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111
Abstract

This monthly report contains Licensee Event Report (LER) opers
ational information that was processed into the LER data file of the
Nuclear Safety Information Center (NSIC) during the one month period
fdentified on the cover of the document. The LERs, from which this
information is derived, are submitted to the Nuclear Regulatory Commis-
sfon (NRC) by nuclear power plant licensees in accordance with federal
regulations, Procedures for LER reporting for revisions to those events
occurring prior to 1984 are described in NRC Regulatory Guide 1,16 and
NUREG-1061, Instructions for Preparation of Data Entry Sheets for
Licensee Event Reports., For those events occurring on and after January
1, 1984, LERs are being submitted in a,.cordance with the revised rule
contained in Title 10 Part 50,73 of the Code of Federal Regulations (10
CFR 50.73 -« Licensee Event Report System) which was pudblished in the
Federal Register (Vol. 48, No, 144) on July 2, 1983, NUREG-1022,
Licensee Event Report System - Description of Systems and Guidelines for
Reporting, provides supporting guidance and information on the revised
LER rule,

The LER summaries in this report are arranged alphabetically by
facility name and then chronologicelly by event date for each facil-
ity, Component, system, keyword, und component ve-dor indexes follow
the summaries, Vendors are those identified by the ‘tility when the LER
form 1s initiated; the keywords for the component, system, and general
keyword indexes are assigned by the computer using correlation tables
from the Sequence Coding and Search System., Questions concerning this
report or its contents should be directed to

Gary T, Mays, Director

Nuclear Safety Information Center

Oak Ridge National Laboratory

P. C. Box Y, Oak Ridge, TN 3783)

Telepnone: €15/574-0391, FTS Number 624-0391

Questions regarding LER searches should be directed to

W, P, Poore (same address as above)
Talephone: 615/574-0325, FTS Number 624-032%
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Yy ARKANSAS NUCLBAR ! DOCKET 50-313 LER 87-00)
EMERGENCY FPEEDWATER SYSTEM ACTUATION DURING POWER REDUCTION DUE TO MAIN FPEEDWATER
PUMPS CONTROL SYSTEM PROBLENMS,
EVENT DATE: 080887 REPORT DATE: 090887 NSSS: BW TYPE: PWR
VENDOR: LOVE CONTROLS CORP,

WESTINGHOUSE BLECTRIC CORP.

(NSIC 206314) ON 8/8/87, DURING A POWER REDUCTION WITH THE UNIT AT APPROXIMATELY
20 PERCENT POWER, THE 'B' MAIN PEEDWATER (MPW) MAIN BLOCK VALVE CLOSED AS
EXPECTED SHIFTING 'B' MFW PUMP FROM FPEEDWATER SPEED CONTROL TO DIPPERENTIAL
PRESSURE CONTROL. AT THIS TIME AN INTEGRATED CONTROL SYSTEM (ICS) MIGH PEEDWATER
DEMAND SIGNAL CAUSED 'B° MPW PUMP TURBINE CONTROLS TO SHIPT 70 A 'TRACK AND HOLD'
MODE. SATISPFACTORY MANUAL CONTROL OF 'B' MPW PUMP COULD NOT BE REGAINED SO 'B'
MFW PUMP WAS REMOVED FROM FERVICE, WHEN 'B' MFW PUMP WAS REMOVED FROM SERVICE,
'A' MFW PUMP FAILED TO ADEQUATELY SUPPLY REQUIRED PEEDWATER PLOW. THIS RESULTED
IN AN EMERGENCY PEEDWATER INITIATION AND CONTROL (RPIC) SYSTEM ACTUATION ON LOW
TVEL IN 'B' STEAM GENERATOR. POWER WAS PROMPTLY REDUCED AND THE MAIN TURBINE
§ TRIPFED BY CONTROL ROOM OPERATIONE PRRSONNEL. THE UNIT WAS STABLILED AT
AOXIMATELY 3 PERCENT POWER. A REACTOR TRIP DID NOT OCCUR. THNE ROOT CAUSE OF
14 ICS HIGH FEEDWATER DEMAND SIGNAL COULD NOT BE DETERMINED. TROUBLESHOOTING OF
THE ICS REVEALED NO PROBLEMS. THE CAUSE OF THE INADEQUATE MPW SUPPLY FPROM 'A°
MFW PUMP WAS THE RESULT OF AN MFPW PUMP TURBINE GOVERNOR VALVE PULCRUM PIN THAT
HAD COME OUT OF POSITION RESTRICTING VALVE MOVEMENT. THIS LIMITED MAIN STEAM
SUPPLY TO THE 'A' MPW PUNP TURBINE WHICH RESULTED IN REDUCED PUMP CAPACITY.

| 2] ARKANSAS NUCLEAR ! DOCKET 50-31) LER 87-004

REACTOR TRIP AND EMERGENCY PEEDWATER ACTUATION DURING POWER ASCENJION DUE TO MAIN
FEEDWATER PUMPS AND CONTROL SYSTEM PROBLENMS.

RVENT DATE: 081597 REPORT DATE: 091487 NSSS: Bw TYPE: PWR

VENDOR: LOVE CONTROLS CORP.

(NSIC 206316) ON 08/15/87 DURING POWER ASCENSION OPERATIONS AT APPROX., 12%, 'B’
MAIN FPEEDWATER (MFW) PUMP CONTROL WAS SHIPTED FROM MANUAL TO AUTOMATIC,

FEEDWATER OSCILLATIONS ENSUEBD RESULTING IN THE MPW PUMP TURBINE CONTROLS SHIPTING
TO A 'TRACK AND HOLD' MODE. 'B' NFW PUMP TURBINE SPEED UNEXPECTELY DECREASED TO
A SPEED LOWER THAN THAT REQUIRED TO SUPPLY FPEEDWATER TO THE STRAN GENERATORS,
EMERGENCY FEEDWATER (FFW) SUBSEQUENTLY ACTUATED ON LOW STEAM GENERATOR WATER
LEVEL., A REACTOR TRIP OCCURRED DUE TO HIGH REACTOR COOLANT SYSTEM PRESSURE.
AFTER THE TRIF, CONTROL OF THE 'B' MFW PUMP WAS REGAINED AND BPW WAS SECURED.
POST TRIP PLANT RESPONSE WAS SATISPACTORY. THE PLANT STARTUP PROCEDURE WAS
MODIFIED TO PROVIDE GUIDANCE TO PLANT OPERATORS TO KEEP NPW PUMPS IN MANUAL
CONTROL UNTIL AT LEAST 20% POWER PEFORE SWITCMING TO AUTOMATIC CONTROL, THIS
PROVIDES FOR MORE STABLE OPERATING CONDITIONS POR TRANSFER PRONM MANUAL TO
AUTOMATIC. TROUBLESHOOTING REVEALED THAT THE INTEGRATED CONTROL SYSTEM (ICS) WAS
SUPFLYING A NEGATIVE VOLTAGE TO THE MPW PUNP TURBINE LOVEJOY CONTROL SYSTEM,

THIS IS5 BELIEVED TO HAVE CAUSE ABNORMAL PUMP OPERATION., A DAMAGED CHIP IN THE
‘TRACK AND HOLD' CIRCUIT WAS REPLACED AND MODIPICATIONS TO THE ICS WERE MADE TO
PREVENT THE INPUT OF A NEGATIVE VOLTAGE TO THE NPW PUNP TURBINE CONTROL SYSTEN.

[ 3) ARNOLD DOCKET 50-3)1 LER 87-026¢
LIMITING CONDITION POR OPERATION NOT IMMEDIATELY RECOGNILED DURING ISOLATION
VALVE REPAIR.

EVENT DATE: 050387 REPORT DATE: 082887 NSSS: GE TYPE: BWR

(NSIC 206587) ON SEPTENBER 3, 1987, AT 075) HOURS, THE PLANT WA® OPERATING AT 994
OF RATED THERMAL POWER WHEN THE REACTOR WATER CLEANUP (RWCU) SYSTEM WAS TAKEN OUT
OF SERVICE TO ALLOW MAINTENANCE ON THE RWCU OUTLET ISOLATION VALVE (MO2740). DUE
TO A MISINTEWPRETATION OF THE REQUIRENENTS FPOR MAINTENANCE, THE INVOLVED OPERATOR
DE-ENERGIZED THE ISOLATION VALVE IN THE OPEN POSITION. THIS CONDITION IS ALLOWED




BY DARC TECH SPECS (3.7.D.3) PROVIDED A 24 HOUR LIMITING CONDITION FOR OPERATION
(LCO) 18 ENTERED., AT THE TIME THE VALVE WAS DE-ENERGILZED OPEN THE LCO WAS
INADVERTENTLY NOT ENTERED. AT 1313 HOURS THIS SITUATION WAS IDENTIFIED AS A
RESULT OF A PANEL CHECK POLLOWING AN EXPECTED RWCU ISOLATION. RATHER THAN
ENTERING AN LCO AT THIS TIME, THE VALVE WAS MANUALLY CLOSED ALLOWING THE
REQUIREMENTS OF TECH SPEC 3.7.D.2 TO BE MET. THIS EVENT HAD NO AFFPECL ON THE
SAFE OPERATION OF THE PLANT. THE ROOT CAUSE OF THIS EVENT IS5 PERSONNEL ERROR ON
THE PART OF UTILITY LICENSED OPERATORS WHO DE-ENERGIZED THE VALVE IN THE OPEN
POSITION WITHOUT ENTERING AN LCO. AS CORRECTIVE ACTION, OPERATIONS PERSONNEL WERE
COUNSELED, VIA DAEC OPERATIONS DEPARTMENT INSTRUCTION PROCEDURE 00, SBCTION 6.2,
USING THIS EVENT AS A SPECIFIC EXAMPLE OF THE IMPORTANCE OF COMPLYING WITH TECH
SPECS WHEN PERPORMING MAINTENANCE. THIS EVENT IS BEING REPORTED POR INFORMATION

ONLY .

| &) BEAVER VALLEY 2 DOCKET 50-412 LER 87011 REV 01
UPDATE ON INADVERTENT SAPETY INJECTION DUE TO PERSONNEL ERROR.

EVENT DATE: 073087 REPORT DATE: 092887 NSSS: B TYPE: PWR

(NSIC 206527) ON 7/30/87, WITH THE PLANT IN HOT STANDBY, TWO SURVEILLANCE
PROCEDURES WERE IN PROGRESS WHICK REQUIRED THE CHANNEL IV STEAM PRESSURE
BISTABLES FPOR THE 2'C STEAM GENERATOR TO BE IN A TRIPPED CONDITION. AN
ADDITIONAL SURVEILLANCE PROCEDURE WHICH REQUIRED THE TRIPPING OF CHANNEL 111
STEAM PRESSURE BISTABLES FPOR THE 21 C STEAM GENERATOR, WAS ALSO INITIATED. WHEN
THE CHANNEL II1 BISTABLES WERE TRIPPED, AT 143) HOUKS, A SAFETY INJECTION
OCCURRED DUE TO A LOW STEAMLINE PRESSURE IN THE 21C STEAMLINE. THE OPERATORS
FPOLLOWED EMERGENCY OPERATING PROCEDURES E-O AND ES-1.1 TO STABILIEZE THE PLANT.
THE CAUSE POR THIS EVENT WAS ATTRISUTED TO PERSONNEL ERROR DURING THE PERFORMANCE
OF THE SURVEILLANCE PROCEDURE WHICH TRIPPED THE CHANNEL III STEAM PRESSURE
BISTABLES., THE TEST ENGINEER DID NOT MAINTAIN THE REQUIRED COGNIZANCE OF THE
INTENT OF THE SURVEILLANCE PROCEDURE AND SUBSEQUENTLY DID NOT SATISPY THE INITIAL
CONDITIONS WITHIN THE PROCEDURE. INADEQUATE COMMUNICATIONS BETWEEN ALL INVOLVED
GROUPS AND AN INADEQUATE REVIEW OF THE TEST PROCEDURE BY THE OPERATIONS SHIFT
ALSO CONTRIBUTED 10 THIS EVENT. THE TEST ENGINEER HAS BEEN REASSIGNED AND THIS
INCIDENT WILL BE REVIEWED AT DEPARTMENTAL SAPETY MEETINGS WITHIM THE OPERATIONS,
TESTING AND MAINTENANCE GROUPS. THERE WERE NO SAPETY IMPLICATIONJ TO THE PUBLIC.
THE ENGINEERED SAFETY FEATURES SYSTEM PFUNCTIONED AS DESIGNED.

[ 8] BEAVER VALLRY 2 DOCKET S0-812 LER 87-013
INADVERTENT REALIGNMENT OF MAIN FILTER BANK DAMPERS DUE TO PERSONNEL ERROR.
EVENT DATE: 080687 REPORT DATE: 090287 NESS: WR TYPR: PWR

OTHER UNITS INVOLVED: BEAVER VALLEY ' (PWR)

(NSIC 206217) AT 0510 HOURS ON 8/6/87, WITH THER UNIT IN THR STARTUF MODR AT 1.0
E-6 ANPS ON THE INTERMEDIATE RANGE NEUTRON PLUX INSTRUMENTS, AN INADVERTENT
REALIGNMENT OF THE SUPPLEMENTARY LEAK COLLECTION AND RELEASE SYSTEM (SLCRS)
DAMPERS TO THE MAIN FILTER BANK OCCURRED. THE ACTUATION WAS INITIATED WHEN A
LICENSED OPERATOR PERFORMING A CIRCUIT BREAKER CLEARANCE INADVERTENTLY RACKED THE
BREAKER ONTO AUXILIARY 4KV BUS G, WHICH RESULTED IN A SUPPLY BREAKER OVERCURRENT
TRIP AND LOCKOUT., THE DEENERGIZATION OF THE 4KV BUS LED TO AN AULOMATIC BUS
TRANSFER OF THE 480 V BUSSES SUPPLIED BY BUS G. THE BRIEF LOSS OF VOLTAGE DURING
THE TRANSFER ACTUATED THE INSTANTANEOUS SOLID STATE UNDERVOLTAGE PROTERCTION OF
SUPPLEMENTARY LEAK COLLECTION RADIATION MONITOR RMR-RQI-J303, WHICH SINULATED A
HIGH RADIATION CONDITION AND REALIGNED THE DAMPERS. THERUFORE, THIS REPORT 1S
BEING SUBMITTED UNDER 10 CPR S0.73.A.2.1IV, NO SAFETY INPLICATIONS RESULTED
BECAUSE ALL BQUIPMENT PUNCTIONED PROPERLY AND NO ACTUAL RADIATION WAS PRESENT.
THE RADIATION MONITOR WAS REENERGIZED AND NORMAL POWER ALIGNMENT RESTORED BY 0550
HOURS, §/6/87. THE OPERATOR INVOLVED WAS REPRIMANDED AND ALL OPERATIONS
PERSONNEL WILL REVIEW THIS BVENT AS A REMINDER OF PROPER BREAKER RACKING
PROCEDURES .



{ §) BEAVER VALLRY 2 DOCKET 50-412 LER 87-012
MANUAL REACTOR TRIP DUE TO DROPPED RODS.

EVENT DATE; 080787 REPORT DATE: 090287 NSSS: WE TYPE: PWR
VENDOR: WESTINGNOUSE ELECTRIC CORP.

(NSIC 206272) ON 8/7/87, DURING LOW POWER PHYSICS TESTING, FOUR (&) CONTROL RODS
FELL INTU THE CORE. THE OPERATORS, AS PER THE PROCEDURE FOR A DROPPED ROD,
MANUALLY TRIPPED THE REACTOR AND STABILIZED THE PLANT. AN INVESTIGATION BASED ON
UNIT ' EXPERIENCE AND SOME TROUBLESHOOTING IDENTIFIED A FAULT IN THE MOVABLE
PIRING CIRCUIT CARD IN THE 2BD POWER CABINET AS THE CAUSE OF THE PAILURE. THIS
CARD WAS REPLACED. RODS WERE WITHDRAWN TO CONTINUE LOW POWER PHYSICS TESTING.

ON 8/10/87 THE SAUE FOUR (&) RODS AGAIN FELL INTO THE CURE. AGAIN, THE OPERATOR
MANUALLY TRIPPED THME REACTOR. PURTHER INVESTIGATION DISCOVERED A PFAILED THYRISTOR
IN THE “B" MOVABLE GRIPPER CIRCUIT CARD (WESTINGMOUSE MODEL #6050D12GOYV) IN THE
2BD POWER CABINET, THIS PAILED THYRISTOR WAS IDENTIFIED TO BE THE CAUSE OF BOTH
EVENTS. THERE WERE NO SAFPETY IMPLICATIONS DUE TO THESE EVENTS. TRIPPING THE
REACTOR WAS A CONSERVATIVE ACTION FOR THESE EVENTS, AS THE PLANT'S SAPETY
ANALYSIS ALLOWS SUCH ROD MISALIGNMENT AT LOW POWER LEVELS.

| ?) BEAVER VALLEY 2 DOCKET 50-412 LER B7-014
REACTOR TRIP ON LOW-LOW STEAM GENERATOR LEVEL DUE TO PERSONNEL BRROR.
EVENT DATE: 081587 REPORT DATE: 090987 NSSS: WwWE TYPE: PWR

(NSIC 206082) ON 8/75/87, WITH THE UNIT IN POWER OPERATION, REACTOR POWER WAS
BEING INCREASED TO 8.0 B-5 AMPS TO SUPPORT NUCLEAR INSTRUMENTATION CALIBRATION.
THE STEAM DUMP SYSTEM WAS BEING USED TO COMPENSATE FOR REACTOR POWER CHANGES.
DURING THE POWER INCREASE, THE OPERATORS NOTICED THAT THE STEAM DUMF SYSTEM DID
NOT AFPEAR TO RESPOND PROPERLY WHILE IN AUTOMATIC. THE OPERATOR THEN PLACED THE
STEAM DUMP SYSTEM IN MANUAL, INPUT A 'S DEMAND AND PLACED THE SYSTEM BACK TO
AUTOMATIC. THE DEMAND INCREASED TO APPROXIMATELY 16% DUE TO THE UPWARD ROD
MOTION, TERMINATING THE PRIMARY SYSTEM TEMPERATURE RISE. THE STEAM GENERATOR
LEVELS ALL SWELLED IN RESPONSE TO THE INCREASED STRAM DEMAND, THEN RAPIDLY
DROPPED. FEEDWATER WAS BEING CONTROLLED IN MANUAL AND COULD NOT RESPOND TO THE
INCREASED STEAM DEMAND. THE OPERATOR ATTEMPTED TO INCREASE FPERDWATER PLOW, BUT
THE LEVELS CONTINUED TO DROP. A REACTOR TRIP ON LOW-LOW LEVEL IN THE 2'A STRAM
GENERATOR OCCURRED AT 0237 HOURS. THE OPERATORS USED THR EMERGENCY PROCEDURES TO
STASILIZE THE PLANT. THE CAUSE OF THIS BVENT WAS ATTRIBUTED TO THE INEXPERIENCE
OF THE OPERATOXS IN ROD MOTION WITH RODS OF NIGH DIPPERENTIAL WORTH.
ADMINISTRATIVE GUIDANCZ HAS BEEN PROVIDED TO THE OPERATORS TO PREVENT RECURRENCE.
THERE WERE NO SAPETY “MPLICATIONS. THE REACTOR PROTEBCTION SYSTEM PUNCTIONED AS
DESIGNED TO PLACE THE PLANT IN A STABLE CONDITION.

| &) BEAVER VALLERY 2 DOCKERT 50-412 LER 87-0158
REAC.OR TRIP DUE TO LOW-LOW STEAM GENERATOR LEVEL DUE TO OPERATOR ERROR.
EVENT DATE: 081587 REPORT DATE: 090497 N§SS: wE TYPE: PWR

(NSIC 206083) ON #/75/87, REACTOR POWER LEVEL WAS BEING INCREASED TO SUPPORT
NUCLEAR INSTRUMENTATION CALIBRATION. AS POWER APPROACHED 208, THE LRVELS OF ALL
THREE ()) STEAM GENERATORS BEGAN TO DECREASE RAPIDLY. OPEBRATORS INCREASED FEED
FLOW AND ISOLATED STEAM GENERATOR BLOWDOWN, BUT WERE UNABLE TO PREVENT LEVEL FROM
DROPPING TO THE LO-LO STEAM GENERATOR LEVEL SETPOINT. THIS INITIATED AN
AUTOMATIC REACTOR TRIP, AS PER DESIGN. THE OPERATORS STASILILED THE PLANT USING
THE REACTOR TRIFP RESPONSE PROCEDURE. POST-TRIP EVALUATION DETERMINED THE EVENT
HAD OCCURRED DUE TO OPERATOR ERROR, RESULTING FROM INITIAL CORE PARAMETER
RESPONSES. DURING THE POWER INCREASE, OPERATORS HAD BEEN WITHDRAWING RODS AS
REQUIRED. HOWEVER, DUE TO HIGH ROD WORTHS AND A NEAR LERO MODERATOR TEMPERATURE
COEBFFICIENT, THIG RESULTED IN A GREATER THAN EXPECTED RCS WEBATUP, WHICH CAUSED
THE STEAM GENERATOR LEVELS TO SWELL. CORRECTIVE ACTION THROUGH ROD INSERTION AND
FEEDWATER ADDITION RESULTED IN A COOLDOWN AND STEAM GENERATOR SHRINK., THE SHRINK



RESULTED IN A LO-LO STEAM GENERATOR REACTOR TRIP. OPERATIONS HAS BEEN PROVIDED
WITH ADMINISTRATIVE GUIDANCE CONCERNING PROPER OPERATING TECHNIQUES UNDER THESE
CONDITIONS. THESE CONDITIONS ARE THE RESULT OF THE INITIAL CORE, AND WILL
IMPROVE WITH CORE AGE. THERE WERE NO SAFPETY IMPLICATIONS DUE TO THIS EBVENT AS
ALL BSP SYSTEMS,/COMPONENTS FUNCTIONED AS DESIGNED,

{9 BEAVER VAL'RY 2 DOCKET S0-412 LER 87-016
INADVERTENT START OF AUXILIARY FEEDWATER PUMP CAUSED BY AN ERRONBOUSLY LOW
DISCHARGE PRESSURE SIGNAL.

EVENT DATE: 081687 REPORT DATE: 091587 NSSS: wWB TYPE: PWR

(NSIC 206084) ON B/16/87, WITH THE UNIT IN THE STARTUP MODE AT 'S REACTOR POWER,
TURBINE DRIVEN AUXILIARY FEEDWATER PUMP 2FWE-P22 WAS STARTED FOR A SURVEILLANCE
TEST. POLLOWING A PRESET TIME DELAY, MOTOR DRIVEN AUXILIARY PEEDWATER PUMP
IFPWE-P2)B AUTOMATICALLY STARTED., THE CAUSE OF THE INADVERTENT START WAS
DETERMINED TO BE THE ISOLATION OF PRESSURE SWITCHN 2PWE-PS158B, WNICH PROVIDED AN
ERRONEOUSLY LOW 2PWE-P22 DISCHARGE PRESSURE SIGNAL TO THER STARTING CIRCUITRY 0P
IFPWE-FP2IB. THNE PUMP RAN POR TEN SECONDS BEFORE BEING SHUT DOWN., NO SAPFETY
IMPLICATIONS RESULTED AS THE PUMFP STARTED PROPERLY IN RESPONSE TO A VALID SIGNAL.
THE ISOLATION VALVE FOR IFWE-PS'SER WAS REOPENED AND THE TEST RE-PERFORMED
WITHOUT FPURTHER INCIDENT. AVAILABLE EVIDENCE INDICATES THAT THE SWITCHN WAS
PROPERLY ALIGNED ON 7/4/87; HOWEBVER, IT IS JUDGED THAT IT WAS INADVERTENTLY
TSOLATED BY PERSONNEL IN THE AREA DURING THE VARIOUS PHASES OF TRANSITION
TESTING. A SIMILAR AUTOSTART ON 7/18/87 WAS NOT REPORTED AT THAT TIME BRCAUSE IT
WAS BELIEVED TO BE A CONSEQUENCE OF TESTING. THNE AUTCHATIC STARTS OF 2PWE-P2)B
WERE REPORTED AT 1258 HOURS AND 1348 MOURS ON 8/16°87 IN ACCORDANCE WITH 10 CPR
S0.73.8.2.11, TO PREVENT PURTHER PROBLEMS, ALIGNMENTS POR SAPETY RELATED SYSTEMS
WERE CHECKED AND VERIFIED TO BE SATISPACTORY ON #/18/87,

[ 10) BEAVER VALLRY 2 DOCKET 50-412 LER 87-017
INADVERTENT PEEDWATER ISOLATION DUR TO A PROCEDURAL DEPICIENCY.
EVENT DATE: 001687 REPORT DATE: 09487 NESS: we TYPE: PWR

(NSIC 206309) ON 8/16/87, WITH THE UNIT IN THE STARTUP MODE, A SURVEILLANCE TEST
ON THE STEAM DUMP SYSTEM WAS IN PROGRESS, THIS TEST REQUIRED PLACING THE STRAM
DUMP SYSTEM IN THE STEAM PRESSURE MODE, THE REMOVAL OF THE TURBINE FPIRST STAGE
PRESSURE - TREF SIGNAL (CARD CR-552), AND THE INSERTION OF AN ANALOG SIGNAL OF
'.3 VOLT® FOR THE TREF SIGNAL. THE STRAM DUMP SYSTEM WAS THEN PLACED IN THE TAVE
MODE. THIS INPUT A & DEGREE ERROR SIGNAL REQUIRED POR THE TEST. APTER COMPLETING
THE TEST AND IN THE PROCESS OF RESTORING THE TREF SIGNAL, THE ANALOG SIGNAL WAS
REMOVED PRIOR TO PLACING THE STEAM DUMP SYSTEM IN THE STEAM PRESSURE MODR. THIS
RESULTED IN A LARGE ENOUGH TEMPERATURE ERROR TO OPEN ALL THE STRAM DUMPS. TNE
STEAM GENERATORS "SWELLED" TO THE NIGH LEVEL SETPOINT CAUSING A TURBINE TRIP AND
A FEEDWATER ISOLATION SIGNAL AT 1340 MOURS. THE STEAM DUMP SYSTEM WAS TAKEN TO
OFF AND CLOSED. THE PERDWATER ISOLATION SIGNAL WAS RESET, TNE BYPASS AND
CONTAINMENT ISOLATION FPEEDWATER VALVES WERE OPENED AND THE 21A MAIN PEEDWATER
PUMP WAS RESTARTED. THE CAUSE POR THIS INCIDENT WAS A DEPICIENT PROCEDURE. THIS
PROCEDURE HAS BEEN REVISED; HOWEVER, THIS TEST IS NOT EXPECTED TO BE PERPORMED
AGAIN. THERE WERE NO SAPETY IMPLICATIONS TO THE PUBLIC AS A RESULT OF THIS EVENT.

i Y] BEAVER VALLERY 2 DOCKERT $0-412 LER #7-018 REV OV
UPDATE ON REACTOR TRIP DUE TO DE-ENERGIEZED ROD CONTROL POWER CABINET.
EVENT DATE: 081887 REPORT DATE: 092887 NSSS: we TYPE, PWR

VENDOR: LAMBDA BLECTRONICS

(NSIC 206569) ON B/18/87, MAINTENANCE INOTRUMENT TECHNICIANS WERE REPLACING THE
¢! POWER SUPPLY OVERVOLTAGE LIMITER IN THE ROD CONTROL SYSTEM 1AC POWER CABINET.
(THE POWER CABINETS USE TWO POWER SUPPLIBS IN AN AUCTIONEERED ARRANGEMENT



ALLOWING BITHER, BUT NOT BOTH, OF THE SUPPLIES TO BE REMOVED FPROM SERVICE FoOF
MAINTENANCE WITHOUT AFFECTING THE OPERATION OF THE POWER CABINET.) WHILE
MOUNTING THE OVERVOLTAGE PROTECTOR MODULE IN THE CABINET, THE MODULE WAS
INADVERTENTLY ALLOWED TO COME IN CONTACT WITH THE ADJACENT TERMINAL BOARD. THNIS
SHORTED QUT THE #2 POWER SUPPLY FOR THE 1AC POWER CABINET. WITH THE ¢! POWER
SUPPLY ALREADY REMOVED FOR MAINTENANCE, THIS RESULTED IN DE-ENERGIEZING THE 'AC
POWER CABINET, CAUSING THE GROUP ' "A" SHUTDOWN BANK AND THE GROUP ' “"A" AND *"C*
CONTROL BANKS OF RODS TO FPALL INTO THE CORE. THIS, IN TURN CAUISD A NEGATIVE
RATE REACTOR TRIP. OPERATORS STABILIZED THE PLANT USING THE REACTOR TRIP
RESPONSE PROCEDURE. BOTH POWER SUPPLIES WERE REFAIRED AND RETURNED TO SERVICE.
ALL MAINTENANCE INSTRUMENT TECHNICIANS ARE RECEIVING TRAINING ON THIS EVENT AND
THE NECESSITY FOR MORE IN-DEPTH JOB PREPLANNING AND ATTENTION TO DETAIL. THERE
WERE NO SAFPETY IMPLICATIONS DUE TO THIS EVENT AS ALL ESF/RFS EQUIPMENT FUNCTIONED
AS FPER DESIGN.

[ 12) BEAVER VALLERY 2 DOCKRT $0-612 LER 87-019
REACTOR TRIF/TURBINE TRIP DUE TO A SFURIOUS TURBINE OVERSPEED TRIP SIGNAL,
EVENT DATE: 08258 REFORT DATE: 092187 NSSS: wi TYPE: PWR

VENDOR: IPAC GROUP, INC,
WESTINGHOUSE BLEC CORP.-NUCLEBAR ENERGY SYS

(NSIC 206514) ON 8/25/87, WITH THE UNIT IN POWER OPERATION AT 3OS REACTOR POWER,
TROUBLESHOOTING OF THE TURBINE ELECTRONIC OVERSPEED TRANSDUCER WAS IN PROGRESS.
FEEDWATER FLOW TRANSMITTER 2PWSePTU96 WAS OUT-NP-SERVICE (ASSOCIATED BISTABLES
WERE IN THE TRIPPED CONDITION). AT 1357 HOURS, A SPURIOUS TURBINE OVERSPEED
SIGNAL CAUSED A TURBINE TRIFP. A REACTOR TRIP DID NOT IMMEDIATELY OCCUR BECAUSE
REACTOR POWER WAS BELOW THE TURBINE TRIP REACTOR TRIP (P-9) SETPOINT. THE STEAM
GENERATOR (8G) LEVELS ALL SHRANK BELOW THE LOW LEVEL TRIP SETPOINI. POLLOWING
THE TURBINE TRIP, THE REACTOR TRIPPED ON 21C SG LOW LEVEL COINCIDENT WITH A STEAM
FLOW/FEED FLOW MISMATCH SINCE THE 2PWS*FPT496 BISTABLES WERE ALREADY TRIPPED. THE
OPERATORS INITIATED EMERGENCY OPERATING PROCEDURE E-O TO STABLIIZE THE PLANT.
DURING TH® 4KV AUTO BUS TRANSFER, THE REACTOR COOLANT PUMPS (RCP) TRIPPED ON A
4/3 RCP BUS UNDERFREQUENCY SIGNAL. THE PLANT WAS STABILILED ON NATURAL
CIRCULATION. THE RCPS WERE RESTARTED AT 1447 HOURS. THE CAUSE POR THIS EVENT
WAS A SPURIQOUS TURBINE OVERSPEED SIGNAL. THE RCP TRIPS WERE DUER TO
MALFUNCTIONING RELAYS. THE TURBINE OVERSPEED TRANSDUCER WAS REFLACED WITH AN
INSTALLED SPARE AND THE UNDERFREQUENCY RELAYS WERE REPLACED WIT™H A DIPFERENT
STYLE RELAY. THERE WERE NO SAFETY IMPLICATIONS TU THE PUBLIC.

| 13} BIG ROCK POINT DOCKET $0-1%% LER 87-010
REACTOR TRIP DUR TO SPURIOUS SHMORT FERIOQD.
EVENT DATE: 091087 REPORT DATE: 092987 N§SS: GE TYPE: BWE

(NSIC 206579) ON SEPTEMBER '0, 1987, WHILE TESTING CONTROL ROD DRIVES (AA) DURING
A MAINTENANCE OUTAGE, A WREACTOR PROTECTION SYSTEM (JC) ACTUATION OCCURRED. POWER
LEVEL AT THE TIME OF THE TRIP WAS LESS THAN . 000)' PERCENT AND THE ONE CONTROL ROD
WITHDRAWN DURING TESTING SUCCESSPULLY INSERTED. ELECTRICAL NOISE INNERENT AT LOW
POWER LEVELS CAUSED THER TRIP.

| 14) BRAIDWOOD VOCKET $0-4%5¢ LER 87040
TECHNICAL SPECIFICATION SURVEILLANCE NOT PERFORMED WHEN UNIT 1 COMPUTER WAS
INOPERABLE.

EVENT DATE: 080887 REPORT DATE: 050387 NESS: we TYPE: PWER

(NSIC J063064) ON AUGUST 8, 1987, A LICENSED CONTROL ROOM OPERATOR RECOGNIZED THAT
A SURVEILLANCE FOR TECH SPEC %.2.1.7.8 MAY NOT HAVE BEEN PERFORMED WHEN REQUIRED
DURING THE TIMES THE UNIT HAD BEEN AT OR ABOVE '5% REACTOR POWER., AT VARIOUS

TIMES THE UNIT ' COMPUTER WAS INOPERABLE, CAUSING THE AXIAL PLUX DIFFERENCE (APD)







| 17} IRCWNE FERRY 1 DOCKET 50-259 LER 87-008 REV OV
UPDATE ON FAILURE OF POTENTIAL TRANSPORMER FUSE CONTACTS CAUSE ELECTRICAL PAULT
AND ENGINEBERING SAFETY FPEATUKE ACTUATION.
EVENT DATE: 042087 REPORT DATE: 090487 NSSE: GB TYPE: BWR
OTHER UNITS INVOLVED: BROWNS FERRY 2 (BWR)

BROWNS FERRY 3 (BWR)
VENDOR: ALLIS CHALMERS

(NSIC 206570) ON APRIL 20, 1987, DURING PERFORMANCE OF TNE MONTHLY SURVEILLANCE
TEST A PHASE TO PHASE SHORT OCCURRED BETWEEN CONTACTS IN THE DIESEL GENERATOR
CONTROL CABINET FOR THE JED DIPSEL GENERATOR (DG)., THIS FAULT CAUSED A REFUELING
LONE ISOLATION, INITIATION OF STANDBY GAS TREATMENT AND CONTROL ROOM EMERGENCY
VENTILATION, AND ON UNIT 3, A HALF SCRAM AND PRIMARY CONTAINMENT ISOLATIONS, THE
CAUSE OF THE FAULT WAS A FAILURE OF THE POTENTIAL TRANSFORMER PUSE CONTACTS. ALL
& KV POTENTIAL TRANSFORMER FUSE CONTACTS THROUGHOUT THE PLANT WILL BE INSPECTED
AND MAINTENANCE PROCEDURES WILL BE REVISED TO INSPECT THE CONTACTS ON A REGULAR
BASIS., AN ENGINEERING EVALUATION DSTERMINED THE FUSE IN THE DG EXCITER
POTENTIAL TRANSFORMER CIRCUITRY WAS UNNECESSARY, THEREFORE, THE PUSE AND SPRING
FINGER CONTACTS WILL BE BYPASSED ON ALL BIGHT DGS.

| 18] BROWNS PERRY ! DOCKET $50-25%9 LER 87-02"
LACK OF DESIGN CONTROL RESULTS IN MAIN CONTROL ROOM PANEL INSTALLATION NOT PER
FINAL SAFETY ANALYSIS REPORT.
EVENT DATE: 053187 REPORT DATE: 090487 N§SS: GE TYPE: BWR
OTHER UNITS INVOLVED: BROWNS FERRY 2 (BWR)
BROWNS FERRY ) (BWR)

(NSIC 206047) AN INSPECTION CONDUCTED BY THE NRC ON MAY 1-31, 1987, POUND CERTAIN
MAIN CONTROL ROOM VERTICAL PANELS MOUNTED IN A MANNER INCONSISTENT WITH THE
BROWNS FERRY PINAL SAFETY ANALYSIS REPOHUT POR SEISMIC QUALIPICATION. THE PANELS
WERE SUPPOSED TO BE MOUNTED USING BOLTS IN A MANNER SIMILAR TO THEIR BARLY SHAKER
TABLE QUALIFICATION DEMONSTRATIONS. INSTEAD, THE PANEL SKIRTS ARE WELDED TO THE
MOUNTING BEAMS AT IRREGULAR INTERVALS. DESIGN DRAWINGS ISSUEBD IN MAY 1968 PAILED
TO INCORPORATE DESIGN ASSUMPTIONS MADE DURING PANEL SEISMIC QUALIPICATION AND
THEREFORE LACKED SUFFICIENT DETAIL FOR THE ANCHORAGE. TVA WILL CONDUCT A SBISMIC
REVIEW OF THE CONTROL ROOs VERTICAL PANELS AND WILL MODIPY THE ANCHORAGES AS
NECESSARY. TIGHTER CONTROLS ON DESIGN AND INSPECTION SERVE TO PREVENT
RECURRENCE. THIS REPORT IS BEING SUBMITTED POR INFORMATION ONLY.

| 1'9) BROWNS FERRY DOCKERT $0-259 LER 87-019
INCOMPLETE SURVEILLANCE RESULTS IN A CONDITION PROMIBITED BY TECHNICAL
SPECIFICATIONS.

