE THE
SUSPENSION OF ALL OPERATIONS INVOLVING POSITIVE REACTIVITY CHANGES THUS REQUIRING
THE CHARGING BORON CONCENTRATI0H TO BE HIGHER THAN THE REACTOR COOLANT SYSTEM
BORON CONCENTRATION EVEN IF THE CHARGING CONCENTRATION EXCEEDS SHUTDOWN
REQUIREMENTS. SEVERAL CAUSES CONTRIBUTED TO THESE EVENTS' OCCURRENCES, INCLUDING
PROCEDURAL INADEQUA!Y %ND INCOMPLETE TRAINING ON THE REACTOR MAKEUP CONTROL
SYSTEM. ONE REACT 0k cPERATOR DID NOT HAVE A COMPLETED UNDERSTANDING OF THE
REACTOR MAKEUP CONTROL SYSTEM AND HAS BEEN COUNSELLED AN THE PROPER OPERATION OF
THE SYSTE!!. TO PREVENT RECURRENCE, THE APPROPRIATE PROCEDURES WILL BE REVISED.
ADDITIONALLY, INFORMATION CONCERNING THE CONTROL SYSTEM DEFAULT TO THE 120 GALLON
PER MINUTE SETPOINT WHEN SELECTED TO AUTOMATIC MODE HAS BEEN ADDED TO THE
LICENSED OPERATOR ESSENTIAL READING.

[336] WOLF CREEK 1 DOCKET 50-482 LER 91-020 REV 01
UPDATE ON CONTAINMENT ISOLATION VALVES FAILED LOCAL LEAK RATE TEST CAUSING TOTAL
PATH LEAKAGE AND OVERALL INTEGRATED LEAKAGE TO BE ABOVE 0.6 LA AND 0.75 LA.|

| EVENT DATE: 120591 REPORT DATE: 010632 NSSS: WE TYPE: PWR
VENDOR: FISHER CONTROLS CO.

(NSIC 223781) ON 10/22/91, DURING REFUELING OUTAGE V WITH ALL FUEL REMOVED FROM
THE CORE, THE CONTROL ROOM WAS INFORMED THAT THE TOTAb PATH CONTAINMENT LOCAL
LEAKAGE RATES FOR TYPE B AND C TESTS WAS ABOVE THE TECHNICAL SPECIFICATION LIMIT
OF 0.6 LA. THIS WAS DETERMINED FOLLOWING THE PERFORMANCE OF A LOCA LEAK RATE
TEST ON CONTAINMENT ISOLATION VALVES EF HV032 AND EF HV034. THESE VALVES,
ASSOCIATED WITH PENETRATION 28, ISOLATE CONTAINMENT AIR COOLERS "B" AND "D" FROM
ESSENTIAL SERVICE WATER TRAIN "B". ALSO, THESE VALVES ARE NORMALLY OPEN VALVES
AND RECEIVE AN OPEN SIGNAL ON A SAFETY INJECTION SIGNAL. ON 12/5/91, AT 1600
CST, FOLLOWING CALCULATIONS TO DETERMINE THE "AS-FOUND" CONDITION FOR THE OVERALL
CONTAINMENT INTEGRATED LEAKAGE RATE (ILR), IT WAS DETERMINED THAT THE OVERALL ILR
WAS GREATER THAN 1.0 LA AFTER FACTORING IN THE TOTAL PATH LEAKAGE FOR ALL
APPLICABLE PENETRATIONS INCLUDING PENETRATION 28. THE EXCESSIVE LEAKAGE THROUGH
VALVES EF HV032 AND EF HV034 RESULTED FROM EROSION / CORROSION (E/C) 0F THE VALVE
DISCS. THE VALVE DISCS WERE REPLACED. AH CVALUATION OF E/C DAMAGE TO THE NEWLY
INSTALLED DISCS WILL BE CONDUCTED DURING THE NEXT REFUELING OUTAGE.

[337] WPPSS 2 LOCKET 50-397 LER 91-033
250 VOLT DC BUS INOPERABLE DUE TO LACK OF ADFQUATE FUSE COORDINATION,
EVENT DATE: 112091 REPORT DATE: 121991 NSSS: GE TYPE: BWR

(NSIC 2236B1) AS PAP.T OF ThE SUPPLY SYSTEM EFFORT TO. UPGRADE THE DESIGN
CALCULATIONS FOR NP-2, A FUSE COORDINATION CALCULATION IS BEING PREPARED FOR THE
CLASS 1E DIRECT CURRENT (DC) POWER SYSTEMS, INCLUDING THE 250 VOLT (2SOVDC)
SYSTEM. DEVELOPMENT OF THIS CALCULATION REVEALED THAT THE TIME-CURRENT MINIMUM
MELTING CURVE FOR THE CLASS 1E 250VDC BUS BATTERY MAIN FUSE, AM 800 AMP FUSE,
CROSSES OVER THE TIME-CURRENT CLEARING CURVE FOR THE DOWNSTREAM BRANCH CIRCUIT
FUSE THAT SUPPLIES NON-CLASS 1E LOADS, A 400 AMP FUSE. THIS HFANS THAT IT WAS
POSSIBLE, UNDER THE POSTULATED FAULT CONDITIONS, THAT THE CLASS 1E BATTERY MAIN
FUSE COULD HAVE MELTED PRIOR TO THE DOWNSTREAM BRANCH CIRCUIT FUSE CLEARING,
ISOLATING THE 250VDC BATTERY FROM THE BUS. HAD THIS EVENT OCCURRED THE 2SOVDC BUS
WOULD HAVE EEEN SUPPLIED BY THE BATTERY CHARGER, BUT THIS IS NOT CONSIDERED A
STABLE LONG-TERM CONDITION AND IS NOT CREDITED IN THE ACCIDENT ANALYSES. BECAUSE
OF THE LACK OF SELECTIVE COORDINATION, THE 250VDC SYSTEM Hl.S BEEN TECHNICALLY
INOPERABLE SINCE THE TIME OF INITIAL PLANT STARTUP IN 1983. OPERATION WITH THE
250VDC SYSTEM INOPERABLE WAS A CONDITION PROHIBITED BY THE PLANTS TECHNICAL
SPECIFICATIONS AND IS REPORTABLE PURSUANT TO THE REQUIREMENTS OF
10CFR50.73(A)(2)(1)(B). THIS CONDITION, LACK OF SELECTIVE COORDINATION ON THE
250VDCBUS, WAS OUTSIDE THE DESIGN BASIS OF THE PLANT AND IS REPORTABLE IN
ACCORDANCE WITH 10CFR50.73(A)(2)(II).

|
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(3381 WPPSS 2 DOCKET 50-397 LER 91-03S
MANUAL SCRAM DUE TO REACHING TECHNICAL SPECIFICATION LIMIT FOR REACTOR COOLANT
CONDUCTIVITY DUE TO HAIN CONDENSER TUBE LEAK.
EVENT DATE: 122091 REPORT DATE: 011592 NSSS: GE TYPE: BWR

(NSIC 223B02) ON DECEMBEA 20, 1391 AT 1250 HOURS THE PLANT WAS MANUALLY SCRAMMED
TO COMPLETE CONTROLLED SHUTDOWN DUE TO HIGH REACTOR COOLANT CONDUCTIVITY. DURING
THC VENT PERIOD, PLANT PERSONNEL WERE IN THE PROCESS OF ATTEMPTING TO IDENTIFY
THE SOURCE OF A SUSPECTED MAIN CONDENSER TUBE LEAK.-THIS TROUIGESH00 TING EFFORT
WAS BEING PERFORMED AS A RESULT OF TWO CONDUCTIVITY EXCURSIONS THAT HAD RECENTLY
OCCURRED, BUT WHERE TECHNICAL SPECIFICATION L1MITS WERE NOT REACHED. DURING
TROUBLESHOOTING EFFORTS, A LEAK OF APPROXIMATELY 6S GPM DEVELOPED IN SECTION A 0F
THE MAIN CONDENSER, AND CONDUCTIVITY LEVELS INCREASED. EFFORTS BY PLANT
PERSONNEL TO CONTROL THE CONDUCTIVITY EXCURSION BY REDUCING REACTOR POWER AND
SECURING ONE OF THREE CIRCULATING WATER (CU) SYSTEM PUMPS WERE UNSUCCESSFUL.
ACCORDINGLY, PLANT CONTROL ROOM DPERATORS TOOK APPROPRIATE AND TIMELY ACTION TO
SHUTDOWN THE PLANT AND MANEUVEh TO THE COLD SHUTDOWN CONDITION. THE CAUSE OF
THIS EVENT WAS A FAILED TUBE IN THE MAIN CONDENSER. AN AXIAL RACK, APPROXIMATELY
B TO 12 INCHES IN LENGTH, WAS LATER DISCOVERED ON AN INTERIOR TUBE. CORRECTIVE
ACTIONS CONSIST OF 1) PLUGGING THE FAILED TUBE AND PERFORMING SONIC LEAK TESTING-
OF ALL CONDENSER TUBES, 2) PERFORMING A MANAGEMENT EVALUATION TO RESOLVE PROBLEMS
ASSOCIATED WITH CONDUCTIVITY EXCURSIONS, AND 3) PERFORMING NONDESTRUCTIVE i

EXAMINATION OF TUBING. i

[339) WPPSS 2 DOCKET S0-397 LER 92-001
MICH PRESSURE CORE SPRAY INOPERABLE DUE TO BATTLRY INOPERABILITY.
EVENT DATE: 010292 REPORT DATE: 013092 NSSS: GF TYPE: BWR

(NSIC 273910) ON JANUARY 1, 1992 FLANT ELECTRICAL MAINTENANCE TECHNICIANS
PERFORMED TECHNICAL SPECIFICATION REQUIRED BATTERY CHECKS ON THE DIVISION 3 HIGH
PRESSURE CORE SPRAY (HPCS) BATTERY. SEVERAL CELLS WERE FOUND TO HAVE ELECTROLYTE
LEVELS BELOW THE TECHNICAL SPECIFICATION DEFINED LIMIT VALUE. THE BATTERY WAS
STILL OPERABLE SINCE THE LEVELS NERE ABOVE THE ALLOWABLE VALUE LEVEL. WATER WAS
ADDED TO THE CELLS PRIOR TO THE REQUIRED CHECK OF OTHER CELL PARAMETERS. WHEN THE
OTHER PARAMETERS WERE CHECKED ON JANUARY 2, THE SPECIFIC GRAVITY READINGS OF
THREE OF THE 58 CELLS WERE BELOW THE ALLOWA3LE VALUE. THE HPCS BAl'TERY, HPCS
DIESEL GENERATOR, AND HPCS SYSTEM WERE DECLARED INOPERABLE AND THE NRC WAS
VERBALLY NOTIFIED PER THE REQUIREMENTS OF 10CFR50.72(D)(2)(III)(D). THE BAT'r.RY
WAS PLACED ON AN EQUALIZE CHARGE AND BY 1215 HOURS ON JANUARY 3, 1992 THE Bh4'TERY
PARAMETERS WERE BACK WITHIN THE LIMIT AND ALLOWABLE VALUE RANGES AND THE BATTERY,
HPCS, AND HPCS DIESEL GENERATOR WERE DECLARED OPERABLE. THE ROOT CAUSE OF THIS
EVENT WAS INSTRUCTIONAL PRESENTATION DEFICIENCIES IN THAT THE TECHNICAL
SPECIFICATION REQUIREMENTS ARE NOT CLEARLY WORDED AND THE PROCEDURE DID NOT
PROVIDE CLEAR GUIDANCE ON THE TECHNICAL SPECIFICATION REQUIREMENTS. FURTHER
CORRECTIVE ACTIONS INCLUDE: 1) NOTES WERE ADDED; 2r WILL BE REVIEWED; AND 3)
WRITTEN GUIDANCE WILL BE PROVIDED TO CLARIFY THE TECHNICAL SPECIFICATION-
REQUIREMENTS.

(3401 -YANKEE ROWE DOCKET 50-029 LER 91-004
REACTOR SCRAM DUE TO LOSS OF GENERATOR FIELD.
EVENT DATE: 080391 REPORT DATE: 090291 NSSS: WE TYPE: PWR
VENDOR: GENERAL ELECTRIC CO.

(NSIC 223810) ON 8/3/91, AT 1647 HOURS, WITH THE PLANT IN MODE 1 AT 78% POWER,
THE TURBINE GENERATOR STATIC EXCITER INPUT BREAKER OPENED, CAUSING A LOSS OF
CENERATOR FIELD WITH RESULTANT TURBINE TRIP AND REACTOR SCRAM. TMERE WERE NO
8NOPERABLE STRUCTURES, COMPONENTS OR SYSTEMS THAT CONTRIBUTED TO ?NE EVENT. THE
ROOT CAUSE OF THE EVENT IS STILL UNDER INVESTIGATION. THE FLANT IL OPERATING ON
THE ROTATING EXCITER. THIS EVENT IS REPORTABLE PER 10CFR50.73(A)(2)(IV) WH1CH
IDENTIFIES ACTUATION OF A REACTOR PROTECTION SYSTEM AS A REPORTABLE EVENT. AT NO-
TIME DURING THE EVENT WAS THE PLANT IN AN UNALAY2ED CONDITION OR IN 4 CONDITION
OUTSIDE THE PLANT DESIGN BASIS. ALL ENGINEERED SAFETY FEATURE SYSTEMS AND
EQUIPMENT OPERATED AS DESIGNED. THEREFORE, THE HEALTH AND SAFETY OF THE PUBLIC
WAS NOT ADVERSELY AFFECTED BY THIS EVENT.

_ _ _ - - _ _ _ _ _ _ - - . __ _ - _ __
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13411 ZION 1 DOCKET 50-29S LER 91-012 REV 03
UPDATE ON SNUBBER MODIFICATION MISINTERPRETATION.
EVENT DATE: 071191 REPORT DATE: 121391 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: ZION 2 (PWR)
VENDOR: BINDICATOR CORP.

(NSIC 223603) IN PREPARATION FOR A HYDRAULIC SNUBBER REPLACEMENT MODIFICATION, IT
WAS NOTICED THAT THE FIELD LOCATION OF SNUCCERS 1 SIRS-1010 AND 1 SIRS-1019 DID NOT
AGREE WITH THE DRAWING. INVESTIGATION SHOWED THAT SNUBBERS 1 SIRS-1017 AND
1 SIRS-1020 AS IDENTIFIED ON THE DRAWING WERE SUPPOSED TO BE REMOVED BY
MODIFICATI0H M22-1-89-14, BUT DUE TO INCORRECT LABELS, 1 SIRS-1018 AND 1 SIRS-1019
WERE REMOVED INSTEAD. ON 09/30/91 AND 11/13/91 PER THE CORRECTIVE ACTIONS OF
THIS ORIGINAL INVESTIGATION, WALKDOWHS OF THE INACCESSIBLE UNIT 1 AND UNIT 2
HYDRAULIC SNUBBERS WERE PERFORMED. THREE DISCREPANCIES WERE FOUND.DURING THESE
WALKDOWNS. SNUCBER 2RCRS-2002 WAS REMOVED INSTEAD OF 2RCRS-2003A, SNUBBER
2 SIRS-2132 WAS REMOVED INSTEAD OF 2 SIRS-2133, AND SNUBBER 1DIRS 1064 WAS REMOVED
INSTEAD OF 1DRTS-1063. -THESE EVENTS WERE CAUSED BY PERSONNEL ERRORS DURING THE
INSTALLATION OF MODIFICATIONS M22-1-89-14, M22-2-SD-69, AND M22-1-88-033. THE
NUCLEAR ENGINEERING DEPARTMENT PERFORMED CALCULATIONS TO DETERMINE IF THE REVISED
SNUBBER CONFIGURATION COULD ADEQUATELY SUPPORT THE DESIGN BASIS LOADS. THE
CALCULATIONS CONCLUDED THAT ALL AfFECTED SUPPORTS WOULD HAVE REMAINED FUNCTIONAL
THROUGHOUT A SEISMIC EVENT AND PIPING STRESSES WOULD NOT HAVE EXCEEDED DESIGN
BASIS LIMITS. THE CORRECT SNUBBERS WERE REINSTALLED AND THE INCORRECT SNUBBERS
WERE REMOVED. ALL SNUBCERS WERE VERIFIED TO BE CORRECTLY INSTALLED.

