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Gentlemen:

In accordance with 10CFR50.73, enclosed is Revision 1 to Licensee Event Report 50-458/96-

008. This revision clarifies the description of corrective actions taken as a result of the event.
This revision has been discussed with Mr. Ward Smith, Senior Resident Inspector at River

Bend Station.
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XC:

U. 8. Nuclear Regulatory Commission
611 Ryan Plaza Drive, Suite 400
Arlington, TX 76011

NRC Sr. Resident Inspector
P. O Box 1051
St. Francisville, LA 70775

iNPO Records Center
700 Galleria Parkway
Atlanta, GA 30339-3064

Mr. C. R Oberg

Public Utility Commission of Texas

7800 Shoal Creek Blvd., Suite 400 North
Austin, TX 78757

Louisiana Department of Environmental Quality
Radiation Protection Division

P. O. Box 82135

Baton Rouge, LA 70884-2135

ATTN: Administrator
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On February 14, 1996, with the plant in Mode 1 (Power Operation) at 59% power, one trip unit channel for
Drywell Pressure failed its channel check. Subsequent investigation revealed that a drywell pressure transmitter
isolation valve, A4-B21*NO94E, was closed This condition is reportable as an operation prohibited by Technical

5 single-spaced typewritten lines) (16)

The cause of this event is indeterminate A Significant Event Response Team (SERT) performed an investigation
including a search of maintenance, testing, and operational history No work documents or procedures that would
have involved repositioning this valve were identified Interviews were conducted with plant personnel, however,
these interviews failed to identify a cause for the valve being out of position that could be verified and validated
The SERT believes the most probable cause 1s that the valve was intentionally closed by someone who was
directed by procedure to close another valve (right action on the wrong component/failure to self-check)

Corrective actions included system restoration and position verification of other safety related instrumentation
valves. The condition was determined not to have significant impact on safe plant operation
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REPORTED CONDITION

On February 141996, with the plant in Mode |1 (Power Operaiion) at 59% and raising power from Refuel
Outage Six (RF-06), one trip unit channel of indication for Drywel! Pressure failed its channel check during the

performance of the Daily Operating Logs Subsequent investigation revealed that a drywell pressure transmitter
isolation vaive(*ISV*), A4-B21*NO9%E, was closed

Technical - ecifications (TS) 33 51 requires two channels per function of Drywell Pressure-High
nstrumentation to be operable in Modes 1, 2, and 3. TS 3.3 5 1 requires the affected channel to be placed in the
trip condition within 24 hours. TS 3.5 1 allows 72 hours to restore the inoperable system prior to commencing
shutdown Since this problem was not identified until after plant start-up, the mode change restriction per Limiting
Condition for Operation (LCO) 3 0.4 was not met. On Februa:y 12, 1996 at 1900 the plant was placed in Mode |
(from Mode 2) with the transmitier inoperable This is a violation of TS 3 0 4 and is reportable as a condition
prohibited by Technical Specifications pursuant to 10CFR50 73 (a)(2)(i)(B)

INVESTIGATION

On February 14, 1996, at 1303, an operator performing Surveillance Test Procedure (STP) 000-0001
"Daily Operating Logs." noticed that the trip unit, B21-N694E High Drywell Pressure , was reading 0 4
psi with all other channels reading O psi Acceptance criteria for this channel check is for all channels to be
within 0.3 psi. Therefore this instrument failed its channel check A Limiting Condition for Operation
(LCO) was initiated at 1303 The LCO allows 24 hours before placing the channel in a tripped condition
LCO 3 0 6 was entered for this condition and a Loss of Safety Function Evaluation was completed The
operator contacted the Instrumentation and Controls group (1 & C), and initiated a troubleshooting
Maintenance Action Item (MAI) to investigate the cause of this deviation Condition Report (CR) 96-0499
was also initiated to identify the deficiency

While performing the MAI an | & C technician recognized that the normally open drywell pressure
transmitter isolation valve, A4-B21*NO94E, was closed Condition Report 96-0503 was initiated

At approximately 1630 on February 14, 1996, the I & C technician contacted his supervisor in the main
contrel room and obtained permission to open the valve and return the transmitter to service The LCO
was cleared at 2103 on February 14, 1996 An instrumentation valve lineup was initiated to ensure all
other valves in the Nuclear Boiler Instrumentation system were properly aligned No other Nuclear Boiler
Instrumentation system valves were found out of position

A Si@iﬁcant Event Response Team (SERT) was formed on February 15, 1996, to investigate this event
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The team determined that the valve was most likely in the proper position January 31, 1996 The valve had
been checked and independently verified open on January 16, 1996, and again on January 31, 1996 These
checks were performed by four different I&C technicians In addition, an Engineering evaluation of
December 1995's operating logs determined that the transmitter was not isolated in December since all the
drywell pressure instruments tracked similarly

