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On Friday, August 17, 1984, while performing a surveillance test of Scram
Discharge Volume (SDV) drain valves V-15-121 and V-15-134, both valves failed
to close upon command. A maintenance crew was dispatched and discovered that
the mechanical override to valve V-15-121 nhad been positioned such that the
air operator could not close the valve. V-15-134 failed to close due to
binding. The mechanical override for V-15-121 was repositioned and V-15-134
was overhauled. The surveillance was repeated and both valves performed
satisfactorily.
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DATE OF OCCURRENCE

The event occurred on August 17, 1984,

IDENTIFICATION OF OCCURRENCE

Scram Discharge Volume (south bank) drain valves did not pass surveillance
testing for closure following receipt of a closure signal as outlined in
Technical Specification 4.2.H.

This event is considered a reportable event as defined in 10 CFR
50.73(a)(2)(v) and (vi).

CONDITIONS PRIOR TO GCCURRENCE

The reactor was flooded to 240" and the mode switch was in the REFUEL
position,

DESCRIPTION OF OCCURRENCE

On August 17, 1984, a Scram Discharge Volume high water level test was
being performed per station procedure 619.3.011. This procedure requires
recording of the closure times of drain valves V-15-121 and V-15-134,
Following repeated attempts by control room operators, neither of the two
valves would close. The Group Shift Supervisor dispatched an immediate
maintenance crew to investigate. The crew discovered that the mechanica!
override to valve V-15-121 had been positioned such that the air-operator
could not close the valve. The mechanical handwheel was then used to move the
mechanical override to a position that would allow the air-operator to perform
its intended function. ‘alve V-15-134 was found to be binding heavily and was
subsequently overhauled. This maintenance proved sufficient to restore the
valve to a non-binding and operationally acceptable condition. Once the
surveillance test was completed, the two valves were returned to the open
position and the mechanical overrides were locked in the neutral position.

NRC FORM 3888
98



INRC Form m8a US NUCLEAR REGULATORY COMMISSION
1981

LICENSEE EVENT REPORT (LER) TEXT CONTINUATION APPROVED OMB NO 31500104
EXPIRES 83188
[FacicrTy wame DOCKET NUMBER (2) P —pa e
YEAR SEQUENT AL [ VISION
vgen | {vUugen ]
k’ i
AR Ty Wt 1 o |sjofojofp (19 14|~ 0119 |—]os oo} 300 |a

TEXT (¥ more spece & rmouired. use sdditonel NAC Form J08A &) (1\T)

APPARENT CAUSE OF THE OCCURRENCE

The apparent cause of the V-15-121 failure to close is attributed to
administrative control error. The SUV operating procedure did not require a
check of either the position of the mechanical override nor if the override
had been locked out. Both of the valves (V-15-121 and V-15-134) nave the
ability to have their mechanical operators locked in a neutral position such
that the valve is free to operate upon receiving an air-operator signal from
the control room. Additionally, the handwheels of the mechanical overrides
rotate extremely easily. Any personnel in the vicinity of these handwheels
could very easily accidently rotate the handwheels far enough so that free
valve stem travel would be affected. If the mechanical override handwheels
had been locked in the neutral position, V-15-121 would have closed properly.

V-15-134 failed to close due to binding due to brittle packing which

resulted from the valve peing in warenouse storage for several years prior to
installation.

ANALYSIS OF OCCURRENCE and SAFETY ASSESSMENT

The primary function of the SDV is to ensure that an adequate volume will
always be available to accommodate the discharge resulting from a scram. Tne
second function of the SDV is to isolate tne reactor coolant contained in the
SDV system under a scram condition. The drain valves are positioned open to
avoid any inadvertent filling of the SV during normal operation which would
leave no volume available for the scram discharge. Once the scram occurs, the
valves are commanded to close thereby c.ntaining tne pressurized reactor
coolant. Valve failure in the open position would allow for unmonitored loss
of reactor coolant during a scram. Valve failure in the closed position would
potentially allow the SDV to fill with leakage flow to a point where the SDV
would have insufficient volume remaining to accept the discharge resulting
from a scram.

Aspects of this occurrence to consider are as follows: (1) the
installation document associated with the SDV did not specifically address
positioning of the override; and, (2) the potential problem with the override
position was not identified by plant staff personnel during eitner the
instailation or turnover phase.

The problem with V-15-121 was that the mechnical override handwheel had
peen inadvertantly rotated such that the indicator on the mechanical operator
was fully in the open range. Upon returning the indicator to the neutral
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position, the valve operated satisfactorily. Following an overhaul of
¥-15-134, the valve performed properly without undue binding. At the time of
the overhaul the valve packing was observed to be brittle and in need of
replacement.

During the review and turnover process of this modification, an oversight
occurred in that the significance of the handwheel being maintained in the
proper position was not addressed. Special attention should have been paia to
the handwheels of these mechanical overrides, especially in view of the fact
that other maintenance work was in progress in the general vicinity of
V-15-121 and V-15-134 (e.g., scaffold erections, personnel traffic, craftsmen
under several supervisions, etc.). A worker could easily bump one of these
handw?eels and deflect the mechanical override far enough to affect stem
travel.

8y installing locks on the mechanical operators the valves are adequately
protected from either unintentional or deliberate improper positioning and
should (and probably would have) operate(d) properly.

Since the plant was in a refueling outage and the reactor was in the
refuel mode at the time of occurrence, the safety significance is considered
minimal.

CORRECTIVE ACTION

The immediate corrective aciion was to reposition the mechanical overrides
and overhaul V-15-134. The long-term solution, which has already been
implemented, was to lock all drain valve mechanical overrides in the neutral
position with permission from the Group Shift Supervisor required to remove
the Tocks. The long term corrective actions include the following:

1)  The mechanical overrides for all SDV drain valves have been locked in
the neutral position. Permission of the Group Shift Supervisor is
required prior to removing the locks.

2) The procedures for performing the valve check-off during systen
line-up will be revised to include verification of proper mechanical
override position and the locked status.

3) Additionally, required reading will be issued to personnel involved
in the preparation of procedure valve line-up lists and to operations
personnel to ensure they are aware of this occurrence.
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GPU Nuclear Corporation
"uc.“r Post Office Box 388
Route 9 Souin

Forked River, New Jersey 08731-0388
609 971-4000
Writer's Direct Dial Number

Sepiember 18, 1984

L.S. Nuclear Regulatory Commission
Jocument Controi Desk
Washington, DC 20555

Dear Sir:
Subject: Oyster Creek Nuclear Generating Station
Docket No. 50-219
Licensee Event Report

This letter forwards one (1) copy of Licensee Event Report (LER)

NO. 84-0]9-
Very truly yours,
L J
eter B, Fledler
Vice President and Director
Oyster Creek
PBF : dam
Enclosures

cc: Dr. Thomas E. Murley, Administrator
Region I
U.S. Nuclear Regulatory Commission
631 Park Avenue
King of Prussia, PA 19406

NRC Resident Inspector
Oyster Creek Nuclear Generating Station
Forked River, NJ 08731

GPU Nuclear Corporation i1s a subsidiary of the Genera’ Public Utilities Corporation



