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On January 7,1986, with the unit in Mode 1 (Power Operation) at 100 percent power,
the allowed outage time of Technical Specification (TS) 3.3.3.6, Action a. was
exceeded. On December 31, 1985, licensed operators declared TI-465, pressurizer

.' safety valve 8010C position indicator, inoperable. At this time, they incorrectly ,

Idetermined that the Limiting Condition for Operation of TS 3.3.3.6 had been met.
Therefore, they failed to enter the appropriate action statement.

On February 6, 1986, Instrumentation and Control (I&C) work planning personnel
identified that the allowed outage time of TS 3.3.3.6, Action a., had been exceeded
on January 7, 1986. I&C work planning personnel immediately notified the shift
foreman, and the plant entered TS 3.0.3 at 0745 PST on February 6, 1986. I&C
personnel replaced a millivolt-to-current convertor module, thereby repairing the
temperature indicator. A channel check was performed, TI-465 declared operable and
the plant exited Technical Specifications 3.0.3 and 3.3.3.6 at 0832 PST, February
6, 1986.

This event was caused by personnel error (cognitiva) in that the licensed operators
misinterpreted the Technical Specification requirements. In order to prevent

recurrence, the Operations Department issued an Operations Incident Sumary to all

d[fappropriate personnel to emphasize the importance of correctly interpretingg
,
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I. INITIAL CONDITIONS

The unit was in Mode 1 (Power Operation) at 100 percent power.

II DESCRIPTION OF EVENTS

A. Event:

On December 31, 1985, licensed operators found pressurizer safety valve
8010C position indicator TI-465 (AB)(TI) failed low. The operators
declared TI-465 inoperable and initiated an Action Request (AR) to repair
the indicator. The operators reviewed Technical Specification (TS)
3.3.3.6, misinterpreted the requirements and determined that the limiting
condition for operation (LCO) was met. A licensed operator reviewing the
AR also made an incorrect interpretation of the TS and determined that
the LCO was met.

When TI-465 was declared inoperable, TS 3.3.3.6, Action a., should have
been entered. Action Statement a. requires the instrument to be returned
to operable status within 7 days or be in Hot Standby within 12 hours.
Since entry into the action statement was not identified, the allowed
outage time of Action a. of TS 3.3.3.6 was exceeded on January 7,1986.

On february 6, 1986, Instrumentation and Control (I&C) work planning
personnel identified that the allowed outage time of TS 3.3.3.6, Action
c., had been exceeded on January 7, 1986. At 0745 PST, February 6, 1986,
the shift foreman was notified and TS 3.0.3 was entered. I&C personnel
investigating the failure of TI-465 discovered a failed millivolt-to-
current (MV/I) convertor module (AB)(CNV). The module was replaced,
thereby repairing the temperature indicator. A channel check was
performed to demonstrate operability. The temperature channel was
observed to be indicating a temperature consistent with the other two
safety valve position indicators during the channel check. TI-465 was
declared operable at 0832 on February 6, 1986 and Technical
Specifications 3.0.3 and 3.3.3.6 were exited at this time.

B. Inoperable structures, components or systems that contributed to the
event:

None

C. Dates and approximate times for major occurt eices:

1. December 31, 1985: TI-465 declared inoperable
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2. January 7, 1986: Event date; allowed outage time of TS 3.3.3.6,
Action a., exceeded

3. February 6, 1986, 0745 PST: Discovery date; TS 3.0.3 entered |

4. February 6, 1986, 0832 PST: TI-465 declared operable and Technical
Specifications 3.0.3 and 3.3.3.6 exited

D. Other systems or secondary functions affected:

None

E. Method of discovery:

When I&C work planning personnel were reviewing action requests for work
scheduling purposes, they identified that the allowed outage time of
Action a. of TS 3.3.3.6 had been exceeded due to the inoperability of
TI-465. They immediately notified the shift foreman.

F. Operator actions:

The licensed operators, after declaring TI-465 inoperable, misinterpreted
the requirements of TS 3.3.3.6 and failed to enter the appropriate action
statement.

When the shift foreman was notified that an LCO had not been met and the
appropriate action statement's allowed outage time had been exceeded,
Technical Specification 3.0.3. was entered.

G. Safety system responses:

None

III. Cause Of Ev,gnt

A. Immediate cause:

TI-465 failed low due to a failed MV/I convertor module.
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B. Root cause:

Personnel error (cognitive). Licensed operators misinterpreted the
Technical Specifications and failed to enter the appropriate action !

statement when TI-465 was declared inoperable.

IV. Analysis of Event

The Bases of Technical Specification 3.3.3.6 states that "the OPERABILITY of
the accident monitoring instrumentation ensures that sufficient information is
available on selected plant parameters to monitor and assess these variables
following an accident." Mith TI-465 inoperable, there are several alternate
methods of monitoring the position of pressurizer safety valve 8010C. The
acoustic monitor was available and the temperature i~ndicators on the other two
pressurizer safety valves would have sensed an increase in temperature if
valve 8010C had opened. Therefore, there were no adverse safety consequences
or implications resulting from this event. .

V. Corrective Actions

In order to prevent recurrence, the Operations Department issued an Operations
Incident Surrenary to all appropriate personnel to emphasize the importance of
correctly interpreting TS 3.3.3.6 requirements. Also, a review of T.S.
3.3.3.6 will be incorporated into the simulator training program.

VI. Additional Information

A. Failed components:

Hagan Model '!100 MV/I module, assembly no. 175511-8000000

B. Previous LERs on similar events:

None
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JAMES D. SHIPPER

oyC',",'",,,, March 10, 1986

PGandE Letter No.: DCL-86-064

Document Control Desk
U.S. Nuclear Regulatory Commission
Washington, D.C. 20555

Re: Docket No. 50-275, OL-DPR-80
Diablo Canyon Unit 1
Licensee Event Report 1-86-003-00

Personnel Error Results in Failure to Meet Technical Specificatio n
Action Statement for Inoperable Safety Valve Position Indicator

Gentlemen:

Pursuant to 10 CFR 50.73(a)(2)(1)(B), PGandE is suomitting the enclosed
Licensee Event Report (LER) concerning exceeding the allowed outage time
of Technical Specification 3.3.3.6, Action a., and entering Technical
Specification 3.0.3.

This event has in no way affected the public's health and safety.
,

Kindly acknowledge receipt of this material on the enclosed copy of this
letter and return it in the enclosed addressed envelope.

Sincerely,

A

Enclosure

cc: L. J. Chandler
R. T. Dodds
J. B. Martin
B. Norton
H. E. Schierling'

.- CPUC
Diablo Distribution
INPO

0740S/0042K/JHA'460
DCl-86-0P-N019

F