EVENT DATE: (80687 REPORT DATE: 090187 NSSS: GR TYPE: BWR

OTHER UNITS INVOLVED: BROWNS FERRY 2 (BWR)
BROWNS FERRY 1} (BWR)
VENDOR: AMERICAN FOUNDRY & FURNACE

(NSIC 206289) ON AUGUST 6, 1987, A PIRE PROTECTION FLOW TEST ON THE RAW WATER
YAFRD LOOP COULD NOT BE COMPLETED DUE TO VIBRATION PROBLEMS WITH ONE OF THE TEST
HYDRANTS. TECH SPECS CITE THE PARTICULAR HYDRANTS TO BE CAPABLE OF DELIVERING
SPECIFIC FLOW AND PRESSURE REQUIREMENTS. ALL REQUIRED TESTING COULD NOT BE
COMPLETED BY THE END OF THE SURVEILLANCE INTERVAL., SINCE A SUCCESSPUL PFLOW TEST
HAD BEEN PERFORMED ON THE HEADER AT ANOTHER NEARBY HYDRANT THE YARD LOOP WAS
CONSIDERED CAFABLE OF DELIVERING THE REQUIRED PLOW. THE DEPECTIVE HYDRANT WAS
REPLACED, AND THE SURVEILLANCE WAS COMPLETED ON AUGUST 20, 1987, OTHER SYSTEM
MAINTENANCE WHICH HAD BEEN IN PROGRESS WAS RESPONSIBLE POR SCHEDULING OF THE
SURVEILLANCE CLOSE TO THE BXPIRATION DATE.




| 20) BROWNS PERRY | DOCKET 50-2%9 LER 87-022
ENGINEERED SAFETY FEATURE ACTUATION DUE TO PERSONNEL ERROR DURING SWITCH
CALIBRATION.
EVENT DATE: 081187 REPORT DATE: 091187 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: BROWNS FERRY 2 (BWR)

BROWNS FERRY 1 (BWR)

(NSIC 206425) ON AUGUST 11, 1987, AT 0120, WITH ALL THREE UNITS DEFUELED, TWO
EMERGENCY BQUIPMENT COOLING WATER (EECW) PUMPS WERE INADVERTENTLY STARTED DUER TO
A PERSONNEL ERROR DURING CALIBRATION OF A RAW COOLING WATER PRESSURE SWITCH. A
LIPTED WIRE WAS ALLOWED TO CONTACT THE TERMINAL BLOCK. THIS COMPLETED THE START
LOGIC POR THE BECW PUMPS. THIS WAS AN UNPLANNED ACTUATION OF AN ENGINEERED SATeTY
PEATURE., THE INSTRUMENT MECHANICS IMMEDIATELY MOVED THE WIRE., THE OPERATUR
VERIFIED THE ACTUATION SIGNAL AND SECURED THE PUNPS, RETURNING THEM TO STANDBY
READINESS FIVE MINUTES AFTER INITIATION. THE INSTRUMENT MECHANICS RESET THR
SWITCH AND PROPERLY TERMINATED THE WIRE. THE INSTRUMENT MECHANICS INVOLVED HAVE
BEEN COUNSELED ON THE NEED FOR INCREASED CAUTION WHEN WORKING WITH ENERGIZED
EQUIPMENT. A CHANGE HAS BEEN INITIATED TO THE CALISRATION PROCEDURE TO IMPROVE
THE METHOD OF ISOLATING THE SWITCH DURING CALIBRATION.

| 31) BROWNS FERRY ! DOCKET 50-25%9 LER 87-02)
PERSONNEL ERROR RESULTS IN UNREPRESENTATIVE RADIOLOGICAL RELEASE ASSESSMENT DATA.
EVENT DATE: 082687 REPORT DATE: 092287 NSSS: GE TYPE: BWR

OTHER UNITS INVOLVED: BROWNS FERRY 2 (BWR)
BROWNS FERRY 1} (BWR)

(NSIC 206485) ON AUGUST 26, 1987, POLLOWING THE COMPLETION OF A MONTHLY
SURVEILLANCE ON RADIATION MONITOR FILTER ACTIVITY, THE SAMPLES, NORMALLY RETAINED
FOR A QUARTERLY STRONTIUM CALCULATION, WERE MISTAKENLY DISCARDSD. THE SAMPLES,
TAKEN FROM REACTOR AND TURBINE BUILDING VENTILATION EBXHAUST AND OFF GAS STACK
MONITORS WERE LEFT UNATTENDED IN UNLABELED FLASKS BY A RADIOCHEMICAL LABORATORY
TRAINEE., BROWNS FERRY TECHNICAL SPECIFICATION (TS) 4.8.8.3 REQUIRRS THAT
CUMULATIVE QUARTARLY AND YEBARLY DOSE CONTRIBUTIONS FROM ALL GASEOUS RELEASES BER
DETERMINED AT LEAST ONCE EVERY 31 DAYS. THE COMPOSITE PORTION FOR THE MONTH OF
AUGUST WAS INADVERTENTLY DISPOSED WHICH WILL RESULT IN AN UNREPRESENTATIVE
QUARTERLY SAMPLE TO CHARACTERIZE THE THIRD QUARTER OF 1987,

| 22) BROWNS FERRY 2 DOCKET 50-260 LER 86-010 wEV 02
UPDATE ON RECIRCULATION INLET NOEEILE SAFE END CRACKS.
EVENT DATE: 070286 REPORT DATE: 091587 NSSS: GB TYPE: BWR

(NSIC 206477) ON JULY 2, 1986, SENUITIVE ULTRASONIC EXAMINATION REVEALED CRACK
INDICATIONS IN ALL Y0 OF THE UNIT 2 RECIRCULATION SYSTEM REACTOR VESSEL INLET
NOZILE SAFE ENDS. THE CRACK INDICATIONS ARE LOCATED ADJACENT TO THE THERMAL
SLEEVE CREVICE ON THE INSIDE SURFACE. CRACK SIZING PROCEDURES DETERMINED
SIGNIFICANT DEGRADATION OF THE PRESSURE BOUNDARY IN BOTH DEPTH AND CIRCUMPERENCE
OF THE FLAW. A SAMPLE OF THE UNIT 2 SA/® ENDS WERE INSPECTED BARLIER IN THE
OUTAGE, USING LESS SPRCIALIZED METHODS, AND NO CRACKING WAS DETECTED. TVA
UNDERTOOK A PROGRAM TO REFPLACE THE INLET SAFE ENDS AND A PORTION OF THE RISER
PIPING INCLUDING THE ELBOW ON THE UNIT 2 RECIRCULATION SYSTEM. A TUNING PORK
DESIGN WAS USED IN THE NEW REPLACEMENT GAFE ENDS TO ELIMINATE THE CREVICE REGION
WHICH 1S THOUGHT TO BE THE CAUSE OF THE CRACKING, FPRIOR TO PITUP OF THE NEW
REPLACEMENT SAFPE ENDS, CRACKS WERE DISCOVERED IN SOME OF THE THNERMAL SLEEVES.
THE CRACKS DID NOT EXTEND THROUGH-WALL AND MOST WERE LOCATED ADJACENT TO THE SAFE
END ATTACHMENT WELD. ALL REPAIRS ARE COMPLETE AND THE REMOVED SAFE ENDS ARE
BEING EXANINED TO QUANTIFY THE EXTENT OF CRACKING IN BOTH THE SAFE END AND THE
PORTION OF ATTACHED THERMAL SLEEVE.



| 23) BROWNS FERRY 2 DOCKET 50-260 LER 87-006

FIRE WATCH FUNCTION WAS NOT PULPILLED WHILE GRINDING ACTIVITIES WERE IN PROGRESS
DUE TO PERSONNEL ERROR,

EVENT DATE: 082187 REPORT DATE: 091887 NSSS: GB TYPE: BWR

(NSIC 206429) ON AUGUST 20, 1987, AND AUGUST 29, 1987, WITH ALL THREER UNITS
DEFPUELED, SIMILAR INCIDENTS OCCURRED INVOLVING GRINDING WITHOUT PIRE WATCHES A3
REQUIRED BY TECH SPEC 1.11.H, THE FIRST EVENT WAS DISCOVERED AT 1440, ON AUGUST
21, 1987, DURING A WEEKLY FIRE PROTECTION TEAM INSPECTION. WITH GRINDING WORK IN
PROGRESS THME TEAM DISCOVERED THE FIRE WATCH ASLEEP. THE FIRE WATCH WAS
IMMEDIATELY AWAKENED. DISCIPLINARY ACTION HAS BEEN INITIATED. THE SECOND EVENT
WAS DISCOVERED AT 1015, ON AUGUST 29, 1987, WNEN A FIRE PROTECTION ENGINEEP ON
ROUTINE ROUNDS NOTICED THAT GRINDING WORK WAS IN PROGRESS WITHOUT THE PIRE WATCH
PRESENT. TME PIRE PROTECTION ENGINEER STOPPED THE GRINDING WORK AND THE SNIPT
ENGINEER VOIDED THE WELDING PERMIT. TNE FPIRE WATCH NAD BEEN PRESENT AT THE WORK
LOCATION DURING A LONG PREPARATION PERIOD, PRIOR TO THE BEGINNING OF THE GRINDING
WORK. POOR COMMUNICATIONS BETWEEN THE PIRE WATCH, THE CRAPT PERSONNEL AND THE
CRAFT FOREMAN 15 ATTRIBUTED TO THE ERROR. CRAFT PERSONNEL AND THEIR SUPERVISORS
HAVE BEEN COUNSELED ON THE REQUIREMENTS AND IMPORTANCE OF THE FIRE WATCH
FUNCTION, A DESCRIPTION OF THESE EVENTS WILL BE PROVIDED TO VERSONNEL WHO MAY BE
INVOLVED IN WORK REQUIRING PIRE WATCHES.

| 24) BROWNS FERRY 2 DOCKET $0-260 LER 87.008
FERSONNEL ERROR CAUSES ENGINEERED SAFETY FEATURE ACTUATION,
EVENT DATE: 082687 REPORT DATE: 092587 NSSS: G® TYPE: BWR

OTHER UNITS INVOLVED: BROWNS FERRY ' (BWR)
BROWNS FERRY 3 (BWR)

(NSIC 206487) ON AUGUST 26, 1987, AT 0945, WITH ALL THREE UNITS DEFUBLED, AN
UNPLANNED ACTUATION OF STANDBY GAS TREATMENT, CONTROL ROOM EMERGENCY VENTI'ATION
AND REFUEL EZONE ISOLATION OCCURRED DURING THE PERFORMANCE OF A RESTART TRST
FROCEDURE. FPERSONNEL ERROR DURING INSTALLATION OF JUMPERS CAUSED A RELAY T0O
DEENERGIZE AND INITIATE THE ENGINEERED SAPETY PEATURES. THE PERSONNEL INVOLVED
WERE COUNSELED AND ALL RESTART TEST PERSONNEL RECEIVED TRAINING ON THE EVENT.

| 2%) BRUNSWICK DOCKET $0-32% LER 87.005 REV 02
UPDATE ON PRIMARY CONTAINMENT ISOLATION VALVE PROPLEMS REVEALED TNROUGH LOCAL
LEAK RATE TESTING,

EVENT DATE: 022887 REPORT DATE: 0822¢7 NESS: GB TYFE: BWWR

VENDOR: ANCHOR /DARLING INDUSTRIES

(NSIC 206493) DURING THE UNIT ' 1987 REPUEL/MAINTENANCE OUTAGE, LOCAL LEAK BATE
TESTING (LLRT) OF PRIMARY CONTAINMENT I1SOLATION VALVES (PCIVS) IDENTIPIRED
NONQUANTIFIABLE LEAKAGE RATES ON FOUR VALVES, THEREBY RESULTING IN A CALCULATED
PRIMARY CONTAINMENT LEAKAGE RATE OF - 0,60 LA BASED ON THE MAXIMUM PATHWAY
ANALYSIS METHOD FOR ANALYEING CONTAINMENT LEAKAGE. CONSEQUENTLY, TECHNICAL
SPECIFICATION 3.6.7.298 WAS EXCEEDED. THESE VALVES ARE LOCATED ON THE REACTOR
FEEDWATER (B2)) SYSTEM A LINE (B2'-FOJ2A AND B2).FO'0A) AND ON THE DRYWELL RETURN
LINE OF CONTAINMENT ATMOSPHERE CONTROL (CAC) SYSTEM ANALYSIS QUANTIFIER MIGH
(AQN) MONITOR CAC-AQN-1263 (CAC-SOLENOID VALVE (SV)-1211FE AND CAC-SV-3438). THE
FROBLENS IDENTIFIED INVOLVED THE VALVES SEAT GASKETS, SEAT DISCS, AND A CRACKED
WELD ON A VALVE BODY-TO-LEAK-OFF LINE. THE VALVES WERE REPAIRED AND RETURNED 1O
SERVICE. ON €/5/87., THE LLRTS WERE COMPLETED WITH A CALCULATED PRIMARY 5
CONTAINMENT LEAKAGE RATE OF -0.80 LA.
|




| 46) BRUNBWICK 1 DOCKET 50-32% LER 87020

UNIT ! PRIMARY CONTAINMENT GROUPS 2, 3, AND & ISOLATIONS AND B LOGIC SCRAM SIGNAL
DUE TO INADVERTENT DEENERGIZATION OF UNITS ' AND 2 COMMON EMERGENCY AC BUS B2,
EVENT DATE: 082187 REPORT DATE: 031887 NSSS: GR TYPE: BWR

OTHER UNITS INVOLVED: BRUNSWICK 2 (BWR)

(NSIC 206062) AT 1510 MOURS ON 8/21/87, THE UNITS ! AND 2 COMMON 4160 VOLT (V)
ALTERNATING CURRENT (AC) EMERGENCY BUS B2 AUTOMATICALLY DEENERGIZED WHEN THE BUS
B PHASE POTENTIAL TRANSFORMER OUTPUT PUSE BLEW, UNIT ' B LOGIC SCRAM SIGNAL AND
UNIT ! GROUPS 2, 3, AND 6 ISOLATIONS OCCURRED. THIS OCCURRED WHILE BOTH UNITS
WERE AT 100% POWER AND THE B2 ENERGENCY DIESEL GENERATOR (DG) WAS UNDER EQUIPMENT
CLEARANCE FOR ROUTINE SCHEDULED MAINTENANCE ACTIVITIES. CONTROL OPERATORS OF
BOTH UNITS BECAME AWARE OF TH1IS EVENT THROUGHM CONTROL ROOM INDICATION AND ALARM
ANNUNCIATION. POLLOWING REPLACEMENT OF THE BLOWN PUSE, E2 WAS REENERGILED AT
1548 MOURS. AT 1549 MOURS, THE ISOLATION SIGNALS WERE RESET AND THE B LOGIC
SCRAM SIGNAL WAS RESET. THIS EVENT RESULTED PROM ACCIDENTAL ELECTRICAL GROUNDING
OF ONE OF THE BUS B PHASE VOLTAGE SENSING TRANSDUCER LEADS WHILE RECONNECTING THE
LEAD POLLOWING PLANT MODIFICATION ACCEPTANCE TESTING AS PART OF THE ENERGENCY
RESPONSE PACILITY INPORMATION SYSTEM (ERFIS) INSTALLATION. REVIEWS OF ERFIS
RELATED PLANT MODIPICATION STEPS WILL BE CONDUCTED TO IDENTIFY AND RESOLVE
CONCERNS RELATIVE TO PUTURE MANIPULATION OF ENERGILED LEADS. APPROPRIATE
PROCEDURES WILL BE IMPLEMENTED T0O INSTRUCT ELECTRICIANS /TECHNICIANS CONCERNING
THE LIPTING OF ENERGIZED LEADS.

| 27 BRUNSWICK 2 DOCKRT $0-324 LER #7-009
PRIMARY CONTAINMENT GROUP ) ISOLATION RESULTING FROM STICKING DIPFERENTIAL
TEMPERATURE "READ-SET" SWITCH,
EVENT DATE: 081787 REPORT DATE: 091687 NESS: GB TYPE: BWR
VENDOR: GENERAL ELECTRIC CORP. (NUCLEAR ENG DIV)

RILEY COMPANY, THE - PANALARM DIVISION

(NSIC 2060671 AT 1455 WOURS ON 8/17/87, A PRIMARY CONTAINMENT GROUFP ) ISOLATION
OF THE REACTOR WATER CLEANUP (RWCU' SYSTEM (G1') INLET OQUTBOARD PRIMARY
CONTAINMENT ISOLATION VALVE, G)!,P00&, OCCURRED WHILE THE SHNIFT FOREMAN WAS
PERFORMING A CONTROL ROOM BACK PANELS CHECK OF RWCU ROOM TEMPERATURES. AT THE
TIME, UNIT 2 WAS AT 1008, THE CONTROL OPERATOR WAS MADE AWARE OF THIS EVENT
THROUGK CONTROL ROOM INDICATICUS AND ALARM ANNUNCIATION. THE GROUP ) SIGNAL WAS
RESET AT APPROXIMATELY 2300 HOURS, AND THE RWCU SYSTEM WAS RETURNED TO SERVICE AT
2330 HOURS ON 8/17/87. THIS EVENT IS ATTRIBUTED TO A STICKING “READ-SET" SWITCH
IN RWCU ROOM TEMPERATURE DIFPFERENTIAL SWITCH (TDS), G)) . TDS-NEOID, WHICH ALLOWERD
RESIDUAL VOLTAGE TO REMAIN IN THE CIRCUITRY OF THE SUBJECT BACK PANEL TENPERATURE
INDICATOR (TI), G)' . T1.7004. WHEN RWCU ROON TDS G)'.TDS.NEOZB WAD SUBSEQUENTLY
READ, THE RESULTING ADDITIVE SIGNAL WAS SUCH THAT THE ALARM TRIP SETPOINT OF
GI'-TDS NEOZB WAS REACHED AND THE 1SOLATION OCCURRED. THE PROBLEN AFFECTING
NEOZD WILL BE RESOLVED POLLOWING RECEIFPT OF A REPLACENMENT NODULE FOR THE
INSTRUMENT, CAUTION TAGS RELATIVE TO THE OPERATION OF NEO2D READ-SET SWITCH AND
TESTING OF N6O2B ARE BEING USED TO PREVENT FUTURE SIMILAR OCCURRENCES UNTIL
REFAIR CAN BE AFFICTED.

[ 4% BYRON DOCRERT $0-484 LER 87018
KEACTOR TRIP CAUSED BY MAIN PEEDWATER PUNP TRIF DUE TO A BROKEN WIRE IN THE
THRUST BRARING WEAR CIRCUITRY.

EVENT DATE: 08187 REPORT DATE: 090387 NSSS, wE TYFE: PWR
OTHER UNITS INVOLVED: BYRON 2 (PWR)

VENDOR: WESTINGHOUSE ELECTRIC CORFP.

(NSIC 20€323) ON AUGUST ') BYRON UNIT ONE WAS AT $7% POWER WHEN AN ALARM FOR THE
‘P PEEDWATER PUMP THRUST BEARING WEAR ANNUNCIATED., OPERATORS WENT OUT LOCALLY
AND CHECEED THE AFFECTED PUMP. A HIGH FREQUENCY NOISE INDICATED THE ALARN WAS
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{ 3%) BYRON 2 DOCKBT $0-455%5 LER 87011
REACTOR TRIP DURING 30% LOAD REJECTION TEST ON OVERTEMPERATURE DELTA T DUE TO
STEAM DUMPS FAILURE TO FULLY OPEN,

EVENT DATE: 072587 REPORT DATE: 081987 NESS: wWE TYPE: PWR
VENDOR: WESTINGHMOUSE BLECTRIC CORP.

(INSIC 205904) AT 1216 ON 7/25/87, UNIT 2 TRIPPED ON AN OVERTEMPERATURE CONDITION
FOLLOWING A )0 PERCENT LOAD REJECTION TEST, THE CAUSE OF THE REACTOR TRIP WAS
PARTIALLY DUE TO THE DIGITAL ELECTRO-NYDRAULIC (DEM) CONTROLLER BEING IN THE
SEQUENTIAL VALVE MODE PROGRAM WHICH CAUSED THE GOVERNOR CONTROL VALVES TO BE IN
THE MOST EPFICIENT POWER OPERATION, BUT DURING THE RUNBACK CAUSED THE VALVES TO
BE IN VARYING POSITIONS CAUSING T(REF) TO WIDELY VARY. 1IN ADDITION, THE STEAM
DUMPS DID NOT STROKE PULLY OPEN RESULTING IN DECREASED SECONDARY SIDE HEAT
KEMOVAL CAPABILITY. TO CORRECT THE CONDITIONS WHICH LED TO THE REACTOR TRIP, THE
DEN COMPUTER 1§ BEING EXAMINED BY WESTINGHOUSE AND CHANGES WILL BE INPLEMENTED AS
REQUIRED, THE STEAM DUMPS WERE REPAIRED AND TESTED TO VERIFY POWER OPERATION,
AND THE FEEDWATER SYSTEM WAS FPINE TUNED FOR BETTER STEAM/FEED CONTROL. LOAD
REJECTION TESTS OF 30 AND 50 PERCENT HAVE SINCE BEEN SUCCESSFULLY RUN AS PART OF
THE STARTUP PROGRANM.

[ 32) BYRON 2 DOCKET $0-4S% LER 87-013
INCORE PLUX MAPPING TEST PERFORMED IN MODES OTHER THAN SPECIFIED IN FSAR,
EVENT DATE: 081987 REPORT DATE: 091787 NSSS: Wk TYPE: PWR

(NSIC 206324) STARTUP TEST 2.45.80, INCORE PLUX MAPPING SYSTEM CHECKOUT WAS
PERFORMED IN MODES ), &, AND S. PSAR TABLE 14,2-67 WHICH DESCRIBES THIS TEST
INDICATES THAT THE TEST WILL BE PERFORMED IN MODE &, THIS DEVIATION FROM THE
FEAR DESCRIPTION WAS NOT REFORTED TO THE COMMISSION WITHIN ONE MONTH AS REQUIRED
BY BYRON UNIT 2 OPERATING LICENSE NPP-66 CONDITION 2.C.3. THER CAUSES OF THIS
EVENT WERE COGNITIVE PERSONNEL ERRORS BY THE CORPORATE ENGINEER RESPONSIBLE POR
REVIEWING THE TEST AND THE STATION ENGINEER PERFORMING THE 10CPR 50.%59
EVALUATION. A MEMORANDUM WAS ISSUED TO THE CORPORATE ENGINEERING GROUP
RESPONSIBLE FOR TEST REVIEWS TO EMPMASIZIE THE NEED FOR IMMEDIATE NOTIFICATION OF
THE LICENSING GROUPS WHEN ANY ISSUR REGARDING FSAR ITENMS NOT SATISFIED. THERE
HAVE BEEN NO PREVIOUS OCCURRENCES.

{ 33) BYRON 2 DOCKRT $0-455 LER 87-014
INOFRRABLE CONTAINMENT AIRLOCK DUE TO MISSED SURVEILLANCE.
EVENT DATE: 082487 REPORT DATE: 091787 NESS: we TYPE: PWR

(NSIC 2068Y6) ON B/24/87 IT WAS DISCOVERED THAT 20VS 6.1.3.A-1, PRINARY
CONTAINMENT TYPRE B LOCAL LEAKAGE RATE TESTS OF THE BQUIPMENT HATCN AIRLOCK DOOR
GASKET INTERSPACES, WAS PERPORMED 1€ 1'/2 HOURS BEYOND THE TECH SPEC REQUIRED
INTERVAL. THE CAUSE OF THE BVENT WAS A COGNITIVE PERSONNEL ERROR AND LACK OF
FPROPER FPROCEDURES. CORRECTIVE ACTIONS INCLUDE INCREASED TESTING FPREQUENCY,
DEVELOPMENT OF AN ADMINISTRATIVE PROGRAM AND ULTINMATELY THE INSTALLATION OF
AUTOMATIC LEAK DETECTION SYSTEMS,

L BYRON 2 DOCKET 50-4%% LER #7-018
FEEDWATER ISOLATION ACTUATION ON MIGH-2 STEAM GENERATOR LEVEL DUE TO PERSONNEL
ERBOR.

EVENT DATE: 082987 REPORT DATE: 092387 NESS: we TYPE: PWR

INSIC 206556) ON AUGUST 29, 1987, AT 0156, BYRON UNIT 2 WAS IN MODE & AT LERO
FERCENT POWER. INSTRUMENT AND CONTROL TECHNICIANS (NON-LICENSED! WERE CALIBRATING
ONE OF THE 3D STEAM GENERATOR LEVEL TRANSMITTERS. THE TECHNICIAN IN CONTAINMENT
ISOLATED THE WRONG LEVEL TRANSITTER. THIS ACTION SATISPIED A 2 OF & COINCIDENCE
CAUSING A FEEDWATER 1SOLATION ON STEAM GENERATOR WHIGH-2 LEVEL, P-'4. THE
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FEEDWATER ISOLATION ACTUATED AS DESIGNED. THE LEVEL TRANSMITTER WAS UNISOLATED

AND THE FEEDWATER ISOLATION SIGNAL WAS RESET. THE CAUSE OF THE ACTUATION WAS A

COGNITIVE PERSONNEL ERROR ON THE PART OF THE INSTRUMENT AND CONTROL TECHNICIAN,

THE TECHNICIAN WAS DISCIPLINED. THERE HAVE BEEN NO PREVIOUS OCCURRENCES OF THIS
NATURE.

| 3%) BYRON 2 DOCKET $0-488% LER 87017
MAIN STEAM ISOLATION BYPASS VALVE RETURNED TO SERVICE WITHOUT COMPLETING THE
REQUIRED POST MAINTENANCE TESTING.

EVENT DATE: 0980387 REPORT DATE: 092587 NESS: wWE TYPE: PWR

(NSIC 206674) ON SEPTEMBER 3, 1987, AT 0800, DURING THE QUALITY CONTROL REVIEW OF
THE COMPLETED NUCLEAR WORK REQUEST PACKAGE, IT WAS DETERMINED THAT THE MAIN STEANM
ISOLATION BYPASS VALVE, 2MS'01C, WAS RETURNED TO SERVICE WITHOUT PERFORMING THE
REQUIRED POST MAINTENANCE TESTING. TI't OPERATING DEPARTMENT STROKED THE VALVE;
BUT, THE STROKE TIME WAS NOT OBTAINED PRIOR TO RETURNING THE VALVE TO SERVICE.
THE ROOT CAUSE OF THE EVENT WAS A COGNITIVE PERSONNEL ERROR. THE STATION CONTROL
ROOM ENGINEER FAILED TO COMPLETE THE POST MAINTENANCE CHECKLIST FRIOP TO
RETURNING THE VALVE TO SERVICE. THE CORRECTIVE ACTIONS INCLUD® A REVISION TO THE
CHECKLIST WHICN WILL REQUIRE AN SRO SIGNATURE. TRAINING ON THE PROPER COMPLETION
OF THE CHECKLIST WILL BE CIVEN TO THE OPERATING DEPARTMENT. THERE WAVE BEEN PIVE
PREVIOUS OCCURRENCES OF THIS NATURE.

| 36) CALLAWAY 1 DOCKET 50-48) LER 87.01'9
TECHNICAL SPECIFICATION CONTAINMENT SNUTDOWN PURGE ISOLATION VALVE NOT
SURVEILLED DUE TO PROGRAMMATIC INADEQUACIES.

EVENT DATE: 050887 REPORT DATE: 091687 NSSS: wB TYPE: PWR

(NSIC 206797) ON $/7/87 BLAKK PLANGES WERE REINSTALLED ON THE CONTAINMENT
SHUTDOWN PURGE ISOLATION VALVES PRIOR TO ASCENDING TO MODE &, HOT SHUTDOWN ON
S5/8/87. CONTRARY TO THE REQUIREMENTS OF TECHNICAL SPECIPICATION (T/8) “.6,1.7.2,
A LOCAL LEAK RATE TEST (LLRT) WAS NOT PERFORMED WHEN THE PLANGES WERE REINSTALLED
FOLLOWING AN INTEGRATED LEAK RATE TEST (ILRT) AND THUS THNE PLANT SHOULD NOT HAVE
ENTERED MODE & AS PER T/5 4.0.4. ON 8/17/87, PLANT ENGINEERING PERSONNEL
DISCOVERED THE MISSED SURVEILLANCE. THIS INCIDENT OCCURRED BECAUSE THE
CONDITIONAL PART OF T/85 &.6.7.7.2 NAD NOT BEEN PROPERLY IDENTIFIED IN THE
SURVEILLANCE TRACKING SYSTEM. ON 8/18/87, A LLRT WAS SUCCESSPULLY PERFPORMED ON
EACH CONTAINMENT SHUTDOWN PURGE ISOLATION VALVE AND BLANK PLANGE. T0 PREVENT
RECURRENCE, THE SURVEILLANCE TASK SHEETS, SURVEILLANCE TRACKING SCHEDULE, AND
AFFROPRIATE PROCEDURES WERE UPDATED TO REFLECT THIS CONDITIONAL REQUIREMENT ON
§/25/87. A CONDITIONAL SURVEILLANCE TASK PORCE MAS BEEN PORMED TO VERIFY THAT
CONDITIONAL T/§ SURVEILLANCE REQUIREMENTS ARE IDENTIFPIED AND HAVE MECHANISMS IN
PLACE TO ENSURE THEY ARE PERFORMED. BSECAUSE THE LLRT WAS SUCCESSPULLY PERFORNMED
ON §/'8/87 AND THE FLANGES WAD NOT BEEN CYCLED SINCE $/7/87, TNE VALVES AND
FLANGES PROVIDED PROPER ISOLATION OF THE CONTAINMENT SHUTDOWN PURGE SYSTEN,

THUS, THERE WAS NO DANGER TO THE PUBLIC HEALTH AND SAPETY.

i ) CALLAWAY DOCKERT S0-48) LER 87-012 Ry O
UPDATE ON SCALING ERROR IN THE DELTA 1 INPUT TO THE OT DELTA T REACTOR TRIP
SETPOINT.

EVENT DATE: Q&25#? REPORT DATE: 072987 NSSS: wi TYFE: PWR

(NSIC 2056561 ON 6/75/87 WHILE AT 99% POWER, IT WAS DETERNINED THAT THE
CIRCUITRY, WHICH PROVIDES A CORRECTION TO THE OVERTEMPERATURE-DELTA TEMPERATURE
(OT DELTA T! REACTOR TRIFP SETPOINT BASED ON CHANGES IN AXIAL FLUX DIFFERENCE
(DELTA 1), WAD BEEN SCALED INCORRECTLY., THE SCALING HAD BEEN INCORRECT SINCE
INITIAL STARTUP IN NOVEMBER OF 1984& AND WAS NONCONSERVATIVE IN THAT ThE OT DERLTA
T SETFOINT WOULD NOT HAVE BEEN DECREASED UNTIL VALUES OF DELTA 1 WERE REACHED




GREATER THAN THAT REQUIRED BY THE TECHNICAL SPECIFICATIONS. THE SCALING WAS
CORRECTED ON 6/25/87 BY A TEMPORARY MODIFICATION AND A DESIGN CHANGE WAS
INITIATED TO PERMANENTLY IMPLEMENT THE CHMANGE. THE APPROPRIATE 14C SURVEILLANCE
PROCEDURES WERE REVISED AND ARE BEING INDEPENDENTLY REVIEWED FOR TECHNICAL
ACCURACY. THE APPLICABLE ENGINEERING SURVEILLANCE PROCEDURE WILL BE REVISED
PRIOR TO ITS NEXT PERFORMANCE. THE INCORRECT SCALING WAS THE RESULT OF
INTER-DEPARTMENTAL MISUNDERSTANDING OF THE ADJUSTMENTS REQUIRED TO ACCOUNT FOR
INCORE-EXCORE CALIBRATIONS. A CONTRIBUTING FPACTOR WAS THAT THE INSTRUMENT
SETPOINT INDEX SPECIFIED FIXED GAIN VALUES RATHER THAN VARIABLE FOR VARIOUS
COMPONENTS. THIS EVENT HAS BEEN DISCUSSED WITH THE APPROPRIATE PERSONNEL. I4C
SURVEILLANCE PROCEDURES REQUIRING INPUT FPROM OTHER DEPARTMENTS WHICH IMPACT
REACTOR PROTECTION SCALING WERE REVIEWED AND NO ADDITIONAL DEFICIENCIES WERE
IDENTIFIED.

[ 39 CALLAWAY DOCKET 50-48) LER 87-016
TECHNICAL SPECIFICATION VIOLATION TRITIUM SAMPLE MISSED DUE TO PERSONNEL ERROR.
EVENT DATE: 062587 REPORT DATE: 081887 NSSS: WE TYPE: PWR

(NSIC 206280) ON 6/25/87 AT 0R00 CDT, THE MONTHLY SAMPLING AND ANALYSIS OF UNIT
VENT GASEOUS EFFLUENTS WAS NOT PERFORMED AS REQUIRED BY TECHNICAL SPECIFICATIONS
(T/8), MWEALTHR PHYSICS PERSONNEL FAILED TO CONSULT THE APPROPRIATE PROCEDURE
PRIORE TO PERFORMANCE OF THE SURVEILLANCE AND SUBSEQUENTLY FAILED TO OBTAIN THE
REQUIRED TRITIUM SAMPLE. AN INCOMPLETE TASK DESCRIPTION SUMMARY (TDS) ON THE
SURVEILLANCE TASK SHEET WAS A CONTRIBUTING FACTOR TO THIS ERROR. THE MISSED
TRITIUM SAMPLE WAS DISCOVERED 7,/,20/87 DURING A REVIEW OF RELEASE PERMIT DATA.

THE SAMPLE WAS THEN IMMEDIATELY TAKEN AND ANALYEZED., THE CONCENTRATION WAS WITHIN
T 'S LIMITS, THE PLANT WAS I¥ MODE ', POWER OPERATIONS, AT 100 PERCENT POWER
DURING THIS TIME PERIOD. TIMING OF THIS LER IS BASED UPON THE DATE OF DISCOVERY
OF THIS INCIDENT. TO PREVENT RECURRENCF, THE REQUIREMENT TO UTILIEZE APPROPRIATE
SURVEILLANCE PROCEDURES WAS EMPHASIZED TO HMEALTH PHYSICS TECHNICAL SUPPORT
TECKNICIANS, AND THE HEALTH PHYSICS PERSCNNEL INVOLVED HAVE RECEIVED DISCIPLINARY
COUNSELLING. THE MISSED SANPLE HAD NO DETRIMENTAL EPFECTS ON THNE CONTROL OF
RADIOACTIVE EFFLUENTSE AND THERE WERE NO OPERATIONAL ABNORMALITIES DURING THIS
PERIOD WHICH WOULD HAVE CAUSED TRITIUM CONCENTRATIONS TO INCREASE. THNEREFORE,
SINCE THE CONCENTRATIONS MEASURED WERE SIGNIPICANTLY LESS THAN THE MAXIMUNM VALUER
ALLOWED BY T/8§, THIS EVENT POSED NO THREAT TO THE PUBLIC MBALTH AND SAPETY.

| 3%) CALLAWAY DOCKET S0-48) LER 87.018
INCPERABLE ESSENTIAL SERVICE WATER SYSTEM AND TECHNICAL SPECIPICATION 3.0.)
UNENOWINGLY ENTERED DUER TO PERSONNEL ERNORS.

EVENT DATE: 081587 REPORT DATE: 091487 NESS.: we TYPE: PWR
VENDOR: JAMES BURY CORP.