13421 ZION 1 DOCKET 50-29S LER 91-018
INADEQUATE SHIFT CONTROL ROOM ENGINEER COVERAGE PER TECHNICAL SPECIFICATION.
EVENT DATE: 120691 REPORT DATE: 011092 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: ZION 2 (PWR)

(NSIC 223818) ON 12/11/91, DURING A REVIEW OF THE SHIFT ENGINEER'S LOG BOOK, IT
WAS DISCOVERED THAT ON 12/6/91 NONE OF THE LICENSED SHIFT SUPERVISOR'S (LSS) ON
DUTY WERE SHIFT CONTROL ROOM ENGINEER (SCRE) QUALIFIED. TECH SPEC FIGURE 6.1-1,
MINIMUM SHIFT CREW COMPOSITION, REQUIRES THAT EACH SHIFT CREW HAVE ONE QUALIFIED
SCRE. THIS EVENT WAS CAUSED BY A MANAGEMENT DEFICIENCY. AN INADEQUATE PROGRAM
EXISTED TO ENSURE THAT THE TECH SPEC REQUIREMENTS WERE SATISFIED FOR SCRE
QUALIFICATION. THE SAFETY SIGNIFICANCE OF THE EVENT WAS HINIMAL. CORRECTIVE
ACTIONS INCLUDED IDENTIFYING SCRE AND FIRE CHIEF QUALIFICATIONS ON THE POSTED LSS
SCHEDULE, AND ESTABLISHING A SCRE TURNOVER LOG.

1343] ZION 2 DOCKET 50-304 LER 92-001 !

FAILURE TO DECLARE A CONTAINMENT PENETRATION INOPERABLE AFTER A CONTAINMENT
ISOLATION VALVE EXCEEDED ITS MAXIMUM ALLOWABLE STROKE TIME.
EVENT DATE: 010792 REPORT DATE: 020692- NSSS: WE TYPE: PWR

(NSIC 2239S4) ON 12/14/91 AT 1900 HOURS, DURING THE PERFORMANCE OF PERIODIC TEST
(PT)-300, CONTAINMENT I3OLATION VALVES STROKE TIME VERIFICATION, CONTAINMENT
ISOLATION VALVE 2ACV-SS9354A (BD) FTROKED IN 27.3 SECONDS WHICH EXCEEDED ITS
HAXIMUM ALLOUABLE STR0KE TIME OF 15 SECONDS AS DESCRIBED IN THE ACCEPTANCE
CRITERIA FOR PT-300. THIS STROKE TIME WAS BASED ON THE REQUIREMENTS OF THE
INSERVICE TESTING PROGRAM. THE UNIT SUPERVISOR DID NOT DECLARE THE VALVE
INOPERABLE BECAUSE THE VALVE WAS STROKING WITHIN THE TECH SPEC REQUIRFD STROKE
TIME OF 60 SECONDS. THIS EVENT WAS CAUSED BY A PERSONNEL ERROR ON THE PART OF
THE SHIFT PERSONNEL WHO DID NOT RECOGNIZE THAT 2A0V*SS9354A WAS INOPERABLE ON
12/14/91, AND TAKE THE NECESSARY ACTIONS TO ISOLATE THE CONTAINMENT PENETRATION
PER TECH SPEC 3.9.3.A. THE EFFECT OF THIS EVENT ON THE SAFE OPERATION OF THE* PLANT WAS MINIMAL, AND THE HEALTH AND bATETY OF THE PUBLIC WAS NOT AFFECTED.
CORRECTIVE ACTIONS INCLUDE COUNSELLING THE INDIVIDUALS INVCLVED, REVIEWING THE
EVENT WITH ALL LICENSED SHIFT PERSONNEL, VERIFYING ALL CONTAINMENT ISOLATION
VALVE STROKE TIMES SINCE JULY 1991 WERE ACCEPTABLE, AND REVISING PT-14 TO SPECIFY
THAT FAILING IST STROKE TIMES RENDERS A VALVE INCPERABLE.

. _ _ _ _ - - _ _
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ACCUMULATORS 328 DRIVE 32, 53, 54, 56, 68, 77, 91, 241,
AIR 7, 30, 54, 177 263, 286
ANNUNCIATORS 199 ELECTRIC POWER 24, 27, 30, 40, 44, 50,
BATTERIES & CHARCERS 45, 98, 99 199, 59, 74, 78, 87, 89, 94, 100, 107, 123,

211, 250, 284, 285, 327, 337,$39 141, 142, 146, 147, 153, 166, 176,
BEARING 3, 30, 56, 182, 228 189, 197, 229, 241 244, 245, 251,
8 LOWERS 4, 7, 30, 54, 95, 118, 133, 279, 280, 285, 292, 298, 302, 305,

166, 177, 178, 197, 272 326, 334, 340
BREAKER 24, 27,'30, 40, 44, 50, 59, 74, ELECTRIC POWER, UNINTERRUPTED 340
78, 87, 89, 94, 100, 107, 142, 146, ELECTRONIC FUNCTION UNITS 9, 11, 28,
147, 166, 176, 189, 197, 229, 241, 64, 89, 92, 100, 105, 123, 125, 126,
244, 245, 251, 279, 280, 285, 292, 141, 153, 166, 170, 194, 225, 235,
302, 334, 340 265, 291, 298, 305, 306 326

BYPASS 122, 206, 232, 242 ENGINES, INTERNAL COMBUSTION 7, 38, 40,

21, 45,100,51, 58,
59, 72, 86, 94, 118, 163, 175, 210,CABLES AND CONNECTORS

102, 211, 309, 333,-33959, 78, 81, 82, 86, 89, 94,
105, 107, 108, 111, 113, 115, 119, EQUIPMENT 30, 31,-53, 118, 196, 236,
120, 126, 133, 142, 146, 157, 169, 260, 285, 287, 289, 290, 316
176, 189, 198, 204, 227, 229, 233, FAILURE, COMPONENT 9, 17, 32, 33, 37, .
237, 240, 241, 245, 250, 252, 258, 40, 41, 43, 56, 77, 78, 99 101, 106,-
259, 268, 269, 278, 279, 202, 285, 110, 114, 130, 158, 159, 171, 183,
304, 329, 334, 337, 340 218, 232, 241, 251, 263, 291, 293,

COMMUNICATION SYSTEM 125 301, 303, 310, 323, 323, 336, 343
CUMPONENTS 9, 17, 32, 33, 37, 40, 41, TAILURE, EQUIPMENT 1-8, 10-21, 23-27,
43, 55, 77, 78, 99-101, 106, 110, 114, 29-34, 36-47, 49 62, 64,-65, 67-72,
130, 158, 159, 171, 183, 218, 232, 74-70, 81 84, 86-105, 107, 108, 110,
241, 251, 263, 291, 293, 301, 303, 111, 113-127, 129-134, 136, 138, 139,
310, 323, 328, 336, 343 141-143, 145-148, 150, 153, 156, 157,

COMPUTER, DICITAL 96, 120, 139, 204, 160, 161, 163, 165-167, 169, 171,-174-
228, 296, 318 189, 191, 193, 194, 196-200, 202-207,

CONDENSER 76, 99, 104, 116, 124, 148, 210-220, 222, 224-229, 231-234, 236-
241, 242, 338 246, 248-253, 255, 256, 250-261, 263-

CONTAINHENT AIR LOCK 20, 41, 93, 134, 266, 268-274, 276, 278-280, 282, 284-
136, 143, 203, 222, 313 294, 296-298, 300-310, 312, 313, 316-

CONTAINMENT SUMP 117, 142 318, 321-324, 326-341
CONTAINMENT, ICE CONDENSER 76 TAILURE, INSTRUMENT 2, 4, 5, 7, 9-11,
CONTRACTOR PERSONNEL 1, 2, 8, 10, 33, 13, 16, 18, 20, 21, 26-30, 33-36, 41,

34, 42, 43, 75, 80, 96, 98, 120, 123, 43, 47-49, 51, 54, 55, 58, 61, 63-55,
126, 130, 131, 161, 183, 186, 194, 73, 74, 77, 80-88, 90-94, 96, 90-103,
198, 199, 204, 218, 224, 226-229, 237, 105-107, 109,- 110, 112, 113, 915, 117,
246, 259, 261, 275, 282, 283, 285, 118, 120, 125-127, 133, 135, 138-141,
286, 292, 323 144, 146-149, 152-154, 156, 157, 160,

CONTROL 3, 11, 16, 18, 33, 37, 43, 49, 162-167, P49-172, 175, 176, 182, 190,
55, 61,'65, 77, 84, 90-92, 99, 114, 194, 195, 198, 201, 202, 204, 206-210,
138, 142, 148, 152, 176, 177, 188, 216, 219, 220, 223, 225, 227, 229,
194, 199, 204, 206, 212,'216, 227, 230, 235, 236, 240, 241, 250-252, 254,

*

255, 272, 280, 286, 293, 298, 300, 330 255, 257, 259-262,'267, 269, 270, 274-
CONTROL PANEL / ROOM 147, 206, 241 279, 282, 286-288,.291-293, 295, 298,
CONTROL ROD DRIVES 19, 132, 183, 204,, 299, 302, 305, 306, 308, 311-313, 315,

216, 298 317, 319f 320, 324-326, 329, 334, 335,
CONTROL RODS 18, 90, 183, 228, 298 337, 343
CONTROLLER 6, 30, ?19, 142, 199, 272 FAILURE, PIPE 10, 30, 32, 43, 56, 67,
COOLING DEVICE 7, 40, 44, 97, 113, 160, 71, 74, 82, 83, 97,-101, 103, 122,

185, 197, 272, 285, 312 123, 126, 132, 136, 143,-148, 150,-
COOLING TOWER 241. 155, 161, 174, 181, 182, 185, 188,
CRANE 229, 285 191, 196, 197, 199, 207, 218, 225,
DEMINERALIZERS 83, 84 .226, 232, 241, 249, 256, 260, 264,
DOOR 20, 41, 44, 50, 79, 93, 142, 143, 272,'274, 294, 301, 307, 309, 317,

161, 180, 186, 203, 222., 241, 249, 318, 341
276, 332 FAILURE, TUDING 69, 99, 116, 124, 136,

DRAINAGE 5, 43, 56, 71, 75, 241, 250, 143, 213, 242, 338
29'4 TASTENER 13, 14, 30, 33, 40, 41, 43,
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FASTENER 82, 91, 99, 110, 185, 216, II.' TRUMENT, SWITCH 127, 144, 147, 148,
227, 237, 241, 293 156, 160, 162, 163, 165-167, 171, 175,

FILTERS 8, 12, 125, 126, 261, 313 200-210, 216, 223, 225, 227, 229, 230,
FIRE 204, 216, 312 241, 250,'255, 260, 262, 2L7, 292,.
FIRE PROTECTION 258 306, 308, 311, 315., 317, 329, 334, 335
FLOW 3, 18, 37, 49, 55, 61, 65, 84, 90, INSTRUMENT, TESTING 85, 86, 90, 115,

114, 138, 148, 152, 177, 188, 194, 210, 223, 260, 311
204, 212, 227, 255, 280, 300, 330 INSTRUMENT, VOLTAGE 34 36, 50, 92, 94,

FLOW, RECIRCULATION 298 146, 160, 163, 250, 2$1, 299, 302
TLUX DISTRIBUTION 2, 64, 80, 88, 90, INSTRUMENTS, MISC. 9, 43, 98, 315

91, 102, 139, 141, 146, 154, 164, 201, INSULATION 21, 59, 100, 117, 133, 166,
298 182, 1?4, 233, 237, 273

TUEL ELEMENTS 16, 18, 34, 89, 90, 145, INVERTER 285
220 LICENSED OPERATOR 9, 18, 37, 42, 50,

FUEL HANDLING MAUHINE 60, 71 52, 54,'59-62, 65, 66, 72, 81, 84, 86,
FUSE 27, 81, 94, 106, 113, 917, 120, 89-91, 100, 104, 107 113, 116, 124,

141, 169, 172, 175, 194, 198, 235, 135, 139, 145, 148, $51 154, 163,
236, 252, 257, 278, 279, 198, 305, 337 169, 173, 200, 202, 207,, 212, 216,

GAS 158, 159, 168, 247, 314 223, 225, 229, 230, 257, 260, 293,
GENERATOR, DIESEL 7, 30, 36, 38, 40, 295, 296, 308, 320, 324, 328, 335,

59, 72, 86, 92, 94, 118, 160, 163, 339, 342
175 191, 210, 211, 250, 309, 333, 339 MOTORS 14, 40, 86, 94, 95, 99-101, 118,

GENERdTOR, MOTOR 101, 107, 251 119, 133, 142, 161, 176, 177, 182,
HEAT EXCHANGERS 7, 11, 16, 26, 30, 37, 198, 199, 210, 219, 229, 241, 244,

40, 44, 54, 65, 69, 77, 89, 94, 97, 250, 253, 272, 280, 285, 301, 308, 317
99, 104, 113, 116, 124, 138, 148, 160, NEUTRON 2, 64,.00, 88, 90, 91, 102,
177, 185, 191, 197, 210, 213, 227, 139, 141, 146, 154, 164, 201, 298
241, 242, 253, 263, 272, 285, 287, NONLICENSED OPERATOR 20, 71, 83, 87,
292, 298, 300, 312, 324, 329, 338 103, 147, 162, 229, 231, 234, 257.,

HEATERS 104, 127, 261 288, 232, 307, 330
HYDRAULIC SYSTEM 55, 114, 174, 292 NOT.2LE 224, 248
ICE 76 OPERATOR ACTION 9, 17, 18, 21, 54, 67-
ZNDICATORS 2, 4, 5, 7, 18, 29, 34, 41, 70, 74, 82, 91, 95, 111, 119, 121,

47, 54, 63, 64, 73, 77, 80, 82, 84, 122, 125, 127, 129, 133, 142, 143,
87, 88, 90, 91, 96, 100, 102, 103, 146, 156, 159, 177, 178, 181, 182,
106, 107, 109, 110, 120, 125, 126, 184, 185, 183, 189, 191, 193, 197,
133, 135, 139-141, 146, 147, 1839 , 153, 200,

204,241, 243,-207, 208,'215, 217, 218,154, 158, 159, 162, 164, 168, 170, 237-239,
*

248, 153, 254, 258,
182, 190, 195, 201, 202, 216, 220, 259, 263-267, 272, 273, 278, 290, 301,
229, 230, 240, 247, 250, 259, 267, 304, 309, 337
269, 270, 274-277, 202, 291, 293, 295, PENETRATION 20, 32, 41, 67, 71, 82, 93,
298, 305, 311, 313-315, 320, 325, 326, 122, 132, 134, 136, 143, 155, 196,
334, 343 203, 218, 222, 226, 249, 256, 264,

INSTRUMENT LINE 10, 87, 156, 202, 234, 294, 313
255 PENETRATION, ELECTRICAL 121, 142, 215,

8NSTRUMENT, ALARM 43, 96, 118, 154, 278
189, 194, 204, 247, 250, 254, 312, PENETRATION, PIPE 32, 67, 71, 82, 122,
314, 324 132, 155, 196, 218, 226, 249, 256,

INSTRUMENT, AMPLIFIER 11 264, 294
ZNSTRUMENT, CONTROL 83, 107, 127, 162, PIPES AND PIPE FITTINGS 4, 5, 10, 30,

215, 262, 315, 334, 335 43, 56, 74, 83, 97, 101, 103, 123,
INSTRUMENT, CURRENT 250 126, 136, 142, 143, 148, 150, 161,
8NSTRUMENT, FLOk' 74, 207 174, 181, 182, 185,'188, 191, 197,
INSTRUMENT, INTERLOCK 20, 41, 112 199, 207, 225, 232, 241, 258, 260,
2NSTRUMENT, LIQUID LEVEL 288, 319 272, 274, 301, 307, 309, 317, 318, 341
XNSTRUMENT, POSITION 13, 18, 21, 29, -PNEUMATIC SYSTEM 17, 56, 67, 70, 99,

33, 41, 49, 55, 90, 91, 93, 96, 100, 117, 183, 243, 252, 264, 266, 273,
105, 110, 225, 254, 282, 287, 293, 287, 293, 298, 329
306, 325, 343 PRESSURE DROP 216, 286

8NSTRUMENT, PROTECTIVE 118, 194 PRESSURE RELIEF 23,-43, 53, 99, 214,
INSTRUMENT, SPEED 11, 16, 33, 55, 92, 245, 270,.294,- 321

176, 206, 229, 298- PRESSURE VESSELS 10, 27, 34, 100, 141,
INSTRUMENT, SWITCH 9, 10, 13, 21, 33, 148, 204, 206, 207, 241, 255, 292

