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June 4, 1992
C311-92-2074

U.S. Nuclear Regulatory Commission
Attn: Document Control Desk
Washington, DC 20555

Dear Sir:

Three Mile Island Nuclear Station, Unit 1 (TMI-1)
Operating Licensing No. DPR-50

Docket No. 50-289

LER 92-001-01

This letter transmits Licensee Event Report (LER) No 92-001-0]1 regarding an
inadvertent Emergency Feedwater System (EFW) actuation which occurred on
January 22, 1492 during planned maintenance due to an installation error.
Public health and safety were not affected. This revision is being submitted
to clarify the root cause to include inadequate startup testing as a
contributor to the event,

This LER is being submitted pursuant to 10 CFR 50.73. The abstract provides a
brief description of the event. For a complete understanding of the event,
refer to the text of the report.

Sincerely,

Ji}-; b and ‘ .-

T. G. Brogghton
Vice President and Director, TMI-1
MrK

Attachment
cc: Region ' Administrator

TMI-1 Senior Project Manager
TMI Senior Resident Inspector
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GPU Nuclear Corporation is a subsidiary of General Public Utiliies Corporatior
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Inadvertent Emergency feedwater (EFW) Actuation During Planned Maintenance
Due to Installation Error

I. Plant Operating Conditions before [vent:

TMI-1 was operating at 100% rated power. The ICS was in full automatic
control. Work was planned to be performed on the "1B" Inverter.

I1. Status of Structures, Components, or Systems that were Inoperable at the
Start of the Event and that Contributed to the Event:

None
I11. Event Description:

This event occurred at approximately 1300 hours on January 2¢, 1992. The
operating crew had performed the prerequisites for transfcrring the

“B" 120 vac vital bus (VBB) [ED/BU)" from its normal source, the "1B"
inverter [ED/INV]", to its alternate source (TPA), in accordance with
Ogerating Procedure (OP) 1107-2, “"Emergency Electrical System." Ouring
the transfer, it was necessary to temporarily deenergiz= vital bus VBB.

OP 1107-2 includes actions and precautions wnich identify the loads on the
bus, the effect of loss of VBB and what precautionary actions are to be
taken. When VBB was deenergized in a .ordance with the procedure, the
folicwing events occurred in addition to those described in the procedure:

1. Main Steam supply valve, MS-V13A [SB/V]", opened and the turbine-driven
EFW Pump (EF-P1) developed discharge pressure sufficient to produce
flow into the Once Through Steam Generators (OTSGs).

2. Valve controllers assrciated with EFW control valves, EF-V30B/D
BA/V]", switched to 50% opa2rating level setpoints, an ope. ating range
evel input, and received a level sigral less than the 50% eipoint,

?:;hsc?ntro1 valves opened and EFW flow was initiated t2 Loth OTSGs
/SG

3. A?nunciator J-1-3/J-1-4 [IB/ANN]" "EFW ACTUATED OTSG A/B" went into
alarm.

The operator identified the improper system response, placed EF-V30B/D in
"manual” and closed both valves. This terminated flow to the OTSGs very
shortly after it had been initiated.

b
NAC Far 308A (540



—————— S T——————— r———







EVENIT

REPOR

N

1

2

o s 0 £ v B S ¥ 2.




e et e . ey