(NEIC 208'96) ON B/15/87 AT 0510 CDT, PURING A CONTAINMENT COOLING FAN TEST,
UTILITY OPERATORS DISCOVERED ESSENTIAL SERVICE WATER (BSW) TRAIN 'B' TO THE
ULTIMATE HEAT SINK ISOLATION VALVE, BP-V-0117, PARTIALLY SHUT. TRAIN 'B' WAS
DECLARED INOFERABLE, THE VALVE WAS OPENED, AND TRAIN 'B' WAS DECLARED OPERABLE AT
1437, AN EVALUATION CONCLUDED THAT TOTAL TRAIN 'B' PLOW WITH THIS RESTRICTION
WAS LESS THAN SPECIFIED BY DESIGN., THIS CONDITION HAD EXISTED SINCE S/11/8& AND
ITS POSITION INDICATORS WAD CONPLICTED SINCE NOTED ON A WORK REQUEST (WR) ON
S/T4/86,  SINCE TRAIN 'A' HAS BEEN REMOVED FROM SERVICE FOR TESTING, BOTH ESW
TRAINS HAVE BEEN SINULTANEOUSLY INOPERABLE AND TECH SPEC 3.0.) UNKNOWINGLY
ENTERED. THIS EVENT WAS DUE TO FAILURE OF UTILITY PERSONNEL TO RECOGNILE THE
EFFECT THE INDICATION PROBLEM HAD ON ESW OPERABILITY RESULTING IN LOW WORK
PRIORITY PLACED ON REFAIRING THE PROBLEM. THE CAUSE OF THE DELAY IN DISCOVERING
THE FLOW PROBLEM WAS FAILURE OF UTILITY PERSONNEL TO COMPARE TOTAL PLOW TO PRE-OP
FLOWS WHEN BASELINING THE PUMPS IN Y984 AND PEBRUARY 1987. THE VALVE ACTUATOR HAS
BEEN CAUTION TAGGED AND WILL BE REPAIRED DURING REFUEL II. VOIDED/OPEN WR'S ON
SELECTED SYSTEMS WILL BE REVIRWED AND THE WR VOIDING PROCESS WILL BE REVISED.
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SHAINK TUBING ON THE DATE OF DISCOVERY (MARCH 27, 1987)., A3 A RESULT OF PURTHER
INSPECTIONS BY BALTIMORE GAS & BLECTRIC (BGLE) ON OTHER UNIT 2 10 CPR 50,49
EQUIPMENT, BGEE MANAGEMENT DECIDED TO SHUT DOWN UNIT | PROM 100% POWER, MODE !
OPERATION, TO MODE 5 (LESS THAN 200 DEGREES FAMRENHEIT) ON APRIL 1, '987. UNIT 2
WAS IN A REFUBLING OUTAGE AT THE TINE. AN EXTENSIVE INSPECTION PROGRAM WAS
UNDERTAKEN TO LOOK IN DETAIL AT EQUIPMENT WITHIN THE SCOPE OF 10 CFR S0,45. ALL
10 CPR S0.49 EQUIPMENT POR UNITS ' AND 2 WAS DETERMINED TO BE OPERABLE AND WOULD
MAVE REMAINED OPERABLE DURING ALL POSTULATED DESIGN BASIS EVENTS. ALL IDENTIFIED
DISCREPANCIES WERE RESOLVED OR CORRECTED., AS A RESULT OF THESE DISCREPANCIES,
INTERIUM UPGRADED BQ PROGRAM CONTROLS HAVE BEEN ESTABLISMED TO PREVENT
RECURRENCE. THESE INCLUDE INTERIM METHODS TO PROVIDE CLEAR COMMUNICATIONS OF BQ
MAINTENANCE REQUIREMENTS TO FIELD CRAFT PERSONNEL AND ADDITIONAL REVIEWS OF
PLANNED MAINTENANCE BY DESIGN ENGINEERING PERSONNEL OR QUALIFIED EQUIPMENT
QUALIFICATION REVIEWERS.

| &3) CALVERT CLIFFS 2 DOCKET 50-318 LER 87-002 REV O
UPDATE ON PAILURE OF LEBAD/LAG CIRCUIT IN FPEEDWATER REGULATING VALVE CONTROL
SYSTEM LEADS TO LOW STEAM GENERATOR WATER LEVEL REACTOR TRIP.

EVENT DATE: 022887 REPORT DATE: 091787 NESS. Cn TYPE: PWR

VENDOR: ROCHESTER INSTRUMENT SYSTENMS, INC.

(NSIC 206315) ON FPEBRUARY 28, 1987, AT 2356, THE STEAM GENERATOR DOWNCOMER LEVEL
LEAD/LAG UNIT OF THE #2) FEEDWATER REGULATING VALVE (FRV) CONTROL SYSTEM FAILED
TO AN OUTPUT OF 9.5 INCHES STEAM GENERATOR LEVEL. THE OUTPUT SHOULD HAVE BEEN
+.5 INCHES. THE LEVEL DOMINANT THREE ELEMENT FPREDWATER CONTROL SYSTEM
AUTOMATICALLY RESPONDED, IN A PROPER MANNER, BY CLOSING #2' FRY. THE CLOSED FRV
CAUSED #27 STEAM CENERATOR LEVEL TO DECREASE AT A RATE OF APPROXIMATELY 0.8
INCHES PER SECOND. THE CLOSING OF #2) PRV ALSO CAUSED A WIGH DIFFERENTIAL
PRESSURE ACROSS THE VALVE. THE RAPID INCREASE IN PRV DIFFERENTIAL PRESSURE
CAUSED 022 STEAM GENERATOR FERED PUMP (SGFP) TO AUTOMATICALLY REDUCE SPREED (02
SGFP WAS IN MANUAL CONTROL). CONTROL ROOM OPERATORS WERE ALERTED WHEN $22 SGFP
TURBINE SPEED HOLD OR SYSTEM TROUBLE ALARM SOUNDED. OPEBRATORS TOOK ACTION TO
FEED THE STEAM GENURATOR BUT, APPROXIMATELY 15 SECONDS AFPTER THE ALARM, THE
REACTOR TRIPPED ON LOW STEAM GENERATOR WATER LEVEL. ALL REACTOR SAPTTY SYSTEMS
FUNCUNCTIONED AS EXPECTED. BOTH STEAM GENERATOR FEED PUMPS TRIPPED SHORTLY AFTER
THE REACTOR TRIP ON NIGH DISCHARGE PRESSURE. AUXILIARY PEEDWATER ACTUATION
OCCURRED. EMERGENCY OPERATING PROCEDURES WERE CARRIED OUT AND THE PLANT WAS
RETURNED TO A STABLE CONDITION,

LY CATAWNBA DOCKET 50-41) LER BE-048 REV O
UPDATE ON THREE CONTAINMENT PURGE SYSTEN ISOLATIONS DUR TO PROCEDURE DEPICIENCY.
EVENT DATE: O0B24bé REPORT DATE: 082887 NESS: we TYPE: PWR

(NSIC 206027) THZ CONTAINMENT PURGE (VF) SYSTEN AUTOMATICALLY ISOLATED ON THRER
SEPARATE OCCASI NS, DUE TO CONTAINMENT GASEBOUS RADIOACTIVITY LEVELS EXCERDING THE
TRIP SETPOINT OF THE CONTAINMENT GAS MONITOR ('EMPISL). VP WAS ISOLATED AT 1620
HOURS, ON AUGUST 28, 1986, 1320 NOURS, ON AUGUST 25, 986, AND AT 1350 NOURS, OMN
AUGUST 26, '986. BACH VP ISOLATION OCCURRED JUST AFTER A STEAM GENBRATOR (8/G)
MANWAY DIAPHRAGM MAD BEEN REMOVED FRONM THE S5/GS PFOR AN EDDY CURRENT INSPRCTION OF
THE PRIMARY SIDE. AFTER EACHN VP ISOLATION, THE TRIP SETPOINT FOR 1ENMPISL WAS
RAISED IN ACCORDANCE WITH TECHNICAL SPECIFICATIONS AND CONTAINMENT PURGE WAS
REINITIATED. THE UNIT WAS IN MODE &, REFUELIVG, AT THE TINE OF THESE INCIDENTS.
THESE INCIDENTS ARE ASSIGNED CAUSE CODE D, DEFECTIVE PROCEDURE. 'NE HEALTH
PHYSICS (NF) PROCEDURE, CONTROL OF WORKE IN CONTAINMENT, DID NOT ADLDRESS THE
RELEASE OF RADICACTIVE GASES DURING §./G DIAPHRAGHM REMOVAL, AND THE SPPRCTY THIS
WOULD MAVE ON TEMFISL AND VP. THE HEALTH AND SAFETY OF THE PUBLIC WERE UNAFPPECTED
BY THNIS INCIDENT.
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| &%) CATAWBA 1 DOCKET 50-41) LER §7-00% RERV 02
UPDATE ON UNIT SHUTDOWNS DUE TO DESIGN DEPICIENCY WITH CONTAINMENT AIR RETURN
FANS .

EVENT DATE: 013087 REPORT DATE: 090987 N§SS: wWE TYPE: PWP

OTHER UNITS INVOLVED: CATAWBA 2 (PWR)

(NSIC 206085) ON JANUARY 10, 1987, UNITS ' AND 2 ENTERED TECHNICAL SPECIPICATION
3.0.3 FPOLLOWING THE DETERMINATION THAT THE CONTAINMENT AIR RETURN AND HYDF DGEN
SKIMMER SYSTEMS WERE INCPERABLE. IT WAS DETERMINED THAT THE SYSTENS WRRE
INOPERABLE DUE TO THE POSSIBILITY THAT THE CONTAINMENT AIR RETURN FP.ANS (CARP'S)
COULD BE RENDERED INOPERABLE IN THE EVENT OF A CONTAINMENT SPRAY ACTUATION WHERE
THE CARF PITS WOULD BE PLOODED WITH COLLECTED SPRAY. ON BOTM UNITS, DEPLECTIVE
CURBS WERE INSTALLED ON THE REACTOR BUILDING OPERATING DECK TO PREVENT COLLECTED
SPRAY FROM FPUNNELING INTO THE FAN PITS, UNIT ' WAS OPERATING AT 100% WHEN
TECHNICAL SPECIFICATION 3.0.3 WAS ENTERED. UNIT 2 WAS IN MODE 3, HOT STANDBY,
WHEN TECHNICAL SPECIFICATION 3.0.3 WAS ENTFPHED. THE SYSTEMS HAD BEEN UNKENOWINGLY
INOPERABLE SINCE INITIAL FUEL LOAD ON BOTH UNITS, THIS INCIDENT 1S ASSIGNED CAUSH
CODE B, DESIGN MANUPACTURING, CONSTRUCTION/ INSTALLATION DEFICIENCY. NO DEVICES
TO PREVENT FUNNELING OF COLLECTED CONTAINMENT SPRAY INTO CARF PITS WERE SPECIPIED
ON DESIGN DRAWIHG:r . THE CARF INOPERABILITY DID NOT IN ANY WAY INCREASE THE
PROBABILITY OF A DESIGN BASIS ACCIDENT (DBA), NOR WOULD IT MAVE APPECTED ACTUAL
CORE (ONDITIONS OR CREATED AN EVENT THAT LEAD TO DEGRADED CORE CONDITIONS,

[ 46} CATAWEBA DOCKET 50-411) LER 87-01)
FAILURE TO VERIFY OPERABILITY OF DIESEL GENERATOR '8 DUE TO A PERSONNEL ERROR,
EVENT DATE: 040687 REPORT DATE: 090287 NSSS: we TYPE: PWR

(NSIC 206279) ON APRIL 6, '987, AT 1708 MOURS, THE OPERABILITY OF DIRSEL
GENERATOR (D/G) 'B WAS NOT VERIFPIED WITHIN THE TIME LIMIT REQUIRED BY TECFNICAL
SPECIFICATIONS. THIS INCIDENT WAS DISCOVERED ON AUGUST 3, 1987. THE REQUIRED
WEEKLY SURVEILLANCE WAS MISSED AGAIN ON SEVEN SEPARATE OCCASIONS BEPCURE DISCOVERY
OF THE INCIDENT. THE MISSED SURVEILLANCES RESULTED WNEN A D/G START ATTEMPT WAS
RECLASSIFIED FROM AN INVALID TEST TO A VALID PAILURE (SEE IIR C86.12-1) AND NOT
PROPERLY ACCOUNTED FOR. AFTER DISCOVERY OF THE INCIDENT, THE WEEKLY OPERABILITY
SURVEILLANCES WERE BEGUN AT 1525 HOURS ON AUGUST 3, 1987. THE UNIT WAS AT 100%
FOWER AT THE TIME OF DISCOVERY OF THIS INCIDENT. THIS INCIDENT IS CLASSIPIRD AS
EVENT CAUSE CODE A, FPERSONNEL ERROR. ONE ERROR OCCURRED WMEN A LETTER WAS
WRITTEN WHICH ASSIGNED A FAILURE TO THE WRONG D/G. ANOTHER ERROR OCCURRED WHEN
THE USE OF AN UNCONTROLLED COPY OF A LOGBOOK RESULTED IN A D/G PAILURE BEING
UNACCOUNTED FOR, VIOLATING TECHNICAL SPECIPICATIONS. THE THIRD ERROR OCCURRERD
DUE TO THE FAILURE TO RECOGNIZE THE NEED TO ADJUST THE D/G TEST PREQUENCY AS
REQUIRED BY TECHNICAL SPECIFPICATIONS. THIS INCIDENT AND THE IMPORTANCE OF
ACCURATELY TRACKING THE D/G TESTS WERE DISCUSSED WITH THE APPROPRIATE PERSONNEL
WHO WERE REMINDED TO USE ONLY THE CONTROLLED COPY OF THE D/G LOGROOKS WHEN
TRACKING D/G TEST RESULTS. THE MEALTH AND SAPETY OF THE PUBLIC WERE UNAFPFECTED
BY THIS INCIDENT.

[ &7) CATAWBA DOCKET $0-41) LER §7-02¢
MANUAL REACTOR TRIP FOLLOWING MAIN FEEDWATER PUNMP SPEED DECREASE DUR TO A
MANUFACTURING DEFICIENCY.

EVENT DATE: 070687 REPORT DATE: 080%87 NSSS: wg TYFE: PWR

(NSIC 208716) ON JULY &, Y987, AT 1573:3) HOURS, WITH THE UNIT AT 1008 POWER,
MAIN FEEDWATER FPUMF TURBINE (CPPT) 'B SUDDENLY DECREASED SPEED, WHICH STABILIZED
AT APPROXIMATELY 3800 RPM. CPFPT 'A SPEED AUTOMATICALLY INCREASED TO ITS MAXINUN
ATTEMPTING TO COMPENSATE FOR THE CFPT 'B RUNBACK. THE COMBINED CFPPT SPEEDS COULD
NOT SUPPLY ENOUGH FEEDWATER AT 1008 POWER, AND STEAM GENERATOR (§/G) WATER LEVELS
BEGAN TO DECREASE RAFPIDLY. CONTROL ROOM PERSONNEL WERE ALERTED BY THER FRRED
FLOW/STEAM FLOW MISMATCH ALARM AND BEGAN » MANUAL TURSINE GENERATOR LOAD
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REDUCTION, ENSURED ALL MAIN FEEDWATER (CF) CONTROL VALVES WERE OPENING, AND
OPENED THE CF CONTROL BYPASS VALVES. AT 1514:00 HOURS, CFPT 'B TRIPPED ON LOW
SUCTION FLOW AND MOTOR DRIVEN AUXILIARY FEEDWATER (CA) FUNMP LB WAS STARTED
MANUALLY TO INCREASE FEEDWATER FLOW TO THE §5/G8. FOLLOWING RECEIPT OF THE §/G C
LO LO LEVEL ALERT ANNUNCIATOR, THE DECISION WAS MADE TO MANUALLY TRIP THE
REACTOR. THE UNIT WAS STABILIZED IN MODE 3, HOT STANDBY, AND RETURNED TO MODE 1,
POWER OFERATION, ON JULY #, 1987, THIS INCIDENT IS CLASSIFIED AS EVENT CAUSE CODE
B, DESIGN, MANUFACTURING, CONSTRUCTION/INSTALLATION DEFICIENCY. A PIECE OF
UNINSULATED SCRAP WIKE WAS DISCOVERED BETWEEN THE FREQUENCY TO VOLTAGE (F/V)
CONVERTOR CHIP AND THE CIRCUIT BOARD ON WHICH IT WAS MOUNTED.

| 48} CATAWEA DOCKRT 50-01) LER #7.02%
REACTOR TRIP ON INADVERTENTLY SIMULATED TURBINE TRIP DUE TO PFAILURE OF
INTERMEDIATE STOP VALVE DURING TESTING,

EVENT DATE: 071187 REPORT DATE: 081087 NSSS: wWE TYPE: FPWR

(NSIC 205794) ON JULY '), 1987, AT 02%56:2':69) HOURS, WITH UNIT 1 AT
APPROXIMATELY 94, POWER, THE REACTOR AUTOMATICALLY TRIPPED ON AN INADVERTENTLY
SIMULATED TURBINE TRIP. DUKE POWER PERSONNEL WERE IN THE PROCESS OF CONDUCTING
THE WEEKLY MAIN TURBINE VALVE MOVEMENT PROCEDURE WHEN THE DISK DUMF VALVE POR
INTERMEDIATE STOP VALVE NUMBER 6 IS SUSPECTED TO MAVE NOT RESEATED. TNIS CAUSED
EMERGENCY TRIP SYSTEM (ETS) HWEADER PRESSURE TO DECREASE (INDICATING TURBINE
TRIF), WHICH GENERATED AN AUTOMATIC REACTOR TRIP SIGNAL FROM THE SOLID STATE
PROTECTION SYSTEM. THE REACTOR TRIPPED, AND THE TURBINE AUTOMATICALLY TRIPPED
IMMEDIATELY FOLLOWING THE REACTOR TRIP. THIS INCIDENT HAS BEEN CLASSIFIED BVENT
CAUSE CODE X, OTHER. THE FAILURE OF THE DISK DUMP VALVE FOR INTERMEDIATE STOP
VALVE NO. & CAUSED A FALSE INDICATION OF TURBINE TRIP TO BE GENERATED, WHICH
RESULTED IN THE REACTOR TRIP. DUKE POWER HAS INSTALLED A TEMPORARY MODIFICATION
TO THE MAIN TURBINE VALVES TO ALLOW TESTING TO BE PERFORMED WITHOUT UNSEATING THE
DISK DUMF VALVES., DURING THE NEXT REFUERLING OUTAGE PFOR BACH UNIT, ALL LISK DUNMP
VALVES WILL BE INSPECTED AND MODIFIED IF NECESSARY, THE HEALTH AND SAFETY OF THR
PUBLIC WERE UNAFFECTED BY THIS INCIDENT.

| 49) CATAWEA DOCKERT 50-413 LER 87-030
INADEQUATE RETEST PERFORMED RESULTING IN A TECHNICAL SPECIPICATION VIOLATION DUR
TO INSUFPPICIENT RETEST POLICY.

EVENT DATE: 072¢8? REFPORT DATE: 082687 NESS: wi TYPE: PWR

INSIC J06086) ON JULY 26, '987, AT 1630 HOURS, THE SAFPETY INJECTION PUMPS TO COLD
LEG ACCUMULATOR FILL VALVE WAS DECLARED OPERABLE POLLOWING MAINTENANCE ACTIVITY
WITHOUT THE PROPER PRETEST WAVING BEEN PERFORMED, THE VALVE MAD BEEN DECLARED
INOPERABLE BECAUSE IT WOULD NOT CLOSE FROM THE CONTROL ROOM. DUKE POWER
TECHNICIANS INCREASED THE TORQUE SETTING ON THE VALVE ACTUATOR AND LATER REFPLACED
THE TORQUE SWITCH SETTING IT TO THE MAXIMUM VALUE. PFOLLOWING THE MAINTENANCE
ACTIVITY THE VALVE WAS STROKE TINE TESTED, AND IT WAS DECLARED OPERABLE. THE
FOLLOWING DAY, IT WAS DETERMINED THAT A TYPE C LEAE RATE TEST WAS REQUIRED
FOLLOWING REPLACEMENT OF THE TORQUE SWITCH, THE UNIT WAS AT 100V POWER AT THR
TIME OF THIS INCIDENT. THIS INCIDENT HAS BEEN CLASSIFIERD BVENT CAUSE CODE B,
MANAGEMENT 'QUALITY ASSURANCE DEFICIENCY. PRIOR TO THIS INCIDENT, DUKE POWER DID
NOT HAVE A POLICY FOR PRETEST REQUIREMENTS FPOLLOWING REPLACEMENT OF TORQUE
SWITCHES., THE PREVIOUS POLICY ONLY ADDRESSED CHANGES TO THE TORQUE SETTING.
FOLLOWING THE DETERMINATION THAT A TYPE C LEBAK RATE TEST WAS REQUIRED, THE VALVE
WAS DECLARED INOPERABLE, AND TNE APFROPRIATE LEAK RATE TEST WAS PERFORMED. THE
HEALTH AND SAFETY OF THE PUBLIC WERE UNAFPPECTED BY THIS INCIDENT.
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| $%0) CATAWEBA ! DOCKET 50-41) LER 87-03)
VENT RADIATION MONITOR UNKNOWINGLY INOPERABLE DUE TO INADEQUATE LOGGING POLICY,
EVENT DATE: 072887 REPORT DATE: 082787 N§SS: wWB TYPE: PWR

(NSIC 206087) ON JULY 29, 1987, AT APPROXIMATELY 1147 BOURS, THE UNIT 1 VENT GAS
RADIATION MONITOR WAS DISCOVERED TO BE INOFERABLE DUE TO A NON-CONSERVATIVE HIGH
FADIATION ALARM SETPOINT. THE SETPOINT HAD BEEN CHANGED THREE DAYS EARLIER WHEN
THE RADIATION MONITOR (EMP) KAD BEEN DECLARED INOPERABLE DUE TO A MALFUNCTIONING
GAS SAMPLE PUMP. WNEN THE EMF WAS DECLARED OPERABLE ON JULY E7, 1987, THE
SETPOINT WAS NOT RETURNED TO ITS NORMAL VALUE, CONSEQUENTLY, A TECHNICAL
SPECIFICATION VIOLATION OCCURRED AT 0032 HOURS ON JULY 28 WHNEN THE REQUILED GRAR
SAMPLES WERZ NOT TAKEN WNILE THE EMF WAS UNKNOWINGLY INOPERABLE. THE UNIT WAS AT
1008 POWER DURING TH1S INCIDENT, THIS INCIDENT 1§ CLASSIFIED AS EVENT CAUSE CODER
E, MANAGEUMENT QUALITY ASSURANCE DEFICIENCY. THE SHIFT SUPERVISOR AND UNIT
SUPERVISOR ON DUTY WHEN THE SETPOINT WAS FIRST CHANGED DID NOT DOCUMENT TNE
CHANGE IN THE TECHNICAL SPRCIFICATION ACTION ITEMS LOG (TSAIL) REMARKS COLUMN,
BUT THEY DID DOCUMENT IT IN THE CONTROL ROOM, UNIT SUPERVISOR, AND EMF SETPOINT
LOG BOOKS. THE SHNIPFT SUPERVISOR ON DUTY WHEM THE EMF WAS DECLARED OPERAMLE
CHECKED ONLY THE TSAIL, AND HE DID NOT REALIZE THAT THE SETPCINT HAD BEEN
CHANGED. THE SETPOINT WAS RESTORED TO ITS ORIGINAL VALUR UPON DISCOVERY TWO DAYS
LATER., THE INCIDENT WILL BE DISCUSSED WITH ALL SHIFT SUPERVISORS AND POLICY WILL
BE CLARIFIED. THE MEALTH AND SAFETY OF THE PUBLIC WERE UNAFFECTED BY THIS EVENT.

{ 8Y) CATAWBA DOCKET 50-41) LER 87-032
BOTH TRAINS OF VITAL BATTERIES INOPERABLE DUR TO MISSED RETEST REQUIREMENTS,
EVENT DATE: 072987 REPORT DATE: 082887 N§SS: wE TYPE: PWR

(NSIC 206088) ON JULY 29, 987, AT 1220 WOURS, A DUKE POWER ENGINEER DETERMINED
THAT BATTERY BANKS '1EBRC AND TEBD IN THE 125 VDC VITAL INSTRUMENTATION AND CONTROL
POWER (EPL) SYSTEM WERE INOPERABLE. WHILE REVIEWING COMPLETED WORK REQUESTS
ORIGINATED TO CLEAN OR REFPLACE THE BATTERIES' INTERCELL CONNECTORS (STRAPS), THE
ENGINEER DISCOVERED THAT 'EBC AND 'EBD HAD BEEN DECLARED OPERABLE WITHOUT THE
REQUIRED INTERCELL RESISTANCE READINGS BEING TAKEN ON JULY 27, 1987, AT 2248
HOURS, AND ON JULY 268, 1987, AT '700 NOURS, RESPECTIVELY. THIS RESULTED IN AN
INOFERABLE BATTERY BANK IN BOTH TRAIN A AND TRAIN B AND ENTRY INTO YECHNICAL
SPECIFICATION 3.0.3. THE UNIT WAS AT 100% POWER AT THE TINE OF THIS INCIDENT.
THIS INCIDENT KAS BEEN CLASSIPIED AS EVENT CAUSE CODE B, MANAGEMENT /QUALITY
ASSURANCE DEFICIENCY. SUPFICIENT INFORMATION AND GUIDELINES DID NOT EX. LT IN
FLANNING FOR DETERMINING FRETEST REQUIREMENTS OR TO DETERMINE THE PROPER
PROCEDURES NECESSARY TO SATISFY PRETEST REQUIREMENTS. BATTERY BANKS 'EBC AND
TEBD WERE IMMEDIATELY DECLARED INOPERABLE AND THE INTERCELL RESISTANCE READINGS
WERE SATISPACTORILY TAKEN., A PROCEDURE CHANGE WAS INCORPORATED IN THE BATTERY
PREVENTATIVE MAINTENANCE PROCEDURE ADDING A STEP TO PERFORM THE INTERCELL
RESISTANCE MEASUREMENTS WHENEVER ANY STRAPS ARE REMOVED. THE HEALTH AND SAFETY
OF THE PUBLIC WERE UNAFPFECTED BY THIS EVENT,

| %2) CATAWBA 2 DOCKET §S0-414% LER #7014
UNEXPECTED STEAM GENERATOR LOW LOW LEVEL SIGNAL ACTUATED DURING MAIN STEAM VALVE
TESTING DUE TO UNKNOWN CAUSE.

EVENT DATE: 032987 REPORT DATE: Q42887 NESS: wE TYPE: PWR

VENDOR: DRAGON VALYVE, INC.

INSIC 206586 ON MARCH 29, 1987, AT 003%; 58 MOURS, AN UNEXPECTED STEAM GENERATOR
(8/G) A LOW LOW LEVEL SIGNAL OCCURRED DULRLING STROKE TESTINC OF $/G 2A MAIN STEAM
ISOLATION VAIVE. THE LOW LOW LEVEL SIGNAL OCCURRED IMMEDIATELY AFTER THE VALVE
WAS OPENED BY THE CONTROL ROONM OPERATOR. PLANT RESPONSE WAS MINIMAL AS THE UNIT
WAS IN MODE §, COLD SHUTDOWN, CONTROL ROOM OPERATORS SUBSBQUENTLY REALIGNED
AFFPECTED BLOWDOWN AND AUXLILIARY PEEDWATER VALVES. AN UNSUCCESSPUL ATTEMPT WAS
MADE TO RECREATE THE INCIDENT ON THE NEXT SHIPT. A MALPUNCTIONING EBXCEIE PLOW
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CHECK VALVE WAS DISCOVERED WHICH WOULD KAVE PRODUCED A PALSE LOW LOW LEVREL ON ONR
CHANNEL OF NARROW RANGE LEVEL INSTRUMENTATION. THE CHECK VALVE WAS SUBSEQUENTLY
REPLACED. TH1S INCIDENT 1S CLASSIFIED AS EVENT CAUSE CODE X, OTHER, DUE TO THE
UNKENOWH CAUSE OF THE SECOND CHANNEL OF NARROW RANGE LEVEL BEING ALARMED, A
CONTRIBUTING EVENT CAUSE CODE X, OTHER, IS ALSO ASSIGNED DUE TO THE MALPUNCTION
OF THE EXCESS FLOW CHECK VALVE PLACING ONE CHANNEL IN A CONDITION TO PROVIDE A
FALSE LEVEL SIGNAL. PLANT CONDITIONS PRESENT DURING THE INCIDENT ARE NOT
ENCOUNTERRED DURING POWER OPERATION, AND SUCK INCIDENT WOULD NOT BE EXPRCTED., THE
HEALTH AND SAFETY OF THE PUBLIC WERE UNAFFECTED BY THIS INCIDENT.

| %3) CATAWBA 2 DOCKRT S50-414 LER 87-0'% mEV 02
UFDATE ON CONTAINMENT AIR RETURN ISOLATION DAMPERS ACTUATED DUE TO DEFECTIVE
FROCEDURE.

EVENT DATE: 04088? REPORT DATE: 101987 NESS: wi TYPE: PWR

(NSIC 2065646) ON APRIL 6, 987, AT 1439 .4' HOURS, THE CONTAINMENT AIR RETURN PAN
B ISOLATION DAMPER UNEXPECTEDLY OPENED, WNICH CONSTITUTED AN ENGINEERED SAFPEGUARD
FEATURE ACTUATION. DUKE POWER STATION PERSONNEL WERE IN THE PROCESS OF
CONDUCTING THE CONTAINMENT AIR RETURN FAN 2B AND HYDROGEN SKIMMER FAN iB
FERFORMANCE TEST PROCEDURE. THE UNIT WAS IN MODE 3, HOT STANDBRY, AT THE TINE OF
THIS INCIDENT. THIS INCIDENT IS CLASSIFIED AS EVENT CAUSE CODE D, DEFECTIVE
PROCEDURE. THE CONTAINMENT AIR RETURN FAN 2B AND NYDROGEN SKIMMER PAN 28
PERFORMANCE TEST PROCEDURE DID NOT CONTAIN INSTRUCTIONS TO RESET THE ACTUATION
SIGNAL FOR THE ISOLATION DAMPER. THIS ALLOWED THE ISOLATION DAMPER TO OPEN WHEN
THE REQUIRED LOGIC WAS COMPLETED DURING THE PERFORMANCE OF ANOTHER SECTION OF TNE
PROCEDURE. CONTROL ROOM PRRSONNEL CLOSED THE ISOLATION DAMPER. A PROCEDURE
CHANGE WAS INCORPORATED INTO THE CONTAINMENT AIR RETURN PANS AND NYDROGEN SKIMMER
FAXS PERFORMANCE TEST PROCEDURES POR BOTH UNITS TO RESET THE ACTUATION SIGNAL POR
THE ISOLATION DAMPERS., THE PLANT WAS ALWAYS WITHIN ITS DESIGN BALIS AND THE
HEALTK AND SAFETY OF THE PUBLIC WERE NOT APFECTED BY THIS INCIDENT.

| 86} CATAWBA 2 DOCKET S0-414 LER 87010
REACTOR TRIP RESULTS PROM CONDENSATE TRANSIENT DUR TO UNKNOWN CAUSE.
EVENT DATE: 072787 REPORT DATE: 082787 NSSS: we TYPE: PWR

(NSIC 206220) ON JULY 27, 1987, UNIT 2 WAS OPERATING AT 908 POWER WMNEN A
CONDENSATE TRANSIENT OCCURRED WHICH RESULTED IN A REACTOR TRIP. DURING THE
TRANSIENT, COMDENSATE BOOSTER PUMP SUCTION PRESSURE DECREASED SIGNIPICANTLY
CAUSING THE T¥.FD NOTWELL PUMP TO START AUTOMATICALLY. MAIN PEEDWATER PUMP
SUCTION PRESSURE DRCREASED, AND THE THIRD CONDENSATE BOOSTER PUMP STARTED
AUTOMATICALLY. ALL CONDENSATE BOOSTER PUNPS TRIPPED. SUBSEQUENTLY, BOTN MAIN
FIEDWATER PUMPS TRIPPED CAUSING A TURBINE TRIP POLLOWED BY THE REACTOR TRIP. THE
UNIT WAS STABILIIED IN MODE 3, NOT STANDAY, POLLOWING THR REACTOR TRIP.
CONDENSATE FLOW WAS REESTABLISHED BY OPENING THE CONDENSATE POLISHER BYPASS
VALVES., THIS INCIDENT IS CLASSIPIRD AS EVENT CAUSE CODE X, OTHER. THE
INITIATING EVENT FOR THE CONDENSATE TRANSIENT AND LOSS OF CONDENSATE PLOW 1S
UNENOWN., THE UNAVAILABILI™Y OF SECONDARY SYSTEM TRANSIENT MONITOR DATA HAS
FPREVENTED DUKE POWER PROM DETERMINING THE INITIATING CIRCUMSTANCES POR TNE
INCIDENT. AT THE PRISENT TINE, THE EVENT 1S UNDERGOING CONTINUED INVESTIGATION,
AND DUKE POWER WILL REPORT ANY ADDITIONAL FPINDING UPON COMPLETION OF THE
INVESTIGATION IF APPROPRIATE. THE WEALTH AND SAFETY OF THE PUBLIC WERE
UNAFPFECTED BY THIS RVENT.

| $8) CATAWBA 2 DOCKET 50414 LER #7.022

RMAIN FEEDWATER ISOLATION AND AUXILIARY FEEDWATER AUTO START DUE TO DEBRIS IN A
PEEDWATER CONTROL VALVE POSITIONER.

EVENT DATR: 071887 REFORT DATE: 08289 NESS: W TYPE: PWR

OTHER UNITS INVOLVED: CATANBA ' (PWR)
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VENDOR: PAIRCHILD IND. (PRODUCTS DIV)
FISHER CUNTROLS CO.
MOORE PRODUCTS COMPANY

(NSIC J0608%) ON JULY 28, 1987, AT APPROXIMATELY 0059 NOURS, WITH THE UNIT IN
MODE 3, HOT STANDBY, AN AUTOMATIC MAIN FEEDWATER (CF) ISOLATION OCCURRED DUER TO A
HIGH NIGH STEAM GENERATOR (8/G) WATER LEVEL., THE CP ISOLATION CAUSED THE CF PUMP
TURBINE (CFPPT) TO TRIP WHICH RESULTED IN THE MOTOR DRIVEN AUXILIARY PEEDWATER
(CA) PUMPS STARTING AUTOMATICALLY TO SUPPLY FEEDWATER TO THE S/GS. AT THNE TINME
OF THE INCIDENT DUKE POWER PERSONNEL WERE IN THE PROCESS OF CHECKING THE
CALIBRATION OF THE ELECTRICAL TO PNEUMATIC (B/P) TRANSDUCER POR 2CP)7, 8/G 2» CP
CONTROL VALVE. WHEN PERSONNEL CLOSED THE R/P TRANSDUCER'S OQUTPUT ISOLATION
VALVE, 2CFP317 OPENED CAUSING OVERFEED AND THE SUBSEQUENT 5/G 20 WIGHN NIGH LEVEL.
CONTROL ROOM PERSONNEL ISOLATED 2CP)7, RESTORED PROPER §/G LEVELS, REALIGNED THE
CF SYSTEM, RESTARTED CFPT 2A AND SECUKED THE MOTOR DRIVEN CA PUMPS. THIS
INCIDENT IS CLASSIFIED AS EVENT CAUSE CODE B, MANAGEMENT /QUALITY ASSURANCE
DEFICIENCY. A PREVENTIVE MAINTENANCE PROGRAM HAD NOT BEEN ESTABLISHED TO PREVENT
CONTAMINANTS IN THE INSTRUMENT AIR (VI) SYSTEM PROM BUILDING UP AND CAUSING
MALFPUNCTIONS OF THE CF CONTROL VALVES PNEUMATIC POSITIONING SYSTIM. DEBRIS WAS
DISCOVERED TO NAVE BUILT UP ON A PILOT VALVE SEAT INSIDE THE POSITIONER FOR 2CP)?
WHICH CAULED THE YALVE TO OPEN DURING THE CALIBRATION CHECK.

| %6) CATAWRA 2 DOCKET S0-414 LER #7-024

MAIN FEEDWATER ISOLATION AND AUKILIARY PEEDWATER PUMP AUTO-START DUER TO A STEANM
GENERATOR OVERFILL CAUSED BY A MANAGEMENT DEPICIENCY.

EVENT DATE: 080787 REFORT DATE: 090ag? NSSS: wE TYPE: PWR

(NSIC 206090) ON AUGUST 7, 1987, AT APPROXIMATELY 1626 NOURS, WITH THE UNIT IN
MODE ), NOT STANDBY, AN AUTOMATIC MAIN FEEDWATER (CP) ISOLATION OCCURRED DUR TO A
NIGH NIGH STEAM GENERRATOR (8§/G) WATER LEVEL. THE CP ISOLATION CAVSED THE CF PUNP
TURBINE (CPPT) TO TRIP WHICH FRSULTED IN A MOTOR DRIVEN AUXILIARY FPERBDWATER (CA)
PUMP STARTING AUTOMATICALLY TO SUPPLY PEEDWATER TO THE $/GS. CONTROL ROONM
FERSONNEL WAD INTENTIONALLY RAISED 5/G WATER LEVELS TO AID IN REDUCING REACTOR
COOLANT (NC) SYSTEM TEMPERATURE TO ACHIEVE MODE &, HOT SHUTDOWN, BY 1649 NOURS,
AS REQUIRED BY TECHNNICAL SPECIFICATIONS DUER TO AN INOPERABLE TURBINE DRIVEN (T/D)
CA FPUMP. THE UNIT ENTERED MODE & AT 1642 HOURS, SEVEN MINUTES PRIOR TO BXCEEDING
THE TECHNICAL SPECIFICATION TIME LIMIT. §/G LEVELS WERE RESTORED TO NORMAL AND
THE CA SYSTEM RETURNED TO LTANDBY READINESS. TMIS INCIDENT IS ATTRIDUTED TO A
MANAGENMENT DEFICIENCY, STATION SUPERVISORY PERSONNEL ON SHIPT DRELAYED INITIATION
OF UNIT COOL DOWN. ALSO, THE INITIAL RATR OF UNIT COOL DOWN TO MODE & WAS LINITED
DUE TO THE BELIEF THAT THE CONDITION REQUIRING UNIT COOL DOWN WOULD BE CORRBCTED.
TO FPREVENT PUTURE OCCURRENCES, DUKE POWER PERSONNEL WILL DISCUSS DEVELOPING
CONSERVATIVE COOLDOWN TIME ESTIMATES WHICH CONSIDER EXISTING BQUIPNENT
LIMITATIONS. THE WHEALTHN AND SAFPETY OF THR PUBLIC WERE UNAPPECTED BY THIS
INCIDENT.

| §7) CLINTON ! DOCKET S0-48) LER #7038
LAND USE CENSUS PERFORMED IN Y986 FAILS TO MEET REQUIREMENTS DUR TO DEFICIENT
SURVEILLANCE PROCEDURE.