35, 43, 48, 49, 51, 61, 65, 83, 85, PRESSURE, INTERNAL 216, 286
86, 90-93, 99, 101, 107, 113, 115, PRESSURIZER 89, 212, 216, 224, 225,
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PRESSURIZER 229, 286, 293, 300, 328 VALVE OPERATORS 53, 55, 56, 67, 70, 87,
PUMP, JET 47, 321 91, 99 102 105, 110, 114, 117, 123,
PUMPS 3, 6, 7, 13, 14, 40, 43, 56, 61, 129, 130, $46, 148, 167, 169, 171,

86-88, 94, 97, 99, 101, 103, 114, 116, 174, 183, 187, 194, 200, 226, 227,
118, 133, 142, 145, 161, 176, 177, 241, 243, 250, 252, 25f, 264, 266,
182, 205, 210, 216, 227, 229, 241, 273, 287, 292-294, 298, 500, 301, 304,
244, 250, 253, 263, 272, 280, 285, 317, 321, 329
290, 297, 308, 309, 317, 335 VALVE, CHECK 71, 82, 243, 286, 301,

RADIATION MONITORS 4, 5, 47, 63, 82, 323, 328,

L 107, 125, 126, 133, 135, 140, 141, VALVES 1, 3,- 5, 7, 8, 10, 11, 14-18,
146, 147, 149, 153, 162, 195, 202, 20, 21, 23, 29, 30, 32, 33, 37, 39,
230, 267, 269, 270, 274-276, 295, 305, 41, 43, 44, 46, 49, 50, 53, 55-57, 61,

62, 65,87, 89, 91,67, 68, 70, 3, 9571, 75, 77, 79,
311, 313, 320, 326, 334

82-84, 9 98-102,REACTOR 10, 27, 34, 100, 141, 148, 204,
206, 207, 241, 255, 192 105, 110, 114, 116-118, 1k2,

145,129,123
RECOMBINERS 25, 321 130, 132, 134, 136, 138, 142,
RECORDERS 98, 154 146, 148, 150, 161, 167, 169-171, 174,
RELAYS 16, 26, 30, 36, 58, 94, 100, 177, 100, 183, 106-188, 194, 196, 200,

118, 146, 154, 163, 194, 198, 219, 203, 205, 206, 212, 214, 216-218, 222, i
299, 302 '225-227, 232 234, 236, 238, 239, 241- 1

RESPONSE TIME 219 243, 245, 246, 249, 250, 252, 253, |
SAMPLING 132 255, 256, 259, 264, 266, 273, 274, i

'

280, 282, 286, 287, 290, 292-294,SEAL 87, 91, 104, 114, 117, 121, 136, 276, 300,147, 143, 193, 232, 241, 243, 253, 298, 301, 303, 304, 306 308, 310,
25d, 264, 272, 316, 328 312, 317, 321, 323, 328-332, 336, 340

SENSORS, FLOW 2, 73, 74,'84, 103, 139, V!8 RATION 190
156, 165, 207, 220, 229, 315

SENSORS, LEVEL 2, 10, 34, 87, 182, 216,
188, 319, 324

SENSORS, PRESSURE
2, 43255,48,77,

99,
138, 175, 216, 240, 259, 282,
291, 317, 320

SENSORS, TEMI'ERATURE 2, 54, 65, 109,
113, 118, 120, 144, 154, 157, 194,
208, 261

SERV 0 MECHANISM 21, 29 33, 87, 91, 100-
102, 110, 123, 129, $30, 146, 140,
167, 171, 194, 226, 259, 301, 304, 317

SHOCK ASSORBER 341
SMOKE 204, 216, 312
SOLENOID 17, 56, 70, 100, 105, 117,

169, 170, 183, 200, 233, 252, 282,
298, 329

SOLID STATE DEVICE 11, 92, 141, 225,
265, 291, 298

STEAM GENERATOR 11, 16, 26, 65, 69, 77,
89, 94, 138, 213, 227, 242, 263, 287,
292, 298, 300, 324, 329

STEEL 307
STEEL, STAIHLESS 91, 174
STORALE CONTAINER 29, 52, 87, 104, 231,

271, 322, 335
STRUCTURE 42, 215, 258, 265, 288
SUPPORT STRUCTURE 2, 131, 131, 241,

246, 253e 341
SYSTEM CA''JITY 43, 204
T0XICITY 158, 159 168, 447, 314
TRANSFORMERS 56, 100, 116, 184, 198,

228, 241, 250
TUBING 69, 99, 116, 124, 136, 143, 213,

242, 338
TURBINE 6, 10, 26, 27, 56, 61, 65, 77,

78, 99, 100, 161, 176, 225, 228, 255,
300, 303, 308, 340

,
VALVE OPERATORS 17, 21, 29, 30, 33, 46,

I

|
|

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

that the terms "/SSF" or "/TSF" appended to the system keyword of interest
indicate sub-system fault or total system fault, respectively.

ACTUATOR 10, 21, 28, 29, 34-36, 42, 58, CONSTRUCTION 8, 142, 143, 146, 185,
61, 81, 85, 101, 106-108, 110, 111, 193, 198, 248, 258, 272, 290
115, 117, 146, 158, 159, 163, 166, CONTAINHENT 25, 7, 10, 12, 14, 20,
160, 170, 175, 192, 210, 223, 234, 27, 28, 41, 54, 57, 58, 63, 71, 79,
235, 247, 252, 255, 257, 262, 265, 81, 82, 93, 97, 101, 107, 100, 113,
268, 282, 288, 299, 304, 308, 314, 116, 117, 123, 125, 126, 132, 134-136,
315, 317, 319, 329 140, 142, 143, 196, 148, 156, 167,

ADDITIVE 29 170, 172, 174, 177, 100-182, 185, 188,
AIR 217, 321 190, 192, 197, 203, 207, 208, 216,
ANI.UNCIATORS 43, 91, 96, 154, 189, 250, 218, 222, 224, 229, 239, 241, 246,

254, 324 249-252, 255-259,
282, 293,267, 26930$,270,

265
AUXILIARY 3, 6, 7 11, 16, 26, 37, 40- 272, 274-276, 301, 307,

43, 49, 59, 61, $5-67, 74, 75, 77, 86, 311, 313, 315, 320, 321, 328, 334, 341
87, 89, 91, 94, 161, 193, 222, CONTAINMENT ATMOSPHERE 7, 25, 57, 81,

104,263, 265, 272,227, 229, 245, 169, 170, 172, 241, 259250,
279, 185, 287, 290, 298, 300, 308, CONTAINMENT ATMOSPHERE /SSF 25
309, 313, 315, 318, 324, 329, 332 CONTAINMENT ATMOSPHERE /TSF - 7, 25, 259

BLOWOOWN 37, 162, 266, 273, 286, 309, CONTAINMENT ISOLATION 10, 15, 17, 20,
331 21, 27, 28, 32, 35, 39, 41, 57, 67,

SUILDING 3-5, 7, 8, 28, 29, 40, 41, 43, 68, 70, 71, 75, 81, 82, 93, 100, 101,
44, 46, 50, 51, 58, 59, 66, 71, 74, 105, 106, 108, 110, 111, 113, 117,
75, 87, 95, 107, 115, 118, 119, 121, 122, 129, 130, 132, 134, 136, 142,
133, 146, 147, 149, 153, 158-161, 166, 143, 146, 155, 157, 165, 167, 169-171,
168, 178, 179, 105, 186, 189, 193, 192. 196, 203, 207, 217, 218, 222,
197-199, 203, 204, 207, 215, 222, 223, 226, 232, 234, 235, 242, 243, 249,
229, 230, 238, 241, 245, 247, 248, 252, 254-256

29k,264,266,301, 306, 313, 316,
273, f.78, 282,

251, 258, 261, 271, 272, 275, 283, 287, 293,
205, 286, 290, 304, 305, 309, 312-315, 323, 329, 336, 343
318, 326, 332, 334 CONTAINMENT ISOLATION /SSF 146

8UILDING/SSF 7, 66, 160, 189, 241, 248, CONTAINMENT PURGE 81, 82, 108, 125,
283 290, 313 167, 172, 249, 256, 259

BUILDING /TSF 44, 46, 95, 119, 178, 271, CONTAINMENT PURGE /SSF 259
304, 332 CONTAINMENT SPRAY 2, 7, 177, 210, 226,

SYPASS 216, 225, 227, 245, 286 272, 280, 197, 315
CABLES AND CONNECTORS 142, 237, 258 CONTAINMENT SPRAY /SSF 7, 177, 280
CALIBRATION 1, 12, 15, 24, 33, 35, 36, CONTAINMENT SPRAY /TSF *10, 272, 280

38, 39, 45, 48, 49, 52, 54, 57, 58, CONTAINMENT VACUUM OREAKER 116, 218,
60, 63, 64, 66, 72, 73, 76, 81, 85, 246, 267, 270
86, 88, 90, 93, 96, 98, 101, 104, 105, CONTAINMENT /SSF 14, 54, 113, 142, 177,
107, 111, 112, 115, 121, 125, 132, 239, 241, 250-
134, 139, 141, 143, 145, 147, 150, CONTAINMENT /TSF 10, 116, 182, 188, 259,
151,-154, 155, 162-164, 167, 173, 180, 274
107, 192, 196, 205, 209-211, 226, 230, CONTAINMENT, ICE CONDENSER 76
231, 234, 240, 242, 252, 262, 268, CONTROL 4, 5, 7, 8, 25, 28, 29, 44, 46,
276, 277, 280-282, 284, 297, 299, 306, 50, 51, S7-59,.81, 95, 115, 119, 146,
308, 312, 315, 320, 322, 331, 333,_343 147, 149, 153, 158, 159, 166, 168-170,-

COMMUNICATION SYSTEM 125 172, 178, 197, 198, 207, 215, 217,
COMPONENT COOLING SYSTEM 10, 15, 58, 223, 229, 230, 238, 241, 247, 251,

59, 68, 97, 172, 185, 191, 272, 279, 258, 259, 271, 275, 285, 304, 305,
294, 330 312, 314, 315, 318, 321, 334

COMPONENT COOLING SYSTEM /SSF 191, 272 CONTROL ROD DRIVES 20k,19, 56, 74, 88,18
COMPONENT COOLING SYSTEM /TSF 97, 330 90, 96, 132, 183, 216, 228, 241,
COMPUTER, DIGITAL 96, 139, 204, 296, 245, 260, 298, 306, 315, 325

318 CONTROL ROD DRIVES /SSF 90
CONDENSER 4, 99, 116, 124, 148, 241, CONTROL SYSTEM 10, 11, 16, 18, 30, 36,

242, 338 43, 55, 65, 77, 85-87, 89, 90, 92, 96,
CONDENSER COOLING SYSTEM 2, 10, 99, 100, 101 138, 160, 176, 192, 204,

127, 229, 236, 241, 318, 319 206, 216, 220, 225, 227, 228, 234,,

CONDENSER COOLING SYSTEM /TSF 127, 318 250, 260, 285, 292, 298, 315, 325
CONDENSER /TSF 4 COOLANT CHEMISTRY 271-

|
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COOLANT PUPIFICATION SY3IEM 3, 7, 9, EMERGENCY POWER, ELECTRIC 86, 92, 94,
14, 27, 43, 54, 58, 59, 68, 70, 75, 100, 118, 160, 163, 177, 185, 191,
77, 82-85, 91, 97, 110, 113, 144, 146, 192, 207, 210, 211, 229, 250, 265,
150, 172, 207, 208, 229, 241, 251, 268, 279, 285, 315, 318, 333, 339, 340

7, 25
71, ELECTRIC /SSF

262, 272, 274, 279, 190, 300, 329, EMERGENCY POWER 86, 92, 94, 100, 180,'335, 337 30, 40, 59,
COOLANT PL'RITICATION SYSTEM /SSF 3, 7, 175, 191, 210, 211, 250, 339

14, 43, 113, 129, 290, 335 EMERGENCY POWER, ELECTRIC /TSF 10, 24,
,

COOLANT FURIFICATION STSTEM/TSF B4, 91, 36, 38, 72, 118, 163, 185, 318, 333 ;

97, 272, 337 ENGINEERED SAFETY FEATURE 10, 21, 28,
COOLING 58, 59, 172, 191, 229, 233, 29, 34-36, 42, 58, 61, 81, 85, 101,

272, 330 106-108, 110, 111, 115, 117, 146, 158,
COOLING SYSTEM, SECONDARY 2, 4, 6, 7, 159, 163, 166, 168, 170, 175, 192,

10, 11, 16, 21, 26, 32, 35, 37, 42, 210, 223, 234, 235, 247, 252, 255,
43, 49, 55, 56, 59, 61, 65, 69, 71, 257, Zu2, 265, 268, 282, 288, 299,
74, 77, 81, 82, 86-91, 94, 984100, 304, 308, 314, 315, 317, 319, 329
105, 108, iii. 116, 124, 129, 138, ENGINEERED SAFETY FEATURE /SSF 146, 175
139, 148, 161, 172, 176, 188, 189, ENGINES, INTERNAL COM8USTION 30, 36,
192, 198, 204, 205, 207, 213, 216, 85, 92, 160, 185, 191, 229, 248, 250,
218, 220, 225, 227, 229, 234, 241-243, 283, 285, 318
245, 255, 263, 265, 271, 272, 276, ENVIRONMENT 29, 271, 288 316
279, 286, 287, 292, 298, 300, 306, EQUIPMENT 75, 81, 117, 152, 274
308-310, 313, 315, 324, 329, 338 FAILURE, ADMINISTRATIVE CONTROL 2, 4,

COOLING SYSTEM, SECCNDARY/SSF 6, 7, 11, 29, 35, 39, 48, 54, 57. 65, 66,-72, 1

61, 86, 89, 161, 176, 205, 261, 309 73, 80, 86, 99, 104, 107, 108, 117,
COOLING SYSTEM, SECONDARY /TSF 6, 7, * 0, 118, 120, 123, 128, 131, 132, 134,

,

i

37, 56, 87-90, 94, 100, 116, 138, 176, 136, 154, 155, 163, 173, 180, 184, )
204, 207, 216, 220, 225, 227, 241, 186, 196, 205, 209, 216, 218, 219,

i

272, 300, 309, 324, 338 221, 243, 257, 261, 272, 274, 277, i
COOLING /SSF 191 284, 295, 297, 298, 308, 312, 315,

1Bb,102,
CORE 2, 16, 18, 34, 64, 80, 88-91 318, 322, 339, 341, 342 ,

FAILURE, DESIGN ERROR 1, 2, 10, 29, 42,139, 141, 145, 146, 154, 104,
201, 209, 220, 228, 196, 298, 315 54, 67, 68, 70, 74, 82, 95, 119, 122,

CORE REFLOODING SYSTEM 2, 328 123, 127, 129, 131, 133, 178, 181,
CORE STRnY 10, 122, 129, 130, 175, 181, 182, 184, 188, 191, 197, 199, 204,,

182, 207, 239, 250, 301, 339 207, 218, 227, 228, 237, 243, 246,
CORE SPRAY /SSF 129, 175, 250, 339 254, 259, 261, 267, 271, 275, 278,
CORE SPRAY /TSF 10, 130, 181, 182, 239, 301, 304, 309, 337

301, 339 FAILURE, FABRICATION ERROR 3, 33, 34,
CYLINDER CAS 75, 170, 172 43, 75, 96, 120, 130, 183, 194, 198,
CEMINERALIZERS 17, 81, 172, 199 204, 224, 282, 285, 286, 323
DRAINAGE 75, 81, 117, 132, 142, 241, FAILURE, INSTALLATION ERROR 2, 86, 102,

274 111, 118, 126, 157, 190, 216, 218,
DRAINAGE /SSF 241 237,'239, 241, 261
ELECTRIC POWER 13, 24, 25, 27, 29, 30, FAILURE, MAINTENANCE ERROR 4, 6,=13,

36, 40, 43-45, 50, 51, 56, 58, 59, 74, 19, 21, 23, 25, 30,-41, 44, 54, 78,
78. 81, 87, 89, 94, 98-101, 106, 116, 79,.82, 89, 94, 99, 103, 106, 108,
119, 123, 133, 141, 142, 147, 163 110, 111, 113.-117, 130, 161, 169,