A review of the clearance (tagging) system, mampulated device log, main control room logs, maintenance
action items (MAls), modification requests (MRs), surveillance test procedures, and outage records failed
to reveal any reason for this valve to be intentionally closed in the time period between January 31, 1996,
and February 14, 1996 In addition a computer search was done and no permanent procedure was found
that ever directs this valve to be closed at any time Interviews with Operators, 1&C Technicians and
Engineers failed to reveal any reason that this valve would have been intentionally manipulated

A system line-up verification was directed (¢ be performed on the High Pressure Core Spray (HPCS) System and
one instrument valve on a non-safety relited, out-of-service transmiter was found out of position This valve was
restored to its proper position  As a result of this valve being found out of position, the position of all accessible
safety-related instrumentation valves was verified, as well as two complete System Operating Procedures (SOP)
lineups including electrical breakers and non-instrumentation valves. No other components were found out of
position

To aid in the investigation of this event the causes and corrective actions of five Licensee Event Reports (LERs)
were reviewed including  LER 87-017 "Technical Specification Violation due to Incorrectly Positioned
Instrument Root Valve," LER 87-027 "Mispositior.ed instrument Valve Renders Leak Detection System
Inoperable,” LER-89-030 "Mispositioned Pressure Transmitter Isolation Valve Found Misaligned Causing
Inability to Sense Drywell Pressure, a Condition Prohibited by Technical Specification 3.04," LER 92-018 "Trip
System for the "A" Automatic Depressurization System Inoperable due to Mispositioned Root Valve," and LER
93-024 "Reactor Scram During Turbine Testing Due to Failure of Relay Contacts Open "

CAUSE(S)

The cause of this event is indeterminate. The SERT performed an investigation including a search of maintenance,
testing, and operational history  No work documents or procedures that would have involved repositioning this
valve were discovered Interviews were conducted with plant personnel, however, these interviews failed to
identify a cause for the valve being out of position that could be verified and validated The SERT believes the
most probable cause is that the valve was intentionally closed by someone who was directed by procedure to close
another valve (right action on the wrong component/failure to self-check)
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CORRECTIVE ACTIONS

Immediate corrective actions were performed including restoring the transmitter to service, verifying the Nuclear
Boiler Instrumentation line-up in accordance with System Operating Procedure (SOP)-0001, performing a HPCS
instrumentation valve line-up in accordance with SOP-0030, and performing a verification of accessible safety
related instrumentation valves ( a total of approx 2,650 valves) Additionally, verification was performed of
accessible non-instrument valve line-ups for two SOPs, and of the electrical line-ups for two SOPs

A natural work team will review mispositioning events and line-ups for improvement areas The mark number and
noun name description used for labeling instrument valves and in procedures directing operation of instrument

valves will be evaluated In addition other program enhancements are ongoing as part of River Bend’s Corrective
Action Program

SAFETY SIGNIFICANCE

This investigation revealed that a drywell pressure transmitter isolation valve, A4-B21-N094E, which feeds
Drywell Pressure Transmitter B21-PTNO94E was closed  This pressure transmitter provides input for the
following Division I systems: Low Pressure Core Spray (LPCS) Initiation, Low Pressure Core Injection (LPCI)
A Initiation, Division | Emergency Diesel Generator (EDG) start, Containment Unit Cooler 1A (HVR-UC1A)
Start, Containment Sampling Valves SSR-SOV131, 133, 139, and 140 close, Hydrogen Mixing Valves CPM-
MOVIA, 2A, 3A, 4Aclose, and Automatic Depressurization System Channel E High Drywell pressure
permissive

Since this transmitter affects the availability of these safety systems, a safety assessment was performed to
determine if the loss of this pressure transmitter affects any accident scenario. The isolation valve to pressure
transmitter B21-PTNO94E was last verified open on January 31, 1996 Between the last known verification and
the time of discovery (February 14, 1996), there were several maintenance activities on Division Il equipment,

most notably the Division Il Emergency Diesel Generator Therefore, the safety assessment assumed both a loss of]
function of the high dryweli pressure transmitter, B21-PTNO94E | and a loss of the Division Il EDG

Several Accident scenarios were evaluated to determine if the loss of B21-PTNO94E impacted the results of these
accidents. Based on the results of the design basis accident scenarios of interest, only one scenario would be
affected by the closure of the isolation valve to B21-PTN0O94E This scenario is the small break LOCA concurrent
with a loss of offsite power The only change to the design basis for this scenario is the use of a manual action to
align SSW to containment unit cooler HVR-UC 1A instead of an automatic actuation Adequate procedures and
guidance exist to perform this action within the 10 minute start time in the Updated Safety Analysis Report
(USAR) The condition was determined not to have sig_mﬂcam impact on safe plant operation
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