TVENT DaTE: Q072207 REFORT DATE: 08V78? NESS: GB TYPE: BWR

(NSIC J0S850) CAUSE - DEPICIENT SURVEILLANCE PROCEDURES. ON 7/33/87, AT 11850
HOURS, WITH THE FPLANT IN NODE ' (POWER OPERATION) AT APPROXIMATELY S0% REACTOR
POWER, WHILE FREPARING TO PERFORM THE ANNUAL ENVIRONMENTAL LAND USE CENSUS AS
REQUIRED BY TECHNICAL SPECIFPICATION SURVEILLANCE & 12.3, IT WAS DISCOVERED THAT
THE PREVIOUS LAND USE CENSUS PERFORMED IN JULY Y986, DID NOT MEET THE
REQUIREMENTS OF TECHNICAL SPECIFICATION 3.72.2. THE LAND USE CENSUS COMPLETED IN
JULY 1386, DID NOT PERFORM A GARDEN CENSUS WITHIN THE REQUIZED THREE (3) MILE
RADIUS OF THE CLINTON POWER STATION. TECHNICAL SPECIFICATION }.12.2 REQUIRES THAT
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ALL GARDENS WITHIN A THUEE MILE RADIUS BE IDENTIFIED DURING THE ANNUAL LAND USE
CENSUS POR PLANTS WITH (REGULATORY GUIDE V.111) MIXED-MODE RELEASES. THE CAUSE
OF THIS EVENT 1§ ATTRIBUTED TO UTILITY PERSONNEL SRROR DUE TO A DEFICIENT
SURVEILLANCE PROCEDURE, CORRECTIVE ACTION INCLUDED PERFORMANCE OF THE LAND USE
CENSUS TO TECHNICAL SPECIFICATION 3.12.2 REQUIREMENTS. AN ASSESSMENT OF THE
SAFETY CONSEQUENCES AND IMPLICATIONS OF THIS EVENT UETERMINED THAT FAILURE TO
IDENTIFY LOCATIONS WHERE BROADLEAF VEGETATION 1S GROWN DOES NOT ADVERSELY INPACT
THE SAFETY OF OFPERATIONS OF THE CLINTON POWER STATION. THE EVENT IS5 REPORTABLE
UNDER THE PROVISIONS OF '10CPRSC.73(A)IC(IN(D) DUE TO AN OPERATION OR CONDITION
PRONIBITED BY THE PLANT '§ TECH SPECS.

| 5% CLINTON 1 DOCKERT 50-46) LER 87049
VIOLATION OF THE PLANT'S iSCMNICAL SPECIFICATIONS DUE TO UTILITY PERSONNEL ERROR
RESULTING FROM EXCEEDING THE UAILY dURVEILLANCE INTERVAL,

EVENT DATE: O0R1987 REPORT DATE: 091087 NRES: GB TYFPd: BWR

(NSIC 206791 ON AUGUST 19, Y987, AT 0300 NOURS, WITH THE PLANT IN MOUE 1 (POWER
OPERATION), AT APPROXIMATELY 108 REACTOR POWER, A CONTROL ROOM OPERATOR
ALENTIFIED THAT TECHNICAL SPRECIFPICATIONS WERE VIOLATED IN THAT TwCO CHANNEL TESTS
WERE NOT PERFORMED WITHIN THE REQUIRED TIME INTERVAL OF 24 WOURS, THE OPERATOR
DETE MINED DURING PERFORMANCE OF THE SHIFT CHECKOFF LOG THAT SURVERILLANCE
037,77, AVERAGE POWER RANGE MONITORS FLOW BIASED POWER - PERCENT FLOW CMANNEL
CHEZK HAD NOT BEEN PERFORMED IN THE PREVIOUS 26 WOURS AND 33 MINUTES, AND
SUFVEILLANCE 9030.07C02Y, ROD PATTERN CONTROLLER LOW POWER SETPOINT CY1-NESEALH)
C/ANNEL PUNCTIONAL CHECKLIST MAD NOT BEEN PERFORMED IN THE PREVIOUS )5 HOURS AND
3 MINUTES. THE CAUSE OF THIS EVENT 1S ATTRIBUTED TO UTILITY PERSONNEL ERROR AS
A RESULT OF CONFUSION DURING THE TRANSITION FROM AN § NOUR SHIFPT CHARCKOPF LOG
FREQUENCY TO A '2 HOUR SHIFT CHECKOFF LOG PREQUENCY., THE TWO SURVEILLANCES WERE
IMMEDIATELY PERFORMED SATISFACTORILY. AN ASSESSMENT OF THE SAFETY IMPLICATION
AND SIGNIFICANCE DETERMINED THAT THE PVENT WAS NOT SIGNIFICANT TO THE SAPETY OF
OFPERATIONS OF THE CLINTON POWER STATION. THIS EVENT 15 REPORTABLE UNDER
TOCPFRSO . 73(A (2T (B) DUR TO AN OPERATION PROMIBITED BY THE PLANT'S TECHNICAL
SPECIPICATIONS.

| %9) CLINTON ! DOCKERT S0-a8! LER 87050
AUTOMATIC ACTUATION OF THE REACTOR PROTECTION SYSTEM DUR TO UTILITY NON-LICENSED
OFERATOR ERROR RESULTING FROM A DEPICIENT PROCEDURE.

EVENT DATE: 082587 REPORT DATE: 09887 NESS: GB TYPE: BWR

(NSIC 208792) ON AUGUST 25, 1987 AT 0716 NOURS WIIN THE PLANT IN MODE | (POWERR
OFERATION) AT AFFROXIMATELY 0% REACTOR POWER AND NORMAL OPERATING TENPERATURE
AND PRESSURE, THE TURBINE GENERATOR TRIPPED ON LOW CONDENSER VACUUM RESULTING IN
A REACTOR SCRAM. OPERATIONS PERSONNEL WERE IN THE PROCESS OF SNIPTING PRONM THE
“B" TRAIN STEAM JET AIR BJIECTORS (SJAR) TO THE A" TRAIN SJAE. THIS WAS TR
FIRST ATTEMPT TO CHANGE TRAINS DURING OPERATION. WITH BOTH TRAINS IN PARALLEL
SERVICE, THE OPERATORS CLOSED THE "B" SJAR SUCTION VALVE AND WERE SECURING
DRIVING STEAM WHEN CONDENSER VACUUM BECAN DECREASING. A POSSIBLE BACEPLOW PATH
WAS BELIEVED TO BE CAUSING THE VACUUM LOSS. THE "8° TRAIN RECOMBINER MANUAL
OUTLET VALVE WAS THEN CLOSED BUT VACUUM CONTINUED TO DECREASE. THE DRECISION WAS
MADE TO RESTORE THE "B° SJAR TO SERVICE, NOWEVER, THE TURBINE GENERATOR TRIFPFPED.
REACTOUR SCRAM PROCEDURES WERE IMFLENMENTED. THE CAUSE OF THIS EVENT 1§ ATTRIBUTED
TO UTILITY NON-LICENSED OPERATOR ERROR RESULTING FROM A DEFICIENT VALVE LINEUP
FROCEDURE. THE PROCEDURE WAS BEEN REVISED., AN ASSESSMENT OF THE SAFETY
IMPLICATION AND SIGNIFPICANCE DETERMINED THAT THE EVENT WAS NOT SIGNIPICANT TO THE
SAFETY OF OPERATIONS OF THE CLINTON POWER STATION.
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| §0) CLINTON 1 DOCKET $50-46! LER 87.0%)
VIOLATION OF TME PLANT'S TECHNICAL SPECIFICATIONS DUE TO UTILITY PERSONNEL BRROR
RESULTING PROM A FROCEDURAL DEFICIENCY.

EVENT DATE: 082887 REPORT DATE: 09787 NSSS: Gn TYPE: BWR

(NSIC 206193 ON AUGUST 28, 1987, AT APPROXIMATELY 0200 NOURS WITM THE PLANT IN
MODE ' (POWER OPERATION), AT APPROXIMATELY 108 POWER, IT WAS IDENTIFIED THAT THE
ROD PATTERN CONTROL SYSTEM, ROD WITHNDRAWAL LIMITER WIGH POWER SETPOINT CHANNEL
FUNCTIONAL TEST WAS NOT PERFORMED WITHIN ONE HOUR PRIOR TO CONTROL ROD MOVEMENT
IN MODE ' AS REQUIRED BY TECHNICAL SPECIFICATIONS. IT WAS SURSBQUENTLY
DETERMINED THAT THE SAME EVENT HAD OCCURRED ON AUGUST 17, 1987 AND NMAY HAVE
OCCURRED ON JULY '8, 1987, THE CAUSE OF THE EVENT IS ATTRIBUTED TO UTILITY
LICENSED OPERATOR ERROR RESULTING FPROM A PROCEDURAL DEFICIENCY. THE CHANNEL
FUNCTIONAL TEST WAS COMPLETED SATISFACTORILY AND THE APPROPRIATE PROCEDURE WAS
REVISED. THE SAFETY INPACT OF THE EVENT 1S ASSESSED AS INSIGNIFPICANT SINCE THE
SURVEILLANCE TEST WAS SATISPACTORILY COMPLETED SUBSEQUENT TO TNR EVENT, THIS
EVENT 15 REPORTABLE UNDER 'O0CPRSQ . 73(AI(2)(1)(8) DUE TO AN OPERATION PRONIBITED
BY THE PLANT 'S TECHNICAL SPECIFICATIONS.

| 6Y) CLINTON ! DOCKET $0-46! LER 87-082
REACTOR CORE ISOLATIC, COOLING ISOLATION RESULTING FPRON FAILURE TO RECOGNILE THE
HIGH FOTENTIAL FOR ACTUATION PRIOR TO TROUBLESHOOTING.

EVENT DATE: 090287 REPORT DATE: 09240 NESS: GE TYPE: BWR

INSIC 206465%) ON 9/2/87, AT Y840 HOURS WITH THE PLANT IN MODE ' (POWER OPERRATION)
AT NORMAL OPERATING TEMPRERATURE AND PRESSURE AND 64% REACTOR POWER, THE REACTOR
CORE ISOLATION COOLING (RCIC) STEAM INBOARD ISOLATION VALVE AUTOMATICALLY
ISOLATED. THE ISOLATION OCCURRED DURING TROUBLESHOOTING TO ISOLATE ERRATIC
DIVISION 2 RCIC STEAM PLOW INDICATION THAT WAS CAUSING SPURIOUS NIGH PLOW SPIKES.
CONTROL AND INSTRUMENTATION (C4I) TECHNICIANS WERE THROTTLING THRE TRANSMITTER
ISOLATION VALVES AS A POSSIBLE SOLUTION, WHEN THE INDICATION INCREASED AND THE
THREE SECOND DELAY FOR THE RCIC INBOARD ISOLATION PUNCTION AND RCIC TURBINE TRIP
SIGNAL TIMED OUT. THE TURBINE WAS IN STANDBY AND NOT RUNNING. OPERATIONS
IMPLEMENTED THE AUTOMATIC ISOLATION FPROCEDURE POR RCIC AND DECLARED RCIC
INOPERABLE. THE CAUSE OF THE EVENT IS ATTRIBUTED TO UTILITY VERSONNEL RRROR
RESULTING FROM A FAILURE TO RECOGNILZE THE WIGH POTENTIAL POR ACTUATION PRIOR TO
MANIFULATING THE INSTRUMENT ISOLATION VALVES., C4l TECHNICIANS AND OPERATIONS
SUPERVISION NAVE BEEN TRAINED ON TNE REQUIREMENT TO INCLUDE POTENTIAL ENGINEERED
SAFETY FEATURE (ESF) ACTUATIONS IN THE IMPACT MATRIX OF THE WORE DOCUMENT. THE
SAFETY SIGNIFICANCE OF THIS EVENT WAS ASSESSED AS INSIGNIPICANT SINCE THE WIGH
FRESSURE CORE SPRAY SYSTEM WOULD FUNCTION AS AN ADEQUATE BACKUP SYSTEM.

| €3} CLINTON DOCKET $0-46" LEBR 97.0%)
VIOLATION OF THE PLANT'S TECHNICAL SPECIFPICATIONS DUR TO INCOMPLETE SURVEILLANCE
FERFORMANCE RESULTING IN FAILURE TO BYPASS VALVE THERMAL OVERLOAD PROTECTION.
EVENT DATE: 081387 REFORT DATE: '00'w? NSES: GB TYPR: BWR

(NSIC J06607) ON SEFTEMBER '2, 1987, AT 0545 NOURS, WITHN THE FPLANT IN MODR
(POWER OFERATION) AT NORMAL OPERATING TEMPERATURE AND PRESSURE AND APPROXIMATELY
7Y% REACTOR POWER, A CONTROL ROOM OPERATOR IDENTIPLIFD A TECHNICAL SPECIPICATION
VIOLATION. THERMAL OVERLOAD PROTECTION POR THE FPIRE PROTECTION SYSTEN DIVISION 2
CONTAINMENT ISOLATION VALVES WAS NOT IN THE BYPASS (NORMAL) STATUS SINCE
APPROXIMATELY 1930 HOURS ON SEFTEMBER '), 1987, WNEN THE OVERLOAD PROTRCTION WAS
TAXEN OUT OF BYPASS FOR THE THREE MONTH VALVE OPERABILITY SURVEILLANCE OF THE
FIRE FROTECTION DRYWELL INBOARD ISOLATION VALVE, TECHNICAL SPECIPICATION §.8.4.32
FPERMITS THERMAL OVERLOAD PROUTECTION NOT TO BB BYPASSED 'O A MAXINUN PRRIOD OF
EIGHT HOURS. THE TECHNICAL SPECIFPICATION WAS VIOLATED FROM 0330 NOURS UNTIL 054t
ROURS ON SEFTEMBER "2, '987. THE CAVUSE OF TNIS EVENT IS ATTRIBUTED TO UTILITY
LICENSED OPERATOR ERROR RESULTING FPROM A CONFUSING PROCEDURE. THE OFERATCR




FLACED THE THERMAL OVERLOAD PROTECTION IN THRE BYPASS STATUS IMMEDIATELY. THE
PROCEDURE WILL BE REVISED TO PREVENT FUTURE CONFUSION. THE SAFETY SIGNIFICANCE
OF THIS EVENT WAS ASSESSED AS INSIGNIFICANT SINCE THE DIVISION ' FIRE PROTERCTION
SYSTEM ISOLATION VALVES WERE OPERABLE AND PROVIDE ADEQUATE REDUNDANCY .

[ §3) CONNECTICUT YANKER DOCKET 50-21) LER 87074
INADBQUATE CONTRACTOR TRAINING AWARENESS RESULTS IN INOPERABLE PIRE BARRIRRS.
EVENT DATE: 08187 REPORT DATE: 091087 NESS: wWE TYPE: PWR

(NSIC 200030) DURING THE PERIOD BETWEEN AUCUST 1%, 1887 AND AUGUST 14, 1987, wWITH

THE PLANT SHUT DOWN IN MODE 5, THNRER FPIRE BARRIER BREACHES OCCURRED DURING OUTAGE |
CONSTRUCTION ACTIVITIES IN THE SWITCHGEAR ROOM. BRACH INCIDENT RESULTED IN THE :
AFFECTED PIRE BARRIER BRING DECLARED INOPERABLE. UPON DISCOVERY, EACH BREACH WAS |
TEMPORARILY RESEALED AND THE CONTINUOUS FIRE WATCH WAS SPECIFICALLY ADVISED OF

THE EXISTENCE OF THE BREACN(ES) . DURING THIS PERIOD, A CONTINUOUS FPIRE WATCH WAS

STATIONED IN THE SWITCNGEAR ROOM BECAUSE THE HALON PIR® SUPPRESSION SYSTERM WAS

OUT OF SERVICE. IN ADDITION, A 20 MINUTE FIRE PATROL WAS COVERING THE SWITCKGEAR

BOOM AND ADJACENT FIRE EONES, THE CAUSE OF THESE EVENTS WAS INADEQUATE

CONTRACTOR AWARENESS OF PLANT FIRE BARRIER REQUIREMENTS AND INSUFFICIENT REVIEW

BY THE JOB SUPERVISOR OF THE POTENTIAL EFFECTS OF THE WORKE ACTIVITIES ON FIRE

BARRIERS AND FPENETRATION SEALS. LONG-TERN CORREBCTIVE ACTIONS INVOLVE PERMANENTLY

RESEALING THE OPENINGS AND THE ENMANCENENT OF ENFLOYER CONTRACTOR TRAINING

PROGRAMS TO MORE CLERARLY INDICATE THE FEQUIREMENTS FOR MAINTAINING FIRE BARRIER

INTEGRITY. THIS BVENT IS REPORTABLE PER 'OCPRSO . 73(AI(2)(T) SINCR IT INVOLVES A

CONDITION FPRONIBITED BY TECHNNICAL SPECIFICATIONS.

| 64] CONNRCTICUT YANKEER DOCKET 50-21) LBR 87-015§
FERSONNEL ERROR CAUSES TEMPORARY LOSS OF SPENT FUEL PIT COOLING PUMNPS POWER,
EVENT DATE: 08148? REFORT DATE: 09187 N§SS: we TYPR: PWR

VENDOR: GENERAL ELECTRIC CO,

(NBIC 206037) ON AUGUST 14, 1985 AT 1415 NOURS WITH THE PLANT SHNUTDOWN IN MODE 6,
A MAINTENANCE ELECTRICIAN INADVERTENTLY CAUSED A PARTIAL LOSS OF NON-VITAL 480
VOLT POWER. THIS EVENT RESULTED IN A CONPLETE LOSS OF NORMAL POWER TO THE SPENT
FUEL PIT COOLING SYSTEM AND THE SPENT FURL BUILDING CRANE WITH A PURL ASSEMBLY
SUSPENDED FROM THE CRANE. THE EVENT ALSO RESULTED IN OVERNEATING AND PAILURE OF
TWO UNDERVOLTAGE RELAYS. “PERATORS RECOGNIZED THNER LOSS OF SPENT PURL PIT
COOLING, AND THE FACT THAT ADBQUATE TINE WAS AVAILABLE TO RESTORE POWER TO THE
SYSTER USING A PROFPERLY REVIEWED AND APPROVED JUNMFER CONTROL SHEET. THE JUNPER
CONTROL SHEET WAS APPROVED BY THE PLANT OPERATIONS EREVIEW COMNITTEE AND SPENT
FUEL FIT COOLING WAS RESTORED AT 1545 ROURS. THE LOSS OF COOLING RXISTED POR 80
MINUTES AND RESULTED IN AN INCREASE IN GPENT PURL PIT TEMPRRATURE OF & DRGRERS
FANRENMELIT, NO TENFERATURE LINITS WERE EXCREDED. THE CAUSE OF THE RVENT WAS
FPERSONNEL ERROR. CORRECTIVE MEASURES INCLUDE BETTER TRAINING, AND INCREASED
SUPEBRVISORY INVOLVEMENT. PROBLEMS EXPERIENCED WITHN THE GENERAL BLECTRIC WEA
BELAYS INVOLVED IN THIS EVENT ARE CURRENTLY UNDER EVALUATION AND THE RESULTS WILL
BE FORWARDED IN A SUPFLEMENTAL REBPORT. THIS BVENT MAS BEEN CLASSIPIRD AS
REFPORTABLE UNDER T0CPRIQ.THIAICQ)IVICR) WITH TNR ASSISTANCE OF NRC STAPP.

| &%) coox DOCKERT $0-21% LER $7-0'2 mpv O
UFDATE ON TYPE § & C CONTAINMENT LEAX RATE TEST FAILURE DUR TO A RIPPED DIAPHRAGN
AND AN UNDETERMINED CAUSE.

EVENT DATE: 27037 REFORT DATE: ‘0407 NESS: Wi TYFE: PWR

VENDOR: ITT GRINNELL

(NSIC 206579 THIS IS5 A SUPPLEMENTAL REPORT SUBKITTED TO PROVIDE ADDITIONAL
INFORMATION REGARDING THE SUBJECT VIOLATION REPORTED ON JULY 24, 1987. ™ JUty 2,
THET. THE AS-POUND RESULTS OF TYPE C TESTING FPERFORMED ON TWO MANUAL CONTAINNENT
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ISOLATION DIAFKRAGM VALVES BETWEEN THE REACTOR COOLANT DRAIN TANK AND REPURLING
WATER PURIFICATION PUMPS REFLECTED AN EXCESSIVE LEAK RATE. TNIS RESULTED IN THE
ACCUMULATED LEAKAGE FOR ALL PENETRATIONS AND VALVES SUBJECT TO TYPE BiC TRSTS
EXCEEDING THE ALLOWED LINIT OF 0.60 LA OF TECN SPEC ). 6.1.20. THE CAUSE OF ONEB
OF THE VALVE FAILURES WAS DETERMINED TO BE A RIFPPED DIAPNRAGN. NO DEPINITIVE
CAUSE FOR THE OTNRR VALVE FAILURE CAN BE DETERMINED. SUBSEQUENT REPAIRS TO BOTH
VALVES CORRECTED THE LEBAKAGE PROBLEM., THNESE VALVES WILL BE TRSTED ON AN
INCREASED PREQUENCY IN ORDER TO MONITOR THEIR PERPORMANCE. THE ARSULTS WILL BB
USED TO DETERMINE FUTURE REFAIR/REPLACEMENT ACTIONS. THERE AS-LEFT LEAKAGE RATE FOR
THE VALVES WAS BELOW THE APPLICABLE 1SI GUIDELINE LEAKAGE LIMITS AND THE COMBINED
AS-LEFT LEBAEAG" FPOR ALL PENETRATIONS AND VALVES SUBJECT TO TYPE B AND C TESTING
WAS CALCULATED TO BB 0,046 LA, WHICN 1§ WELL BPELOW THR TECH SPRC LINIT OF 0.60 LA,

| 66) coor 1 DOCKET $0-31% LER #7-014
FAILURE TO COMPLY WITH TECHNICAL SPECIFICATION REQUIREMENTS DUR TO PROCEDURAL
DEFICIENCIES.

EVENT DATE: 08'28%? REPORT DATE: 091187 NEES: wp TYPE: PWR
OTHER UNITS INVOLVED: COOK 2 (PWER)

(NSIC 206053) DURING A PLANT INITIAY'D SAPETY SYSTEN FUNCTIONAL INSPRCTION (S5P1)
OF THE AUXT" IAP- FEEDWATER SYSTEM (APW), (AUGUST '987) SEVERAL DISCREPANCIES WERRE
NOTED CONCERNING THE TIME RESPONSE TESTING OF CERTAIN APw SYSTEM CONMPONENTS. THE
PROCEDURES DID NOT LITERALLY COMPLY WITH THE TECHNICAL SPRCIPICATION (T/8)
REQUIREMENTS FOR THE TESTING OF THE TURBINE AND MOTOR DRIVEN AUXILIARY FERED PUMPS
AND THE EMERGENCY DIESEL GENERATORS. SUBSEQUENT TRSTING AND REVIEWS OF PAST DATA
FOR UNIT 2 PROVELD THAT ALL COMPONENTS PUNCTIONEL AS DESIGNED AND WITHIN THE
OVERALL TIME RESPONSE REQUIRED BY T/5. UNIT ' TESTING WILL DR COMPLETED PRIOR TO
ENTERING MODE ) (HOT STANDBY! AFTER THE CURRENT REFUBLING OUTAGE. TO PREVENT
RECCURRENCE, THE APPLICABLE SURVEILLANCE PROCEDURES WILL BR REVISED PRIOR TO THE
NEXT SCHEDULED SURVEILLANCE. A REEVALUATION WILL BE PRRFORMED OF THE EXTENSIVE
PROCEDURAL REVIEW CONDUCTED IN '986 TO IDENTIPY SUCH DISCREPANCIES. ANY
NON-COMPLYING CONDITIONS WILL BE REPORTED AS REQUIRED BY 10 CPR S0.73. A REVIEW
OF THE DATA INDICATES THAT A SIGNIFICANT SAPETY PRODLEM AS DREPINERD IN 'O CPR
S0.59 DID NOT EXIST. A SUPPLENMENTAL LER WILL BE SUBRITTED IF THNR UNIY ' DATA
INDICATES THAT A SAPETY PRODLEN OCCURBED; NOWEVER, THNE RESULTS ARE RXPECTED TO MR
COMPARABLE

| &7) coox 1 DOCERT $0-)1§ LER 07-01%
BEFURLING MANIPULATCOR CRANE LIMITING CONDITIONS POR OPERATION NOT VERIPIED DUR TO
USE OF AN INADEQUATELY CALIDRATEL INSTRUNENT.

EVENT DATE: 081387 REFORT DATE: 091147 NESS, wp TYPR: PWR

OTHER UNITS INVOLVED. COOR 2 PwR)

VENDOR: DILLON, w.C. ¢ CO., INC.

(NSIC J06056) ON AUGUST %, 1987, DURING FPURL MOVEMENT IN UNIT ONEB, A RALFUNCTION
OF THE BEFUFRLING NMANIPULATOR CRANE “OAD CEBLL LED TO THNE DISCOVERY THAT THR LOAD
CELL WAD NOT BEEN ADEQUATELY CALIBRATED. FURTHER INVESTIGATION DETERMINED THAT
NEITHLR THE UNIT ONE OF UNIT TWO LOAD CELL HAD BEEN ADEQUATELY CALIBRATED SINCE
THE INITIAL CALIBBATION, THIS EVENT WAS DETERMINED TO BRE REPORTABLE ON AUGUST
Y3, YRET. TECHNICAL SPECIFICATION 3.9.6 REQUIRES A NININUN CRANE CAPACITY QF )2%0
POUNDSE AND AN OVERLOAD CUTOPP LINIT OF 2050 POUNDS OR LESS. SINCE THER
INSTRUMENTS USED TO PROVE OPERABILITY WERE NOT ADEQUATELY CALIBRATED, COMPLIANCE
WITH THE LIMITING CONDITIONS POR OFERATION WAS NOT ADBQUATELY DENONSTRATED. THE
LOAD CELLS WERE NOT ADEQUATELY CALIBRATED DUE TO NOT PREEFORMING WHAT 15 NOW
CONSIDERED TC BE AN ACCEPTABLE CALIBRATION. PUEL NOVEMENT WAS RE-STARTED AFTER
THE UNIT TWO LOAD CELL WAS FPROPERLY CALIBRATED AND INSTALLED IN UNIT ONB
FOLLOWING A SATISFACTORY MANIPULATOR CRANE SURVEILLANCE TEST. PROCBODURE CHANGES
WILL BE MADE TO REQUIRE AN ACCEFTABLE CALIBRATION OF THE LOAD CEBLLS FRTOR TO BACH
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REFUELING. PROCEDURE CHANGES WILL ALED BE MADE TO ESTABLISH CONSERVATIVE
SURVEILLANCE ACCEPTANCE CRITERIA TO ALLOW FOR INSTRUMENT TOLER/NCES.

| 68) COOK 1 DOCKET 50-315 LER 87-016
ECCS FLOW IMBALANCE CAUCED BY NORMAL SYSTEM FLUCTUATIONS.
EVENT DATE: 081587 REPORT DATE: 091487 NSSS: WE TYPE: PWR

(NSIC 206055) ON AUGUST 15, 1987, AT 1430 HOURS, WITH UNIT | IN MODE &
(REFUELING) AS- FOUND DATA OBTAINED WHILE PERFORMING ROUTINE SURVEILLANCE ON THE
BORIC ACID INJECTION SYSTEM, REFLECJED AN UNACCEPTABLE FLOW DISTRIBUTION AS
COMPARED TO TECHNICAL SPECIFICATION (T/8) 4.5.2H. NO CAUSE CUTHER THAN NORMAL
SYSTEM PLUCTUATION, COMBINED WITH STANDARD INSTRUMENTATION/MEASUREMENT ERROR
COULD BE IDENTIFIED AS THE REASON THE TECHNICAL SPECIFICATION LIMITS COULD NOT BE
MET. THE JYSTPM WAS SUBSEQUENTLY BALANCED ON SEPTEMBER 1, 1987, IN ACCORDANCE
WITH T/§ 4.5.2H. THE ISSUE WILL BE INTEGRATED INTO OUR TECHNICAL SPECIFYCATION
UPGPADE PROGKAM WHICH WILL ASSURE THAT IT IS APPROPRIATELY CONSIDERED FOR A
PROPOSED AMENDMENT TO THE TECHNYCAL SPECIPICATIONS. AN ENGINEERING ANALYSIS
INDICATES THAT THE BORIC ACID IWJECTIOM SYSTEM WOULD HAVE FUNCTIONEZD AS DESIGNED
DURING AN ACCIDENT. ADEQUATE COOLING WAS AVAILABLE TO COOL THE CORE. CAVITATION
(AND THE ATTENDANT LOSS OF EFFICIENCY) WHICH WOULD BE EXPECTED TO OCCUR ONLY
DURING A LARGE BREAK LOSS OF COOLANT ACCIDENT, WOULD NOT BE A CONCERN BECAUSE THE
PRIMARY SOURCE OF COOLING FOR THE LARGE BREAK LOTA 1S ACTUALLY THE RESIDUAL HEAT
REMOVAL SYSTEM. IT WAS CONCLUDED THAT THIS EVENT DID NOT RESULT IX A CONDITION
THAT POSED A SIGNIFICANT SAFETY PROBLEM AS DEFINED IN 10 CFR 50.59.

| 69] CuokK 1 DOCKET $3-315% LER 87-017
FAILURE TO INCORPORATE CHANGES TO PRESSURIZER LEVEL PROTECTION SET VALUES INTO
PROCEDURES.

EVEN] DATE: 081587 REPORT DATE: 091687 NSSS: WE TYPE: PWR

(NSIC 206056) ON AUGUST 7, 1987 IT WAS DISCOVERED THAT THE VALUES FOR 1HE
TRANSMITTER SPAN FOR THE PRESSURIZER LEVEL WERE INCORRECT IN CALIBRATION
PROCEDURES ' THP 6030 IMP.108, 109 AND 170 "PRESSURIZER LEVEL PROTECTION SET POR
CHANNELS I, II AND III," RESPECTIVELY. THE CORRECT VALUES WERE CONTAINED IN
ENGINCERING CONTROL PROCEDURE (ECP) 12-NI-0' APPROVED AND ISSUED ON JANUARY 28,
1977. THESE VALUES HAD NEVER BEEN INCORPORATED INTU UNIT ONE PROCEDU, 8. IT WAS
DETERMINED ON AUGUST 15, 1987 THAT THE UNIT ONE HIGH PRESSURIZER L&' ZL REACTOR
TRIP SETPOINT OF 9' PERCENT WAS THE EQUIVALENT OF 913.0027 PERCENT OF INDICATED
SPAN AS DETERMINED BY THE ECP VALUES, THIS 1S OUTSIDE THE TECHNICAL
SPECIFICATION ALLOWABLE VALUE OF LESS THAN OR EQUAL TO 93 PERCENT. THE REASON
FOR THE ERRCR WAS DEFECTIVE PROCEDURES ALTHOUGH THE ACTUAL CAUSE FOR THE
CONDIZION 15 UNKNOWN DUE TO THE TIME FRAME INVOLVED. THE UNIT ONE PROCEDURES
WERE C .NGED TO REFLECT THE ECP VALUES AND THE PRESSURIZER LEVEL TRANSMITTERS
WERE RECALIBRATED WITH IMP.109 AND 110 BRING COMPLETED ON AUGUST 10, 1987 AND
IMP.108 BEING COMPTETED ON AWGUST .0, 1987,

| 70) CooK 1 DOCKET 50-315% LER 87-019

REACTOR COOLANT SYSTEM FLOW LESS THAN REQUIRED DURING REFUELING DUE TO PROCEDURAL
INADEQUACY.

EVENT DATE: 081887 REPORT DATE: 091787 NESS: WE TYPE: PWR

(NSIC 206057) ON AUGUST 18, 1987, AT 1120 HOURS, WITH THE UNIT IN THE REPUELING
MODE AND THE REACTOR VESSEL WEAD IN PLACE, BUT NOT BOLTED, THE RESIDUAL HEAT
REMOVAL SYSTEM (RHRS) FLOW (REACTOR COOLANT SYSTEM (RCS) COOLING LOOP) WAS
REDUCED T0 LESS THAN 1000 GALLONS PER MINUTE (GPM) AS REQUIRED BY PROCEDURES TO
DRAIN THE RCS TO MALF-LOOP LEVEL POR REQUIRED MAINTENANCE. THIS IS DONE TO
PREVENT AIR BINDING OF THE RHRS PUMP, ALTHOUGH MEETING THE INTENT OF TECHNICAL
SPECIFICATION J3.%.8.' FOR REPUEBLING MOUE RMRS, THE SURVEILLANCE REQUIREMENT OF
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3000 GPM WAS NOT MET. THE ACTIOW STATEMENT FOR T.S. 3.9.8.1 REQUIRES THAT
CONTAINMENT INTEGRITY BE ESTABLISHED WITHIN FPOUR HOURS IF THERE IS NO OPERATING
(GREATER THAN OR EQUAL TC 3000 GPM) RHRS LGOP. THIS WAS NOT DONE DUE TO THE
REQUIREMENT NOT BEING RECOGNIZED. THIS EVPNT WAS CAUSED BY THE PROCEDURAL
INADEQUACY WHICH ALLOWED FOR REDUCTION OF THE RCS FLOW BELOW 3000 GPM. THE
REQUIRENLENT WAS RECOGNIEED AT 203C HOURS WHILE TAKING SURVEILLANCE READINGS. THE
RCS LEVEL WAS THEN INCREBASED TO ALLOW GREATER THAN 3000 GPM PLOW, THE REQUIRED
FLOW WAS ESTABLISHED AT 2050 HOURS. THE APPROPRIATE PROCEDURES WILL BE CHANGED
AS NEEDED PRIVUR TO THE NEXT REFUELING IN ORDER TO ENSURE THE REQUIREMENTS OF T.S.
3,9.8.1 ARE ADDRESSED,

[ 71) COOK 1 DOCKEBT 50-315 LER 87-018
FIRE RATED A“SEMBLIES AND DAMPERS INOPERABLE DUE TQO INCORRECT APPLICATION OF
SURVEILLANC: «EQUIREMENT FOR INSPECTING FIRE SEALS.

EVENT DATE: 082687 REPORT DATE: 092507 NSS§§: W2 TYPE: PWR
OTHER UNITS INVOLVED: COOK 2 (PWR)

VENDOR: AIRSTREAM PROD DIV

(NSIC 206518) ON AUGUST 20, 1987, AT 1615 HOURS, WITH UNIT 1 IN MODE § (COLD
SHUTDOWN) AND UNIT 2 IN MODE ! (POWER OPERATION) AT 80 PERCENT REACTOR THERMAL
POWER, CERTAIN FIRE RATED ASSEMBLIES AND FIRE DAMPERS WERE DECLARED INOPERABLE.
IT WAS DETERMINED THAT THE SURVEILLANCE REQUIREMENTS REQUIRED BY TECH SPEC
4.7.10,7.A AND 4.7,10.1.8B WERE PERFORMED ON 10 PERCFNT OF THE FIRE RATED
ASSEMBLIES (WALLS, PLOORS, CEILINGS, CABLE TRAY ENCUCLOSURES) AND DAMPERS. THE
UNTESTED FIRE RATED ASSEMBLIES WERE TECHNICALLY INOPERABLE FROM 03/29/87 UNTIL
08/29/87, WHEN THE SURVEILLANCE ACTIVITY WAS COMPLETED. THE UNTESTED FIRE
DAMPERS WERE TECHNICALL. INOPERABLE FROM 07/01/87 UNTIL 08/29/87 WHEN THE
SURVEILLANCE ACTIVITY vAS COMPLETED ON ALL BUT ONE DAMPER. THE FINAL DAMPER WAS
TESTED ON 09/74,87. THIS EVENT WAS CAUSED BY PERSONNEL ERROR (NON-LICENSED
SUPERVISOR) IN THAT THE 10 PERCENT TEST REQUIREMENT OF SURVEILLANCE §.7.10.1.C
FOR G "ALED PENETRATIONS WAS INCORRECTLY APPLIErM TO SURVEILLANCES 4.7.10.1.A AND
4.7.10.1.8., SURVEILLANCE PROCEDURES CURRENY /¢ IN PLACE HAVE BEEN REVIEWED AND
DETERMINED TO BE ADEQUATE TO CORRECTLY DIRECT PERFORMANCE OF THE REQUIRED
INSPECTIONS. FUTURE SURVEILLANCES PEFFORMED POR THESE ACTIVITIES WILL INCLUDE
ALL FIRE RATED ASSEMBLIES AND DAMPERS.

| 72) COOK 2 DOCKET 50-316 LER 87-00%
RADIATION MONITOR INOPERABLE WITHOUT TECH SPEC REQUIRED COMPENSATORY SAMPLE DUE
TO PERSONNEL ERROR.