5166, 172, 175, 176, 184, 189, 197 199, 175, 186, 219, 222, 226, 229, 233,
211,-228, 229, 235, 236, 241, 244, 235, 245, 247,-249, 250, 274, 285,
245, 250, 257-259, 265, 272, 278-280, 287, 292-295, 298, 310, 313, 321, 327,
284, 285, 292, 298, 299, 315, 327, 328, 332, 334, 339. 341, 343-
334, 337, 339, 340- FAILURE, OPERATOR ERROR 9, 18,'20,-37,

ELECTRIC POWER /SSF 241 42, 43, 50-52, 59, 61, 62, 65, 71, 79
ELECTRIC POWER /TSF 25, 100, 184, 211, 83, 84, 87, 89, 91,.100, 102, 103,

259 116, 124, 128, 135, 148, 179, 198,
ELECTRIC POWER, VITAI. 105, 107, 146, 200, 202, 203, 207,.212, 216, 223,

194, 241, 251, 285, 302, 334, 340 225, 229, 244, 257, 260, 283, 288,
EMERGENCY COOLING SYSTEM 40, 97, 131, 290, 193, 296, 307, 308, 312, 317,

244, 265, 272, 279, 293, 315, 329, 341 324, 328, 330, 335
Ed2RGENCY COOLING SYSTEM /SSF 40,-244 FEEDWATER 6, 7, 10, 11, 16', 26, 37, 42,
EMERGENCY COOLING SYSTEM /TFt 40, 97, 43, 49, 56, 59, 61, 65, 77, 82, 86-91,

244, 272 94, 100, 138, 139, 161, 176, 188, 189,
EMERGENCY POWER. ELECTRIL 7, 10, 24, 198, 204, 207, 216, 220, 225, 227,

25, 30, 36, 33, 40, 51, 59, 72, 85, 229, 234, 241, 245, 255, 263, 265,

- - - _
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100, 133,FEEDWATER 271, 272, 279, 207, 29G, 300, OFF SITE 25, 27, 56, 5924$ 78259308, 309, 315, 324, 329, 338 184, 198, 211, 228, ,

FIRE PROTECTION 79, 118, 121, 180, 186, ON SITE 13, 24, 29, 30, 36, 40, 44, 50,
193, 199, 204, 215, 216, 237, 241, 51, 58, 59, 74, 78, 81, 87, 89, 94,
248, 258,-183, 285, 312 101, 106, 116, 119, 123, 141, 147,

FIRE PROTECTION /SSF 241, 248, 283, 285 163, 166, 172, 175, 176, 197, 198,
FIRE PROTECTION /TSF 118 229, 235, 236, 244, 257, 258, 265,
FLOW, RECIRCULATION 55, 101 272, 279, 260, 285, 292, 298, 199,
FUEL ELEMENTS ~. 0 , 107, 146, 149, 153, 315, 334, 340

179, 258, 261, 305, 326, 332, 334 PLANT 142, 241
GENERATORS 10, 11, 16, 26, 27, 48, 56, PNEUMATIC SYSTEM 217, 321, 323 *

65, 77, 78, 88, 99, 100, 146, 176, POISDN, SOLUBLE 52, 288, 335
189, 192, 204, 206, 225, 227, 228, POISON, SOLUBLE /SSF 335
255, 292, 298, 300, 315, 340 PRESSURE RELIFF 10, ?B. 100, 116, 200,

HEAT EXCHANGERS 55 233, 241, 292, 298, 310
HPCI 10, 33, 34, 99, 100, 102, 114, PRESSURE VESSELS 10, 27, 34, 100, 141,

129, 152, 157, 171, 174, 175, 185, 148, 204, 206, 207, 216, 241, 255, 292
204, 303, 307, 319 PRESS'JRE VESSELS /SSF 141

HPCI/SSF 175 PRESSURIZER 2, 53, 89, 91, 192, 212,
HPCI/TSF 10, 33, 99, 114, 129, 152, 214, 216, 224, 225, 229, 270, 278,

157, 171, 174, 175, 185, 303, 307 286, 292, 293, 300, 313, 328
HYDROGEN 7, 25, 57, 81, 169, 170, 172, PROCESS MONITORING 2, 48, 64, 74, 88,

146, 154, 182, 183, 216,241, 259 90, 107243,141,245, 251, 260, 291, 302,INSTRUMENT, ALARM 43, 91, 96, 154, 189, 228,
250, 254, 324 306, 315, 320

INSTRUMENT, IN CORE 27, 64, 80, 88, 90, PUMPS 118, 241
91, 102, 139, 141, 146, 154, 164, 192, PUMPS /SSF 241
201, 209, 254, 298, 315 PUMPS /TSF 118

INSTRUMENT, NON-NUCLEAR 1, 6, 7, 10, RADIATION PROTECTION PERSONNEL 20, 22,
| 13, 17, 20, 26, 27, 29, 31, 33, 41, 31, 47, 195, 289
l 43, 49, 56, 70, 83, 91, 93, 94, 98- RCIC 10, 100, 101, 103, 106, 108, 165,

101, 106, 107, 112, 113, 117, 118, 207, 208, 236, 240, 304, 337
127, 139, 147, 148, 152, 156, 167, RCIC/TSF 10, 103, 106, 165, 304, 337
169-171, 194, 198, 200, 216, 224, 227, REACTOR CONTROL 18, 90, 95, 228, 260,
229, 233, 236, 237, 241, 250-252, 259, 325
261, 277, 282, 286, 287, 289, 293, REACTOR F0WER 18, 90, 96, 228, 260, 325
298, 302, 329, 334, 335, 343 REACTOR PROTECTION SYSTEM 48, 64, 74,

INSTRUMENT, NON-NUCLEAR /TSF 7 88, 90, 107, 141, 146, 18Z. 216, 228,
LEAK DETECTICN 9, 54, 84, 103, 109, 241, 245, 251, 260,-302, 30% -315

113, 120, 126, 140, 144, 157, 165, REACTOR PROTECTION SYSTEM /SSF 90, 141,
207, 208, 240, 255, 259, 267, 269, 146
270, 274, 276 RHR-LPCI 10, 27, 81, 100, 101, 103,

LUERICATION 3, 97, 99, 114, 174, 216 106, 109, 110, 117,'118, 123, 129,
MAIN COOLING SYSTEM 2, 5, 10, 11, 16, 172, 175, 181, 182, 232, 235, 250,

26, 37, 53, 55, 65, 69, 77, 78, 89-91, 253, 301,--304, 317, 337
94, 97, 100, 101, 116, 123, 126, 132, RHR-LPCI/SSF 117, 175, 232, 250, 253
138, 145, 148, 173, 181, 182, 192, RHR-LPCI/TSF 10, 81, 101, 103, 100,
197, 200, 207, 212-214, 216, 224, 225, 110, 118, 123, 129, 181, 182, 235,
227, 229, 233, 241, 242, 244, 263, 301, 304, 317, 337

264, 270,_276, 278, 281,301, 313, 315, 324,292,
285-287 RHR-LPSI 1, 2, 39, 62, 75,.86, 97, 112,

293, 298, 300, 196, 212, 265, 272, 279
328, 329, 335, 338, 341 RHR-LPSI/SSF 62

MAIN COOLING SYSTEM /SSF 55, 101, 145, RHR-LPSI/TSF 1, 272
173, 229 SAMPLING 117, 148, 162, 172, 234, 241,

MAIN COOLING SYSTEM /TSF- 16, 89-91, 145, 264, 331
148, 200, 229, 244, 281, 286, 335, 338 SEAL 99, 146

MATERIAL & EQUIP, HANDLING SYSTEM 60, SERVICE WATER SYSTEM 2, 7, 13 30, 46,
71, 229, 285 58,.59, 65, 118, 177, 187, 191, 199,

MONITOR 118, 204, 216, 312 210, 229, 238, 279, 301, 304, 336
MONITORING PROGRAM, ENVIRONMENTAL 190 SERVICE WATER SYSTEM /SSF - 7, 46, 191,
MONITORING SYSTEM, RADIATION -4, 5, 47, 210

63, 73, 82, 107, 125, 133, 135, 141, SERVICE MATER SYSTEM /TSF 13, 65, 118,
146, 147, 149, 153, 162, 195, 202, 238, 304
219, 230, 275, 295, 305, 311, 313, SHUTDOWN SYSTEM, SECONDARY 23, 205,
315, 326, 334 262, 322
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SHUTDOWN SYSTEM, SECONDARY /SSF 205 TURBINE 203, 204, 206, 216, 225, 227,,

SHUTDOUN SYSTEM SECONDARY /TSF 205 228, 241, 245, 255, 286, 292, 198,
SOLID STATE DEVICE -192, 315. 300, 309, 315

22$,318346
340-

SPEN 1 FUEL POOL 75 TURBINE /SSF
STACK 73,-135, 195, 275, 313 TURBINE /TSF 65, 99

STANDBY CAS TREAfMENT 12, 14, 23, 81, 27-30, 40, 44, 46, $0, 51 -54,12,STACK /TSF 135, 195 VENTILATION SYSTEM 4 5,7,8 14,
57-59,

82, 96, 97,133107,$08, 113,107, 113,.117, 146, 156, 172, 180, 63, 81,
125, 140, 141,

STANDBY CAS TREATMLMT/SSF 1P, 107, 146, 14c, 147,-149, 153,158,135,207, 250, 251, 255, 257, 305 115, 117-119,
158-160, 166-

250 168, 172,-177, 178, 180, 185, 197,
STANDBY CAS TREATMENT /TSF 113, 180 198,'207, 223, 229, 230 238 241,g
STEAM 67, 99, 104,_146, 250, 318 247, 249 2E2, 255 257, 159, 661, 265,
STEAM CENERATOR 2, 11, 16, 26, 37, 65, 269-272, 274-276, 285, 290, 305, 311-
69, 77, 89, 94, 98, 138, 162, 192, 315, 318, 326, 332, 334
213, 227, 242, 253, 266, 273, 276, VENTILATION SYSTEM /SSF 7, 14, 44, 46,
286, 287, 292, 298, 300, 309, 310, 50, 107, 146, 166, 197, 238, 250, 290
313, 324, 329, 331 VENTILATION SYSTEM /TSF 8, 29, 44, 46,

STORAGE CONTAINER 3, 97, 99, 114, 174, 50, 113, 119, 133, 135, 166, 178, 180,
216 197, 238, 261,-271, 318, 332

STRUCTURE 66, 118, 153, 197, 199, 265, WASTE MANAGEMENT 4, 133
288, 318, 341 WASTE 3REATMENT, CAS 133, 146, 202,

STRUCTURE /5SF- 66, 285 219, 277, 295, 321
STRUCTURE /TSF '118, 197 WASTE TREATMENT, LIQUID 10, 104,-172,
SUBSYSTEM FAULi 3, 6, 7, 11, 14, 25, 231
30, 40, 43, 44, 46,.50, 54, 55, 59, WATER 58, 59, 172, 229, 238, 272, 330
61,.62, 66, 72, 86, 89, 91, 92, 94, WATER /SSF 238
100, 101, 107, 113, 117, 129, 141, WATER /TSF 330

142, 145, 146,191,160, 161,~166, 173,175-177, 189, 197, 205, 210, 211,
225, 229, 232, 238, 239, 241, 244,
248, 250, 253, 259, 263, 272,.280,
283, 285, 290, 309, 313, 335, 339, 340

SUPPORT STRUCTURE 142, 237, 258
TESTING 1, 12, 15, 24, 33, 35, 3G, 38,
39, 45, 48, 49, 52, 54, 57, 58, 60,
63, 64, 66, 72,-73, 76, 81, 85, C6,
88, 90, 93, 96, 98, 101, 104, 105,
107, 111, 112,-115, 121,.125, 132,
-134, 139, 141, 143, 145,'147, 150,
151, 154, 155, 162-164, 167, 173, 180,
187, 192, 196, 205, 209-211,-226, 230,
231, 234, 240, 242, 252, 262,-268,
276, 277, 280-282, 284, .s7, 299, 306,
308, 312, 315, 320, 322, 331, 333, 343

TORUS 81, 120, 151, 159, 155, 172, 181,
182, 320

TORUS /TSF 151, 181, 182
TOTAL SYSTEM FAULT 1, 4, 6-8, 10, 13,

16, 24, 25, 29, 33, 36-38, 40, 44, 46
50, 56, 65, 72, 81, 84, 87-91, 94, 95,,
97, 99-101, 103, 106, 109, 110, 113,
114, 116, 118, 119, 123, 127, 129,
130, 133, 135, 138, 145, 148, 151,
152, 157, 163, * 5, 166, 171,-174-176,.

178, 180-182,'189, 185, 188,-195, 197,
200, 204, 205, 207, 210, 211, 216,
220, 225, 227, 229, 235, 238, 239,
241, 244, 259, 261, 271, 272,-274,
280, 281, 286, 300, 301,.303, 304,
307, 309, 317, 318, 324, 330, 332,
333, 335, 337-339

TURBINE 10, 11, 16, 26, 27,143, 48, 56,
65, 71, 77,'78, 87, 88, 99, 100, 121,
146, 176, 185, 186, 189, 192,-199, -

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

ACCUMULATORS 328 BUILDING 312-314, 318, 326, 332, 334
ACTUATOR 21, 28, 29, 34-36, 42, 58, BUILDING /SSF 66, 160, 189, 241, 248,

61, 81, 85, 106 106, 110, 111, 115, 283, 290, 313
146, 158, 159, $63, 166, 168, 170, BUILDIN3/TSF 44, 46, 95, 119, 178,
175, 192, 210, 223, 234, 235, 247, 271, 304, 332
252, 255, 257, 262, 265, 268, 282, BWR REACTOR - SEE REACTOR, BWR
288, 299, 304, 308, 314, 315, 317, BYPASS 122, 206, 216, 227, 232, 242,
319 329 245, 286

ADDITIVE 29 BYRON 1 (PWR) 35, 36
ADMINISTRATIVE PERSONNEL 6cROR - SEE BYRON 2 (PWR) 35-37

FAILURE, ADMINISTRATIVE LONTROL CABLES AND CONNECTORS 21, 45, 51, 58,
AGE EFFECT - SEE EFFECT, t.GI 59, 78, 81, 82, 86, 89, 94, 100, 102,
AGENCY, NRC 127, 185, 221 105, 107, 108, ill, 113, 115, 119,

169,
157, 233,AIR 7, 30, 54, 177, 217, 321 120, 126, 133, 142, 146,

AIR / STEAM BINDING 87, 103, 150 176, 189, 198, 204, 227, 229,
237, 240, 241, 245, 252, 258, 259,ANNUNCIATORS 4, 5, 9, 59, 63, 84155,89,96, 107, 118, 140, 144, 150, 268, ?69, 278, 279, 282, 285, 304,

154, 158, 159, 168, 180, 189, 194, 32r, ,.34, 337, 340,

1, 12 15, 23 24 30, 33,204, 208, 216, 225, 242, 247, 254, CALIBRATION
265, 270, 274, 282, 287, 288, 293, 35, 36, 38,39,45,48,49,52,54,

60, 63 66, 72, 73, 76,104,81, 85,311, 313, 314, 319, 324 56-58,
99, 101,93, 96, 98,120,AQUATIC ORGANISM 191 86, 88,

145,125,
121115,-ARKANSAS NUCLEAR 1 (PWR) 1-5 105, 111-113,

147-ARKANSAS NUCLEAR 2 (PWR) 2, 4-7 132, 134,156,139, 141, 143,ARNOLD (BWR) 8-10 151, 153- 162-164, 167, 173, 180,
AUXILIARY 3, 6, 7, 11, 16, 26, 37, 40- 187, 190, 192, 196, 205, 209-211,

43, 49, 59, 61, 65-67, 74, 75, 77, 214, 219, 226, L30, 231, 234, 240,
86, 87, 89, 91, 94, 104, 161, 193, 242, 251, 252, 255, 262, 268,302'276,284 299,222, 227, 245, 263, 265, 272, 279, 277, 280-282,312,315,297,285, 287, 290, 298, 300, 308, 309, 306,-308, 320 322,32k,

343331, 333,(PWR)313, 316, 324, 329, 332
38, 39CALLAWAY 1BATTERIES & CHARGERS 45, 98, 199, 211,

284, 327, 337, 339 CALVERT CLIFFS 1 (PWR) 40-42
BEARING 3, 30, 56, 182, 228 CALVERT CLIFFS 2 (PWR) 43
BEAVER VALLEY 1 (PWR) 11-15 CATAWBA 1 (PWR) 44-50
BEAVER VALLEY 2 (PWR) 16 CATAWBA 2 (PWR) 44 46, S0-53'

