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Control rods 26-19, 42-19, and 46-23 did not meet the most stringent scram
insertion time testing requirements to position 43 due to problems with the
associated SSPVs; howvever, all three control rods met the requirements to
nositions 29 and 13 and as such vere declared "slowv operable”. Even with the
three "slov" control rods, the negative reactivity rates resulting from a
scram with the average response of all the drives would have provided the
required protection and the MPCR wvould have remained greater than 1.07;
therefore, this event is not considered to be safety significant.
Additionally, during this event, all action recuirements of Technical
Specification 3.1.3.2 were satisfied within the prescribed time limits and
the plant vas successfully shut down for repairs.

A previous similar event occurred as documented by LER 89-030. On November
25, 1989, the malfunction of two SSPVs due to improper seating material
resulted in a violation of Techinical Specifications. The causes for the
November, 1989 event were inadequate implementation of the Nonconformance
Control Program and personnel error in the assessment of test results. An |
event that occurred on October 1, 1990 resulted in the discovery of
malfunctioning SSPVs from a single lot installed in the plant during the
refueling outage, and resulted in a 10CFR21 notification on December 11,
1990. Because neither of these events involved contamination of the SSPVs
disk and seat, none of the corrective actions from LER 89-030 or the October
1990 event could have preventud the October 6, 1991 event.

A reviev of the contaminants analyzed by GE determined the silicone lubricant
and the threadlocker could have been introduced at Perry. Silicone grease wvas
used during the rework of the Hydraulic Control Unit Scram Air Header
Isolation Valve and the threadlocker was used on the fittings directly
upst-eam of the SSPVs. Based on restrictions of the chemicul control program
at Perry, site work practices, and valve design, it is highly unlikely the
chlorinated or chlorofluorinated solvent, alcohol, NMioctyl Phthalate, or
nylon would have been introduced at Perry.

The GE analysis determined that a combination of adhesive efizcts wvere
required to cause the sticking or slow valve performance. Valves subjected
to one effect and not another would show no evidence of sticking. If
contaminants introduced by installation or maintenance practices were solely
responsible, it wvould be expecred that valve failure would be independent of
manufacturing lot and would increase with time in service. The failed SSPVs
had been in service for a relatively short time period when compared with
those from other lots. Additionally, during a rapid plant shutdown in
December, 1991, all control rods scrammed within the required times to all
positions. Due to these fa:tors, it has been determined that the problems
experienced vere related specifically to lot 184010001, remanufactured by
ASCO on November 9, 1990.
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