EVENT DATE: 082587 REPORT DATE: 092487 NESS: WE TYPE: PWR
VENDOR: EBERLINE INSTRUMENT CORP.

INSIC 206454) ON AUGUST 25, 1987, AT 1225 HOURS, DURING PERFORMANCE OF SHIPT
SURVEILLANCES, THE GLAND SEAL LEAKOFF (GSLO) CONDENSER EFFLUENT RADIATION
MONITOR, SRA-2800, WAS FOUND TO BE INOPERABLE DUE TO EXCESSIVE CONDENSATION
BUILD-UP IN THE SAMPLE LINE. A REVIEW OF SRA-2800 HISTORY FILE INDICATES THAT IT
FAILED AT 0152 HOURS ON AUGUST 25, 1937. AN ADMINISTRATIVELY REQUIRED SHIPT
SURVEILLANCE PERPORMED AT APPROXTMATELY 0230 HOURS DID NUT DISCOVER THE
INOPERABILITY DUE TO MISCOMMUNICATION BETWEEN THE TWO LICENSED OPERATORS
PERFORMING THE SURVEILLANC) (PERSONNEL ERROR). THIS MISUNDERSTANDING RESULTED
IN THE EIGHT HOUR GRAB SAMPLE, REQUIRED BY TECHNICAL SPECIFPICATION 3.3.3.10, NOT
BEING OBTAINED UNTIL 11306 HOURS. SRA-2800 WAS RESTORED TOC UPERABLE STATUS AT 1317
HOURS., CONTRIBUTING TO THIS EVENT WAS AN EQUIPHAMT FAILURE ON THE UNIT 2
RADIATION MONITORING SYSTEM (RMS) WHICH REQUIRED THAT RMS DATA BE OBTAINED IN THE
UNIT ' CONTROL ROOM. THIS FAILURE PREVENTED A PERIODIC OBSEDVATION OF RMS STATUS
IN THE UNIT ® CONTROL ROOM AND DISRUPTED THE NORMAL SURVEILLANCE ROUTINE. A
PREVIOQUSLY APPROVED DESIGN CHANGE WILL IMPROVE THE CONTROL ROOM RMS INDICATION
CAPABILITY. THE INVOLVED PERSONNEL WERE COUNSELED ON THE IMPORTANCE OF CLEAR AND
CONCISE COMMUNICATIONS,
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[ 73) COOK 2 DOCKET 50-316 LER 87-010
ICE BUILDUP IN ICE CONDENSER PLOW PASSAGES DUE TO SUBLIMIATION.
EVENT DATE: 090287 REPORT DATE: 092587 NSSS§: WE TYPE: PWR

(NSIC 206455) ON SEPTEMBER 2, 1987, WITH UNIT 2 IN MODE 5 (COLD SHUTDOWN), FLOW
PASSAGE INSPECTIONS OF THE ICE CONDENSER REVEALED FROST AND ICE BUILDUP ON THE
LATTICE FRAMES O7 GREATER THAN 3/8 INCH IN A TOTAL OF PORTY-SIX PLOW PASSAGES IN
SIX OF THE TWENTY-FOUR ICE CONDENSER BAYS. A SUBSEQUENT INSPECTION INDICATED
THAT THERE WAS ALSO FROST AND ICE FORMATION BETWEEN THE WALLS AND ICE BASKETS
ADJACENT TO THE WALLS. TECKNICAL SPECIFICATION (T/8) 4.6.5.1.B.3 LIMITS FROST OR
ICE BUILDUP IN FPLOW PASSAGES TO A NOMINAL THICKNESS OF 3/8 INCH. ACCORDING TO
THIS T/8, BUILDUP EXCEEDING THIS LIMIT IN TWO OR MORE PLOW PASSAGES PER BAY IS
EVIDENCE OF ABNORMAL DEGRADATION. THOUGH THE EV/LUATION HAS CONCLUDED THAT THE
DEGRADATION IS NOT SERIOUS, IT IS BELIEVED THAT ISSUANCE OF THIS VOLUNTARY LER 1§
APPROPRIATE SINCE SOME DEGRADATION HAS BEEN IDENTIFPIED., ACTIONS TAKEN TO CORRECT
THE ABNORMAL DEGRADATION INCLUDED A DEFROST OF THE ICE CONDENSER AND AN INTERNAL
INVESTIGATION OF THE EVENT. TH' INTERNAL INVESTIGATION, AIDED BY A PREVIOUS
WESTINGHOUSE EVALUATION, INDICATED THAT THERE WERE NO SAFETY CONCERNS, THAT I§,
THAT THE ICE CONDENSER REMAINED IN A CONFIGURATION IN WHICH IT WOULD HAVE
PERFORMED ITS INTENDED SAFETY FUNCTIOK.

{ 74) COOPER DOCKET 50-298 LER 87.209
UNANTICIPATED REACTOR SCRAM AND GROUP ISOLATIONS DUE TO LOW REACTOR VESSEL WATER
LEVEL CAUSED BY INADVERTENT MANUAL TRIP CF THE OPERATING REACTOR FPUDWATER PUMP.
EVENT DATE: 021887 REFORT DATE: 031287 NSSS: GE TYPE: BWR

(NSIC 206571) AT 1350, A REACTOR SCRAM OCCURRED ACCOMPANIED BY GROU® II, III, AND
VI ISOLATIONS WHEN THE OPERATING REACTOR FEED PUMP WAS MISTAKENLY TRIFPED BY A
STATION OPERATOR FROM THE LOCAL CONTROL STATION. THE STATION OPERATOR
(UNLICENSED OPERATOR) hAJ BREEN DISPATCHED, SUBSEQUENT TO DISCUSSIONS AND REVIEW
WITH LICENSED CONTROL ROOM OPERATORS OF THE PROCEDURAL REQUIREMENTS, TO CONDUCT A
LOCAL TRI® TEST OF THE STANDBY REACTOR FPEED PUMP TURBINE WHICH WAS IN THE INITIAL
STAGES OF BEING PLACED IN SERVICE. UPON ENTERING THE PEED PUMP ROOM, HE
APFARENTLY BECAME DISORIENTED WITH RESPECT TO NORTH-SOUTH DIRECTION AND PUNMP
LOCATION AND TRIPPED THE OPERATING PUMP. AT THE TIME OF THIS EVENT, POWER LEVEL
WAS APPROXIMATELY 50 PERCENT AND PREPARATIONS WERE BEING MADE TO INCREASE POWER
TO 100 PERCENT. THE CAUSE OF THIS EVEN/ WAS PERSONNEL ERROR ON THE PART OF THE
STATION OPERATOR DISPATCHED TO CONDUCT A LOCAL TRIP TEST OF THE REACTOR FEED PUMP
TURBINE BEING PLACED IN SERVICE, IN ACCORDANCE WITH THE OPERATING PROCEDURE. A
CONTRIBUTING CAUSE IS CONSIDERED TO BE THE LACK OF HUMAN FACTORS IN
COMPONENT/EQUIPMENT MARKINGS. CORRECTIVE ACTION TAKEN INCLUDED ESTABLISHING
STABLE PLANT CONDITIONS AND IMPLEMENTING NORMAL SCRAM RECOVERY PROCEDURES.

[ 7%) COOPER DOCKET 50-298 LER 87.019
INITIATION OF PLANT SHUTDOWN DUE TO MALFUNCTIONING PRESSURE SUPPRESSION CHAMBER
AS A RESULT OF REACTOR BUILDING VACUUM BREAKER VALVES FPAILING TO TEST PULLY.
EVENT DATE: 080887 REPORT DATE: 091587 NSSS: GE TYPE: BWR
VENDOR: WILLER, RALPH A., CO.

(NSIC 206048) ON AUGHST 8, 1987, AT 2:30 AM, ONE OF THE TWO PRESSURE SUPPRESSION
CHAMBER - REACTOR BUILDING VACUUM BREAKER VALVES (PC-28JAV, A 20" AIR OPERATED
BUTTERFLY VALVE) REPOSITIONED FROM ITS NORMALLY CLOSED TO A PARTIALLY OPEN
POSITION WHEN A GASKET ON THE IN-LINE AIR PILTER/PILOT AIR REGULATOR FAILED.
SUBSEQUENTLY, A SLOW UECREASE IN PRIMARY CONTAINMENT PRESSURE WAS OBSERVED WHICH,
UPON PURTHER INVESTIGATION, WAS DETERMINED TO BE DUE TO THE PACT THAT TH2
CORRESPONDING PRESSURE SUPPRESSION CHAMBER REACTOR BUILDING VACUUM RELIEF VALVE
(CV-13, WHICH IS A 20" WAFER CHECK VALVE) WAS NOT PULLY SEATED. A PIANT SHUTDOWN
WAS INITIATED AND A NOTIFICATION OF UNUSUAL BVENT (NOUE) WAS DECLARED BASED UPON
AN APPARENT LOSS OF PRIMARY CONTAINMENT INTEGRITY. THE CAUSE OF THE EVENT WAS
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DETERMINED TO BE DUE TO VACUUM BREAXER RELIEF VALVE CV-13 NOT BEING FULLY SEATED
WHICH, IN TURN, WAS DUE TO LACK OF A PRESCRIBED TECHNIQUE POR TEST PERFORMANCE IN
THE SURVEILLANCE TEST PROCEDURE. THE CAUSE OF THE IN-LINE AIR PILTER/PILOT AIR
REGULATOR GASKET PAILURE 1S NOT KNOWN. IMMEDIATE CORRECTIVE ACTIONS TAKEN
INCLUDED DISPATCHING OPERATIONS PERSONNEL TO THE VICINITY OFf THE MALPUNCTIONING
VALVES AND MANUALLY CAUSING THE VACUUM RELIEF WATER CHECK VALVE TO SEAT.

[ 76) CRYSTAL RIVER 3 DOCKET 50-302 LER 87-016
PERSONNEL COGNITIVFR ERROR RESULTS IN SP SPECIFYING RPS SETPOINTS OUTSIDE REQUIRED
TECHNICAL SPECIFICATION VALUES.

EVENT DATE: 0801387 REPORT DATE: 090287 NSSS: BW TYL Z: PWR

(NSIC 206302) ON AUGUST 3, 1987, CRYSTAL RIVER UNIT 3 WAS IN HOT STANDBY (MODE
3). DURING A REVIEW OF STATION NON-CONFORMING OPERATIONS REPORTS (NCORS) ON
INSTRUMENT DRIFT, IT WAS DISCOVERED THAT THE SURVEILLANCE PROCEDURE (SP) FOR
CALIBRATION OF THE REACTOR PROTECTION SYSTEM (RPS) DID NOT CONTAIN PROPER
SETPOINTS FOR ANTICIPATORY REACTOR TRIP UPON LOSS OF THE MAIN TURBINE (MT) OR
BOTH MAIN FEEDWATER PUMPS (MFP). THE SIGNALS UPON WHICH THE TRIPPED INDICATION
OF THE MT AND MPPS 1S BASED, ARE THE OIL PRESSURES WITHIN EACH TUPRBINE'S CONTROL
SYSTEM. THE VALUES FOR CONTROL OIL PRESSURES WERE PLACED INTO TECHNICAL
SPECIFICATIONS BY A CHANGE WHICH WAS APPROVED IN JANUARY 1987. THIS EVENT WAS
CAUSED BY UTILITY ENGINEERING PERSONNEL FAILING TO ADEQUATELY PERFORM THE
SPECIFIED PROCEDURE REVIEW/REVISION NECESSITATED BY THE TECH SPEC CHANGE. THOSE
PROCEDURES USED FOR SETTING THE ANTICIPATORY REACTOR TRIP SETPOINTS AND FOR
SURVEILLANCE OF THOSE SETPOINTS HAVE BEEN REVISED TO REFLECT THE TECH SPEC
REQUIRED VALUES. PLANT PERSONNEL HAVE BEEN REMINDED OF THE NECESSITY TO PAY
PARTICULAR ATTENTION TO TECH SPEC CHANGES AND THEIR EFECTS.

[ 77) CRYSTAL RIVER 3 DOCKET 50-302 LER 87-017
ENTRY INTO HOT SHUTDOWN TO REPAIR CONTROL ROD DRIVE MECHANISM.
EVENT DATE: 0808° REPORT DATE: 090487 NSSS: BW TYPE: PWR

(NSIC 2062813) ON AUGUST 8, 1987, CRYSTAL RIVER UNIT 3 WAS SHUT DOWN TO HOT
STANDBEY CONDITIONS TO ALLOW MAINTENANCE ON A FAILED CONTROL ROD DRIVE MECHANISM
(CRDM). OFPERATION HAD SECURED THE STEAM SUPPLY TO THE TURBINE DRIVEN EMERGENCY
FEEDWATER PUMP (EFP) DURING COOLDOWN IN ACCORDANCE WITH PLANT PROCEDURES. PLANT
TECHNICAL SPECIPICATIONS REQUIRE TWQO OPERABLE EFPS DURING POWER OPERATION,
STARTUF. AND HOT STANDBY OPERATING MODES. PROBLEMS ENCOUNTERED DURING CRDM
REPAIRS DELAYED PLANT HEATUP. THIS PREVENTED RESTORATION OF THE PUMP TO OPERABLE
STATUS WITHIN THE TIME ALLOWED BY TECHNICAL SPECIPICATIONS. THEREFORE, OPERATORS
COOLED THE PLANT TO HOT SHMUTDOWN CONDITIONS IN ORDER TO COMPLY WITH APPLICABLE
TECHNICAL SPECIFICATION ACTION STATEMENTS. ANALYSIS WILL BE PERFORMED TO CLARIPY
EMERGENCY FEEDWATER FLOW REQUIREMENTS AND EFP FLOW CAPABILITIES AT LOW REACTOR
COOLANT SYSTEM TEMPERATURES AND LOW EFP STEAM SUPPLY PRESSURES. THE RESULTS OF
THIS ANALYSIS MAY ALLOW THE TURBINE DRIVEN EFW PUMP TU REMAIN OPERABLE DURING
SIMILAR SITUATIONS IN THE FUTURE.

| 78) DAVIS-BESSE DOCKET 50-346 LER 87-010
UNIT TRIP FROM FULL POWER DURING A SEVERE THUNDERSTORM.
EVENT DATE: 082187 REPCRT DATE: 091887 NESS: BW TYPE: PWR

(NSIC 20606%) ON AUGUST 2)', 1987 AT 2258 HOURS, DURING A SEVERE THUNDERSTORM, TF®
UNIT EXPERIENCED A TRIP FROM 100 PERCENT REACTOR THERMAL POWER. THE POST-TRIP
RESPONSE WA" NORMAL WITH EXCEPTION OF A FASTER THAN NORMAL REACTOR COOLANT SYSTEM
(RCS) TEMPERATURE AND PRESSURE REDUCTION. THE MAI!l CONTRIBUTOR WAS THE EXCESSIVE
STEAM LOAD WIEN THE 2ND STAGE REHEAT STEAM SUPPLY VALVE TO THE ¢! MOISTURE
SEPARATOR RENEATER FAILED TO AUTOMATICALLY CLOSE AFPTER THE TURBINE TRIP. THE
CAUSE OF THIS VALVE FAILURE WAS TRACED TO A PRESSURE SWITCH, PS9806 WHICH FAILED
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TO ACTUATE. THE CAUSE OF THE UNIT TRIP WAS A PARTIAL LOSS OF THE A AND C PHASES
IN THE POWES GRID WHICH CAUSED A SUDDEN SHIFT IN THE TURBINE-GENERATOR EHAFT
POSITION AND RESULTANT VIBRATION SPIKES AT THE BEARINGS. THE #9 BEARING ZXCEEDED
ITS VIBRATION TRIP SETPOINT WHICH CAUSED A TURBINE-GENERATOR TRIP WHICH INITIATED
AN ANTICIPATORY REACTOR TRIP SYSTEM (ARTS) TRIP OF THE REACTOR. THE UNIT WAS
BACK ON LINE ON AUGUST 23, 1987 AND RETURNED TO FPULL POWER OPSRATION ON AUGUST
24, 1987, THE PRESSURE SWITCH WAS REPAIRED AND SELECTED TURBINE-GENERATOR BEARING
TRIP SETPOINTS WERE INCREASED SUCH THAT ALL TRIPS NOW OCCUR AT 12 MILS.

[ 79) DIABLO CANYON ! DOCKET 50-275 LER 87012
CONTAINMENT FAN COOLER UNIT 1-3 REQUIRED COOLING WATER FLOWRATE WAS NOT MET DUE
TO AN OUT OF TOLERANCE FLOW INSTRUMENT.

EVENT DATE: 121284 REPORT DATE: 091487 NSSS: WE TYPE: PWR

(NSIC 206042) ON DECEMBER 12, 1984, WITH UNIT ! IN MODE ' (POWER OPERATION), THE
ALLOWED OUTAGE TIME OF TECHNICAL SPECIFICATION 3.6.2.3 WAS EXCEEDED WHEN THE
COMPONENT COOLING WATER FLOWRATE TO CONTAINMENT FAN COOLER UNIT 1-3 WAS LESS THAN
THE 2000 GPM REQUIRED BY TECHNICAL SPECIFICATION 4.6.2.3.A.2. THIS EVENT
OCCURRED AGAIN ON FEBRUARY 12, 1985. ON BOTH OF THESE OCCASIONS THE FLOW
INSTRUMENT (FI-36) WAS INDICATING 2000 GPM BUT THE ACTUAL FLOWRATE WAS
SUBSEQUENTLY DETERMINED TO BE APPROXIMATELY 1950 GPM. THE INCORRECT INDICATION
WAS DUs TO A PLOW INSTRUMENT BEING OUT-OF-TOLERANCE. THE CAUSE OF THI1S EVENT WAS
ATTRIBUTED TO INSTRUMENT DRIPT RESULTING IN THE PLOW INSTRUMENT (FI1-36)
INDICATING HIGHER THAN ACTUAL AND A FAILURE TO PERFORM AN EVALUATION OF THE
RELATED TEST RESULTS WHEN TVE OUT-OF-TOLERANCE CONDITION WAS IDENTIFIED. THIS
EVENT WAS DISCOVERED AS THE RESULT OF A NONCONFORMANCE RESOLUTION. THE
RESOLUTION REQUIRED THE REVIEW OF PREVIOUSLY PERFORMED SURVEILLANCE TESTS TO
DETERMINE THE IMPACT ON TEST RESULTS OF INSTRUMENTS THAT WERE FOUND TO BE
QUT-OF-TOLERANCE. AT THE TIME OF DISCOVERY OF THIS EVENT, FLOW INSTRUMENT FI-16
WAS READING WITHIN TOLERANCE AND THE SURVEILLANCE REQUIREMENT WAS BEING MET.

| 80} DIABLO CANYON 1 DOCKET 50-275 LER 87-013
CONTAINMENT VENTILATION ISOLATION INITIATION DUE TO PERSONNEL ERROR.
EVENT DATE: 082487 REPCRT DATE: 092387 NSSS: WE TYPE: PWR

(NSIC 206449) ON AUGUST 24, 1987, AT 1347 PDT, WITH THE UNIT IN MODE ' (POWEN
OPERATION) AN AUTOMATIC INITIATION OF THE CONTAINMENT VENTILATION ISOLATION
SYSTEM CVIS OCCURRED. THE SAMPLE LINE ISOLATION VALVES POR GASEOUS RADIATION
MONITORS (RM) RM!! AND RM12 CLOSED AS DESIGNED. ALL OTHER CVIS VALVES THAT
RECEIVE ISOLATION SIGNALS WERE ALREADY CLOSED WHEN THE EVENT OCCURRED. AS
REQUIRED BY 10 CPR 50.72 (B)(2)(11), A 4-hOUR NON-EMERGENCY EVENT REPORT WAS MADE
AT 16425 PDT, AUGUST 264, 1987, THIS EVENT WAS CAUSED BY A LICENSED SENIOR CPERATOR
PERFORMING A SOURCE CHECK ON THE INCORRECT RADIATION MONITOR PRIOR TO A LIQUID
RADWASTE DISCHARGE, THE CVIS WAS RESET AT 1347 PDT, AUGUST 24, 19B7. THE
OPERATOR WAS COUNSELED CONCERNING HIS IMPROPER ACTION. AN INCIDENT REPORT WAS
ISSUED ON THIS EVENT AND WILL BE REVIEWED WITH CPERATORS TO EMPHASIIE THE
IMPORTANCE OF VERIFYING EQUIPMENT PRIOR TO ACTUATING ANY PUNCTIONS ASSOCIATED
WITH TESTING.

| 81) DIABLO CANYON 1 DOCKET 50-275§ LER 87-014
INADVERTENT START OF DIRSEL GENERATOR '1-3 WHEN OPERATOR PULLED WRONG FUSE WHILE
RETURNING A VITAL BUS PEEDER BREAKER TO OPERABILITY FOLLOWING PLANNED MAINTENANCE.
EVENT DATE: 082987 REPORT DATE: 092487 N§SS: WE TYPE: PWR

(NSIC 206450) ON ADGUST 25, 1987, AT 2121 PDT, WITH THE UNIT IN MODE ' (POWER
OPERATION), DIESEL GENERATOR 1-1 AUTOSTARTED AND LOADED ONTO & KV BUS F., THE
AUTOSEQUENCED LOADS 9ID NOT LOAD ONTO THE BUS. THE CONTROL ROOM OPERATOR, WHILE
PERFORMING HIS VERIFICATION OF OPERATING EQUIPMENT, OBSERVED THAT THE CHARGING



n

PUMP HAD STOPPED. THE CONTROL ROOM OPERATOR IMMEDIATELY STARTED A CHARGING PUMP
TO PROVIDE REACTOR COOLANT PUMP SEAL INJECTION. AFTER THE BUS WAS TRANSFERRED
SACK TO AUXILIARY POWER. THE DIESEL GENERATOR WAS SECURED AND RETURNED TO NORMAL
STANDBY MODE. THE 4-HOUR NONEMERGENCY REPORT REQUIRED BY 10 CFR 50.72 WAS MADE AT
2335 PDT, AUGUST 25, 1987. THIS EVENT WAS CAUSED BY PERSONNEL ERROR WHEN AN
UNLICENSED OPERATOR, IN THE PROCESS OF RETURNING A VITAL BUS FEEDER BREAKER TO
OPERABILITY FOLLOWING PREVENTIVE MAINTENANCE, INADVERTENTLY PULLED THE WRONG
FUSE. THE AUTOSEQUENCING LOADS DID NOT LOAD ONTO THE BUS DUE TO THE APPARENT
UNDERVOLTAGE CONDITION SENSED ON THE BUS AND A DESIGN FEATURE IN THE BREAKER
WHICH LOCKS IN THE TRIP CONDITION TO PREVENT THE BREAKER FROM CYCLING.
REINITIATING THE BREAKER CLOSE SIGNAL ALLOWED THE BREAKERS TO CLOSE. TO PREVENT
RECURRENCE, AN INCIDENT REPORT WAS ISSUED AND WILL BE REVIEWED WITH ALL OPERATORS.

| 82) DIABLO CANYON 2 DOCKET 50-323 LER 87-019
AUTOSTART OF DIESEL GENERATOR 2-2 DUE TO A WIRE BEING BROKEN DURING
REINSTALLATION OF A 4KV BREAKER,

EVENT DATE: 081487 REPORT DATE: 091487 NSSS: WE TYPE: PWR

(NSIC 206059’ ON AUGUST 14, 1987, AT 2127 PDT, WITH UNIT 2 IN MODE ' (POWER
OPERATION), DIESEL GENERATOR (DG) 2-2 AUTOMATICALLY STARTED AND LOADED ONTO THE
VITAL 4 KV BUS H. THE & KV BREAKER FOR COMPONENT COOLING WATER PUMP 2-3 WAS
BEING REINSTALLED INTO ITS CUBICLE ON VITAL BUS H AFTER MAINTENANCE. A WIRE
ASSOCIATED WITH THE VITAL BUS UNDERVOLTAGE CIRCUITRY WAS SHORT-CIRCUITED AND
SEVERED BY THE MECHANICAL ACTION OF INSTALLING THE BREAKER. THE SHORT CIRCUITED
WIRE RESULTED IN AN OPENED BUS POTENTIAL FUSE AND FIRST- AND SECOND-LEVEL
UNDERVOLTAGE RELAY ACTUATION. THESE (SECOND-LEVEL) RELAY ACTUATIONS RESULTED IN
THE AUTOMATIC START AND LOADING OF DG 2-2, VITAL BUS H STRIPPING ACTION AND
LOADING OF DG 2-2 ONTO BUS H, POWERING ITS 480 V LOADS. THE EFPECTS OF THE
OPENED BUS POTENTIAL FUSE AND THE SEVERED WIRE PREVENTED THE BUS STRIPPING SIGNAL
FROM RESETTING. 1iiS PREVENTED AUTOMATIC OR MANUAL LOADING OF THE REMAINIWAG 4 KV
LOADS ONTO BUS H, AT 2307 PDT, THE BUS POTENTIAL PUSE WAS REPLACED, RESTORING
OPERABILITY TO THE REMAINING EQUIPMENT ON THE BUS. ON AUGUST 15, 1987, AT 0743
PDT THE SEVERED WIRE WAS REPLACED, THE VITAL BUS ALIGNED TO OFFSITE POWER, AND DG
2-2 RETURNED TO ITS STANDBY CONDITION. THE NOTIFICATIONS REQUIRED BY 10 CPR
50.72 WERE COMPLETED ON AUGUST 15, 1987, AT 0033 PDT.

[ 83) DIABLO CANYON 2 DOCKET 50-323 LEBR 87-020

ENTRY INTO TECHNICAL SPECIFICATION 3.0.3 DUE TO BOTH TRAINS OF AUXILIARY BUILDING
VENTILATION BEING INOCPERABLE.

EVENT DATE: 081887 REPORT DATE: 091687 NSSS: WE TYPE: PWR

(NSIC 206060) ON AUGUST 18, 1987, AT 1320 PDT, AND AGAIN ON SEPTEMBER 1, 1987, AT
1910 PDT, WITH THE UNIT IN MODE ' (POWER OPERATION) AT 100 PERCENT POWER, BOTH
TRAINS OF THE AUXILIARY BUILDING VENTILATION SYSTEM WERE INOPERABLE, RESULTING IN
VIOLATION OF TECHNICAL SPECIPICATION (TS) 3.7.6.1 AND ENTRY INTO T§ 3.0.3. 1IN
BOTH CASES, SUPPLY FAN S-34 HAD BEEN MANUALLY SECURED, AND THE PLOW SENSOR FOR
THE OPERATING PAN S-133 SENSED A "NO-FLOW" CONDITION, TRIPPING PAN $-33, THE MOST
PROBABLE CAUSE IS THAT A FLOW PATH FROM THE DISCHARGE PLENUM TO THE INTAKE ROOM
ALLOWED PRESSURE TO EQUALIZE ENOUGH TO GIVE AN APPARENT "NO-FLOW" CONDITION. THE
PLOW PATH FOR THE AUGUST 18 EVENT INVOLVED BACKFLOW THROUGH THE PARALLEL PAN
§-14'S DAMPERS, AND THE SEPTEMBER ! EVENT INVOLVED BACKPLOW THROUGH THE DOOR
BETWEEN THE DISCHARGE PLENUM AND THE INTAKE ROOM., ON AUGUST 18, 1987, AT 1355
PDT, TS 3.9.3 WAS EXITED WHEN BOTH SUPPLY FANS WERE PLACED IN OPERATION. ON
SEPTEMBER 1, 1987, AT 1930 PDT, TS 3.0.3 WAS EXITED WHEN ONE TRAIN OF AUXILIARY
BUILDING VENTILATION WAS PLACED IN OPERATICN. PG AND E IS CONTINUING THE
INVESTIGATION INTO THESE EVENTS TO DETERMINE THE ROOT CAUSE AND APPROPRIATE
CORRECTIVE ACTIONS. A SUPPLEMENTAL REPORT WILL BE SUBMITTED WHEN THIS
INVESTIGATION 18 COMPLETE,
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| 84) DRESDEN 2 DOCKET 50-237 LER 87-022
NUMBER OF OPERABLE APRM DOWNSCALE TRIP CHANNELS LESS THAN ALLOWASLE DUE TO
BYPASSING OF APRM 4 WHILE IRM 16 WAS IN BYPASS.

EVENT DATE: (081887 REPORT DATE: 091587 NSSS: GE TYPE: BWR
VENDOR: GENERAL ELECTRIC CO.

(NSIC 206428 ' ON AUGUST '8, 1987 AT 0019 HOURS WITH UNIT 2 IN THE RUN MODE AT 94%
POWER, AVERAG™ POWER RANGE MONITOR (APRM) 4 GENERATED A SPURIOUS HIGH KHIGH SIGNAL
WHICH GENERATED A TRIP OF THE "B" REACTOR PROTECTION SYSTEM (RPS) CHANNEL. THE
APRM HIGH HIGH ALARM WAS CLEARED, THE RPS TRIP RESET AND APRM & WAS PLACED 1IN
BYPAES. IRM '6 HAD PREVIQUSLY BEEN BYPASSED DUE TO ERPATIC READINGS. HAVING
APRM 4 AND IRM 16 STMULTANEOUSLY IN BYPASS REDUCED THE NUMBEF OF OPERABLE APRM
DOWNSCALE TRIP FUNCTIONS IN THE "B" RPS CHANMEL TO BELOW THE NUMBER REQUIRED BY
THE TECH SPECS. THIS VIOLATION CONDITION WAS BROUGHT TO THE ATTENTION OF
MANAGEMENT PERSONNEL BY AN NRC INSPECTOR. THE VIOLATION CONDITION TERMINATED AT
AUGUST 18, 1987 AT 0922 HOURS WHEN IRM 16 WAS REMOVED FROM BYPASS. THE ROOT
CAUSE UF THIS EVENT WAS AN ADMIWISTRATIVE DEFICIENCY AS THERE WERE NO
ADMINISTRATIVE CONTROLS RESTRICTING THE COMBINATIONS OF APRMS AND IRMS THAT COULD
BE BYPASSED. 1IMMEDIATE CORRECTIVE ACTIONS ENTAILED ISSUANCE OF AN OPERATING
ORDER AND PROCEDURE CHANGES ALERTING THE OPERATORS AS TO WHICH COMBINATIONS OF
APRMS AND IRMS COULD BE BYPASSED. LONG TERM CORRECTIVE ACTION WILL INCLUDE
OPERATOR TRAINING AND PURSUIT OF TECH SPEC REL1EF FROM THIS REQUIREMENT.

| 8%]) DRESDEN 2 DOCKET 50-217 LER 87-024
REACTOR SCRAM ON LOW LEVEL DUE TO 2A FEEDWATER REGCULATINSG VALVE PAILURE,
EVENT DATE: 082187 REPORT DATE: 092187 NSSS§: GE TYPE: BWR

VENDOR: COPES-VULCAN, INC.

(NSIC 206326) ON AUGUST 21, 1987 AT 175% HOURS WITH UNIT 2 AT APPROXIMATELY 2350
MW THERMAL (93% POWER) THE REACTOR SCRAMMED ON A LOW REACTOR WATER LEVEL SIGNAL
OF +8 INCHES. THE ROOT CAUSE OF THE EVENT WAS THE FAILURE OF THE 2A PEEDWATER
REGULATING VALVE (FWRV), THE STEM AND PLUG ASSEMBLY OF THE 2A PWRV SEPARATED DUE
TO A PATIGUE CRACK. CORRECTIVE ACTIONS ENTAILED REPLACEMENT OF THE STEM/PLUG
ASSEMBLY WITH A NEW WELDED STEM/PLUG. ALSO TO PREVENT RECURRENCE A NEW TRINM
PACKAGE INCORPORATING A LIGHTER PLUG THAT IS LESS SUSCEPTIBLE TO FATIGUE CRACKING
WILL BE CONSIDERED AS REPLACEMENT PARTS IN THE PUTURE. THIS DECISION WILL BE
MADE FOLLOWING THE TESTING BEING PERPORMED ON UNIT 3 AS A RESULT OF THE 8/7/87
UNIT 3 SCRAM DUE TO FEEDWATER SYSTEM OSCILLATING. THE SAPETY SIGNIFICANCE WAS
MINIMAL SINCE ALL EMERGENCY CORE COOLING SYSTEMS WERE AVAILABLE, HOWEVER, NO
ACTUATION WAS NECESSARY, THE PEEDWATER [ EVEL CONTROL SYSTEM REMAINED CAPABLE OF
MANUAL CONTROL OF REACTOR LEVEL AT ALL TIMES AND THE REACTOR SCRAMMED AT THE
SPECIFIED CONSERVATIVE SETPOINY. FIVE (5) PREVIOUS OCCURRENCES WERE REPORTED BY
LICENSEE EVENT REPORTS #87-12 AND #84-10 ON DOCKET 050249 AND #84-23, #87-16,
¢84-9 ON DOCKET 050237

| 86) DRESDEN 2 DOCKET 50-2137 LER 87-027
FUNCTIONAL TEST OF RPS MOTOR GENERATOR SET.
EVENT DATE: 091687 REPORT DATE: 092887 N§6S: GE TYPE: BWR

(NSIC 206560) ON SEPTEMBER 16, 1987 AT 0800 HOURS, WITH THE REACTOR IN THE RUN
MODE AT 93% POWER, IT WAS FOUND THAT THE SIX (6) MONTH PUNCTIONAL TEST OF THE
REACTOR PROTECTION SYSTEM (RPS) MOTOR-GENERATOR (MG) SET BLECTRICAL PROTECTION
ASSEMBLIES (EPAS) HAD EXCEEDED THE CRITICAL DATE. THIS SURVEILLANCE, DRESDEN
TECHNICAL SURVEILLANCE (DTS) $500-2, IS REQUIRED BY TECH SPEC 4.1.A.3.A. THE ROOT
CAUSE OF THE EVENT WAS DETERMINED TO BE PERSONNEL ERROR ON THE PART OF THE
COGNIZANT TECH STAFF SYSTEMS ENGINEER. DTS 500-2 WAS PERPORMED UPON DISCOVERY OF
THE VIOLATION. BECAUSE THE RPS SYSTEM PUNCTIONED SATISPACTORILY THE EVENT WAS
DEEMED TO BE OF MINIMAL SAPETY SIGNIFICANCE., CORRECTIVE ACTION INCLUDED
DISCUSSION OF THIS EVENT WITH THE COGNIZANT SYSTEMS ENGINEER AND THE MECHANICAL
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AND BELECTRICAL SYSTEMS GPOUP LEADERS, IN ORDER TO EMPHASIZE THEIR RESPONSIBILITY
TO COMPLETE SURVEILLANCES IN A TIMELY MANNER. IN ADDITION, A CRITICAL DATE
SURVEILLANCE LIST WILL BE ISSUED WEEKLY TO APPLICABLE DEPARTMENT “ZADS BY THE
SURVEILLANCE COORDINATOR. A LETTER DESCRIBING THIS EVENT AND EMPHASIZING THE
RESPONSIBILITIES OF TECH STAFF ENGINEERS AND GROUP ' LADERS WAS ALSO ISSUED TO ALL
TECH STAFF PERSONNEL.

| 87) DRESDEN 3 DOCKET 50-249 LER 87-011
MANUAL REACTOR SCRAM DUE TO REACTOR FEEDWATER SYSTEM OSCILLATIONS DURING UNIT
SHUTDOWN DUE TO FAILURE OF AIR OPERATED CONTAINMENT ISOLATION VALVE AO-3-1601-63
TO CLOSE DURING SURVEILLANCE TESTING.
EVENT DATE: 080787 REPORT DATE: 090487 N§SS: GE TYPE: BWR
VENDOR: ASCO VALVES

MILLER FLUID POWER CO.

PRATT ENGINEERING

(NSIC 206300) ON AUGUST 7, 1987 AT 0808 HOURS WITH REACTOR POWER AT 30% THERMAL
AND A UNIT SHUTDOWN IN PROGRESS, SIGNIFICANT OSCILLATIONS IN FEEDWATER AND
CONDENSATE SYSTEM PRESSURES WERE OBSERVED. A 3A FEEDWATER REGULATING VALVE
(FWRY) LOCKOUT WAS RECEIVED IN ADDITION TO HIGH VIBRATION ALARMS FOR THE REACTOR
FEEDWATEP PUMPS (RFP) AND FEEDWATER REGULATING STATION. THE UNIT SHUTDOWN WAS
CAUSED BY FAILURE OF CONTAINMENT PURGE VALVE AOE-1601-63 TO STANDBY GAS TREATMENT
SYSTEM. THE PIPING VIBRATIONS CAUSED AN INSTRUMENT LINE BREAK ON THE 3C RFP
PIPING AND A DRAIN LINE BREAK IN THE REACTOR WATER CLEANUP (RWCU) SYSTEM. THE
REACTOR WAS MANUALLY SCRAMMED TO ALLOW ISOLATION OF THE LEAKS, DURING COOLDOWN,
A GROUP V PRIMARY CONTAINMENT ISOLATION OCCURRED WHICH RESULTED IN A REACTOR
SCRAM ON LOW WATER LEVEL AT 1029 HOURS. THE PURGE VALLEY FAILURE WAS ATTRIBUTED
FWRYV AIR SUPPLY SOLENOID VALVE. FURTHER TESTING IS EXPECTED TO DETERMINE THE
CAUSE OF THE FEEDWATER OSCILLATIONS AND GROUP V TSOLATION. THE PIPING AND AIR
OPERATOR WERE REPAIRED AND THE SOLENOID VALVE WAS REPLACED. THE SAFETY
SIGNIFICANCE WAS MINIMAL SINCE PURGING OF THE CONTAINMENT CAN BE ACCOMPLISHED BY
VENTING TO THE REACTOR BUILDING VENTILATION SYSTEM AND THE EMERGENCY CORE COOLING
SYSTEMS WERE AVAILABLE. PREVIOUS OCCURRENCE 050-249/,87-12.

| 88) FERMI 2 DOCKET 50-341 LER 87-04"
ACCIDENT RANGE MONITOR IS INOPERABLE BECAUSE OF DELETED SYSTEM PARAMETERS.
EVENT DATE: 032987 REPORT DATE: 092687 N§SS: GE TYPE: BWR

VENDOR: EBERLINE INSTRUMENT CORP.