BIG ROCK POINT (BWR) 17-23 CIRCULATION, NATURAb 229
BLOWDOWN 37, 162, 266, 273, 286, 309, CLINTON 1 (BWR) -54-56

331 COMANCHE 1 (PWR) -57-66
BLOWERS 4, 7, 30, 54, 95, 110, 133, COMMUNICATION SYSTEM 125

166, 177, 178, 197 COMPONENT COOLING SYSTEM 10, 15, 58,
BRAIDWOOD 1 (PWR) 24, 25 59, 68, 97, 172, 185, 191, 272, 279,
BRAIDWOOD 2 (PWR) 24, 26 294, 330
BREAKER 24, 27, 30, 40, 44, 50, 59, COMPONENT COOLING SYSTEM /SSF 191

74, 78, 87, 89, 94, 107, 142, 147, COMPONENT COOLING SYSTEM /TSF 97, 330
*66, 176, 189, 197, 229, 244, 245, COMPONENT FAILURE - SEE FAILURE,i

251, 179, 280, 285, 292, 302, 334, COMPONENT
340 COMPONENTS 9, 17, 31, 33, 37, 40, 41,

CROWNS FERRY 1 (BWR) 28 77, 78, 101, 106, 110, 114, 130, 158,
BROWNS FERRY 2 (BWk) 27, 28 159, 171, 183, 218, 232, 251, 263,
BROWNS FERRY 3 (BWR)- 28 291, 293, 301, 303, 310, 323, 328,
BRUNSWICK 1 (BWR) 29-31 336, 343
BRUNSWICK 2 (BWR) 29, 31-34 COMPUTER, DIGITAL 96, 123, 139, 228,
BUILDING 3-5, 7, 8, 28, 29, 40, 41, 296, 318
43, 44, 46, 50, 51, 58, 59, 66, 71, CONCENTRATION 29, 52, 205, 271, 335,
74, 75, 87, 95, 107, 115, 118, 119, 338,-339
121, 133, 146, 147, 149, 153, 158- CONDENSATION 114, 142, 156, 189, 199,

4,76,10k,261,288,316116, 124, 148,
241, 243, 250161, 166, 168, 178, 179, 185, 186, 202,

129, 193, 197-199, 203, 204, 215, CONDENSER
222, 223, 229, 230, 238, 241, 245, 242, 338
247, 248, 251, 258, 261, 271, 275, CONDENSER COOLING SYSTEM 2, 99, 127,
283, 285, 286, 290, 304, 305, 309, 236, 318, 319
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A sENSER COOLING SYSTEM /TSF 127, 318 CONTROL 229, 230, 238, 241, 247, 251,LONDENSER/TSF 4 255, 258, 159, 271, 272, 275, 280,
CONNECTICUT YANKEE (PWR) 67-75 285, 286, 293, 300, 304, 305, 312,
CONSTRUCTION 8, 142, 143, 193, 198, 314, 318, 321, 330, 334

248, 258, 290 CONTROL PANEL / ROOM 147, 206
CONTAIN?!ENT 5, 10, 12, 14, 20, 27, Za, CONTROL ROD DRIVES 18, 19, S W8 , 88,
41, 54, 57, 58, 63, 71, 79, 81, 82, 90, 96, 132, 183, 228, 245, 160, 29C,93, 97, 101, 107, 108, 113, 116, 117, 306, 315, 325
123, 125, 126, 132, 134-136, 140, CONTROL RCD DRIVES /SSF 90142, 143, 146, 148, 156, 167, 170, CONTROL RODS 18, 183, 218, 199
172, 174, 177, 180-182, 185, 188, CONTROL SYSTEM 11, 16, 18, 30, 36, 43,190, 193, 19* , 203, 207, 208, 216, 55, 65, 77, 85-87, 39, 92, 96, 101,218, 222, 224, 229, 239, 246, 249- 138, 160, 176, 192, 204, 206, 220,252, 255-259, 265, 267, 169, 270, 225, 227, 228, 234, 260, 185, 292,274-276, 282, 291, 301, 305, 307, 208, 315, 325
311, 313, 315, 320, 321, 328, 334, CONTROLLER 6, 30, 119, 199, 272
a41 COOK 1 (PWR) 76

CONTAINMENT AIR LOCK 20, 41, 93, 134, COOK 2 (PWR) 76, 77
136, 143, 203, 222, 313 COOLANT CHEtt!STRY 271

CONTAINMENT ATMOSPHERE 7, 25, 57, 81, COOLANT PURIFICATION SYSTEM 3, 9, 14,169, 170, 172, 259 27, 43, 54, 58, 59, 68, 70, 75, 77,
CONTAINMENT ATMOSPHERE /SSF 25 82-85, 91, 97, 110, 113, 144, 146,
CONTAINMENT ATitOSPHERE/TSF 7, 25 150, 172, 707, 208, 229,-251, 262,
CONTAINMENT ISOLATION 15, 17, 20, 21, 272, 274, 279, 290, 300, 329, 335,
27, 28, 32, 35, 39, 41, 57, 67, 68, 337
70, 71, 75, 81, 82, 93, 101, 105, COOLANT PURIFICATION SYSTEM /SSF 3, 14,106, 108, 110, ill, 113, 1 17, 122, 43, 113, 229, 290, 335129, 130, 132, 134, 136, 142, 143, COOLANT PURIFICATION SYSIEM/TSF 84,146, 155, 157, 165, 167, 169-171 91, 97, 337192, 196,203,207,217,218,221, COOLING- 58, 59, 172, 191, 238, 330226, 232, 234, 235, 242, 243, 249, COOLING DEVICE 7, 40, 44, 97, 113,252, 254-256, 264, 266, 273, 278, 160, 185, 197, 272, 312282, 287, 293, 294, 301, 306, 313, COOLING SYSTEM, SECONDARY 2,4,6,7,315, 323, 329, 336, 343 10, 11, 16, 21, 26, 32, 35, 37, 42,

CONTAINMENT ISOLATION /SSF 146 43, 49, 55, 56, 59,-61, 65, 69, 71,CONTAINMENT PURGE 81, 82, 108, 125, 74, 77, 81, 83, 85-91, 94, 98, 100,167, 172, 249, 256, 259 105, 108, iii, 116, 124, 129, 138,CONTAINMENT PURGE /SSF 259 139, 148, 161, 172, 176, 188, 189,CONTAINt!ENT SPRAY 2, 177, 210, 226, 192, 198, 204, 205, 207,-213, 216,272, 280, 197, 315 218, 220, 225, 227, 234, 242, 243,CONTAINMENT SPRAY /SSF 177, 280 245, 255, 263, 265, 271, 272, 276,CONTAIN!!ENT SPRAY /TSF 210, 280 279, 286, 287, 292, 298, 300, 3 0 (, ,CONTAINMENT SUttP 142 308-310, 313, 315, 324, 329, 338CONTAINMENT VACUUM BREAKER 116, 218, COOLING SYSTEM, SECONDARY /SSF 6, 11,246, 167, 270 61, 86, 89, 161, 176, 205, 263, 309CONTAINitENT/SSF 14, 54, 113, 142, 177, COOLING SYSTEM, SECONDARY /TSF 6, 37,239 56, 87-90, 94, 100, 116, 138, 176,CONTAINMENT /TSF 10, 116, 102, 188, 274 204, 207, 216, 220, 225, 227, 272,CONTAINMENT, ICE-CONDENSER 76 300, 309, 324, 338
CONTAMINATION 4, 5, 23, 56, 67, 95, COOLING /SSF 191133, 197, 232, 271, 274, 276, 292, COOPER (8WR) 78-84313 CORE 16, 18, 34, 64, 80, 88, 90, 91,CONTRACTOR PERSONNEL 1, 2, 8, 10, 33, 102, 139, 141, 145, 146, 154, 164,.34, 42, 75, 80, 96, 98, 120, 123, 183, 201, 209, 220, 228, 296, 298126, 130, 131, 161, 183, 186, 194, CORE REFLOODING SYSTEN 2, 328198, 199, 204, 218, 224, 226-228, CORE SPRAY 10, 122, 129, 130, 175,237, 246, 259, 261, 275, 282, 283, 181, 182, 207, 239, 250, 301, 339-285, 286, 323 CORE SPRAY /SSF 129, 175, 339CONIROL 3-5, 7, 8, 11, 16, 18, 25, 28, CORE SPRAY /TSF 130, 181, 182, 239,29, 33, 37, 43, 44, 46, 49-51, 55, 301, 33957-59, 61, 65, 77, 81, 84, 90, 92, CORROSION 32, 45, 185, 189, 213, 224,95, 114, 115, 119, 138, 146, 147, 243, 251, 307, 336149, 152, 153, 158, 159, 1GG, 168- CRACK 17, 21, 53, 69, 99, 106, 110,170, 172, 176-178, 188, 194, 197-199, 130, 158, 159, 182, 185, 194, 213,204, 206, 207, 212, 215, 217, 223, 232, 233, 239, 258, 260, 263, 273,

- _ _ - _ _ _ _ _ _ _ _ _ _ _ _ _ - _ _ _ _
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CRACK 286, 291, 303, 313 EMERGENCY COOLING SYSTEM /TSF 40, 97,
CRUD 23, 56, 67 232, 271, 192 244
CRYSTAL RIVER 3 IFWR) 85 91 EMERGENCY POWER, ELECTRIC 10, 24, 25,
CsLINDER GAS 75, 170, 171 30, 36, 30, '<0, 51, 59, 72163, 85, 86,DAVIS-BESSE 1 (PWR) 92-94 92, 94, 100, 118, 160, 175, 185,
DEPOR!!ATION 9, 32, 51, 56, 77, 82, 191, 192, 210, 211, 229, 2$0,265,

117, iS6, 237, 253 268, 279, 285, 315, 318, 333, 339
DEMINERALIZERS 17, 83, 04, 172, 199 340

SEE FAILURE, DESIGN EMERGENCY POWER, ELECTRIC /SSF 15, 30,DESIGN ERROR -

ERROR 40, 59, 72, 86, 92, 94, 160, 175,
DIABLO CANYON 1 (PWR) 95-97 191, 210, 211, 339
DIABLO CANYON 2 (PWR) 95, 97, 98 EMERGENCY POWER, ELECTRIC /TSF 24, 36,
DIESEL GENERATOR - SEE GENERATOR, 38, 72, 163, 185, 318, 333

DIESEL ENGINEERED SAFETY FEATURE 21, 18, 29,
D00R 20, 41, 44, 50, 79, 93, 142, 143, 34-36, 42, 58, 61, 81, 85 106, 108,

$$9,161, 180, 186, 20L, 222, 249, 276, 110, 111, 115, 146, 158, 210, 163,332 166, 168, 170, 175, 192, 223,
DRAINAGE 5, 71, 75, Sir 117, 132, 142, 234, 235, 247, 252, 255, 257, 262,

241, 250, 174, 294 265, 268, 282, 288, 299, 304, 300,
DRAINAGE /SSF 241 314, 315, 31", 319, 329 I.
DRESDEN 2 (BWR) 99-105, 107 ENGINEERED SAFETY FEATURE /SSF 175
DRESDEN 3 (BWR) 99 106-111 ENGINES, INTERNAL COMBUSTION 7
DRIFT 149, 153, 21k,104, 9k,30,302 36, 30, 40, 59, 72, 85, 86, 94,
DRIVE 32, 53, 54, 68, 77, 91, 263, 286 160, 163, 175, 191, 210, 211, 229,
EARTHQUAKE 2, 7, 131, 136, 185, 199, 248, 283 285, 309, 318, 333, 339g

246, 261, 318, 341 ENVIRON!!EN 6 - SEE MONITORING PROGRAM,
EFFECT, AGE 17, 21, 28, 56, 82, 87, ENVIRONMENTAL

99, 100, 194, 200, 218, 225, 251, EQUIPMENT 30, 31, 55, 75, 81, 117,
264, 273, 300, 311, 327 118, 132, 196, 236, 260, 274, 285,

EFFECT, PH 29, 271, 338, 339 287, 289, 290, 316
ELECTRIC POWER 13, 24, 25, 27, 29, 30, EQUIPMENT FAILURE - SEE FAILURE,

36, 40, 43-45, 50, 51, 56, 58, 59, EQUIPMENT
74, 78, 81, 87, 89, 94, 98, 100, 106, EROSION 43, 189, 192 -307, 317, 336
107, 116, 119, 123, 133, 141, 142, FABRICATION ERROR - $EE FAIT.URE,
147, 153, 163, 166, 172, 175, 176, FABRICATION ERROR
184, 189, 197-199, *11, 228, 235, FAILURE 1-343.

236, 241, 244, 245, 251, 257-259, FAILURE, ADMINISTRATIVE CONTROL 2-4,
265, 278-280, 284, 285, 298, 299, 6, 12, 15, 1839, 4b,22-25, 29, 31, 33, 35,302, 305, 326, 327, 334, 337, 339, 36, 30, 51, 52, 54, 57, 63-
340 66, 71-73, 76, 78-80, 84-86, 90, 91,

ELECTRIC POWER /SSF 241 93, 94,'96, 98, 101, 104, 107, 108,
ELECTRIC POWER /TSF 25, 184, 211 259 ill, 112, 115-118, 120, 121, 123,
ELECTRIC POWER, UNINTERRUPTED 340 124, 128, 130-132, 134-136, 143, 145,
ELECTRIC POWER, VITAL 105, 107, 194, 150, 154, 155, 162-164, 167, 169,

251, 302, 334, 340 173, 179, 180, 184, 186, 190, 192,
ELECTRICAL FAILURE 21, 24-29, 34, 36, 195, 196, 202, 205, 207, 209, 210,

38, 40, 45, 51, 55, 56, 58, 59, 65, 216, 218, 219, 221,.226, 229, 231,
72, 78, 81, 86, 89, 92, 94, 98-101, 233-235, 237, 242-245, 247, 252, 257,
105-108, 113, 1i5-120, 123, 126, 133, 258, 260-262, 274, 276, 277, 280,
141, 142, 146, 147, 153, 160, 163, 282, 284, 287-290, 294, 295, 297-299,
167, 169, 171, 172, 175, 176, 184, 306, 308, 310, 312, 313, 315, 317,
185, 189, 191, 194, 198, 199, 204, 318, 320-322, 324, 327, 331, 333,,

210, 211, 225, 228, 229, 233, 235- 335, 339, 341, 342
237, 241, 245, 250-253, 259, 268 FAILURE, COMP 0HENT 9, 17, 32, 33, 37,
269, 272, 278, 279,-285, 292, 298, 40, 41, 77, 78, 101, 106, 110, 114,
304, 305, 318, 326, 327, 329, 333, 130, 158, 159, 171, 183, 218, 232,
334, 337, 339, 340 251, 263, 291, 293, 301, 303, 310,

ELECTRONIC FUNCTION UNITS 9, 11, 28, 323, 328, 336, 343
64, 89, 92, 105, 123, 125, 126, 141, FAILURE, DESIGN ERROR 1, 2, 29, 42,
153, 166, 170, 194, 235, 265, 291, 54, 67, 68, 70, 74, 82, 95, 119, 122,
298, 305, 306, 326 123, 127, 129, 131, 133, 178, 181,

EMERGCNCY COOLING SYSTEM 40, 97, 131, 182, 184, 188, 191, 197 199, 204,
244, 165, 272, 279, 293, 315, 329, 218, 227, 228, 237, 243, 246, 254,
341 261, 267, 271, 275, 278, 301, 304,

EMERGENCY COOLING SYSTEM /SSF 90, 244 309, 337

|
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FAILURE, EQb1PMENT 1-8, 10-21, 23 27, FEED 9ATER 86 91, 94, 100, 138, 139,
29-34, 36-47, 49-62, 64, 65, 67-72 161, 176, 188, 189, 198, 204, 207,

13b,108135,116,74 79 81-84, 86-105, 107 216, 220, 225, 227, 234, 245, 255,
111, $13-127, 129-134, 139, 263, 265, 271, 272, 279, 287, 298,
141 143, 145-148, 150, 153, 156

175,157,
300, 308, 309, Sib, 324, 329, 338

160, 161, 163, 165-167, 169, FERMI 2 (BWR) 113-116
174-189, 191, 193, 194, 196 200, 202- FILTERS 8, 12, 125, 126, 261, 313
207, 210-220, 222, 224-229, 231-234, FIRE 100304,118,