(NSIC 206460) A REVIEW OF THE STANDBY GAS TREATMENT SYSTEM (SGTS) DIVISION I1I
ACCIDENT RANGE MONITOR (AXM) CHANNEL PARAMETERS WAS CONDUCTED. IT WAS REVEALED
THAT THE CHANNELS PARAMETERS WERE SET AT DEFAULT VALUES FOR CALIBRATION CONSTANTS
AND THE SET POINTS. THIS RESULTED IN THE MONITOR BEING INOPERABLE WHICH IS BEING
REPORTED AS A VOLUNTARY LICENSEE EVENT REPCRT. THE CAUSE OF THIS EVENT WAS
INADEQUATE SYSTEM TURN OVER FOLLOWING PREOPERATIONAL TESTING. THIS RESULTED IN
THE IMPLEMENTATION OF INADEQUATE SURVEILLANCE AND TEST PREVENTATIVE MAINTENANCE
PROCEDURES. A DAILY CHANNEL CHECK IS BEING PERFORMED POR THE SYSTEM PARTICULATE,
IODINE AND NOBLE GAS (SPING) AND AXM UNITS. THE PRACTICE WILL BE CONTINUED UNTIL
APPROPRIATE CHANGES ARE MADE TO THE PROCEDURES. THE SPING AND AXM PROCEDURES
WILL BE CHANGED TO CONTROL AND VERIFY MONITOR PARAMETER EDITING. A TECHNICAL
SPECIFICATION INTERPRETATION WAS MADE TO CLARIFY SGTS OPERABILITY VERSUS AXM
RADIATION MONITOR AVAILABILITY.

| 89) FERMI 2 DOCKET 50-341 LER 87-0134 REV O
UPDATE ON INADEQUATE SCHEDULING OF FIRE BRIGADE PRACTICE DUE TO MISINTERPRETATION
OF THE REQUIREMENT.

EVENT DATE: 073087 REPORT DATE: 100987 NSS§S: GE TYPE: BWR
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ORDER TO PREVENT RECURRENCE OF THIS EVENT THE OPERATING PROCEDURE WAS REVISED TO
REQUIRE ENERGIZATION OF AC SOLENOIDS AFTER EACH TRANSFER OF THEIR POWER SUPPLY.

| 93) FERMI 2 DOCKET 50-341 LER 87-039
FAILURE OF THE BACK-UP MANUAL SCRAM BREAKER TO TRIP DUE "0 POOR WORKMANSHIP
DURING ON SITE ASSEMBLY.

EVENT DATE: 080787 REPORT DATE: 090687 NSSS: GE TYPE: BWR
VENDOR: I-T-E CIRCUIT BREAKER

(NSIC 206249) ON AUGUST 7, 1987 AT 2025 HOURS, A TRANSFER OF THE REACTOR
PROTECTION SYSTEM BUS A FROM ITS ALTERNATE POWER SUPPLY TO ITS NORMAL POWER
SUPPLY WAS PERFORMED. DURING THIS TRANSFER THE "A" BACK UP MANUAL SCRAM BREAKER
FAILED TO TRIP. INVESTIGATION DETERMINED THAT THE CRADLE ACTUATOR BLADE ON THE
UNDERVOLTAGE DEVICE WAS BINDING AGAINST THE BREAKER CASE. THIS PREVENTED THE
TRIP LATCH BLADE FPROM TRIPPING THE BREAKER. THE SLOT WHERE THE CRADLE BLADE
ENTERS THE BREAKER CASING HAD NOT BEEN PROPERLY PREPARED TO PREVENT BINDING.
THIS WAS CAUSED BY POOR WORKMANSHIP DURING FIELD ASSEMBLY OF THE BREAKER. BOTH
THE “A" AND "B" BACK UP MANUAL SCRAM BREAKERS WERE REPLACED WITH BREAKERS THAT
WERE PROPERLY PREPARED. TESTING WAS PERFORMED TO VERIFY THEIR OPERABILITY.
CORRECTIVE ACTIONS INCLUDE REVISING THE VENDOR'S TECHNICAL MANUAL TO INCLUDE A
CAUTION ABOUT PROPERLY PREPARING THE SLOT IN THE BREAXER CASE.

[ 94§] FERMI 2 DOCKET 50-341 LER 87-0138
INITIATION OF DIVISION 1 EMERGENCY EQUIPMENT COOLING WATER DUE TO INADEQUATE
SYSTEM DESIGN FOR PRESSURE COMPENSATION.

EVENT DATE: 081587 REPORT DATE: 091487 NSSS: GE TYPE: BWR

(NSIC 206418) ON AUGUST 15, 1987 AT 1921 HOURS, DURING POST MAINTENANCE TESTING
OF THE RETURN HEADER ISOLATION VALVE POR DIVISION II EMERGENCY EQUIPMENT COOLING
WATER (EECW), AN AUTOMATIC INITIATION OF DIVISION I EECW OCCURRED. DIVISION I
INITIATED BECAUSE THE DIVISION II EECW MAKEUP TANK WAS SUPPLYING THE REACTOR
BUILDING CLOSED COOLING WATER (RBCCW) PUMP SUCTION HEAD. CLOSING THE ISOLATION
VALVE ISOLATED THE MAKEUP TANK THAT WAS IN SERVICE. THIS TRIPPED THE RBCCW PUMP
AND CAUSED DIVISION I EECW TO AUTOMATICALLY INITIATE. THE CONTROL ROOM OPERATOR
RE-OPENED THE ISOLATION VALVE AND RESTORED RBCCW, THE CAUSE OF THIS EVENT IS A
RBCCW/EECW SYSTEM DESIGN THAT DID NOT RESPOND QUICKLY ENOUGH TO SYSTEM PRESSURE
CHANGES., TO PREVENT RECURRENCE, MOTOR OPERATED VALVES WERE INSTALLED TO THE
DIVISION I AND II EECW MAKEUP TANKS. A POST MODIFICATION TEST WILL BE DONE PRIOR
TO PLANT RESTART TO DEMONSTRATE THE EFFECTIVENESS OF THESE MOTOR OPERATED VALVES.
THE APPROPRIATE PROCEDURES WERE REVISED TO MAINTAIN A MAKE UP TANK IN SERVICE
WHEN OPERATING THE SYSTEM. A DESCRIFPTION OF THIS EVENT WILL BE ISSUED AS
REQUIRED READING TO CONTROL ROOM PERSONNEL,

| 95) FERMI 2 DOCKET 50-341 LER 87-046
DEFICIENCIES IN RAYCHEM INSTALLATIONS POTENTIALLY IMPACT ACCIDENT SCENARIOS.
EVENT DATR: 082087 REPORT DATE: 092087 N§S§S: GE TYPE: BWR

VENDOR: RAYCHEM CORP.

(NSIC 206067) IN RESPONSE WO INFORMATION NOTICE 86-53, "IMPROPER INSTALLATION OF
HEAT SHRINKABLE TUBING", A WALKDOWN OF A SAMPLE OF RAYCHEM HEAT SHRINK
INSTALLATIONS WAS PERFORMED., THE WALKDOWN IDENTIFIED DEFICIENCIES ON SEVEN
COMPONENTS BASED UPON THEIR TERMIN TIONS' CONFIGURATIONS. THE POTENTIAL FOR
DEGRADED ENVIRONMENTAL QUALIFICATION OF THE ASSOCIATED SAFETY RELATED EQUIPMENT
WAS EVALUATET ALL OF THE DEPICIENT INSTALLATIONS WERE REPAIRED AND/OR REPLACED.
THIS CONDIT. 4 WAS CAUSED BY INADEQUACIES IN THE TRAINING OF RAYCHEM INSTALLERS,
LACK OF INSPECTION REQUIRUMENTS AND PREVIOUS SPECIFICATION DEFICIENCIES. THE
TRAINING PROGRAM WILL BE UPGRADED TO PROVIDE ADEQUATE INSTRUCTION AND INSPECTION
REQUIREMENTS IN THE PUTURE.
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| 96) PERMI 2 DOCKET 50-341 LER 87-040 REV 0
UPDATE ON TRIP OF THE REACTOR PROTECTION SYSTEM MOTOR-GENERATOR SET FROM A
POSTULATED OVERVOLTAGE CONDITION,

EVENT DATE: 082787 RFPORT DATE: 102987 N§SS: GE TYPE: BWR

(NSIC 206582) C4 AUGUST 27, 1987 AT 0028 HOURS, THE REACTOR PROTECTION SYSTEM
(RPS) MOTOR-GENERATOR (MG) SET A TRIPPED. THIS RESULTED IN A LOSS OF POWER TO
RPS BUS A AND A DIVISION I ISOLATION SIGNAL. THE MAIN STEAM ISOLATION VALVES AND
MAIN STEAM LINE DRAIN VALVES CLOSED SINCE A SURVEILLANCE UNDERWAY ON DIVISION II
ISOLATION LOGIC HAD THE CHANNEL D LOGIC TRIPPED AT THE TIME. FURTHER TESTING HAS
NOT PROVIDED A CONCLUSIVE CAUSE POR THIS EVENT. A POSSIBLE CAUSE IS THE
PRESENCE OF CONTAMINANTS IN THE POTENTIOMETER YOR THE VOLTAGE REGULATOR.
PREVENTATIVE MAINTENANCE WILL BE PERFORMED TO VERIFY THAT THE VOLTAGE REGULATOR'S
POTENTIOMETER IS CLEANED REGULARLY. WHILE TESTING WAS BEING CONDUCTED, THE
BREAKER WAS SHORTED TO GROUND WHICH CAUSED ANOTHER LOSS OF POWER TO RPS BUS A ON
SEPTEMBER 29 AT 1800 HOURS.

| 97) FERMI 2 DOCKET S0-34! LER 87-083 REV 01
UPDATE ON CONTROL CEMNTER HEATING VENTILATION AND AIR CONDITIONING SYSTEM ACTUATES
TO RECIRCULATION MODE.

EVENT DATE: 090287 REPORT DATE: 110387 N§SSS: GE TYPE: BWR

(NSIC 206576) ON SEPTEMBER 2, 1987 AT 1442 HOURS, THE CONTROL CENTER HEATING,
VENTILATING AND AIR CONDITIONING DIVISION I SHIFTED FROM NORMAL TO RECIRCULATION
MODE, ALSO THE DIVISION I STANDBY GAS TREATMENT SYSTEM AUTOMATICALLY INITIATED.
PRIOR TO THESE ACTUATIONS, THE SEQUENCE OF EVENTS RECORDER INDICATED THAT EITHER
THE CHANNEL A OR C PUEL POOL EXHAUST VENTILATION RADIATION MONITOR HAD TRIPPED
DOWNSCALE. A REVIEW OF THE RECORDER STRIP CHARTS FOR THE MONITORS SHOWS NO
DOWNSCALE TRIP ACTUALLY OCCURRED. THE INVESTIGATION 1S CONTINUING TO DETERMINE
THE CAUSE OF THE @ EVENT. ANY CORRECTIVE ACTIONS NECESSARY TO BE TAKEN WILL BE
BASED UPON THE RESULTS OF THE INVESTIGATION.

[ 98) FITZPATRICK DOCKET 50-333 LER 87-004 REV O
UPDATE ON MAIN STEAM SAFETY VALVES FOUND OUT OF TOLERANCE DURING TESTING.
EVENT DATE: 020487 REPORT DATE: 091887 NSSS: GE TYPE: BWR

VENDOR: TARGET ROCK CORP.

(NSIC 206064) DURING THE 1987 SCHEDULED REFUEL QUTAGE, & TARGET ROCK
SAFETY/RELIEF VALVES (EIIS CODE AD) WERE REMOVED FOR TESTING IN ACCORDANCE WITH
TECHNICAL SPECIFICATION 2.2.7B. THREE VALVES HAD SETPOINT VALUES OUTSIDE THE
ALLOWABLE TOLERANCT. MANUAL AND AUTOMATIC DEPRESSURIZATION SYSTEM (ADS) FUNCTIONS
ARE NOT AFPFPECTED BY SETPOINT DRIFT. 1IN ADDITION, ! VALVE PAILED A PILOT
DISC-TO-SEAT STICKING TEST. AS A RESULT, THE MANUAL OR ADS MOUDE OF THAT VALVE
MAY HAVE BEEN AFFECTED. ALL THE PAILED VALVES HAVE BEEN OVERHAULED AND RETESTED.
CORRECTIVE ACTIONS INCLUDE: PARTICIPATION IN THE BWR OWNERS' GROUP TO RESOLVE
SETPOINT DRIFT PROBLEMS, FREQUENCY OF TESTING WILL BE INCREASED TO TEST ALL
VALVES EACH CYCLE UNTIL SETPOINT DRIFT PROBLEM IS RESOLVED, AND A CHANGE TO THE
FITEPATRICK TECHNICAL SPECIPICATIONS WILL BE PURSUED TO EBXPAND ALLOWED SETPOINT
TOLERANCE. LER 85-009 AND 85-013 ARE SIMILAR EVENTS,

| 99) FT. CALHOUN 1 DOCKET 50-285 LER 87-022
DEFPECTS IN EFW STORAGE TANK MANUFPACTURED BY EBATON METAL PRODUCTS CORPORATION.
EVENT DATE: 0641587 REPORT DATE: 092587 NSSS: CB TYPE: PWR

VENDOR: EATON METAL PRODUCTS CO.

(NSIC 206453) DURING THE 1987 REFUELING OUTAGE, THE INTERIOR OF THE EMERGENCY
FEEDWATER STORAGE TANK (EFWST) WAS RECOATED. THE EPWST IS A VESSEL OF APPROX.
60,000 GAL CAPACITY WITH A NOMINAL THICKNESS OF ' INCH, AND DESIGN PRESSURE OF 50
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PSIG. THE TANK WAS HYDROSTATICALLY TESTED TO 7% PSIG POLLOWING FPABRICATION. THE
WELD CONTOURS ON THE INTERIOR WERE TOO ROUGH TO ENSURE GOOD COATING ADHESION, SO
OPPD GROUND THE WELD FLUSH. MAGNETIC PARTICLE EXAMINATIONS DETECTED SURFPACE
CRACKING AND RADIOGRAPHS REVEALED EXTENSIVE SUB-SURFACE DEFECTS, INCLUDING SLAG
INCLUSIONS AND LACK OF FUSION. THE PROBABLE CAUSES OF THE DEFECTS ARE; USE OF
SHIELD ARC 85 ROD WITHOUT PREHEAT RESULTED IN SHRINKAGE; IMPROPER CLEANING OF
COPPER DEPOSITS CAUSED LACK OF FUSION; AND POOR WORKMANSHIP. A METALLURGICAL
ANALYSIS CONFIRMED THE MATERIALS OF CONSTRUCTION AND SUPPORTED THE PROBABLE
CAUSES OF FAILURE, IT ALSO SHOWED THAT THE CRACKS WERE BRITTLE PRACTURES, WITH NO
SIGNS OF FATIGUE, INDICATING THAT THE DEFECTS WERE NOT SERVICE INDUCED. A REPAIR
PROCEDURE WAS DEVELOPED IN ACCORDANCE WITH THE REQUIREMENTS OF ASME AND WAS
APPROVED BY AN AUTHORIZED NUCLEAR INSPECTOR. REPAIRS HAVE BEEN COMPLETED AND THE
TANK HAS BEEN RETURNED TO SERVICE. OTHER TANKS BUILT BY THE SAME MANUFACTURER
WERE REVIEWED AND IT WAS CONCLUDED THAT CATASTROPHIC PAILURES ARE UNLIKELY,
DOCUMENTATION OF THE REVIEW IS IN PROGRESS AND A LONG TERM PLAN TO EVALUATE OTHER
TANKS 1S BEING FORMULATED.

[100) FT. CALHOUN 1 DOCKET 50-285 LER B7-024
VIAS ACTUATION DURING CALIBRATION OF RADIATION MONITOR DUE TO DEFICIENT
PROCEDURES.

EVENT DATE: 08'38?7 REPORT DATE: 091187 N§SS: CB TYPE: PWR

(NSIC 206047) AT 100% POWER, AN UNPLANNED ACTUATION OF THE VENTILATION ISOLATION
ACTUATION SYSTEM (VIAS) OCCURRED AT 0826 HOURS (CDT) ON AUGUST 13, 1987, AT THE
FORT CALHOUN NUCLEAR POWER STATION. WHILE CALIBRATING RADIATION MONITOR RM-062,
AN INSTRUMENT AND CONTROL TECHNICIAN CONNECTED TEST EQUIPMENT TO THE RADIATION
MONITOR TO TEST ITS HIGH ALARM., THE TEST EQUIPMENT WAS NOT RESET (THIS WAS NOT
PROCEDURALLY REQUIRED), SO WHEN THE TECHNICIAN ENERGIZED THE TEST EQUIPMENT, AN
IMMEDIATE SIGNAL WAS INTRODUCED WHICH TRIPPED VIAS INADVERTENTLY. ALL PLANT
SYSTEMS INVOLVED IN THIS INCIDENT OPERATED WITHIN THEIR DESIGN BASIS WITH NO
EQUIPMENT DAMAGE OR FAILURES. THE VIAS ENGINEERED SAFEGUARDS WERE IMMEDIATELY
RESET. NO VIOLATION OF TECHNICAL SPECIFICATIONS OR OPERATOR ERRORS OCCURRED. TO
PREVENT FUTURE UNPLANNED VIAS ACTUATIONS OF THIS NATURE, AN ADDITIONAL STEP WILL
BE ADDED TO CALIBRATION PROCEDURES CP-050, CP-051, CP-060, CP-061 AND CP-062,
"ELECTRONIC CALIBRATION PROCEDURE", PRE-CALIBRATION SETUP, TO ENSURE THAT THE
TEST EQUIPMENT 15 RESET PRIOR TO CONNECTING IT TO A RADIATION MONITOR TO PREVENT
A HIGH SIGNAL FROM GENERATING A VIAS DURING EQUIPMENT SETUP.

{101) FT. ST. VRAIN DOCKET 50-267 LER 87-022
LOOP 1 SHUTDOWN DURING SURVEILLANCE TESTING DUE TO COMPONENT FAILURE.
EVENT DATE: 0929487 REPORT DATE: 102987 NSSS: GA TYPE: HTGR

(NSIC 2066)2) CAUSE - FAILURE OF LOGIC CHIiP. ON 9/29/87, AT 1102 MOURS, WITH THE
REACTOR SHUTDOWN, LOOP I AND LOOP 11 STEAM GENERATORS SUPPLIED BY EMERGENCY
CONDENSATE, AND ALL POUR MELIUM CIRCULATORS WARMING ON STEAM, A LOOP 1 SHUTDOWN
ACTUATION WAS INITIATED BY THE PLANT PROTECTIIVE SYSTEM (PPS). THE ACTUATION
OCCURRED DURING RESULTS SURVEILLANCE TESTING OF THE LOOP 1 STEAM GENERATOR
PENETRATION HIGH PRESSURE TRIP SWITCHES PER TECH SPEC SURVEILLANCE SR

S 4,1, 2.5 . A-M/1,2.5.C-R. THE CAUSE OF THE LOOP I SHUTDOWN WAS PAILURE OF A 240
LOGIC CHIP IN PPS MODULE CS-'A', THE FAILURE OF THE Z40 LOGIC CHIP PLACED ONE
CHANNEL OF THE LOGIC CIRCUIT IN A TRIPPED CONDITION. WHEN THE 14C TECHNICIAN
TRIPPED A PRESSURE SWITCH AS PART OF THE SURVEILLANCE, THE TWO OUT OF THREE
SIGNAL LOGIC NECESSARY TO ACTUATE THE PPS LOOP SHUTDOWN TRIP CIRCUITRY WAS
COMPLETED. THE LOOP SHUTDOWN ISOLATED SECONDARY COOLANT PLOW TO THE LOOP I STEAM
GENERATOR AND INITIATED TRIPS OF "A" AND "B" HELIUM CIRCULATORS. THE PPS MODULE
CONTAINING THE FAILED R40 LOGIC CHIP WAS REPLACED WITH AN OPERABLE SPARE MODULE
AND THE SURVEILLANCE WAS SUCCESSFULLY COMPLETED. THE PAULTY PPS MOLULE WAS
SUBSEQUENTLY REPAIRED BY REPLACING THE FPAILED 240 LOGIC CHIP.
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[102) GRAND GULF 1 DOCKET 50-416 LER 87-005 REV 02
UPDATE ON THRE' MAIN STEAM LINE RADIATION MONITORS EXCEED TECHNICAL SPECIFICATION
TRIP LIMIT.

EVENT DATE: 041587 REPORT DATE: 093087 NS§SS: GE TYPE: BWR

VENDOR: GENERAL ELECTRIC CO.

(NSIC 206577) ON APRIL 14, 1987, MAIN STEAM LINE (MSL) RADIATION MONITOR K610B
WAS FOUND WITH A TRIP SETPOINT THAT EXCEEDED THE ALLOWABLE LIMIT OF TECHNICAL
SPECIFICATION 3.3.2-2.2.B, ON AFRIL 15, MSL RADIATION MONITORS K610C AND K610D
WERE FOUND WITH SETPOINTS THAT ALSO EXCEEDED THE ALLOWABLE LIMIT. TECHNICAL
SPECIFICATION 3.3.2-2.2.8 REQUIRES THE MSL HIGH RADIATION TRIP SETPOINTS TO BE
SET LESS THAN 3 TIMES PULL POWER BACKGROUND WITH AN ALLOWABLE VALUE OF 3.6 TIMES
FULL POWER BACKGROUND. THE INSTRUMENTS PROVIDE A REACTOR SCRAM SIGNAL, A
MECHANICAL VACUUM PUMP TRIP SIGNAL, AND AN MSL ISOLATION SIGNAL IF THE HIGH
RADIATION TRIP SETPOINT 1S REACHED ON EITHER THE A OR C CHANNEL AND CONCURRENTLY
ON EITHER THE B OR D CHANNEL. AN OUTBOARD MSL DRAIN LINE ISOLATION AND AN
OUTBOARD REACTOR SAMPLE LINE ISOLATION OCCUR IF THE WIGH RADIATION TRIP SETPOINT
15 REACHED ON THE A AND D CHANNELS. AN INBOARD MSL DRAIN LINE ISOLATION ANT AN
INBOARD REACTOR SAMPLE LINE ISOLATION CCCUR IF THE HIGH RADIATION TRIP SETPOINT
IS REACHED ON THE B AND C CHANNELS. AN INVESTIGATION BY SERI HAS DETERMINED THAT
INSTRUMENT REPLACEMENT WILL CORRECT THE DRIFT CONCERNS. THE SERI DESIGN
ENGINEERING GROUP HAS EVALUATED THE SETPOINT DRIFT CONCERNS AND DETERMINED THAT
INCREASED MONITORING OF THE INSTRUMENTS IS SUFPPICIENT.

[103) GRAND GULF DOCKET 50-416 LER 87-0M1
REDUNDANT ISOLATION VALVES SHARE COMMON POWER SOURCE DUE TO DESIGN ERROR.
EVENT DATE: 072987 REPORT DATE: 082887 N§SS: GE TYPE: BWR

(NSIC 206273) ON JULY 29, 1987, SERI ENGINEERS DISCOVERED THAT TWO MOTOR OPERATED
CONTAINMENT ISOLATION VALVES USED IN SERIES AT CONTAINMENT PENETRATION 87 SHARED
THE SAME DIVISIONAL POWER SOURCE. THIS IS CONTRARY TO UPSAR SECTION 6.2.4.1.H
WHICH STATES THAT POWER OPERATED VALVES USED IN SERIES ARE TO BE DESIGNED SUCH
THAT NO SINGLE EVENT CAN INTERRUPT MOTIVE POWER TO BOTH CLOSURE DEVICES. THE
REACTOR WATER CLEANUP SYSTEM (RWCU) WAS BEING OPERATED IN THE “POST- PUMP" MODE
AT THE TIME OF DISCOVERY WHICH REQUIRES BOTH ISOLATION VALVES TO BE OPEN. THE
POST-PUMP MODE 1S5 NORMALLY USED DURING REACTOR OPEBRATION. 1IN THIS MODE REACTOR
WATER IS COOLED PRIOR TO ENTERING THE RWCU PUMP TO EXTEND PUMP SEAL LIFE. THE
RWCU PUMPS WERE SECURED AFTER THE DISCOVERY AND THE INBOARD ISOLATION VALVE WAS
CLOSED AND DEACTIVATED IN ACCORDANCE WITH THE TECHNICAL SPECIPICATION LCO. THE
EWCU SYSTEM 15 NOW BEING OPERATED IN THE "PRE-PUMP" MODE WHERE THE REACTOR WATER
IS DRAWN DIRECTLY TO THE RWCU PUMPS PRIOR TO ENTERING THE HEAT EXCHANGERS. SERI
MONITORED RWCU CONTAINMENT PENETRATION TEMPERATURES AND RWCU PERFORMANCE WHILE
OPERATING IN THIS MODE. ALL MONITORED PARAMETERS WERE FOUND ACCEPTABLE. LONG
TERM CORRECTIVE ACTION WILL BE TO CHANGE IME DIVISIONAL POWER SUPPLY POR THE
INBOARD ISOLATION VALVE,

[104) GRAND GuULF 1 DOCKET 50-416 LER 87-014
NEW FUEL CONTAINER DROPPED FROM TRANSFER CART DUE TO PERSONNEL ERROR.
EVENT DATE: 073187 REPORT DATE: 083187 NSSS: GB TYPE: BWR

(NSIC 20609Y) ON JULY 31, 1987 A CONTAINER OF TWO NEW PUBL BUNDLES TIPPED OFF A
TRANSPER CART AND FPELL APPROXIMATELY 2 TO 2.5 PEET TO THE TURBINE DECK. THIS
OCCURRED AS THE CRANE OPERATOR WAS RAISING THE DISCONNECTED SLINGS AWAY PROM THE
CONTAINER., AT LEAST ONE OF THE SLINGS HOOKED THE UNDERSIDE OF THE TRANSFER CART
RAISING ONE SIDE OF IT AND PLIPPING IT OVER., THE PUEL WANDLING CREW IMMEDIATELY
NOTIFIED THEIR SUPERVISOR. THE HEALTH PHYSICIST WAS ON THE SCENE AND
CONTINUOUSLY MONITORED THE CONTAINER. NO INCREASE IN DOSE RATE OR CONTAMINATION
ABOVE PREVIOUSLY RECORDED DATA WAS DETECTED. THE CAUSE OF THE EVENT WAS
DETERMINED TO BE INADEQUATE ATTENTION BY THE CRANE OPERATOR AND THE SIGNALMAN,
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THE CRANE OPERATOR AND SIGNALMAN WERE REMOVED FROM THE FUEL HANDLING CREW AND
THEIR CERTIFICATIONS REMOVED. 1IN ADDITION, DISCIPLINARY ACTION WAS TAKEN AGAINLT
THE CRANE OPERATOR AND SIGNALMAN. THIS EVENT WAS DISCUSSED WITH PERSONNEL
ASSIGNED TO FUEL HANDLING ACTIVITIES, AS AN ADDITIONAL PRECAUTIONARY MEASURE, A
SUPERVISOR WAS PLACED ON THE TURBINE DECK FOR THE REMAINDER OF THE FUEL RECEIPT.
THE FUEL BUNDLES WERE INSPECTED AT THE FVUEL VENDOR'S PACILITY. BOTH FUEL BUNDLES
EXHIBITED SOME EXTERNAL DAMAGE DUE TO DEFORMATION OF THE SPACER GRIDS. CERAMIC
FUEL PELLETS WERE INSPECTED FROM SELECTED FUEL RODS. SOME PELLET CRACKING WAS
OBSERVED. DUE TO THE DAMAGE IDENTIFIED, THE TWO BUNDLES WILL BE REPLACED.

110%) GRAND GULF 1 DOCKET 50-416 LER 87-012
REACTOR SCRAM DUE TO TURBINE CONTROL VALVE FAST CLOSURE.
EVENT DATR: 080687 REPORT DATE: 0901387 NSSS: GE TYPE: BWR

(NSIC 206274) ON AUGUST 6, 1987 AT APPROXIMATELY 0625, THE REACTOR SCRAMMED ON A
TURBINE CCNTROL VALVE FPAST CLOSURE SIGNAL. THE EVENT WAS INITIATED BY A BACKUP
PROTECTION SCHEME FPELAY LOCATED IN THE SWITCHYARD CONTROL HOUSE. THE RELAY 18§
DESIGNED T0 OPEN THE GENERATOR OUTPUT BREAKERS ONLY WHEN THE GENERATOR IS
OFF-LINE. AN INVESTIGATION REVEALED THAT MOISTURE HAD COLLECTED IN THE TERMINAL
CABINETS AND APPARENTLY SHORTED AN INTERLOCK SWITCH WHICH CAUSED THE RELAY TO
ACTUATE AND TRIP THE TWO MAIN GENERATOR OUTPUT CIRCUIT BREAKERS. THIS RESULTED
IN A TURBINE CONTROL VALVE FAST CLOSURE SCRAM INITIATION. THE SAFETY RELIEP
VALVE LOW-LOW SET LOGIC PUNCTIONED PRCPERLY TO CONTROL REACTOR PRESSURE, LIPTING
VALVES B21-PO0S'D, FOS'B, PO47G, POSIA, POG7D, AND PFOSI1P. REACTOR PRESSURE
REACHED A MAXIMUM OF 1107 PSIG. SINCE THE BACKUP PROTECTION SCHEME RELAY 1S USED
ONLY WHEN THE GENERATOR IS OFF-LINE, IT WAS REMOVED PROM SERVICE AND WILL REMAIN
QUT OF SERVICE UNTIL THE NEXT REFUELING OQUTAGE. AT THAT TIME IT WILL BE
THOROUGHLY CHECKRED AND ANY PROBLEMS WILL BE CORRECTED AS REQUIRED. PLANT RESTART
WAS DELAYED DUE TO UNRELATED PROBLEMS DESCRIBED IN LER 87-013-0. THE PLANT
REACHED CRITICALITY ON AUGUST 9, 1987, AT APPROXIMATELY 1324, SYNCHRONIZATION
OCCURRED ON AUGUST 10, 1987, AT APPROXIMATELY 1225.

106 GRAND GuULF DOCKET 50-416 LER §7-013 REV O
UPDATE ON VENTILATION DUCT SECTIONS NOT DESIGNED TO WITHSTAND A DESIGN BASIS
TORNADO CAUSED BY INADEQUATE DUCTWORK STIFFENERS.

EVENT DATE: 080787 REPORT DATE: 101687 N§SS: GE TYPE: BWR

(NSIC 206524) ON AUGUST 7, 1987, SERI ENGINEERS DETERMINED THAT THE KVAC DUCTWORK
SECTIONS BETWEEN THREE TORNADO BACK DRAPT DAMPERS AND THE CONTROL BUILDING
PERIMETER WALL APPARENTLY WERE NOT DESIGNED TO WITHSTAND THE PRESSURE
DIFFERENTIALS THAT COULD BE EXPERIENCED DUE TO THE EFFECTS OF A DESIGN BASIS
TORNADG., THIS FINDING WAS THE RESULT OF A SPECIAL EVALUATION PERPORMED ON 23
DUCTWORK SECTIONS AT WALL PENETRATIONS THAT REQUIRED PRESSURIZATION OR
DEPRESSURIZATION PROTECTION. THE SPECIAL EVALUATION WAS INITIATED WNEN ENGINEERS
WERZ UNABLE TO LOCATE DOCUMENTATION TO SUPPORT THE ACCEPTABILITY OF CERTAIN
DUCTWORK SECTIONS TO MEET TORNADO LOADING OR HIGH ENERGY LINE BREAK LOADING
CONCERNS. THE PLANT WAS IN HOT SHUTDOWN AT THE TIME OF THE PINDING. SERI
DELAYED PLANT STARTUP UNTIL THE ISSUE WAS RESOLVED. ENGINEERS DETERMINED THAT
ALL BUT THREE OF THE DUCTWORK SECTIONS WERE ACCEPTABLE. THESE THREE SECTIONS
WERE MADE ACCEPTABLE BY INSTALLING INTERNAL DUCTWORK STIPPENERS. THE
MODIFPICATIONS WERE COMPLETED ALLOWING THE PLANT TO RESTART ON AUGUST 9.

[107] HATCH 1 DOCKET 50-321 LER 87-01)
FEEDWATER CONTROLLER FAILS CAUSING FEEDWATER DECREASE RESULTING IN REACTOR SCRAM.
EVENT DATE: 080187 REPORT DATE: 090287 NSSS: GB TYPE. BWR

OTHER UNITS INVOLVED: MATCH 2 (BWR)
VENDOR: GENERAL ELECTRIC CO.
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[110]) HATCH 2 DOCKET 50-366 LER 87-009
CIRCUIT BREAKER FAILS CAUSING POWER FAILURE RESULTING IN REACTOR SCRAM.
EVENT DATE: 080387 REPORT DATE: 090287 NSSS: GE TYPE: BWR

VENDOR: HEINEMANN ELECTRIC CO,

(NSIC 206260) ON 8/3/87 AT APPROXIMATELY 1152 CDT, UNIT 2 WAS IN THE RUN MODE AT
AN APPROXIMATE POWER LEVEL OF 2193 MWT (APPROXIMATELY 90 PERCENT OF RATED THERMAL
POWER). AT THAT TIME, VITAL AC (BIIS CODE EE) POWER WAS LOST. THIS RESULTED IN A
DECREASE IN THE REACTOR FEEDWATER PUMPS FPLOW AND A DECREASE IN REACTOR WATER
LEVEL. THE REACTOR WATEK LEVEL DECREASED TO THE REACTOR PROTECTION SYSTEM (RPS
EIIS CODE JC) ACTUATION SETPOINT AND A REACTOR SCRAM OCCURRED. THE ROOT CAUSE OF
THIS EVENT 1S ELECTRICAL EQUIPMENT FPAILURE. SPECIPICALLY, CIRCUIT BREAKER CB-4
WOULD OPEN UNDER UNDULY LOW PORCE CONDITIONS. IT WAS CONCLUDED AFTER FIELD
TESTING AND CONSULTATION WITH THE MAN'FALTURER THAT THE TRIPPING MECHANISM WAS
WEAK. CORRECTIVE ACTIONS FOR THIS EVENT INCLUDED: 1) INSTALLING JUMPERS AND
REMOVING EQUIPMENT FPROM SERVICE, 2) DESIGNING AMD INSTALLING BARRIER BOXES, 3
VERIFYING TRIP INSTRUMENTATION AND LEVEL TRANSMITTERS IN CALIBRATION, &) VENTING
INSTRUMENT LINES AND TRANSMITTERS, 5) 'ERFORMING EVALUATIONS TO PRECLUDE AIR
POCKETS AND SPIKING IN INSTRUMENT LINES, AND 6) VERIPYING CERTAIN OTHER SYSTEMS
DO NOT HAVE LOW SUCTION TRIPS. THE RESULTS OF THE THE EVALUATIONS WILL BE
PRESENTED IN AN UPDATE TO THIS LER THAT IS SCHEDULED POR SUBMISSION BY
APPROXIMATELY 12/9/87,

({111 HATCH 2 DOCKET 50-366 LER 87-010
FAILED INSTRUMENT LINE LEAKAGE EXCEEDS ALLOWABLE LIMITS RESULTING IN REACTOR
SHUTDOWN.

EVENT DATE: 081987 REPORT DATE: 091787 N8SS: GB TYPE: BWR

(NSIC 206072) ON 8/78/87 AT APPROXIMATELY 2300 CDT, WITH THE UNIT IN STARTUP,
PLANT PERSONNEL WERE COMPLETING A DRYWELL CLOSEOUT AND A WALKDOWN OF
RECIRCULATION PIPING AND VISUALLY OBSERVED A LEAK IN A 1" INSTRUMENT LINE. THE
INSTRUMENT LINE CONNECTS THE 28" RECIRCULATION DISCHARGE PIPING (BIIS CODE AD)
FLOW ELEMENT WITH A FLOW TRANSMITTER, THE LEAKAGE WAS A NON-ISOLABLE PAULT IN A
REACTOR COOLANT SYSTEM COMPONENT PIPE WALL. WITH ANY LEAKAGE OF THIS TYPE, THE
TECHNICAL SPECIFICATIONS REQUIRES THE PLANT TO BE IN HOT SHUTDOWN WITHIN 12 HOURS
AND IN COLD SHUTDOWN WITHIN THE NEXT 24 HOURS. PLANT OPERATIONS PERSONNEL
IMPLEMENTED THE SHUTDOWN REQUIREMENT., THE INTERMEDIATE CAUSE OF THIS EVENT IS A
FAILURE IN THE INSTRUMENT LINE IN THE HEAT AFPECTED ZONE (HAZ) ADJACENT TO A
SOCKET WELD. THE ROOT CAUSE FOR THE FAILURE WILL BE EVALUATED ONCE THE PAILED
AREA 15 ANALYZED. CORRECTIVE ACTION FOR THIS EVENT INCLUDED: 1) SHUTTING THE
PLANT DOWN, 2) DISCUSSING THE EVENT WITH NRC PERSONNEL, 3) DISCUSSING CORRECTIVE
ACTIONS WITH GENERAL ELECTRIC, 4) DESIGNING, INSTALLING, AND TESTING A WELD
OVERLAY, AND $) SCHEDULING REMOVAL AND METALLURGICAL ANALYSIS OF THE PAILED AREA.
THE ANALYSIS RESULTS WILL BE PRESENTED IN AN UPDATE TO THIS LER WHICH WILL BE
DEVELOPED BY APPROXIMATELY &4/25/88.

(112] HATCH 2 DOCKET $50-166 LER #7-011
PROCEDURE NCN-COMPLIANCE RESULTS IN PAILUKE TO REVISE PROCEDURE AND MISSED
SURVEILLANCE.

EVENT DATE: 090287 REPOKT DATE: 100287 NSSS: GE TYPE: BWR

(NSIC 206599) ON 9/2/87 AT APPROXIMATELY 1430 CDT, UNIT 2 WAS IN THE RUN MODE AT
A POWER LEVEL OF APPROXIMATELY 2209 MWT (APPROXIMATELY 90 PERCENT OF RATED
THERMAL POWER). AT THAT TIME, PERSONNEL IN THE PROCEDURES UPGRADE PROGRAM (PUP)
DETERMINED THAT NOT ALL OF THE SURVEILLANCE REQUIREMENTS OF TECHNICAL
SPECIFICATIONS AMENDMENT 71! HAD BEEN INCORPORATED INTO APPLICABLE SURVEILLANCE
PROCEDURES. AS SUCH, SOME SURVEILLANCE REQUIREMENTS FOR THE MAIN CONTROL ROOM
ENVIRONMENTAL CONTROL (MCREC EIIS CODE VI) SYSTEM WERE MISSED AND THIS IS A
CONDITION PROHIBITED BY THE TECHNICAL SPECIFICATIONS. THE CAUSE OF THIS EVENT IS
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FAILURE ON THE PART OF MAINTENANCE SUPERVISORY PERSONNEL TO COMPLETELY FOLLOW THE
ADMINISTRATIVE CONTROL REQUIREMENTS GOVERNING INCORPORATION OF TECHNICAL
SPECIPICATIONS AMENDMENT REQUIREMENTS INTO APPLICABLE PROCEDURES., CORRECTIVE
ACTIONS POR THIS EVENT INCLUDED: 1) TEMPORARILY REVISING THE SURVEILLANCE
PROCEDURE AND SATISFACTORILY PERFORMING THE REVISED PROCEDUKRE, 2) COUNSELING
INVOLVED SUPERVISORY PERSONNEL, 3) REVIEWING EXISTING ADMINISTRATIVE CONTROL
PROCEDURES, &) SUBMITTING THE SURVEILLANCE PROCEDURE FOR PERMANENT REVISION, AND
§) REVIEWING OTHER SURVEILLANCE PROCEDURES.

1113) HOPE CREEK ! DOCKET 50-354 LER 87-015 REV 01
UPDATE ON AUTO-ISOLATION OF THE CONTROL ROOM VENTILATION SYSTEM CAUSED BY
SPURIOUS SIGNAL FROM RADIATION MONITORING SYSTEM.

EVENT DATE: 021387 REPORT DATE: 093087 NSSS: GE TYPE: BWR

VENDOR: GENERAL ATOMIC CO.

(NSIC 206510) AN AUTO-ISOLATION OF THE CONTROL ROOM VENTILATION (CRV) SYSTEM
OCCURRED WHEN A SPURIOUS CHANNEL D HIGH RADIATION SIGNAL WAS RECEIVED. WHEN CRV
ISOLATED, THE "B" CONTROL ROOM EMERGENCY FILTRATION (CREF) UNIT AUTO-STARTED. A
CHECK OF THE RADIATION MONITORING SYSTEM (RMS) DETERMINED THAT RADIATION LEVELS
WERE NORMAL AT THE TIMF THE SIGNAL WAS GENERATED. AS A RESULT THE SIGNAL WAS
CONSIDERED SPURIOUS AND THE CRV SYSTEM WAS RETURNED TO SERVICE AND "B" CREF UNIT
WAS STOPPED. SUBSEQUENT INVESTIGATION REVEALED THAT AN I4C PUNCTIONAL TEST (FT)
WAS BEING PERFORMED ON THE DRYWELL LEAK DETECTION MONITORING SYSTEM AT THE TIME
THE ISOLATION OCCURRED AND THAT THE ISOLATION PROBABLY RESULTED FROM A VOLTAGE
SPIKE GENERATED DURING THE PERFORMANCE OF THE PT. ATTEMPTS 10 REPEAT THE
CIRCUMSTANCES WHICH CAUSED THE CRV RADIATION MONITOR TO ALARM HAVE PROVEN
UNSUCCESSFUL, AND AS A RESULT, NO DEFPINITE CORRECTIVE ACTIONS CAN BE ASSIGNED.

(114 HOPE CREEK ! DOCKET 50-354& LER 87-011
UNANTICIPATED INITIATION OF "E" PRVS RECIRCULATION FAN DUE TO MALFUNCTIONING
SWITCHES.

EVENT DATE: 073087 REPORT DATE: 081187 NSSS: Ga TYPE: BWR

(NSIC 20628%) ON JULY 30, 1987 AT C716 HOURS THE PLANT WAS IN OPERATIONAL
COMDITION 1 (POWER OPERATION) AT 100% POWER, GENERATING 1071 MWE WHEN AN
UNANTICIPATED START UF THE "B" FILTRATION, RECIRCULATION AND VENTILATION SYSTEM
(PRVS) OCCURRED. THE ROOT CAUSE OF THIS OCCURRENCE WAS DETERMINED TO BE DIRTY
CONTACTS IN LOW FLOW SWITCHES IN THE "A" AND "B" PRVS TRAINS. THE CONTACTS WERE
CLEANED AND THE SWITCHES WERE RESTORED TO SERVICE.

(11%) HOPE CREEXK ! DOCKET $0-354 LER 87-034
REACTOR SCRAM DUE TO INADVERTENT DE-ENERGIZING OF 120VAC INVERTER.
EVENT DATE: 073087 REPORT DATE: 0813187 NSSS: GE TYPE: BWR

VENDOR: CYBEREX INC.

INSIC 206294) A REACTOR SCRAM OCCURRED WHEN A 120 VAC UNINTERRUPTABLE POWER
SUPPLY (UPS) INVERTER WHICH POWERS THE FEEDWATER CONTROL CABINET BECAME
DE-ENERGIZED DURING THE COURSE OF ROUTINE MAINTENANCE. THE RESULTANT LOSS OF
FEEDWATER CONTROL CAUSED THE REACTOR TO SCRAM ON LOW LEVEL AT +12.5" DECREASING,
SUBSEQUENT INVESTIGATION DETERMINED THAT THE INVERTER BECAME DE-ENERGIZED WHEN IT
WAS BEING RETURNED TO A NORMAL CONFIGURATION., A SWITCHING ERROR CAUSED THE
INVERTER MAIN POWER SUPPLY PUSE TO BLOW. SEVERAL PACTORS CONTRIBUTED TO A LACK
OF AWARENESS ON THE PART OF THE OPERATOR INVOLVED THAT THE INVERTER MAIN FUSE HAD
BLOWN. IN AN ATTEMPT TO CORRECT THE SWITCHING ERROR, THE BACKUP INFEED SOURCE TO
THE INVERTER WAS ALSO DE-ENERGIZED. THESE ACTIONS COMBINED TO REMOVE THE ENTIRE
INVERTER FROM SERVICE CORRECTIVE ACTIONS INCLUDED VERIFPYING FAULT INDICATING
LAMPS ON ALL INVERTERY WERE INSTALLED, REVISING THE INVERTER OPERATING PROCEDURE,
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[119) HOPE CREEK 1 DOCKET 50-354 LER 87-038
FAILURE TO PERFORM A REACTOR LEVEL INSTRUMENTATION SURVEILLANCE WITHIN THE
REQUIRED PERIOD - PERSOENEL ERROR.

EVENT DATE: 081887 REPORT DATE: 091787 NSSS: GE TYPE: BWR

(NSIC 206071) ON AUGUST 18, 1987 AT 1520 HOURS THE PLANT WAS IN OPERATIGNAL
CONDITION ' (PCWER OPERATION) AT 100 POWER GENERATING 1072 MWE., AT THIS TIME IT
WAS DETERMINED THAT A SURVEILLANCE OF THE REACTOR LEVEL INSTRUMENTATION REQUIRED
BY THE PLANT TECHNICAL SPECIFICATIONS WAS OVERDUE. THE SYSTEMS WHICH ARE
INITIATED BY THE LEVEL INSTRUMENTATION WERE DECLARED INOPERABLE AND THE
APPLICABLE TECHNICAL SPECIFICATION ACTION STATEMENTS WERE ENTERED. THKE MISSED
SURVEILLAICE WAS COMPLETED SATISPACTORILY AT 1640 HOURS AND THE TECHNICAL
SPECIPICATION ACTION STATEMENTS WERE CLEARED. THE ROOT CAUSES OF THIS OCCURRENCE
ARE (1) THE FAILURE TO ISSUE THE WORK ORDER FOR THE SURVEILLANCE TO THKE
DEPARTMENT RESPONSIBLE POR PERFORMING THE SURVEILLANCE TEST IN A TIMELY MANNER
AND (2) THE PAILURE TO CROSS CHECK WORK PACKAGES AGAINST THE WEEKLY LOOK AHEAD
SURVEILLANCES LIST - PERSONNEL ERRORS. CORRECTIVE ACTIONS INCLUDE COUNSELLING OF
THE INDIVIDUALS RESPONSIBLE FOR THE PERSONNEL ERRORS.

{120) HOPE CREEK ! DOCKET 50-354& LER 87039

REACTOR SCRAM WHILE PERFORMING TURBINE OVERSPEED OPERABILITY TEST DUE TO PRESSURE
TRANSIENT IN TURBINE ELECTRONYDRAULIC CONTROL SYSTEM.

EVENT DATE: 082987 REPORT DATE: 092887 NSSS: GB TYPE: BWR

(NSIC 206496) A REACTOR SCRAM OCCURRED WHILE PERFORMING A TURBINE OVERSPEED
PROTECTION OPERABILITY TEST. COMBINED INTERMEDIATE VALVE (CIV) #5 WAS BEING
STROKED CLOSED, AND A TRANSIENT OF UNDETERMINED ORIGIN IN THE EMERGENCY TRIP
SYSTEM (ETS) CAUSED THE TURBINE CONTROL VALVES TO FASTCLOSE, RESULTING IN THE
SCRAM. THE SUBJECT TEST WAS REPEATED A NUMBER OF TIMES SUBSEQUENT TO THE EVENT
IN AN ATTEMPT TO DATERMINE THE FAILURE MECHANISM THAT CAUSED THE TRANSIENT IN THE
ETS HEADER. BECAUSE THE TRANSIENT WAS NOT REPEATABLE, CORRECTIVE ACTIONS WERE
DEVELOPED BASED ON INDUSTRY EXPERIENCE WITH THE TURBINE EHC SYSTEM/BTS HEADER.
THESE ACTIONS INCLUDED INITIATING A DESIGN CHANGE TO INSTALL RESTRICTING ORIFICES
IN THE FAST-ACTING SOLENOIDS FOR ALL 20 TURBINE VALVES, AND, AS AN INTERIM
MEASURE PRIOR TO DCP IMPLEMENTATION, REDUCING REACTOR POWER TO LESS THAT 30%
POWER WHEN PERFORMING THE TURBINE OVERSPEED PROTECTION OPERRABILITY TEST.

[131) LA SALLE DOCKET $50-373 LER 87.028
SPURIOUS AMMONIA DETECTION TRIP DUE TO DESIGN DEFICIENCY IN THE CHEMCASSETTE TAPE
MECHMANISM.

EVENT DATE: 081387 REPORT DATE: 091087 N§S5: GE TYPE: BWR

OTHER UNITS INVOLVED: LA SALLE 2 (BWR)

VENDOR: M D A SCIENTIFIC, INC.

(NSIC 2063207 AT 05113 NOURS ON AUGUST 13, 1987, WITH UNIT ! IN OPERATIONAL
CONDITYON § (REFUEL) AND UNIT 2 IN OPERATIONAL CONDITION 1 (RUN) AT 99% POWER,
THE "B" CONTROL ROOM HWVAC SYSTEM (VC) "B" AMMONIA DETRCTOR (OXY-VCI165YR) TRIPPED.
PER DESIGN, AN ENGINEERED SAFETY FPEATURE (RSP) ACTUATION OCCURRED WNICH RESULTED
IN THE FPCLLOWING: THE "B" VC "ODOR EATER" (CHARCOAL ADSORBPER) WAS PLACED INTO
OPERATION AND THE MINIMUM QUTSIDE AIR DAMPERS CLOSED., THE CHEMCASSETTE TAPS WAS
FOUND BROKEN IN THE TAKEUP SPOOL DUE TO A DESIGN DEFICIENCY IN THE CHENCASSETTE
TAPE FACHANISM. THE CHEMCASSETTE TAPE WAS READJUSTERD AND THE DETECTOR WAS RESET
AT 10J6 MOURS THE SAME DAY. THIS EVENT IS REPORTABLE PURSUANT TO THE
REQUIRENENTS OF YOCPRS0.73(A)(2)(IV) DUE TO THE ACTUATION OF AN ESPF SYSTENM,
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{132) LA SALLE ! DOCKET 50-373 LER B7-029
REACTOR WATER CLEANUP OUTBOARD ISOLATION VALVE CLOSURE DUE TO PROCEDURAL
DEFICIENCY.

EVENT DATE: 082987 REPORT DATE: 091787 N§SS: GE TYPE: BWR

(NSIC 206321) AT 0630 HOURS ON AUCUST 29, 1987, WITH UNIT 1| IN COLD SHUTDOWN, A
JUMPER, WHICH DEFEATED THE REACTOR WATER CLEANUP (RWCU) FILTER/DEMINERALIZER HIGH
INLET TEMPERATURE ISOLATION, WAS BEING REMOVED IN ACCORDANCE WITH LOP-NB-01,
REACTOR VESSEL LEAKAGE TEST. THE JUMPER WAS UNINTENTIONALLY GROUNDED, CAUSING A
FUSE IN THE RWCU OUTBOARD ISOLATION VALVE LOGIC CIRCUITRY TO BLOW. THIS CAUSED
THE RWCU OUTBOARD ISOLATION VALVE, 1G33-F004, TO CLOSE. THE FUSE WAS REPLACED
AND THE RWCU SYSTEM WAS RESTARTED AT 0650 HOURS ON THE SAME DAY. THE ROOT CAUSE
OF THE BLOWN FUSE AND SUBSEQUENT ISOLATION VALVE CLOSURE WAS A PROCEDURAL
DEFICIENCY WHICH DIRECTED THE INSTALLATION OF A JUMPER IN A DIFFICULT TO REACH
LOCATION. THE SAPETY CONSEQUENCES OF THIS EVENT WERE MINIMAL SINCE THE RWCU
QUTBOARD ISOLATION VALVE CLOSED PER DESIGN UPON DE-ENERGIZATION OF THE OUTBOARD
ISOLATION LOGIC. TO PREVENT PUTURE GROUNDING EVENTS DURING LOP-NB-01, THE HIGH
INLET TEMPERATURE ISOLATION WILL BE DEFEATED IN A DIFFERENT PANEL LOCATION., THE
NE¥ PANEL LOCATION WILL MAKE JUMPER INSTALLATION AND REMOVAL EASIER. IN
ADDITION, A JUMPER WITH AN INSULATED BOOT WILL BE USED IN FUTURE PERFORMANCES OF
LOP-NB-01, THIS REPORT IS BEING SUBMITTED IN ACCORDANCE WITH
10CFRS0.73(A)(2)(IV) DUE TO AN ENGINEERED SAFETY PFPEATURE (ESF) ACTUATION.

[123) LA SALLE DOCKET 50-37) LER 87-0130
REACTOR SCRAM WHILE SHUTDOWN DURING SURVEILLANCE DUE TO COMMUNICATION ERROR.
EVENT DATE: 090287 REPORT DATE: 092887 NSSS: GE TYPE: BWR

INSIC 206612) AT 0814 HOUPS ON SEPTEMBER 2, 1987, WITH UNIT 1 IN OPERATIONAL
CONDITION & (COLD SHUTDOWN), ELECTRICAL MAINTENANCE (EM) PERSONNEL WERE
PERPORMING STATION SURVEILLANCE (LES-RP-107, "CONTROL ROD DRIVEN (CRD) CHARGING
WATER HEADER PRESSURE TIME DELAY RELAY CALIBRATION AND FUNCTIONAL TEST." DURING
THE COURSE OF THE SURVEILLANCE, HALF SCRAMS ARE GENERATED AS EACH TIME DELAY
RELAY 15 TESTED, A PULL SCRAM OCCURRED WHEN A HALF SCRAM CONDITION HAD NOT BEEN
RESET PRIOR TO PERFORMING THE TEST ON A RELAY IN THE REMAINING (ENERGIZED)
REACTOR PROTECTION SYSTEM (RPS) CHANNEL. THE CAUSE OF THIS EVENT WAS INADEQUATE
COMMUNICATION BETWEEN THE ELECTRICIAN PERFORMING THE SURVEILLANCE AND THE UNIT
OPERATOR. THE SAFETY CONSEQUENCES OF THIS EVENT WERE MINIMAL SINCE RPS RESPONDED
PER DESIGN TO A LOW CRD CHARGING WATER HEADER PRESSURE SIGNAL. SINCE ALL CONTROL
RODS WERE FULLY INSERTED AT THE TIME OF THIS EVENT, NO ROD MOTION OCCURRED AS A
RESULT OF THE SCRAM. THIS EVENT 1S REPORTABLE PURSUANT TO THE REQUIREMENT OF
TOCPRS0.73(AV(2)(IV) DUE TO THE AUTOMATIC ACTUATION OF THE ABACTOR PROTECTION
SYSTENM,

[12§) LA SALLE 2 DOCKET $50-374 LER 87-0'7
SPECIAL REPORT NOT SUBMITTED WITHIN REQUIRED TIME FRAME DUE TO PERSONNEL ERROR.
EVENT DATE: 082787 REPORT DATE: 092587 NSSS: GEB TYPE: BWR

(NSIC 2065%8) ON JUNE 29, 1987 AT 1400 HOURS WITH UNIT 2 IN OPERATIONAL CONDITION

! (RUN AT 64% POWER, THE DRYWELL TEMPERATURE MONITORING PROGRAM PROCEDURES,

LTP-300-~17 AND LTP-300-17T, WERE PERFORMED PER THE STATION SURVEILLANCE

SCHEDULE. THE TEMPERATUR® DATA IS GATHERED AND REVIEWED BY STATION PERSONNEL, AND |
ON A QUARTERLY BASIS IS TRANSMITTED OPFPSITE TO TIHE BOILING WATER REACTOR (BWR)

ENGINEERING GROUP FOR REVIEW., AN OFFSITE REVIEW DETECTED THAT THE SET OF UNIT 2

DRYWELL TEMPERATURE READINGS ON JUNE 29, 1987 WERE MHIGHER THAN PREVIOUS READINGS. |
AN ADDITIONAL REVIEW BY STATION PERSONNEL ON AUGUST 27, 1987 DISCOVERED THAT |
SENSOR <TE-VP20&, LOCATED IN THE VICINITY OF SAFETY RELIEF VALVES D AND J, READ

AMBIENT AIR TEMPERATURE OF 1513 DEGREES F WHICH EXCEEDED TECH SPEC TABLE 3.7.7.9

LIMIT OF '50 DEGREES F AND NO SPECIAL REPORT MAS BEEN SUBMITTED AS REQUIRED BY

TECH SPEC 3.7.7.A. THE FAILURE TO SUBMIT A SPECIAL REPORT WAS CAUSED "V
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PERSONNEL ERRCR IN THAT THE PERSONNEL PERFORMING THE PROCEDURE BELIEVED A REPORT
ALREADY EXISTED FOR THE EVENT. PERSONNEL WHO PERFORM AND REVIEW THE DRYWELL
MONITORING PROCEDURES WERE TAILGATED ON THIS EVENT.

[125) LIMERICK 1 DOCKET 50-352 LER 87-039
NONCOMPLIANCE WITH TECHNICAL SPECIFICATION ACTION STATEMENT BECAUSE OF LATE GRAB
SAMPLE CAUSED BY PERSONNEL ERROR.

EVENT DATE: 073187 REPORT DATE: 081187 NS§SS: GE TYPE: BWR

(NSIC 206252) TECHNICAL SPECIFICATION 3.3.7.1, TABLE 3.3.7.1-1 REQUIRES TAKING A
GRAB SAMPLE OF THE REACTOR ENCLOSURE COOLING WATER (RECW) SYSTEM EVERY 24 HOURS
WHENEVER THE RECW RADIATION MONITOR IS INOPERABLE. A UTILITY EMPLOYED CHEMISTRY
TECHNICIAN, THROUGH A PERSONAL OVERSIGHT, FAILED TO RECOGNIZE THAT A GRAB SAMPLE
WAS REQUIRED TU BE TAKEN PROM THE RECW SYSTEM AT 1110 HOURS ON JULY 31, 1987. ON
AUGUST 1, 1987, THE SAME TECHNICIAN NOTICED THAT THE GRAB SAMPLE WHICH WAS
REQUIRED EVERY 24 HOURS FOR THE RECW SYSTEM HAD NOT BEEN TAKEN ON THE PREVIOUS
DAY. A SAMPLE WAS TAKEN AT 1110 HOURS ON AUGUST 1, 1987. THERE WERE NO ADVERSE
CONSEQUENCES AS A RESULT OF THIS EVENT. THERE WAS NO RELEASE OF RADIOACTIVE
MATERIAL AS A RESULT OF THIS EVENT. THE SAMPLE TAKEN ON AUGUST 1, 1987, WAS
ANALYZED AND RADIOACTIVITY LEVELS WERE FOUND TO BE LESS THAN THE LOWER LIMIT OF
DETECTICN. THE RESPONSIBLE INDIVIDUAL WAS COUNSELED AND ALL SHIFT CHEMISTRY
TECHNICIANS WERE INSTRUCTED BY CHEMISTRY SUPERVISION AS TO THE IMPORTANCE OF
SAMFLING ON TIME AND OF PROPER COMMUNICATION DURING SHIFT TURNOVER.

1126) LIMERICK 1 DOCKET 50-352 LER 87-0138
NUCLEAR STEAM SUPPLY SHUTOFF SYSTEM INBOARD ISOLATION DUE TO A PERSONNEL ERROR.
EVENT DATE: 080287 REPORT DATE: 030187 NSSS: GE TYPE: BWR

(NSIC 206257) ON AUGUST 2, 1987 AT 1223 HOURS, DURING A REPUEBL OUTAGE VARIOQOUS
NUCLEAR STEAM SUPPLY SHUTOFF SYSTEM (NSSSS) ISOLATIONS, AN ENGINEERED SAPETY
FEATURE, OCCURRED WHEN FUSE B2'-P)S5A, BLEW DURING THE INSTALLATION OF A TEMPORARY
CIRCUIT ALTERATION. VALVES HV-87-128 AND HV-87-129, OF THE DRYWELL CHILLED WATER
(DWCW) SYSTEM CLOSED AS A RESULT OF AN ISOLATION SIGNAL, STOPPING THE PLOW OF
COOLING WATER TO THE RECIRCULATION PUMP MOTOR AIR COOLERS AND DRYWELL AIR
COOLERS. OTHER SYSTEMS RECEIVED ISOLATION SIGNALS; HOWEVER, THE VALVES AFFECTED
BY THESE ISOLATION SIGNALS HAD BEEN PREVIOUSLY CLOSED FOR OUTAGE A TIVITIES. AT
1227 HOURS THE DWCW ISOLATION SIGNAL WAS BYPASSED AND COOLIN( WATER WAS RESTORED,
AT 1255 THE BLOWN FUSE WAS REPLACED, ALL ISOLATION SIGNALS WERE RESET AND THE
TEMFORARY CIRCUIT ALTERATION (TCA) WAS RE-APPLIED WITHOUT FURTHER INCIDENT.

THERE WERE NO ADVERSE CONSEQUENCES AND NO RELEASE OF RADIOCACTIVE MATERIAL AS A
RESULT OF THIS EVENT. THE CAUSE OF THIS EVENT WAS A PERSONNEL ERIUR WHEN A
UTILITY EMPLOYED ENGINEER INADVERTENTLY CAUSED A SHORT TO GROUND DURING THE TCA
INSTALLATION. THE ENGINEER WHO APPLIED THE TCA WAS COUNSELED ON THE IMPORTANCE
OF THE CAREFUL INSTALLATION OF OF A TCA.

[127) LIMERICK ! DOCKET 50-3%2 LER 87-040
NUCLEAR STEAM SUPPLY SHUTOFF SYSTEM GROUP I ISOLATION DUE TO PAULTY WIRE
CONNECTION,

EVENT DATE: Q080487 REPORT DATE: 090387 NSSS: GB TYPE: BWR

(NSIC 206253) ON AUGUST &, 1987 AT 1454 HOURS, AN ACTUATION OF THE GROUP 1
NUCLEAR STEAM SUPPLY SHUTOFF SYSTEM (NSSSS) OCCURRED. 1IN ORDER TO SUPPORT OUTAGE
TURBINE TESTING, THE MAIN TURBINE (MT) WAS RESET, PRESSURIZING THE EMERGENCY TRIP
SYSTEM (ETS) HYDRAULICS., WHEN THE MAIN TURBINE RESET OCCURRED THE MAIN STOP
VALVES (MSVS) UNEXPECTEDLY OPENED, RESULTING IN A "LOW CONDENSER VACUUM" GROUP I
ISOLATION. A FAULTY CONNECTION TO AN ELECTRO HNYDRAULIC CONTRUL (EMC) LOGIC BOARD
WAS FOUND TO HAVE CAUSED THE MSVS TO OPEN. THE ISOLATION WAS RESET, AND THE
FAULTY CONNECTION WAS IDENTIFIED AND REPAIRED. ALL GROUP I ISOLATION VALVES WERE
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CLOSED PRIOR TO THE ISOLATION SIGNAL THEREFORE THERE WAS NO MOVEMENT OF THE
VALVES, AND NO RELEASE OF RADIATION OCCURRED. TURBINE TESTING WAS THEN COMPLETED
SATISFACTORILY.

[128) LIMERICK 1 DOCKET 50-352 LER 87-0482
ACTUATION OF ENGINEERED SAFETY FEATURES DUE TO A PERSONNEL ERROR.
EVENT DATE: 081887 REPORT DATE: 091787 NSSS: GB TYPE: BWR

(NSIC 206070) ON AUGUST 18, 1987 AT 0341 HOURS A DIVISION 4 LOSS OF COOLANT
ACCIDENT (LOCA) SIGNAL OCCURRED., A SPURIOUS HIGH DRYWELL PRESSURE SIGNAL
COMBINED WITH AN EXISTING LOW REACTOR PRESSURE RESULTED IN THE LOCA SIGNAL. THE
SIGNAL CAUSED A NUMBER OF AUTOMATIC ENGINXERED SAFETY FPEATURES TO OCCUR. ALL
SYSTEMS WERE VERIFIED TO HAVE FUNCTIONED AS DESIGNED AND WERE RETURNED TO NORMAL
BY 0432 HOURS., THERE WERE NO ADVERSE CONSEQUENCES AND NO RELEASE CF RADIATION AS
A RESULT OF THIS EVENT., THE SPURIOUS HIGH DRYWELL PRESSURE SIGNAL WAS THE RESULT
OF A VALVING ERROR DURING A SURVEILLANCE TEST. A FAILURE TO POLLOW APPROVED
PROCEDURES WAS THE CAUSE OF THE EVENT. THE VENDOR TECHNICIANS INVOLVED WERE
COUNSELED REGARDING THE IMPORTANCE OF POLLOWING PROCEDURES. 1IN ADDIYTION, THIS
EVENT WAS REVIEWED WITH INSTRUMENT AND CONTROL TECHNICIANS AT AN "ALL HANDS"
MEETING TO EMPHASIZE THE SERIOUSNESS OF THE EVENT.

[129]) LINERICK DOCKET 50-352 LER 87-044
FAILURE TO COMPLY WITH TECHNICAL SPECIFICATION SURVEILLANCE REQUIREMENT DUE TO
PROCEDURE DEFICIENCIES.

EVENT DATE: 082287 REPORT DATE: 092187 NSSS: GE TYPE: BWR

(NSIC 206461) ON AUGUST 22, 1987 IT WAS DISCOVERED THAT THE REMOTE SHUTDOWN PANEL
(RSP) OPERABILITY TEST ST-1-088-320-1 DID NOT COMPLY WITH TECHNICAL SPECIFPICATION
SURVEILLANCE REQUIREMENT 4.3.7.4.2. THE EBIGHTEEN MONTH SURVEILLANCE TEST FPAILED
TO INCLUDE A CHECK OF THE OPERABILITY OF THE REACTOR “ORE ISOLATION COOLING
(RC.Z) FPLOW CONTROLLER PROM THE RSP. THE SURVEILLANCE TSST (ST) ALSC FAILED TO
TEST A DESIGN FUNCTION OF THE TRANSFER SWITCHES IN THAT IT DID NOT INCLUDE A
NEGATIVE CHECK OF THE TRANSFER SWITCHES' SECONDARY PUNCTION OF ISOLATING THE RSP
CIRCUITRY FROM THE MAIN CONTROL ROOM CIRCUITRY. DURING THE INVESTIGATION, THE RSP
OPERABILITY CHECK OF THE RCIC CONDENSATE VACUUM PUMP WAS ALSO DETERMINED TO BB
INCOMPLETE DUE TO OMISSION OF A SET OF RELAY CONTACTS FPROM THE ST. THE CAUSE FOR
THE OMISSION OF THE RCIC PLCW CONTROLLER OPERABILITY CHECK WAS A COMMUNICATION
FAILURE BETWEEN TWO STATIUN ENGINEERING GROUPS WHEN THE ST WAS WRITTEN. THE
NEGATIVE CHECK FOR THE TRANCFER SWITCHES WAS NOT INCLUDED IN THE ST AS A RESULT
OF AN INTERPRETATION OF THE TECHNICAL SPECIPICATION SURVEILLANCE REQUIREMENT.

THE CAUSE FOR THE OMISSION OF THE RCIC CONDENSATE VACUUM PUMP CONTACTS WAS A
FAILURE TO UPDATE THE TEST PROCEDURE WHEN THE SYSTEM LOGIC PRINT WAS UPDATED IN
1984, THE DEFICIENCIES MAVE BEEN CORRECTED BY TEMPORARY PROCEDURE CMANGES WHICK
WILL BE MADE PERMANENT BY OCTOBRER 31, 1987,

1130) LIMERICK 1 DOCKET $0-352 LER 87.04)
MISSED SNUBBER SURVEILLANCE REQUIREMENT DUE TO A PERSONNEL ERROR WHNICH RESULTED
IN A PROCEDURE DEFICIENCY,

EVENT DATE: 082487 REPORT DATE: 092887 NSSS: GE TYPE: BWR

(NBIC 206495) ON AUGUST 24, 1987 AT 1500 MOURS IT WAS DETERMINED THAT A SNUSBER
O THE HIGH PRESSURE COOLANT INJECTION SYSTEM WAS NOT VISUALLY INSPECTEL WITHIN
TEN MONTHS OF COMMENCING POWER OPERATION AS REQUIRED BY TECHNICAL SPECIFPICATION
SURVEILLANCE REQUIREMENT 4.7 .4, DURING A VISUAL INSPECTION OF ALL SNUBBERS IN
THE MAY '986 SURVEILLANCE TEST OUTAGE SNUBBER EBD-106-B6-H31' (SNUBBER H)1) WAS
NOT INSPECTED. SNUBBRER EBD-10S5-E6-H12 (SNUBBER H12) WAS VISUALLY INSPECTED
TWICE, ONCE MISTAKENLY FOR SNUBBER H1'., THE CAUSE OF THIS OVERSIGHT WAS A
PERSONNEL ERROR WHICH RESULTED IN A PROCEDURAL DEFICIENCY IN THAT THE SERIAL
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(NSIC 206073) ON JULY 27, 1987 WITH UNIT 1 IN MODE 1, POWER OPERATION AT 100%
POWER, DUKZ CONSTRUCTION AND MAINTENANCE (CMD) PERSUNNEL BREACHED THE FIRE/FLOOD
BARRIER BETWEEN DIESEL GENERATOR ROOM 1A AND THE DIESEL LUBE OIL HOLDING TANKS
ROOM. ON AUGUST 6, 1987, AT 1140, STATION PROJECTS PERSONNEL WERE ASSISTING CMD
IN PREPARING TO POAM FIRE/FPLOOD PENETRATION NO. 1-733-3.1-1 AND DISCOVERED THAT
CMD HAD ALREADY CUT OFPF THE 2 INCH PIPE ON BOTH SIDES OF THE PENETRATION.
PROJECTS NOTIFIED THE CONTROL ROOM AND THE PENETRATION WAS DECLARED INOPERABLE AT
1140, A FIRE WATCH WAS ESTABLISHED AS REQUIRED BY TECHNICAL SPECIFICATION
3.7.11., ON AUGUST 7, 1987, AT APPROXIMATELY 1530, CMD SEALED THE FIRE/FLOOD
BARRIER PENETRATION AND AT 1550, OPERATIONS DECLARED THE PENETRATION OPERABLE., ON
AUGUST 18, 1987, THE CAPPED PIPE WAS REMOVED FROM THE FPIRE/FLOOD BARRIER AND THE
BARRIER PENETRATION WAS FOAMED PER STATION PROCEDURE. THIS EVENT HAS BEEN
CLASSIFIED AS PERSONNEL ERROR BECAUSE A CMD SUPERVISOR FAILED TO NOTIFPY CONTROL
ROOM PERSONNEL PER STATION DIRRBCTIVE 2.11.5, THAT A PIRE/PLOOD BARRIER WAS
BREACHED SO THAT PROPER COMPENSATORY MEASURES COULD BE TAKEN. DUKE WILL PROVIDE
TRAINING TO ALL CMD-NORTH PERSONNE]. ON MCGUIRE STATION DIRECTIVE 2.11.5, FIRE
PENETRATIONS.

[134) MCGUIRE 2 DOCKET 50-370 LER 87010
FAILURE TO TEST A CONTAINMENT AIR LOCK SEAL OCCURRED DUE TO A DESIGN DEFICIENCY.
EVENT DATE: 073187 REPORT DATE: 090287 NESS: WE TYPE: PWR

(NSIC 206262) ON JULY 31, 1987, INSTRUMENT AND ELECTRICAL PERSONNEL REPLACING THE
PNEUMATIC MODULE IN THE UNIT 2 UPPER PERSONNEL AIR LOCK AUTOMATIC LEAK RATI
MONITOR DISCOVERED A DEFICIENCY IN THE CONNECTIONS OF THE EQUIPMENT BEING
REPLACED. INTERPACE TUBING BETWEEN THE PNEUMATIC MODULE AND PERMANENT TUBING WAS
INCORRECTLY CONNECTED RESULTING IN THE AUTOMATIC LBAK RATE MONITOR ONLY TESTING
THE INNER DOOR SEALS. WHEN THE OUTER DOOR TEST WAS SELECTED, THE TEST WOULD
RETURN A POSITIVE RESULT, BUT IT WAS NOT ACTUALLY CONNECTED TO THE CUTER DOOR
SEALS. UNIT 2 WAS IN MODE ', POWER OPERATION, AT 100% POWER WHEN THIS CONDITION
WAS DISCOVERED; HOWEVER, THE UNIT HAD APPARENTLY OPERATED IN ALL MODES WITH THIS
CONDITION. THIS EVENT HAS BJEN CLASSIPIED AS A DESIGN DEFICIENCY DUE TO THE
INCOMPLETENESS OF THE DESIGN DOCUMENTS. THE DESIGN DOCUMENTS DESCRIBING THE
NECESSARY TUBING ARRANGEMENT LACKED CLARITY AND ALLOWED ANYONE WORKING WITH THE
EQUIFMENT TO FALSELY BELIEVE THAT IT WAS CORRECTLY INSTALLED, THE DESIGN
DOCUMENTS WERE CORRECTED AND TEMPORARY TUBING CHANGES WERE APPROVED POR
IMPLEMENTATION TO ENABLE THE AUTOMATIC LEAK RATE MONITOR TO TEST BOTH DOORS.