119, 127, 237, 258,
236-24F, 248 253, 255, 256, 258-261, 285, 312
263-266, 260-274, 276, 278 280, 282, FIRE PROTECTION 79, 118, 121, 940,
284-294, 296-298, 300-310, 312, 313, 106, 193, 199, 215, 237, 248, 'S,
316 318, 321-324, 326-341 283, 285, 312

FAILURE
98,FAERICATION ERROR

3, 33,-34 FIRE PROTECTION /SSF 148 283, 285
120, 130, 183, 194, 190,20k, FITZPATRICK (BWR) 117-1$075,

224, 282, 186 323 FLAW 204, 239, 241
FAILURE INSTAL [ATION ERROR 2, 102, FLOOD 43, 114 142, 156, 189, 199,

.
'

111, k26, 157, 190, 218, 237, 239, 202, 241,24$ 261, 288, 3161, 3, 4, d 250,261 FLOW 8, 10, 11, 13, 14, 18,'

FAILURE
id, INSTRUMENT 21,26-k9, 33-36,4$, 50, 54-56, 61, 62, 65, 81, 84, 86-91,

2, 4 5, 7, 9-11 25, 30, 33, 37, 40, 43, 44, 46, 49,
13, 18, 20,
43, 47-49, 51, 54, 55, 50, 61, 63 65, 94, 95, 97, 99 101, 103, 106, 107,
73, 74, 77, 80-85, 88, 90 94, 96, 98- 109, 110, 113, 114, 116-119, 123,
103, 105-107, 109, 110, 112, 113, 127, 129, 130, 133, 135, 130, 142,
115, 117, 110, 120, 123-127, 133, 143, 145, 146, 150, 152, 157, 160,
135, 138-141, 144, 146-149, 151-154, 161, 165, 166, 171,-174-178, 180-182,
156, 157, 160, 162-167, 169-172, 175, 185, 188, 191, 194, 204, 205, 207,
176, 182, 190, 194, 19S, 198, 201, 210, 212, 216, 220, 225, 227, 229,
202, 204, 206, 208-210 219 232, 235, 238, 239, 244, 247, 248,220,223,225,227,236,216,235, 23E 250, 253, 255, 259, 261, 263, 271,
240, 250-252, 254, 255, 257, 259-162, 272, 280, 285, 290, 300, 301, 303,
267, 269, 270, 274-279, 282,-286-288, 304, 307 510, 317, 318, 321, 324,
291-293, 295, 198, 299, 302, 305, 328, 330 334

$,.335,337
339

FLOW BLOCKAGE 3- 1 10, 11306, 308, 311-313, 315, 317, 319,
14, 25, 30, 35,4, 6 8,40,43,44,4E,320, 324-326, 329, 334, 335, 337 343 13,

( FAILURE, MAINTENANCE ERROR 4, 6, $3, 50, 54-56, 61, 62, 65, 81, 84, 86-91,
19, 21, 23, 25,

30, 41, 44, 54,110,78, 94, 95, 97, 99-101, 103, 106, 107,
79, 82, 94, 99, 103, 106, 108, 109, 110, 113, 114, 117-119, 123,
111, 113, 117, 130, 161, 169, 175, 127, 129, 130, 133, 142, 143, 145,
186, 219, 222, 226, 233, 235, 245,

146,157,180-$82, $91 204,-105 207,160 161 165, 166 171
247, 249, 274, 287, 292 295, 310, 174 178,
313, 321, 327, 328, 332, 334, 339, 210, 225, 227, 229, 2$2, 235, 2$8,
341, 343 239, 247, 248, 250, 253, 259, 261,

FAILURE, OPERATOR ERROR 9 *%, 20, 37,
263, 272, 280, 285, 290,321, 324,301, 3G3,

42, 50-52, 59, 61 62, 6b, 71, 79, 304, 307-309, 317, 318,
83, 84, 87, 102, $03, 116, 124, 128, 328, 330, 332,'335, 337, 339
135, 148, 179, 198, 200, 202, 203, FLOW, RECIRCULATION SF
207, 212, 223, 244, 257, 260, 283, FLUX DISTRIBUTION 2, 16, 18, 34, 64,
288, 290, 293, 296, 307, 308, 312, 80, 88-91, 102, 139, 141, 145, 154,
317, 324, 328, 330, 335 164 201, 220

FAILURE, PIPE 10, 30, 32, 67, 71, 74, FT. CdLHOUN 1 (PWR) 131-136-
82, 83, 97, 103, 122, 123 126, 132, FT. ST. VRAIN (HTGR) 137136, 143, 148, 150, 155, $61,174, FUEL ELEMENTS 16, 18, 28, 34, 89, 90,
181, 102, 185, 188, 191, 196, 197, 107, 145, 149, 153. 179, 220, 258,
199, 207, 218, 225, 226, 232, 249, 261, 305, 326, 332, 034
256, 260, 264, 272, 274, 194, 301, FUEL HANDLING MACHINE 60, 71~
307, 309, 317, 318, 341 FUSE 27, 81, 94, 106, 113, 117, 120,

FAILURE, TUBING 69, 116, 124, 136, 141, 169, 172, 175, 194, 198, 235,
143, 213, 242, 338 236, 252, 257, 278, 279, 298, 305,

FARLEY 1 (PWR) 112 337
FARLEY 2 (PWR) 112 CAS 158, 159, 168, 247, 314
FASTENER 13, 14, 30, 33, 40, 41, 82, GENERATOR, DIESEL 7, 30, 36, 38, 40,

91, 110, 185, 116, 227, 237, 293 59, 72 86, 92, 94, 160, 163, 175,
FATIGUE 227 191,2$0,211,309,333,339
FEEDNATER 6, 7, 10, 11, 16, 26, 37, GENERATOR, MOTOR 101, 251

42, 43, 49, 56, 59, 61, 65, 77, 82, GENERATORS -11, 16, 26, 27, 48, 56, 65,

_ . _ _ _ _ _ _ _ _ _ j
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CENERATORS 77 INCIDENT, HUMAN ERROR 211, 212, 216,189, 192, 204,78, 88, 99, 146, 176,206, 225, 228, 255, 218, 219, 222-225, 227-231, 237, 238,
292, 198 300, 340 240, R43, T.44, 246, 248, 249, 252

CINNA (PKA$ 130-140 254, 257, 259-261, 267,268,271-175,
ORAND CULF 1 (BWR) 141-145 277, 278, 281-285, 290, 292-198, 301,
HATCH 1 (BWR) 146-154 304, 308, 309, 312, 315, 318, 322-
HATCH 2 (BWR) 146, 147, 149, 153, 155 324, 028, 330, 332, 334, 337, 341,
HEAT EXCHANGERS 7 11, 16 26, 30 37, 34340, 44, 54, 55, b9, 16b,b9,97, $04, INDIAN POINT 2 (PWR) 158, 15977

113, 116, 124, 138, 177, 185, INDIAN POINT 3 (PWR) 160
191, 197, 210, 213, 242, 253, 263, INDICATORS 2, 4, 5, 7, 18, 29, 34, 41,
272, 287, 300, 312, 324, 529, 338 47, 54, 63, 64, 73, 77, 80, 82, 84,

HEATERS 104, 127, 261 88, 90, 91, 96, 102, 103, 106, 107,
HIGH 10, 16, 29, 37, 43, 46, 56, 74, 109, 110, 120, 125,

126, 133, 54,135,84
114,86, 87, 89-91, 97, 100, 103, 113, 139-141, 146, 147, 149, 153, 1

116, 117, 133, 135, 138, 142, 158, 159, 162, 164, 168, 170, 182,
143, 148, 150, 156, 161, 183, 138, 190, 195, 201, 202, 216, 220,-230,
189, 197, 200, 202, 204, 205, 216, 240, 247, 259, 267, 269, 270, 274- g
219, 220, 225, 228, 229, 232, 239,

277, 282, 291, 293, 295, 29G, 305, 43241, 244, 250, 259-261, 264, 271, 311, 313-315, 320, 325, 326, 334, 3
272, 288, 290, 292, 300, 301, 306, INSPECTION 2, 3, 6, 14, 17, 23, 32-34,
309, 310, 317, 318, 321, 332, 335, 37, 40, 41, 44, 45, 49, 51-53, 56,
338 58, 61, 64, 67-70, 75, 77, 81, 82,

HICH RADIATION 4, 5, 270, 274, 276, 85, 86, 92, 93, 96, 98, 99 101, 106,
313 107, 110, 111, 114, 115, 110, 121,

HICH TEMPERATURE 7, 10, 14, 16, 17, 126, 129, 132, 141, 145, 147, 148,
21, 28, 40, 46, 54, 6512f,89, 92, 97, 152, 154, 156, 162, 165, 171, 174,
113, 117, 119, 126, 160, 166, 183, 185, 191, 193, 194, 200, 201,
173, 177, 101, 182, 185, 188, 191, 205, 206, 210, 211, 213-216, 218,
194, 200, 210, 225, 233, 233, 253, 219, 222, 224, 228-230, 234, 236,258, 259, 272, 273, 285, 290, 312 238-240, 242, 244, 745, 248, 252,

HGPE CREEK 1 (BWR) 156, 157 255, 256, 258, 262, 264, 268, 269,
HPCI 10, 33, 34, 99, 100, 102, 114, 272, 273, 278, 280 282, 285, 287,

129, 152, 157, 171, 174, 175, 185, 283, 290, 291, 293,, 298, 299, 302,
204, 303, 307, 319 303, 310, 311 323, 324,~328, 329,HPCI/$SF 175 336, 339, 341, 343,

HPCI/TSF 33, 99, 114, 129, 152, 157, INSTALLATION ERROR - SEE FAILURE,
171, 174, 175, 185, 303, 307 INSTALLATION ERRORHTCR REACTOR - SEE REACTOR, HTCR INSTRUMENT FAILURE - SEE FAILURE,

HUMAN FACTORS 17-19, 21, 37, 42, 69, INSTRUMENT
80, 82, 83, 86, 91, 94, 102, 103, INSTRUMENT LINE 10, 156, 202, 234, 255
105, 107, 110, 111, 121, 125, 146, INSTRUMENT, ABNORMAL INDICATION 1,-2,
155 157, 159, 161, 175, 183, 189, 6, 7, 9-11, 13, 16, 18, 20, 21, 26-190, 198, 200, 202, 203, 205, 208, 30, 33, 34, 41-43, 47, 49, 54, 55215, 217, 218, 229, 239, 241, 249, 58, 63-65,.74, 77, 80, 81, 84, I86 B8,250, 253, 263-266, 268, 201, 286, 90-94, 96, 98, 99, 101-103, 106, 107,
292, 313, 317, 320, 330

HUMIDITY, RELATIVE 43,7k,341 109-111, 113,-115, 118, 120, 125-127,
161, 216, 133, 135, 138-141, 144, 146, 147,

261, 172, 309, 310 149 152-154, 156-159, 162, 165, 166,
HYDRAULIC EFFECT 83, 234, 255, 317 168,, 170, 171, 175, 176, 182, 195,
HYDRAULIC SYSTEM 55, 114, 174, 292 198, 201, 202, 204, 206, 208, 216,
HYDROGEN 7, 25, 57, 81, 169, 170, 17T 220, 223, 225, 227-230, 236, 240,259 247, 250, 251, 254, 255, 257, 259-ICE 76, 127, 133 261, 265, 267, 269, 275, 282, 286-
IMPACT SHOCK 9, 13, 80, 110, 229, 245,-

288, 291, 293, 295,325, 326, 334, 343296, 298, 305,250, 334 311, 314, 317-319
INCIDENT, HUMAN ERROR 1, 2, 4, 8-10 INSTRUMENT, ALARM 4, 5, 9 43, 59, 63,13, 18-20, 22,29,30,33-35,39,41- 84, 89, 96, 99, 107, 118, 140, 144,

4

45, 47-50, 54, 57-62, 65-68, 70, 72-
150, 152, 154, 158, 159,'225, 180,168

75, 79-83, 86-90, 94-96, 99, 104 189,
5

194, 204, 208, 216, 241,
107, 108, 111, 113, 115-120, ,122 131, 242, 247, 250, 254, 265, 270, 274,
133, 134, 142, 143, 147, 151, 154, 282, 287, 288, 293, 311-314, 319,'324
157, 163, 169, 173, 177, 178, 180- INSTRUMENT, AMPLIFIER -11
182, 184, 185, 187, 188, 191, 193, INSTRUMENT, CONTROL 83, 127, 162, 262,1-94, 196-200, 202, 204, 207, 209, 315, 334, 335

- n
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INSTRUMENT, CURRENT 250 LOW 1, 3 , 4, 6-8, 10, 11, 13, 14, 16,
INSTRUMENT, FLOW 74 25-27, 30
INSTRUMEllT, IN CORE 27, 64, 80, 88, 46,50,51,33,34, 37, 40, 43, 44,54 56, 61, 62, 65, 77,
91, 102, 139, 141, 154, 164, 192, 81, 83, 84,

86-91, 94, 95, 97,110,99-
201, 209, 254, 315 101, 103, 104, 106, 107, 109,

INSTRUMENT, INTERLOCK 20, 41, 112 113, 114, 116-119, 123, 127, 129
INSTRUMENT, LIQUID LEVEL 288, 319 130, 133, 141-143, 145, 146, 148,
INSTRUMENT, NON NUCLEAR 1, 6, 7, 13, 157, 160, 161, 165, 166, 171, 174a

17, 20, 26, 27, 29, 31, 33, 41, 49, 178, 180-182, 185, 191, 197, 204-207, ,

56, 70, 83, 93, 94, 98, 106, 112, 210, 212, 216, 225, 227, 229, 232,
113, 117, 127, 139, 147, 148, 152, 235, 238, 239, 241, 247, 248, 250,
156, 167, 169-171, 194, 198, 200, 253, 255, 259, 261, 263, 272, 280,
216, 224, 227, 2J3, 236, 237, 251, 23S-287, 290, 293, 298, 300, 301,
252, 261, 277, 282, 286, 287, 289, 303, 304, 307-309, 316-318, 321, 324,
293, 302, 329, 334, 335, 343 328-330, 332, 335, 237, 339

INSTRUMENT, POSITION 13, 18, 21, 29, LUERICATION 3, 6, 68, 78, ir 7, 114, 174
33, 41, 49, 55, 93, 96, 106, 110, MAIN COOLING ShSTEM 2, 5, 11, 16, 26,
225, 254, 282, 287, 293, 306, "J 25 , 37, 53, 5510b,65,69,77,78,89-91,343 94, 97, 101,-116, 123, 126, 132,

INSTRUMENT, PROTECTIVE 118, 194
138, 200,145, 148, 173, 181, 182, 192,

INSTRUMENT, SPEED 11, 16, 33, 55, 92, 197, 212-214, 216, 224, 127,
176, 206 229, 233, 24's, 242, 2844, 263, 264,

INSTRUMENT,9, 51, 61, 65, 83, 85, 86,
SWITCH 9, 10, 13, 21, 33, 270, 276, 278, 281, 285-287, 292,

35, 48, 4 293, 300, 301, 313, 315, 324, 328,
90, 92, 93, 99, 101, 113, 115, 127, 329, 335, 338, 341
144, 147, 148, 156, 160, 162, 163, MAIN COOLING SYSTEM /SSF 55, 101, 145,165-167, 171, 175, 208-210, 223, 225, 173, 229
227, 230, 255, 260, 262, 287, 292, MAIN COOLING SYSTEM /TSF 16, 89-91,306, 308, 311, 315, 317, 329, 334, 145, 148, 200, 229,_244, 2b;, 286,335 335, 338

INSTRUMENT, TESTING 85, 86, 90, 115, MAINE YANKEE (PWR) 176 D

210, 223, 260, 311 MAINTENANCE AND REPAIR 4, 7, 9, 11,INSTRUMENT, VOLTAGE 34, 36, 58, 92 13, 17, 19, 21, 25, 28,.30, 32-34,94, 146, 160, 163, 251, 299, 302 , 40, 41, 43, 44, 46, 47, 50, 54, 55,INSTRUMENTS, MISC. 9, 98, 315 59, 67, 71, 72, 78, 80, 82, 87, 91,INSULATION 21, 59, 117, 133, 166, 182, 92, 94,-99-101, 104 106, 108, 110,
194, 233, 237, 273 113,.114, 116-118, 120, 124, 146,

KEUAUNEE (PWR) 161, 162 148, 153, 160, 165-167, 169, 170,
LA SALLE 1 (BWR) 163, 164, 166 175, 183, 195, 198,.204, 206, 218,LA SALLE 2 (EWR) 163, 165, 166 226, 228, 229, 232, 233, 235, 236,LEAK 3, 5, 10, 23, 29, 32, 37, 43, 44, 241, 243, 245, 247, 249, 250, 263,55, 56, 69, 7si, 75, 77, 82, 87, 97, 267, 274,-276,'280, 192, 295, 298,101, 104, 114, 116,-117, 123, 124, 303, 308, 312, 313, 321, 327. 335126, 132, 143, 148, 161, 165, 174, MAINTENANCE ERROR -- SEE FAILURE,181, 182, 185, 188, 189, 197, 199, MAINTENANCE ERROR

200, 213, 216, 218, 222,256,224, 232, MATERIAL & EQUIP. HANDLING SYSTEM 60,239, 241-243, 245, 250, 264, 71
270-272, 286, 292, 301, 307, 309, MCGUIRE 1 (PWR) 177-180
316, 318, 321, 328, 336, 338, 341 MCGUIRE 2 (PWR) 178, 180

ILAK DETECTION- 9, 54, 84, 103, 109, MILLSTONE 1 (8WR) 181-186113, 120, 126, 140, 144, 157, 165, MILLSTONE 2 (PWR) 187-189208, 240, 255, 267, 269, 270, 274, MILLSTONE 3 (PWR) 190-196276 MODIFICATION -10, 55, 225, 227
, LICENSED OPERATOR- 9, 18, 37, 42, 50, MONITOR 312

52, 54, 59-62, 65, 66, 72, 81, 84, MONITORING PROGRAM, ENVIRONMENTAL 19086, 89, 90, 100, 104, 107, 113, 116, MONITORING SYSTEM, RADIATION 4, 5, 47,124, 135, 139, 145, 151, 154, 163, 63, 73, 82, 125, 133, 135, 141,-147,.169, 173, 200, 202, 207, 212, 216, 149, 153, 162, 195, 202, 219, 230,223, 229, 230, 257, 260, 293, 295, 275, 295, 305, 311, 313, 315, 326,296, 308, 320, 324, 328, 335, 339, 334
342 MONTICELLO (BWR) 197-202LIGHTNING 141, 228 MOTORS 14, 40, 86, 94, 95, 101, 119,LIMERICK 1 (BWR) 167-173 133, 142, 161, 176, 177, 182, 198,LIMERICK 2 (BWR) 167, 168, 172, 174, -- 199, 210, 219, 229, 241, 244, 250,175 253, 272, 280, 285, 301, 308, 317

l
1
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NEUTdON 64, 80, 88, 90, 91, 102, 139, PENETRATION, PIPE 132, 155, 196, 218,
141, 154, 164, 201 226, 249, 256, 264 194

NINE MILE POINT 1 (BWR) 203, 204 PERRY 1-(BWR) 237-241
NINE MILE POINT 2 (EWR) 205-209 PH EFFECT - SEE EFFECT, PH
NOISE 42, 102, 125, 126, 138, 275 PIPE FAILURE - SEE FAILURE, PIPE; PIPES

.

'

NONLICENSED OPERATOR 20, 71, 83, 87, AND PIPE FITTING 5
103, 147, 162, 231, 234, 257, 288, PIPES AND PIPE FITTINOS 4, 5 10, 30,
292, 307, 330 43, 74, 83, 97, 103, 123, 146, 136,

NORTH ANNA 1 (PWR) 210-214 142, 143, 148, 150, 161, 174, 181,
NORTH ANNA 2 (PWR) 210 182, 185, 188, 191, 197,-199, 207,
N0Z2LE 224, 248 225, 232, 258, 260, 272, 274, 301,
OCONEE 2 (PWR) 215 307, 309, 317, 318, 341
OCONEE 3 (PWR) 216, 217 PLANT 142, 241
0FF SITE 25, 27, 56, 59, 78, 100, 133, PNEUMATIC SYSTEM 17, 56, 67, 70, 99,

184, 199, 111, 228, 231, 259, 270 183, 217, 243, 252, 264, 266, 273,
ON SITE 13, 24, 29, 30, 36, 40, 43, 287, 193, 321, 323, 329

44, 50, 51, 58, 59, 74, 78, 81 87, PolNT BEACH 1 (PWR) 242, 243, 245
94, 106, 114, 116, 119, 123, 141, POINT BEACH 2 (PWR) 243-245
142, 147, 156, 163, 166, 172, 175, POISON, SOLUELE 52, 205, 288, 335
176, 189, 197-199, 202, 235, 236, POISON, SOLUBLE /SSF 335
241, 243, 244, 250, 257, 258, 261, PRESSURE DROP 100, 207, 186
265, 279, 280, 285, 288, 299, 313, PRESSURE PULSE 4316,83,234, 255, 317315, 316, 334, 340 PRESSURE RELIEF 23, 53, 98, 100,

OPERATION 2-11, 15-18, 24-27, 29-31, 116, 200, 214, 233, 245, 270, 292,
35, 36, 38-44, 42-50, 54-57, 59, 64- 194, 298, 310, 321
67, 76. 77, G3, 84, 87, 89, 90, 92, PRESSURE VESSELS 27, 34, 100, 141,
95-98, 1 f% , 101, 106, 112-115, 117- 148, 206 207, 216, 255
123, 17S, 131-136, 138-142, 144, 146, PRESSURE VESSELS /SSF 141
147, i49-172, 174-176, 178, 180-183, PRESSURE, EXTERNAL 13, 44, 89-91, 103,
187-189, 191, 197, 199, 200, 202-211, 114, 116,.143, 148, 178, 185, 188,
215, 216, 220-225, 227, 228, 231, 197, 207, 212, 216, 225, 232, 238,
232, 238-242, 245-251, 253-255, 258, 244, 259, 290, 292, 293, 301, 303,
259, 263-271, 273, 280, 281, 283, 317, 321, 328, 332
284, 287-293, 296-307, 316, 318-323, PRESSURE, INTERNAL 13, 44, 89-91, 103,
326, 327, 329-331, 338-343 114, 116, 143, 148, 178, 185, 188,

OPERATOR ACTION 9, 17, 18, 21, 43, 54, 197, 207, 212, 216, 225, 232, 238,
67-70, 74, 82, 86, 89, 93, 95, 100, 244, 259, 286, 290, 292, 293, 301,102, 103, 106, 111, 119, 121, 122, 303, 317, 321, 328, 332
125, 127, 129, 133, 139, 141-143, PRESSURI2ER 2, 53, 89, 91, 192, 212,148, 156, 159, 175, 177, 178, 181, 214, 224, 270, 278, 286, 292, 293,
182, 184, 185, 188, 189, 191, 193, 300, 315, 328
197, 198, 200, 207, 208, 215-218, PROCEDURES AND MANUALS 1-4, 6-10, 12-
226, 229, 230, 237-239, 241, 243, 15, 17-25, 29-31, 33-52, 54, 55, 57-
248, 249, 253, 254, 258, 259, 263- 76,_78-91, 93-108, 110-136, 139, 142,
267, 273, 278, 290, 301, 304, 307- 143, 145-147, 150, 151, 153-157 -159-
309, 317,'328, 337 164, 166, 167, 169, 171, 173-175,

OPERATOR ERROR - SEE FAILURE, OPERATOR 177-200, 202-205, 207-212, 215-231,
ERROR; LICENSED OPERATOR;NONLICENSED 233-235, 237-250, 252-254, 256-260,
OPERATOR 271-278, 280-29F. 292-299, 301, 302,

OXIDATION 32, 45, 185, 189, 213, 224, 304, 306-310, P., 313, 315, 317,
243, 251, 307, 336 318, 320-324, 327, 328, 330-335,~337,

OYSTER CREEK (BWR) 218-220 339, 341-343
PALISADES (PWR) 221, 222 PROCESS MONITORING 2, 48, 64, 74, 88,
PALO VERDE 1 (PWR) 225, 224, 227 90, 107, 141, 146, 154, 182, 183,
PALO VERDE 2 (PWR) 225-227 228, 245, 251, 260, 291, 302, 306,
PALO VERDE 3 (PWR) 227-230 315, 320
PEACH BOTTOM 2 (BWR) 231, 2I2 PROPERTY.. CHEMICAL 242, 335

,

PEACH BOTTOM 3 (BWR) 231, 233-236 PUMP, JET 47, 321
PENETRATION 20, 32, 41, 67, 71, 82, PUMPS 3, 6, 7, 13, 14, 40114,56,61,06-93,-122, 132, 134, 136, 143, 155, 88, 97, 99, 100, 103, 116, 118,

196, 203, 218, 222, 226, 249, 256, 133, 142, 145, 161, 176, 177, 182,
264, 294, 313 205, 207, 210, 229, 244, 250,-253,

1INETRATION, ELECTRICAL 121, 142, 215, 263, 272, 2S0, 290, 297, 308, 309,278 317, 335
PENETRATION, PIPE 32, 67, 71, 82, 122, PUMPS /TSF 118

i
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PWR REACTOR - SEE REACTOR, PWR REVIEW 1-4, 6-10, 12, 14, 15, 17, 18,

54,29-31,33,55, 57, 60-64, 6k 38 44, 46-
35, 36QUAD CITIES 1 (BWR) 246-251, 254 20-25

76, 79, 80,QUAD CITIES 2 (EWR) 246-249, 252-257 52,
88, 91, 93 101-RADIATION MONITORS 4, 5, 47, 63, 82, 82-84, 86,108, 110-11k,95 99,107, 125, 126, 133, 135, 140, 141, 105, 107, 114, 117-123,

146, 147, 149, 153, 162, 195, 202, 125-136, 139, 142, 143, 145, 146, 67,166, 1230, 267, 269, 270, 274-276, 195, 151, 152-157,-159-161, 163,
305, 311, 313, 320, 326, 334 171, 17s-175, 177 200, 202, 204, 205,

RADIATION PROTECTION PERSONNEL 20, 22, 207-212, 215-220, 227, 228, 231, 233,
31, 47, 195, 289 235, 237-239, 241-244, 246-250, 253,

RADI0 ACTIVITY PELEASE 4, 5, 95, 133, 254, 256-261, 263-267, 271-278, 280-
148, 197, 216, 224, 231, 270, 274, 290, 292-295, 297-299,'301, 302, 304,
276, 313, 321, 328 306-310, 312, 315, 317, 318, 320,

RATE 16, 200 322, 323, 327, 328, 330-333, 335,
RCIC 10, 100, 101, 193, 106, 108, 165, 337, 339, 341-343

207, 208, 236, 240, 304, 337 RHR-LPCI 10, 27, 81, 101, 103, 106,
RCIC/TSF 103, 106, 165, 304, 337 109,-110, 117, 118, 123, 129, 172,
REACTOR 10, 27, 34, 100, 141, 148, 175, 181, 182, 232, 235, 250, 253,

206, 207, 241, 255 301, 304, 317 337
228, 260 RHR-LPCI/SSF 137, 175, 232, 253

55,96,22$,325REACTOR CONTROL 18, 96,
RHR-LPCI/TST 81, 101, 103, 109, 110,REACTOR POWER 10, 18,

227, 228, 260, 325 118, 123, 129, 181, 182, 235, 301,
REACTOR PROTECTION SYSTEM 48, 64, 74, 304, 317, 337

88, 90, 107, 141, 146, 183, 228, 245, RHR-LPSI 1, 2, 39, 62, 75, 97, 112,
251, 260, 302, 306, 315 196, 212, 265, 272, 279

REACTOR PROTECTION SYSTEM /SSF 90, 141 RHR-LPSI/SSF 62
REACTOR SHUTDOWN 11, 16, 18, 26, 27, RHR-LPSI/TSF -1

30, 34, 37, 43, 55, 56, 65, 77, 80, RIVERBEND 1 (BWR) 258-262
87, 88, 90-92, 94, 99, 100, 102, 122, ROBINSON 2 (PWR) 263, 264
141, 148, 171, 176, 189, 191, 200, SALEM 1 (PWR) 265-273, 275
201, 204, 206, 207, 216, 224, 225, SALEM 2 (PW3) 271, 272, 274-279*

227, 228, 232, 241, 242, 245, 250, SAMPLING 117, 132, 148, 162, 172, 234,
255, 260, 263, 287, 292, 293, 298, 264, 331
300, 325 329, 338, 340 SAN ONOFRE 1 (PWR) 280

REACTOR STARTUP 31, 33, 34, 37, 88, SAN ON0FRh 2 (PWR) 281, 282
91, 99, 102, 143, 148, 236, 326 SAN ONOFRE 3 (PWR) 281, 283, 284

REACTOR, BWR 8-10, 17-23, 27-34, 54- SCRAM, REAL 11, 16, 18, 26, 27, 34,
87, 88 90,56, 78-84, 99-111, 113-130, 141-157, 37, 43, 55, 56 65, 77,189, 20k 206,163-175, 181-186 197-209, 218-220, 91, 94, 100, 148, 176,

231-241, 246-262, 301-307, 317-322, 207, 216, 224, 225, 227, 228, 2ki,
337-339 245, 250, 255, 260, 263 '287, 292, ,

REACTOR, HTCR 137 293, 298, 300, 325, 329, 338, 340
REACTOR, PWR 1-7, 11-16, Su-26, 35-53, SCRAM, SPURIOUS 80, 102, 141, 201-

57-77, 85-98, 112, 131-136, 138-140, SEAL 87, 99, 104, 114, 117, 121.-136,
158-162, 176-180, 187-196, 210-217, 142,-143, 193, 232, 243, 253, 258,
221-230, 242-245, 263-300, 308-316, 264, 272, 315, 328
323-336, 340-343 SEISMIC DESIGN 2, 7, 131,-136, 185,

RECOMBINERS 25, 321 199, 246, 261, 318, 341
RECORDERS 98, 154 - SENSORS, FLOW 2, 73, 74, 84, 103, 139,
REFUELING 19, 21, 22, 29, 32, 46, 51, 156,-165, 220, 315

52, 60, 69-75, 78-81, 107-111, 128-- SENSORS, LEVEL 2, 10, 34, 182, 288,
130, 147, 177-179, 198, 201, 218, 319, 324 *

219, 226, 231, 233-235,-244, 252, SENSORS, PRESSURE 2, 48, 77, 138, 175,
256, 257, 271, 272, 274-279, 285, 240, 255, 259, 282, 291, 317, 310
294, 295, 308, 310-314, 333, 336 SENSORS, TEMPERATURE 2, 54, 65, 109,

RELAYS 56, 26, 36, 58, 94, 118,-146, 113, 118, 120, 144, 154,.157, 194,
154, 163,'194, 198, 219, 299,-302 208, 261

RESPONSE TIME 12, 15, 24, 31, 35, 36, SEQUOYAH 1 CPWR) 285, 286'
38, 39, 47-49, 57, 60,-66, 72, 73, -SEQUOYAH 2 (PWR) 285, 287, 288
76, 86, 88, 93, 96, 104, 112, 124, SERVICE WATER SYSTEM 2, 7, 13, 30, 46,
134, 151, 154,-155, 163, 173, 183,- 58, 59, 65, 118, 177, 187, 191, 199,
187, 192, 195, 204, 209, 211, 219, 210, 229, 238, 279, 301, 304, 336
228, 231, 264, 277, 231, 282, 284, SERVICE WATER SYSTEM /SSF 46, 191, 210
289, 297, 301, 306, 312, 315, 320, SERVICE WATER SYSTEM /TSF 13, 65, 118,
322, 331, 333, 343 238, 304

i
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SERV 0 MECHANISM 21, 29, 33, 87, 101, TEST INTERVAL 38, 39, 47-49, 57, 60,
102, 110, 123, 129, 130, 167, 171, 66, 72 73, 76, 86, 88, 93, 96, 104,
194, 226, 259, 301, 304, 317 112, 1$4, 151, 154, 155, 163, 173,

SHEARON HARRIS 1 (PWR) 289, 290 187, 192, 195, 209, 211, 231, 277,
SHOCK AESOREER 341 281, 282, 284, 289, 297, 312, 315,
SHUTDOWN SYSTEM, SECONDARY 23, 205, 320, 322, 331, 333

262, 322 TEST, SYSTEM OPERABILITY 2, 3, 6, 14
SHUTDOPN SYSTEM, SECONDARY /SSF 205 17, 23, 32-34, 37, 40, 41, 44, 45,

49, 51-53, 56, 58, 61, 64 67-70, 75,SHUIDOWN SYSTEM, SECONDARY /TSF 205
SMOKE 100, 110, 119, 127, 237, 258, 77, 81, 82, 85, 86, 92, 95 96, 98,

285, 304, 312 99, 101, 106, 107, 110, 11$ 114
SOLEN 0ID 17. 56, 70, 105, 117, 169, 115, 120, 121, 126, 129, 132, 141,

170, 18 200, 233, 252, 282, 329 145, 147, 148, 152, 154, 156, 162,
SOLID STATE DEVICE 11, 92, 141, 192, 165, 171, 174, 183, 185, 191, 193,

,

225, 265, 291, 315 194, 200, 201, 205, 206, 210, 211,
SOUTH TEXAS 1 (PWR) 291 213-216, 218, 219, 222, 224, 218 230,
SOUTH TEXAS 2 (PWR) 292, 293 234, 236, 238-240, 242, 244, 245
SPENT FUEL POOL 75 248, 252, 255, 256, 258, 262, 264,
ST. LUCIE 1 (PWR) 294, 295 268, 269, 272, 273, 278, 280, 282,
STACK 73, 135, 195, 275, 313 285, 287, 288, 290, 291, 293, 298,
STACK /TSF 135, 195 299, 302, 303, 310, 311, 323, 324,
STANDBY GAS TREATMENT -12, 14, 28, 81, 328, 329, 336, 339, 341, 343

107, 113, 117, 146, 156, 172, 180, TESTING 1-4, 6-10, 12, 14, 15, 17, 18,
6, 38-52, 54,207, *.50, 251, 255, 257, 305 20-25, 29-31, 33, 35

10$ 68 376 79-86, 88,STANDBY GAS TPEATHENT/SSF 14, 107 55, 57, 58, 60-64

105,$07,125-136,100,STANDBY GAS TREATMENT /TSF 113, 180 91, 93, 95-99,
117-123,STEAM 67, 99, 104, 318 110-112, 114, 115,

STEAM GENERATOR 2, 11, 16, 26, 37, 65, 139, 141-143, 145-147, 150, 151, 153-
69, 77, 89, 98, 138, 162,-192, 213, 157, 159-164, 166, 167, 171, 173 175,
227, 242, 263, 266, 273, 276, 286, 177-200, 202, 204, 205, 207-212, 215-
287, 292, 298, 300, 309, 310, $13,- 220, 226-228, 230, 231, 233-235, 237-
324, 329, 331 244, 246-250, 252-254, 256-268, 271-

Sid,297-299,301,STEEL 307 278, 280-290, 292-295
315, 317,STEEL, STAINLESS 174 302, 304, 306-310,

STORAGE CONTAINER 3, 29, 52, 87, 97, 318, 320, 322, 323, 327, 328, 330-
104, 114, 174, 231, 271, 322, 335 333, 335, 337, 339, 341-34h

STRUCTURE 42, 66, 118, 153, 197, 199, THERMAL TRANSIENT 16, 200
215, 250, 265, 285, 288, 318, 341 THREE MILE ISLAND 1 (PWR) 308

STRUCTURE /SSF 66, 285 TORUS 81, 120, 151, 154, 155, 172,
STRUCTURE /TSF 118, 197 181, 182, 320
SUESYSTEM FAULT 3, 6, 7, 11, 14, 25, TORUS /TSF 151 181, 182

30, 40, 4 3, 48 46, 50, 54, 55, 59, TOTAL SYSTEM FAULT 1, 4, 6-8, 10, 13,
61, 62, 66, 72, 86, 89, 90, 92, 94, 16, 24,.25, 29,'33, 36-38, 40, 44,
101, 107, 113, 117, 129, 141, 142, 46, 50, 56, 65, 72, 81, 84, 87-91,
145, 146, 160, 161, 166, 173, 175- 94, 95, 97, 99-101, 103, 106, 109,
177, 189, 191, 197, 205, 210, 211, 110, 113, 1'.4, 116, 118, 119, 123,
225, 229, 232, 238, 239, 241, 244, 127, 129, 130, 133, 135, 138, 145,
248, 250, 253, 263, 280, 283, 285, 148, 151, 152, 157, 163, 165, 166,
290, 309, 313, 335, 339, 340 171, 174-176, 178, 180-182, 184, 185,

SUMMER 1 (PUR) 296 188, 195, 197, 200, 204, 205, 207,
SUPPORT STRUCTURE 2, 131, 142, 181, 210, 211, 216, 220, 227, 229, 235,

237, 246, 253, 258, 341 238, 239, 244, 259, 261, 271, 272,
SURRY 1 (PNR) 297-299 274, 280, 281, 206, 300, 301, 303,
SURRY 2 (PWR) 299 300 304, 307, 309, 317, 318, 324, 330,
SUSQUEHANNA 1 (EUR$ 301-305 332, 333, 335, 337-339
SUSQUEHANNA 2 (BWR) 301, 302, 304-307 T0XICITY 158, 159, 168, 247, 314
SYSTEM CAPACITY 10, 11, 16, 26, 27, TRANSFORMERS 56, 116, 184, 198, 228

37, 43, 56, 65, 77, 83, 87, 94, 100, TRANSIENT 11, 16,'26,'27, 34, 65, 90,
117, 138, 141, 142, 156, 189, 202, 91, 141, 148, 206, 255, 292, 298, 329
204, 206, 207, 227, 239, 241, 250, TROJAN (PRR) 309-315
255, 260, 263,|286-288, 298, 300, TUBING 69, 116, 124, 136, 143, 213,
324, 329, 339 242, 338

TEMPERATURE 34, 104, 145, 148, 261, TUBING FAILURE - SEE FAILURE, TUBING
286, 316 TURBINE 6, 11, 16, 26, 27, 43, 48, 56,

TEST INTERVAL 12, 15, 24, 31, 35, 36, 61, 65, 71, 77, 78, 87, 88, 99, 121,
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TURBINE 161, 176, 185, 186, 189 192, WATER /SSF 238199, 203, 204, 206, 225, 227,128, WATER /TSF 330241, 245, 255, 286, 292, 298, 300, WATERFORD 3 (PWR) 328 330
303, 308, 309, 318, 340 WEAR 17 21 28, 56, 82, 87 99 100TURDINE/SSF 22$, 340 194,260,118,225, 251,2k4,173,

TURBINE /TSF 65 300, 311, 327
TURKEY POINT 3 (PWR) 316 WELDS 204, 239, 241
UPDATE 1, 2, 6, 119h=29, 30, 35, 57, WOLT CREEK 1 (PWR) 331-33658

13b,62,67$56, 163,
68, 101

146, 16b 106, 117, WPPSS 2 (8WR) 337*339
167, 181-184, YANKEE R0WE (PWR) 340187, 188, 190-192, 197-199, 210, 218, 2 ION 1 (PWR) 341, 342225, 229, 237, 242, 243, 258, 259, ZION 2 (PWR) 341-343272, 291, 292, 309, 315, 317, 318,

320, 332 336, 341
VALVE OPERATORS 17, 21, 29, 33, 46,

53, 55, 56, 67, 70, 87, 99 101, 102,
105, 110, 114, 117, 123, 119, 130,
148, 167, 169, 171, 174, 183, 187,
194, 200, 226, 227, 243, 252, 259,
264, 266, 273, 207, 292-294, 298,
300, 301, 304, 317, 321, 329

VALVE, CHECK 71, 82, 243, 286, 301,
323, 328

VALVES 1, 3, 5, 7, 8, 10, 11, 14-18,
20, 21, 23, 29, 30, 32,- 33 37, 39,

65, 67, 68, 50, 53, 55-57,41, 43, 44, 40, 49 ,

61, 62, , 70, 71, 75 77,
79, 82-84, 87, 91, 93, 95, 98-$02,
105, 110, 114, 116-118, 122, 123,
129, 130, 132, 134, 136, 138, 142,
143, 146, 148, 150, 161, 167, 169-
171, 174, 177, 180, 183, 186-188,
194, 196, 200 203, 205, 206, 212,
214, 217, 218, 222, 225-227, 232-234,,

236, 238, 239, 241-243, 245, 146,
249, 250, 252, 253, 255, 256, 259,
264, 266, 273, 274, 276, 280, 282,
186, 287, 290, 292-294, 298, 300,
301, 303, 304, 306-300, 310, 312,
317, 321, 323, 328-332, 336, 340

VENTILATION SYSTEM
4, 5,51, 54, 57-59,7, 8,-12, 14,

27-30, 40, 44, 46, 50,
63, 81, 82, 95, 97, 107, 108, 113,
115, 117, 119 125, 133,-135, 140,
141, 146, 147,, 149, 153, 156, 158-
160, 166-168, 172, 177, 178, 180,
185, 197, 198, 207, 223, 229, 230,
230, 247, 249-252, 255-257, 259,-261,
265, 269-271, 274-276, 285, 290, 305,
311-315, 318, 326, 332, 334

VENTILATION SYSTEM /SSF 7, 14, 44, 46,
50, 107, 166, 197, 238, 190

VENTILATION SYSTEM /TSF 8, 29, 44, 46,
50, 113, 119, 133, 135, 166, 178,
180, 197, 238, 261, 271, 318, 332

VERMONT YANKEE (BWR) 317-322
VIERATION 1, 83, 185, 190, 234, 239,

250, 255, 317
V0GTLE 1 (PWR) 323-327
VOUTLE (PWR) 326
WASTE MANAGEMENT 4, 133
WASTE TREATMENT, CAS 133, 146, 202,

219, 277, 295, 321
WASTE TREATMENT, LIQUID 104, 172, 231
WATER 50, 59, 172, 238, 330
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VENDOR CODE INDEX

AAA PRODUCTS 117 ROCKWELL MANUTACTVFING COMPANY 53
ALCO ENGINE DIVISION, WHITE 1HD. 160 DOCKWELL*IN1ERNAT10NAL 32
ALLIS CHAlt1LRC 176 RO S E!!OU N T , INC. 175
A!!ER! Cat! WARMING f, VENTILATING INC. 14, SCHAEVITZ LNGINEERING 65

156 SQUARE D C0!!PANY 99
AMTHENUL 9 b1ATIC 0* RING 165
ANCHOR VALVE CO. 82 SYNCHR0 START l'RODUCTS 92
ANCHOR /DARLINO VALVE CO. 171, 323, 3?a TARCET ROCK CJRP. 116, 169
A!.C0 VALVES 17 146, 103 TERRA TECHNOLOGY CORP. 190

A1 WOOD t 110RRILb CO.d'ANY ( A5CO)
*NC. 210, 243 1ERRY SIEAM 1URDINE COMPANY 30) i

AU10ftAT?C SWITCH Col 200, IRANE COMPANY $4
329 VALCOR ENGINEERING CORP. 282

AUTO?tATIC VALVE COMPANY 100, 105 VICTOREEN INC 140'

BAILEY ftETER COMPANY 293 VICTOREEN INSTRU11ENT DIVISION 275
DINDICATOR CORP. 341 VI1RO EN0!NEERING DIVISION 265
WSSHANN !!TO (DIV 0F MCCRAW EDISON) 172 WALWORTH COMPANY 91
DYRON JACKSON PVi1PS, INC. 263 WESTINCHOUSE ELEC CORP.*NUCLEA.R EN 298
C & D CATTtn!E 1. DIV 0F ELTR6 CORP. 327 WEST 1NCHOUSE ELECTRIC CORP. 16, 69,
CHr!!EIPON COPP. 290 139 213, 22B, 245, 205
CLOW CORP. 7 WHITTkKER CORP. 102 I

s CPttDUSTION EHOINEERING INC, 224 WISCONSIN BRIDGE & IRON 30d,150|159CONSOL1 LATED CONTROLS bORP, 43 WOODWARD GOVERNOR COMPA:4Y 33 114<
CONTROL COMPONENTS 292 WOOLLEY W. J. CollPANY 222
CONTROL DIVISION OF AMERACE 170 WONCES dR CONTROLS CORP. 10
CONTR0!!AllCS CORP. t.,7

10b,68284,106, 300 YARWAY CORP. 10
75 XOttoX CORP. 117* COIES* VULCAN, INC.

CRANE CollPANY 106
DIALCO 236
DRESSER INDUSTRIAL VALVE & INST DIV 214
EEERLINE INSTRU!1ENT CORP. 27C
TISHT3 CONTROLS C'). 218 290, 329 336
FISHER TLOW CONTROL DIV IROCKWELL ,293'
FLUHs JOHN 11ANUTACTURING C0!!PANY 34
TOXD0hD CO.. THE 2, 120, 227, 206
CENERAL A10MIC CO. 126
GENERAL ELEC1RIC CO. 1, 18, 19, 20, 40,<

56 78 100, 102, 110, 115, 149, 166,
10. 264, 225, 230, 251, 3404

CENERAL ELECTRIC CORP. (NUCLEAR ENO
152, 153

COULD INO. 241
COULD INC. (PODER SYS DIV) 27
CREER HYDRAULICS, INC. 55

/ HANCOCK CO. 77
ITE/GOUL11 194
ITT HA11Me t DAHL CON 0 FLOW 241
IIT*DARTON 10, 208, 291
JENKIN's VALVE CORP. 75
LA!!DDA ELECTRONICS 290
LTE CO*P. 269d
Lill! TORQUE CORP. 21, 91, 100, 101, 130,

140, 259
LO:JERGAN J.E., CO. 13
MASONEILkN INTERNAT!O'lAL, INC. 266, 273
NAt1CO CONTROLS 287
NUCLEAR !!EASUREMENTS CORP. 02
OH"ITE 251
OKRIT VALVE COMPANY 113
PACIFIC VALVES, INC. 122
PARKER HANNITIN CnRP. 216
PAUL *lUNROE HYDAULICS INC. 192
POUER DESIONS INC. 290
PYC0 261
RILEY COMPANY, THE PANALARM DIVIS 144
PILEY*EEAIRD, INC. 208
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This month! report contains Licensee Event Report (LER) operationalinformation that was process.ed into the LER data/

file of the Nucleat Operations Analysis Center (NOAC) dusing the one month gcriod identified on the cover of the
documt nt. The LERs, from w hich thh luformation is derived, are submitted to the Nuclear Replatory Commission (NRC)
by nuclear power plant licensees in accordance with federal tsgulations. Procedures for LER reporting for revisions to
those events occurring prior to 19M are described in NRC Regulatory Guide 1.16 and NUREG-0161,Instruerlons for
hrpararmn of Dura Entry Sheets fa Liec.tsee Event Rejorts. For those events occurring on and after January 1,19M, ' "Rs
are being submitted in accordance with the revised rule contained in Title 10 Part 50.73 of the Code of Federal Regulhoc.ns
(10 CTR 50.73 ~ Licensee Event Report System) which was published in the Federal Register (Vol. 48, No.144) on July 26,
1983. NUREG 10:2. Licensee Event Report System Description of Systems and Guidelines for Repwting, provides
supporting guidance and information on the resed LER rule. The LER summaries in this report are arranged
alphabctically by facill'y name and then chronologically by event date for each facility Component, system, Leyword, and
component vendor indexes follow the summaries. Vendor are those identified by the utility when the Leis form is
initiated; the keywords for the component, system, and general keyword indexes are araigned by the comrA r using
correlation tables from the Sequence Coding and Search System.

n u ,wonosonc~ n ms .,...................._..e.m..,.. o . ... ...u o u . n oi u

Uniimited
Licensee Event Report Systems ,, ,, w a , %,.n c . n,.

Sequence Coding and Search System Components o,
Reactor, PWR Operating Experience Unclassified
Reactor, BWR Event Compilation , , . . , , ,

Unclassifieds

4. NVest R of PAGis

4 FHiCt

%(sopwu,.y,[

t



_ _ -_ _-__-- _ _ _ _ _ - - - - -

|

)

,

.

THIS DOCUMENT WAS PRINTED USING luCYCLED P7.PER

.
. . . . . . ...



r----

UNITED STATES , ,, , , n , n o , ,,
NUCLEAR HEGULATOftY COMMISSION eustau e rins nio

"WASHINGTON. O C. 205%
f l e s# f N o O f *

Of fICll L DU5tNl55
0(N AL TV FOll PHIVAll ult. $10

, . , e, i r, 3 i i ' f '' . ' ' ' ' ' '
*

| :-JL"" i ' ' l ' a l '* ' ' '' ~"''
;i y v , ! ?. c

,.n-t
,

,, ,c . . .

+ 't 8 "
,- ,i q (-

,; n . . , , T * ' a,

i

s

u__ __ _ _ _ _ . _ _ _ _ _ _ _ . _ _ _ _ _ _ . _ .