THIS EVENT 15 CONSIDERED TO BE OF NO SIGNIFICANCE WITH RESPECT TO THE HEBALTH AND
SAFETY OF THE PUBLIC,

[139) MCGUIRE 2 DOCKET 50-370 LER 87.01)
A FIRE BARRIER WAS BREACKED WITHUNT COMPENSATORY ACTION DUE TO MANAGEMENT
DEFICIENCY AND INADEQUATE STATION DIRECTIVE AND PROCEDURE,

EVENT DATE: 081087 REPORT DATE: 092887 NESS: wE TYPR: PWR

(NSIC 206698) ON AUGUST §, 1987 AT 1900, MCGUIRE MAINTENANCE (MNT) AND INTEGRATED
SCHEDULING (IS) BECAME AWARE OF CUTS IN INSULATED BLANKETS SURROUNDING TWO
AUXILIARY FEEDWATER VALVES. MNT WAS UNAWARE THE BLANKETS WERE FIR® BARRIERS AND
I§ ASSUMED THE FIRE BLANKETS WOULD BE REPAIRED BEFORE THE VALVES WERE DECLARED
OPERABLE. DURING SHIFT TURNOVER, AT 1930, 18 DISCUSSED THE FACT THNAT THE FiRe
BLANKETS NEEDED REPAIR BUT IS DID NOT RECOGNIZE THE BLANKETS WERE FIRE BARRIERS,
NEITHER LOGGING NOR INITIATION OF A FIRE WATCH WAS CONSIDERED. A WORK REQUEST
WAS WRITTEN TO REPAIR THE FIRE BLANKETS AND THE REPAIRS WERE COMPLETED ON AUGUST
12, 1987, TAGS WERE PLACED ON OTHER FIRE BARRIERS OF TH.3 TYPE IDENTIFPYING THEM
AS TECH SPECS BAKRIERS. A CLASSIPICATION OF MANAGEMENT DEFICIENCY WAS ASSIGNED
DUE TO SHORTCOMINGS IN STATION DIRECTIVES, PROCEDURES, AND TRAINING REGARDING
INSULATED BLANKET FIRE BARRIERS. THE FIRE BARRIER INSPECTION PROCEDURE WILL BE
REVISED, THE STATION DIRECTIVE WILL BE REVISED, AND EXISTING TRAINING WILL BE
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ENHANCED. THE NEXT STATION SAFETY MEETING WILL INCLUDE INFORMATION TO INCREASE
AWARENESS OF INSULATED BLANKET FIRE BARRIERS.

[136) MCGUIRE 2 DOCKET 50-370 LER 87-011

A HOLL DOWN BOLT WAS DISCOVERED MISSING FROM MISSILE SHIELD BLOCKS OVER THE
REACTOR CAVITY DUE TO DEFECTIVE PROCEDURE AND INADQUATE INSTRUCTIONS.

EVENT DATE: 081487 REPORT DATE: 091487 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: MCGUIRE ' (PWR)

(NSIC 206074) ON AUGUST 13, 1987, WITH UNIT 2 AT 100% POWER, MAINTENANCE (MNT)
DISCOVERED PIVE MISSILE SHIELD HOLD-DOWN BOLTS IN THE DECONTAMINATION AREA. AN
INVESTIGATION REVEALED A HOLD-DOWN BOLT WAS MISSING FROM ONE OF THE REACTOR
CAVITY MISSILE SHIELD BLOCKS. MNT NOTIFIED OPERATIONS AT 1006 ON AUGUST 14,
1987. DESIGN ENGINEERING (DE) WAS CONTACTED TO EVALUATE THE CONDITIONS AND
PROVIDE GUIDANCE ON THE OPERABILITY OF TLE SHIELD BLOCKS. AT 1730, DE ADVISED
MCGUIRE THAT THE SHIELD BLOCKS WERE INOPERABLE. OPERATIONS DECLARED THE SHIELD
BLOCKS INOPERABLE AT THAT TIME. UNIT 2 WAS SHUT DOWN TO MODE 3, HOT STANDBY,
MNT DISCOVERED FPOUR OTHER BOLTS NOT INSTALLED. MNT REDRILLED THE BOLT HOLE AND
INSTALLED THE MISSING BOLT ALONG WITH THE OTHER BOLTS AND VERIFPIED ALL TEN BOLTS
WERE INSTALLED. OPERATIONS DECLARED THE SHIELD BLOCKS OPERABLE AGAIN AT 0407 ON
AUGUST 16, 1987, AND UNIT 2 WAS BACK ON LINE AT 2345. MNT WILL MODIFPY THE
EXISTING PROCEDURE OR WRITE A NEW PROCEDURE TO PROVIDE DETAILED
REMOVAL/INSTALLATION INSTRUCTIONS POR THE SHIELD BLOCKS., IF ADDITIONAL ACTIONS
ARE PLANNED, A SUTrPLEMENTAL REPORT WILL BE SUBMITTED. A CLASSIFICATION OF
DEPECTIVE PROCEDURE HAS BEEN ASSIGNED TO THIS EVENT BECAUSE PROCEDURES WHICH
RELATE TO THE MISSILE SHIEBLDS DID NOT CONTAIN ANY DETAILED INSTRUCTIONS ON THE
FROPER INSTAJVATION OF THE MISSILE SHIBLD BLOCKS.

[137) MCGUIRE 2 DOCKET 50-370 LER 87-012

AN AUTOSTART OF AUXILIARY FEEDWATER SYSTEM DUE TO PROCEDURE DEFICIENCY - NOT
REQUIRING RESET OF BOTH MAIN FEEDWATER PUMPS PRIOR TO TESJING.

EVENT DATE: 081687 REPORT DATE: 091587 N§SS: wWE TYPE: PWR

(NSIC 206075) ON AUGUST 16, 1987 AT 2028, WHEN OPERATIONS PERSONNEL WERE
PERFORMING STARTUP TESTING OF MAIN FEEDWATER (CF) PUMP 2B, AN UNPLANNED
ENGINEERING SAFEGUARD FEATURES (ESF) ACTUATION OCCURRED. AN AUTOSTART SIGNAL TO
THE AUXILIARY FEEDWATER (CA) MOTOR DRIVEN (M/D) PUMPS OCCURRED AS A RESULT CF THE
INTENTIONAL TRIP OF CF PUMP 1B FOR TESTING WHEN CF PUMP 2A WAS IN THE TRIPPED
CONDITION. BOTH M/D CA PUMPS WERE RUNNING BECAUSE OF OPERATIONAL CONSIDERATIONS
PRIOR TO THE RECEIPT OF THE "LOSS OF BOTH MAIN FEEDWATER PUNMPS"™ SICNAL.
OPERATIONS IMMEDIATELY RESET CPF PUMP 2B AND THE CA FLOW CONTROL VALVRS, 2)
SECONDS APTER CF PUMP 2B MAD BEEN TRIPPED. §/G BLOWDOWN AND SAMPLE FLOW WERE
RESTORED AND CF PUMP 2A WAS RESET. NO SIGNIFPICANT CHANGES IN STEAM GENERATOR
(§/G) LEVEL WERE OBSERVED. UNIT 2 WAS IN MODE 2, STARTUP, AT 1% POWER AT THE
TIME OF THE EVENT. THE CAUSE CF THE EVENT HAS BEEN CLASSIFIED AS DEFECTIVE
PROCEDURE, BECAUSE THE CONDENSATE AND PEEDWATER SYSTMMS OPERATING PROCEDURE USED
FOR THE CF PUMP STARTUP TESTING DID NOT INCLUDE RESETTING BOTK CP PUNMPS PRIOR TO
TRIPPING ONE OF THE CF PUMPS. PROCEDURES WERE CHANGED TO PREVENT THE
REOCCURRENCE OF THIS EVENT.

1Y38) MILLSTONE DOCKET $0-245 LEk 86-0'% REBV 0)
UPDATE ON REACTOR PROTECTION SYSTEM INITIATION FROM IRM NOISE SPIKER.
EVENT DATE: 052486 REPORT DATE: 093087 NESS: GB TYPE: BWR

(NSIC 206576) ON MAY 264, 1986, AT '85) HOURS, WNILE THE UNIT WAS SHUTDOWN (0
P31G, Y64 DEGREES PANRENNEIT), A SOURCE RANGE MONITOR (SRM) WAS BEING WITHDRAWM
WHEN AN AUTOMATIC ACTUATION OF THE REACTOR PROTECTION SYSTPM (RPS) OCCURRED. §SRM
217 WAS BEING WITHDRAWN WHEN A NOISE SPIKE ON THE INTERMEDIATE POWER RANGE MONITOR
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(IRM) 12 AND 16, CAUSED BY THE SRM DRIVE RELAYS CHATTERING, RESULTED IN AN RPS
ACTUATION. THE SRM RELAYS WERE CYCLED IN AN EFFORT TO DUPLICATE THE CONDITIONS
THAT OCCURRED DURING SRM 21 WITHDRAWAL, BUT NO RELAY CHATTER WAS OBSERVED AND IRM
RESPONSE DID NOT INCREASE. THE SRM/IRM DRIVE RELAYS WERE PROPOSED TO BE REPLACED
DURING THE 1987 REFUELING OUTAGE AND A POLLOW UP REPORT BE SUBMITTED. THERE WERE
NO SAFETY CONSEQUENCES RESULTING FROM THE RPS ACTUATION SINCE THE UNIT WAS
SHUTDOWN. APPROXIMATELY S0% OF ALL SRM/IRM DRIVE RELAYS HAVE BEEN REPLACED
DURING THE 1987 RIFUELING OUYAGE. THE REMAINING RELAY REPLACEMENT WILL BE
POSTPONED TO THE NEXT AVAILABLE OPPORTUNITY WHEN THE PLANT 18 SHUTDOWN OR IN A
REFUELING OUTAGE. THE POWER SUPPLY TO THE SRM/IRM DRIVE RELAYS HAS TO BE
DE-ENERGIZED TO REPLACE THE RELAYS. DE-ENERGIZING THE POWER SUPPLY WILL REMOVE
THE CAPABILITY TO DRIVE THE SRM/IRM IN THE CORE TO MONITOR NEUTRON FLUX LEVELS AT
LOW POWER OR SHUTDOWN CONDITIONS.

[139) MILLSTONE 1 DOCKET 50-24% LER 87-00' REV O
UPDATE ON 4160V DISTRIBUTION LOAD CENTER INSULATION REPLACED DUE TO A
MANUFACTURING DEFECT.

EVENT DATE: 011387 REPORT DATE: 090987 NESS: GB TYPE: BWR

VENDOR: GENERAL ELECTRIC CO.

INSIC 206033) ON JANUARY 13, 1987 AT 1100 HOURS, VISUAL INSPECTIONS PERFORMED ON
ALL 4160 VAZ LOAD CENTERS AND THEIR ASSOCIATED BUS TIES REVEALED CRACKING ALONG
THR MORIZONTAL NORYL INSULATORS. THE PROBLEM WAS ATTRIBUTED TO A GENERAL
ELECTRIC CO. MANUFACTURING DEFECT. THERE WERE NO SAFETY CONSEQUENCES RESULTING
FPROM THIS OCCURRENCE. 1IN AUGUST OF 1987, THE BUS INSULATION ON 6 QUT OF 8 4160
VAC BUSES, WAS REPLACED WITH BAYBLEND INSULATION WHILE THE UNIT WAS IN A
SCHEDULED REFUELING OUTAGE. BAYBLEND INSULATION WAS RECOMMENDED BY GCENERAL
ELECTRIC CO. TO BE THE SUITABLE REPLACEMENT FOR NORYL INSTULATION. TWO 8160 VAC
LOAD CENTERS AND ALL 4160 VAC BUS TIES WERE NOT REPLACEL. IT WAS DETERMINED THAT
THE INSULATION CRACKING ON THESE BUSES WAS ACCEPTABLE TO MAINTAIN THE BUSES
ENERGILZED TO SUPPORT CRITICAL OUTAGE PLANT MODIFICATIONS AND POSTPONED TO THE
NEXT REFURLING OUTAGE FOR REPLACEMENT.

(160 MILLSTONE DOCKET 50-24% LER 87-012 pEV 0
UPDATE ON DIESEL GENERATOR CEBILING FPIRE COATING DEGRADATION.
EVENT DATE: 051987 REPORT DATE: 092987 NSSS: GE TYPE: BWR

(NSIC 208487') ON MAY 19, 1987, AT 1130 HOURS, WITH THE PLANT AT 100% POWER, THE
PLANT WAS IN THE PROCESS OF INSTALLING A MONORAIL AND PADEYE LIFTING ASSEMBLY IN
THE EMERGENCY DIESEL ENCLOSURE WHEN IT WAS DISCOVERED THE OVERNEAD FIREPROOFING
BLANKET MATERIAL WAS INADEQUATE TO PROVIDE THE 3 MOUR FIRE RESISTANCE RATING.

THE PRIMARY CAUSE FOR THIS INADEQUACY CAN NOT BE DETERMINED THROUGH AVAILABLE
DOCUMENTATION. SINCE THE DISCOVERY, A CONTINUOUS FPIRE WATCH NAS BREN ESTABLISHED
IN YHE ENCLOSURE AND STEPS NAVE BEEN TAKEN TO BEGIN INSTALLING A REPLACEMENT
LAYRR OF PIREPROOFING MATERIAL BEFORE THE END OF THE UPCOMING REFUELING OUTAGE.
INSTALLATION OF THE REPLACEMENT LAYER OF FPIRECOATING WAS STARTED IN MUGUST, 1987,
AFTER THE '987 REPUELING QUTAGE, THE REPLACEMENT FIRECOATING INSTALLATION WAS
COMPLETED ON 9/'8/87. AFTER A POST-INSTALLATION INSPECTION VERIFIED THE COATING
WAS SATISPACTORY, THE CONTINUOUS PIRE WATCH WAS DISCCNTINUED AND NORMAL FIRR
DETECTION AND DELUGE SYSTEMS WERE DECLARED OPERATIONAL.

{181 MILLSTONE ! DOCKET 50-24% LER #7015 REV O
UPDATE ON LOCAL LEAX RATE TEST FAILURES.
EVENT DATE: 060687 REPORT DATE: 092987 N§SS: GB TYPE: BWR

VENDOR: ALLIS CHALMERS
CHAPMAN VALVE & NFG
CRANE COMPANY
MASONEILAN INTERNATIONAL, INC.
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TARGET ROCK CORP.
VELAN VALVE CORP.

(NSIC 206482) ON JUNE 6, 1987 AT 1000 HOURS, WHILE PERFORMING LOCAL LEAK RATE
TESTING (LLRT) DURING THE 1987 REFUEL OUTAGE, IT WAS IDENTIFIED THAT THE "B'’
MAIN STEAM ISOLATION VALVES COULD NOT MEET THE REQUIRED LEAK RATE AS SPECIPIED IN
TECHNICAL SPECIFICATION 4.7.F.2.C. TESTING OF ALL PRIMARY CONTAINMENT ISOLATION
VALVES, CABLE PENETRATIONS AND MANWAYS AS REQUIRED BY 10CFRS0 APPENDIX J REVEALED
ADDITIONAL ISOLATION VALVES THAT DID NOT MEET THE LOCAL LEAK RATE TEST
REQUIREMENT. ALL VALVES THAT FAILED TO MEET THE LOCAL LEAKAGE RATE TEST
REQUIREMENTS WERE SATISPFACTORILY RETESTED SUBSEQUENT TO REPAIRS. THERE WERE NO
CONSEQUENCES .

(142) MILLSTONE DOCKET 50-24% LER 87-026
HYDRAULIC SNUBBER FAILURES CAUSED BY VARIOUS MECHANICAL AND ADJUSTMENT
DEPICIENCIES.
EVENT DATE: 080387 REPORT DATE: 090187 N§SS: GE TYPE: BWR
VENDOR: BERGEN-PATTERSON PIPR SUPPORT CORPORATION

ITT GRINNELL

(NSIC 2062)7) DURING THE 1987 REPUEL OUTAGE, 10% OF THE TOTAL NUMBER OF SAFETY
RELATED HYDRAULIC AND MECHANICAL SNUBBERS IN USE AT THE PLANT WERE PUNCTIONALLY
TESTED. FOR EVERY FAILURE IDENTIFIED IN THIS REPRESENTATIVE SAMPLE, AN
ADDITIONAL 10% WERE PUNCTIONALLY TESTED. THIS TESTING CONTINUED UNTIL NO
ADDITIONAL INOPERABLE SNUBBERS WERE DISCOVERED. OF THE TOTAL NUMBER OF SNUBBERS
TESTED DURING THE 1987 REPUEBL OUTAGE, THERE YERE NO PAILURES POR MECHANICAL
SNUBBERS AND A TOTAL OF NINZ (9) PAILURES FPOR HYDRAULIC SNUBBERS. AS A RESULT OF
THE NINE FAILED HYDRAULIC SNUBBERS, 100% OF THE HYJRAULIC SNUBBERS WERE
FUNCTIONALLY TESTED DURING THE 1987 REFUEL OUTAGE. ALL SAPETY RELATED HYDRAULIC
AND MECHANICAL SNUBBERS WERE VISUALLY INSPECTED AND POUND ACCEPTABLE. THE NINE
(9) PAILED WYDRAULIC SNUBBERS WERE FURTHER EXAMINED AND POUND TO HAVE VARIOUS
MECHANICAL AND ADJUSTMENT DEFICIENCIES. THE DEFPICIENCIES WERE CORRECTED AND THE
SNUBBERS WERE RETESTED POR PUNCTIONAL ACCEPTABILITY.

[143) MILLSTONE 1 DOCKBT 50-245 LER 87-032
TURBINE FPIRST STAGE PRESSURE BYPASS GWITCHES PAILED DUE TO SET POINT DRIPT.
EVENT DATE: 081187 REPORT DATE: 091087 NSSS: G® TYPE: BWR

VENDOR: BARKSDALE COMPANY

(NSIC 206035) ON AUGUST 11, 1987, AT 1940 HOURS, WHILE THME UNIT WAS IN A COLD
SHUTDOWN CONDITION (0 PSIG, 160 DRGREES PAMRENHEIT) DURING A REPURL JUTAGE, A
ROUTINE SURVEILLANCE WAS PERFORMED ON THNE TURBINE FIRST STAGE PRRESSURE BYPASS
SWITCHES. THESE SWITCHES PROVIDE INPUT TO THE REACTOR PROTECTION SYSTEM (SYSTEM
CODE JC) TO BYPASS THE LOAD REJECT SCRAM PUNCTION AT POWER LEVELS LESS THAN 454,
ALL POUR OF THE SUBJECT SWITCHRES (MANUPACTURER: BARKSDALE, MODEL: B27-1288.C§,
RANGE: 501200 PSIG) PAILED TO MEET TECHNICAL SPRCIPICATION SETPOINT
REQUIREMENTS . THE SETPOINT DRIFPT WAS ATTRIBUTED TO RELAXATION OF THE BOURDON TUBE
DURING THE EXTENDRD PERIOD OF DEPRESSURILATION ASSOCIATRD WITH THE RRPURL OUTAGE.
(REVIEW OF PAST MISTORY MAS REVEALED THAT SWITCHES OF THIS TYPE ARE PRONE T0
SETPOINT DRIFT PROBLEMS . ) AT THE TIME THE EVENT WAS IDENTIPIRD, THE PRESSURE
SWITCHES WERE RE-CALIBRATED WITH ADDITIONAL MARGIN TO PRECLUDE SRTPOINT DRIPT
FROM EXCEEDING TECHNICAL SPRCIFICATION SETPOINT REQUIREMENTS,

{144 MILLSTONER ! DOCKRT 50-24% LER #7.0))
INADVERTENT ACTUATION OF “A" LOW PRESSURE COOLANT INJECTION SUBSYSTEM DUR 10
PRERSONNEL ERRO® .

BVENT DATE: 08128 REPORT DATE: 081187 NESS: GB TYPE: BWR
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BROUGHT TO A SAFE SHUTDOWN AND THERE WERE NO SAFETY CONSEQUENCES AS A RESULT OF

THIS EVENT.

[1%9) MILLSTONE 3 DOCKET 50-423 LER 86-050 REV 02
UPDATE ON AREA TEMPERATURE ELEMENT IN MA(N STEAM VALVE BUILDING EBACEEDING LIMITS.
EVENT DATE: 090286 REPORT DATE: 092587 NSSS: wWE TYPE: PWR

(NSIC 206478) THIS SPECIAL REPORT REVISION I8 BEING SUBMITTED TO PRUL/IDE AN
UPDATED STATUS TO SPECIAL REPORT LER 86-050-0). SPECIAL REPORT LER 86-050-01 WAS
SUBMITTED PURSUANT TO PLANT TECHNICAL SPECIFPICATIONS 3.7.'4B AND 6.9.2 TO REPORT
AREA TEMPERATURE EXCURSIONS IN THE MAIN STEAM VALVE BRUILDING. PLANT TECHNICAL
SPECIFICATION 3.7.14B REQUIRES THAT A SPECIAL REPORT BE SUBMITTED TO THE NRC 1IFP
ONE OR MORE ARCAS EXCEED THE SPECIFIED TEMPERATURY LIMIT BY LESS THAN 20 DEGREES
FAHRENHEIT FOR MORE THAN 8§ HOURS. LER 86-050-0' REPORTED THAT MAIN STEAM VALVE
BUILDING AREA MS-0' HAD EXCEEDED THE 120 DEGREE FANRENNEIT SPRCIFIED LIMIT ON
NUMEROUS OCCASIONS. AREA TEMPERATURE ELEINENT JECS-TE119, LOCATED ON THE TOP
FLOOR ELEVATION 71'-2" IS THE ONLY ELEMENT WITHIN THE BUILDING EXCEEDING THE
LIMITS. AT 01139 ON 9/2/86 JEBCS-TE''9 REACHED A TEMPERATURE OF 120.5 DAGRERS
FAHRENHEIT. THE PLANT FITERED THE ACTION STATEMENT AT 0939. ALL ENVIRONMENTALLY
QUALIFIED EQUIPMENT WAS VERIFIED TO BE OPERABLE. DUE TO NUMEROUS TEMPERATURE
EXCURSIONS IN THIS AREA, A PERMANENT MODIFICATION IS BEING INSTALLED. A
SUPPLEMENT TO THIS REPORT WILL BE ISSUED BY 10/01/88. THIS SPECIAL REPORT 1§
BEING SUBMITTED PURSUANT TO PLANT TECKNICAL SPECIFICATIONS 1.7 148 AND 6.9.2,

1150) MILLSTONE 3 DOCKET S0-42) LER 87012
REFUELING WATER STORAGE TANK LEVEL BELOW PLANT TECHNICAL SPECIFICATIONS DUE TO
INCORRECT LEVEL TRANSMITTEr CALIBRATION AND PERSONNEL ERROR,

EVENT DATE: 081487 REPORT DATE: 091487 NESS: we TYPE: PWR

(NSIC 206092) ON AUGUST 14, 1987 AT 1400 HOURS, 1008 POWNER, IT WAS CONFIRMED THAT
THERE WAS A CALIBRATION ERROR OF APPROXIMATELY 17,000 GALLONS IN THL
NON-CONSERAVATIVE DIRECTION FOR THE REPUEBLING WATER STORAGE TANK (RWST) LEVEL
TRANSMITTERS. THE DYSCOVERY WAS MADE A DAY RARLIER WHILE INVESTIGATING THE RWST
LOW LEVEL ALARM. THE ERROR WAS CAUSED BY AN INCORRECT ASSUMPTION MADE DURING
INITIAL CALIBRATION. IMAEDIATE OPERATOR ACTION WAS TO VERIFY THAT LEVELS IN THE
EWSET WERE ABOVE THE MINIMUM REQUIREMENT. AS CORRECTIVE ACTION TH/ LICENSEE HAS
RECALIBRATED THE LEVEL TRANSMITTE'S AND MAS VERIFIED THAT SIMILAR CALIBRATION
ERRORS DO NOT RXIST IN TS OTHER SAFETY RELATED TANKS. ON AUGUST 22, 1987 AT
0705 HMOURSE, 100N POWER, A SHIPT SUPERVISOR DISCOVERED TH.T RWST LEVEL WAS 13,000
GALLONS BE.OW THE MININUM REQUIREMENT. IMMEDIATE OPERATOR ACTION WAS TO RESTORE
RWST LEVEL ABOVE THE REQUIREMENTS OF THE TECHNICAL SPECIPICATIONS, THE LOW LEVEL
WAS ATTRIBUTED TO THE BORATION OF THE SPENT PUEL POOL COOLING AND PURIPICATION
DEMINERALIZER ON AUGUST 20, 1987 USING THE RWST AS THE WATER SOURCE. AS
CORRECTIVE ACTION IMPROVED GUIDANCE AND COMMUNICATION HAS BEEN PROVIDED IN THE
FROCEDURE POR BORATING THE SPC DEMINERALIZER.

115Y) NI¥ MILE POINT DOCKET 51-220 LER 87012
REACTOR BLLLDING EMERGENCY VENTILATION INITIATION CAl' ED BY RELAY PAILURE,
EVENT DATE: 080287 REPORT DATE: 090187 NSSS: GB TYPE: BWR

VENDOR: GENERAL EBLECTRIC CO.

(NSIC J06236) ON AUGUST 2, 1987, NINE MILE POINT UNIT ' (NMP1) WAS OPERATING AT
89% POWER WITK THE MODE SWITCH IN THE “RUN" POSITION. AT 1300 HOURS THE UNIT
EXPERIENCED A TRIP OF REACTOR PROTECTION SYSTEM (RPS) MOTOK GENERATOR (MG) SET
162, SUBSEQUENTLY, RFS BUS 1) WAS DEENERGIZED. THIS RESULTED IN A ONE-HALP SCRAM,
REACTOR BUILDING EMERGENCY VENTILATION (RBEV) INITIATION, CONTROL ROON EMERGENCY
VE'TILATION (CRPV) INITIATION, AND AN ISOLATION OF THE REA.OR WATER CLEANUP
SYSTEM (RWCU). UPOM INVESTIGATION, IT WAS POUND THAT THR COIL OF THE PNUEMATIC
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RECIRCULATION UNIT COOLER, AT 0834 THE SAME DAY, WITH THE REACTOR AT
APPROXIMATELY 22% POWER AND THE MODE SWITCH IN “RUN", NMP2Z EXPERIENCED A SECOND
ESF ACTUATION. THIS EVENT ALSO CUNSISTED OF AN AUTOMATIC INITIATION OF THE SBGTS
SYSTEM AND AN EMERGENCY RECIRCULATION UNIT COOLER. BOTH EVENTS OCCURRED WHILE
ATTEMPTING TO RESTORE NORMAL REACTOR BUILDING VENTILATION. THE CAUSE OF THE
FIRST EVENT 1§ ATTRIRUTED TO A COGNITIVE PERSONNEL ERROR. THE CAUSE OF THE
SECOND EVENT IS UNKNOWN, AND THE INVESTIGATION IS ONGOING. A SUPPLEMENT TO LER
§7-49 WILL BE SUBMITTED BY NOVEMBER 30, 1987, CORRECTIVE ACTION WILL INCLUDE
REACTOR BUILDING VENTILATION SYSTEM (HVR) TRAINING FOR OPERATORS AND AN
INDEPENDENT BVALUATION OF THE SBGTS AUTOMATIC INITIATION LOGIC.

(158) NINE MILE POINT 2 DOCKERT 50-810 LER 87-050
AUTOMATIC INITIATION OF THE STANDBY GAS TREATMENT SYSTEM DUE TO A PERSONNEL ERROR
CAUSED BY IMPROPER COMMUNICATIONS.

EVENT DATE: 082987 REPORT DATE: 092587 NESS: GE TYPE: BWR

(NSIC 206475) ON AUGUST, 29, 1987 AT 0016 WITH THE REACTOR IN RUN (OPERATIONAL
CONDITION 1) AND AT A POWER LEVEL OF APPROXIMATELY 23% RATED THERMAL CAPACITY,
NINE MILE POINT UNIT 2 EXPERIENCED AN AUTOMATIC INITIATION OF THE STANDBY GAS
TREATMENT SYSTEM (SBGTS) WHILE PERFORMING THE MONTHLY SURVEILLANCE TEST ON THE
REACTOR BUILDING VENTILATION PROCESS RADIATION MONITOKS. THE SBGTS SYSTEM WAS
SECURED BY 0028 THAT SAME DAY, ENDINC TUE EVENT. THE ROOT CAUSE FOR THIS EVENT
IS PERSONNEL ERROR DUE TO IMPROPER COMMUNICATION. THE CORRECTIVE ACTIONS FOR
THIS EVENT ARE: 1. A TRAINING MODIFICATION RECOMMENDATION (TMR) HAS BEEN
INITIATED, REQUESTING COMMUNICATIONS TRAINING FOR OPERATORS AND TECHNICIANS. 2.
A TMR HAS BEEN SUBMIITED REQUESTING DISCUSSION OF THIS EVENT IN OPERATOR AND
TECHNICIAN TRAINING. 3. A SUMMARY OF THIS EVENT WILL BF INCLUDED IN THE
OPERATIONS DEPARTMENT LESSONE LEARNED BOOK.

{156) NORTH ANNA 1 DOCKET 50-338 LER B85-0M
CONTROL RCOM BOTTLED AIR SYSTEM INOPERABLE.
EVENT DATE: 102985 REPORT NATE: 021486 NESS: wWE TYPE: PWR

OTHER UNITS INVOLVED: NORTH A4NA 2 (PWR)

(INSIC 206437) ON JANUARY 19, 1986, WITH UNIT ' IN MODE ' /PCWER OPERATION), THE
UNIT 1 CONTROL ROOM BOTTLED AIR SYSTEM WAS DISCOVERED TO BE INOFPERABLE SINCE
OCTOBEP 22, 1985, THE SYSTEM WAS IMMEDIATELY RETURNED TO OPERABMLE STATUS. THE
ACTION STATEMENT WAS NOT ENTERED ON OCTOBER 22, 1985 BECAUSE OPERATIONS PERSONNEL
DID NOT REALIELE A TAG OUT HAD RENDEKED THE SYSTEM INOPERABLE, THE ACTION
STATEMENT EXPIRED WITHIN SEVEN DAYS. SINCE CONTINUED OPERATION AND IMPROPER
ENTRY INTO AN APPLICABLE MODE WAS PROHMIBITED BY THE PLANTS TECH SPECS, THIS EVENT
I8 REFORTABLE PURSUANT TO 10 CPR 50,73 (A (22(1) (D), THROUGHOUT THIS EVENT THE
UNIT ' TRAIN B, AND UNIT 2 BOTTLED AIR SYSTEM REMAINED OPERABLE, AND COULD ALSO
BE MANUALLY ACTUATED. THE CONTROL ROOM EMERGENCY VENTILATION SYSTEM, DESIGNED TO
BACKUF THE BOTTLED AIR SYSTEM POR LONG TERM CONTROL ROOM MABITABILITY, ALSO
FEMAINED UPERABLE. CORRECTIVE ACTION TO PREVENT RECURRENCE WILL INCLUDE A
DISCUSSION OF THIS EVENT AS PART OF LICENSED OPERATOR RETRAINING. 1IN ADDITION,
GUIDELINRS WILL Bk PROVIDED AS TO WHICH COMPONENTS, WHEN TAKEN QOUT OF SERVICE,
WILL RENUER THE SYSTEM INOPERABLE AND REQUIRE ENTRY INTO THE ACTION STATENMENT.
ALSO, AN ONGO™NG INVESTIGATION, TO DETERMINE THE ROOT CAUSE OF THIS BVENT WILL
CONTINVE.

[157) NORTH ANNA DOCKET $0-3)38 LER 87-007 REV OV
UPDATE ON LOSS OF RESIDUAL HEAT REMOVAL CAPABILITY DUER TO A BLOWN PUSE.
EVENT DATE: 042287 REPORT DATE: 100987 NSSS: wWE TYPE: PWR

VENDO&: SOWLID STATE CONTROLS, INC.

(NSIC 206522) AT 1530 HOURS ON APRIL 22, 1987, WITH UNIT ' IN MODE S5, THE
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RESIDUAL WEAT REMOVAL (RHR) SUCTION LINE WAS ISOLATED WHEN MOV-170' CLOSED DUER TO
A LOSS OF POWER TO THE 120 VAC VITAL BUS (VB) 1-III. MOV-170) BRING CLOSED
RESULTED A TEMPORARY LOSS OF THE RHR SYSTEM. THEREFORE, THIS EVENT IS REPORTABLE
PURSUANT TO T0CPRSO.7I(A(2)(VIZ)(B). AT 1515 HOURSF ON APRIL 22, 1987, DURING
THE PERFORMANCE OF A PERIODIC TEST, THE 1-III INVERTER FAILED, RESULTING IN A
LOSS OF POWER TO VB 1-III. VITAL BUS 1-II1 SUPPLIES POWER TO AN AUXILIARY RELAY
FOR PRESSURE CHANNEL P-140) WHICH PROVIDES THE LOGIC TO CLOSE MOV-170) ON HIGH
RCS PRESSURE. WHNEN THIS AUXILIARY RELAY WAS DE-ENERGIZIED AN AUTO CLOSURE SIGNAL
WAS SENT TO MOV-:1707, THLAEBY CLOSING MOV-1701, POWER WAS QUICKLY RELTORED TO VB
1-11I1, MOV-1701 WAS REOPENED AND RKR PFLOW WAS RESTORED. THE CAUSE OF THE
INVERTER FAILUTE WAS DETERMINED TO BE A BLOWN PFUSE, TO PREVENT RECURRENCE OF THIS
TYPE EVENT, NORYH ANNA IS ACTIVELY PURSUING A TECHNICAL SPECIFICATION CHANGE TO
ELIMINATE THNIS RHR INTERLOCK,

[158) NORTH ANNA ! DOCKET 50-3)38 LER 87-009% REV 0!
UPDATE ON MAIN STEAM SAFETY VALVES SETPOINTS BELOW TECHNICAL SPECIFICATION
MINIFUN,

EVENT DATE: 050887 REPORT DATE: 091787 NSSS: wB TYPE: PWR

VENDOR: CROSBY VALVE & GAGE CO.

(NSIC 206457) AT 1100 HOURS ON MAY 8, 1987, WITH UNIT | IN MODE 6, BLEVEN (11) OF
FIFTEEN (15) MAIN STEAM LINE CODE SAFETY VALVES (MSSVS) “AS POUND" SETPOINT
PRESSURES WERE BELOW THE MINIMUNM VALUE ALLOWED BY TECHNICAL SPECIFICATION
3.7.0.1, THIS EVEVT IS REPORTABLE PURSUANT TO 10CPRSO.73(A)(2)(1)(B)., ON MAY 1,
1987, ALL 15 MSSVS WERE FENT TO WYLE LABS FOR TESTING. ELEVEN OF THE FIPTEEN
(15) MSSVS PAILED THE SETPOINT PRESSURE TEST. ALL ELEVEN MSSVS HAD LOW SETPOINTS
AND WERE SUBSEQUENTLY READJUSTED TO WITHIN THE REQUIRED SPECIFICATION, ALL OF
THE MSSVS EXHIBITED DISC TO SEAT LLAKAGE. NONE OF THE VALVES LEAKED DURING THE
TNAL LEAK TEST POLLOWING INSPECTION, CLEANING, AND REFURBISHMENT. A SAFETY
EVALUATION HAS BEEN PERFORMED POR THIS EVENT, AND THE RESULTS CONCLUDE THAT THE
S*FETY ANALYSISE CONTAINED IN CHAPTER 15 OF THE UFSAR 1§ STILL BOUNDING AND AN
UNREVIEWED SAFETY QUESTION AS DEFINED IN 10CPRS50.59 WAS NOT CREATED.

1159) NORTH ANNA DOCKET 50-338 LER 87-018
INOPERABLE TURBINE OVERSPEED PROTECTION SYSTEM DUE TO INCORRECTLY REEASSEMBLED
INTERCEPT AND RENEAT STOP VALVES.

EVENT DATE: 081487 REPORT DATE: 0%'4@? NESS: WE TYPE: PWR

(NSIT 206065) ON AUGUST 14, 1987, AT 1200 NOURS WITH UNIT 1 IN MODE S, 1T WAS
DETE "INED THAT REDUNDANT BUTTERFLY VALVES IN THE TURBINE OVERSPEED "ROTECTION
SYSTEwM WOULD NOT HAVE PROPERLY ISOLATED STEAM PROM THE UNIT ' *“B" MOISTURE
SEPARATC! FEHPATER (MSR) TO THE NO. ' LOW PRESSURE TURBINER DUR TO THE VALVES
BEING INCOMRECTLY REASSEMBLIED. THE UNIT ' "B" RENEAT STOP VALVE WAS DETERMINED
TO BE INOPERABLE AT 1300 MOURS ON JULY §, 198", THE NUCLEAR REGULATORY
COMMISSION (NRC) WAS NOTIFIED AND CONCURRED WITH CONTINUBD OPERATION THROUGH JULY
‘0, 1987, PROVIDED STEAM FLOW WaS ISOLATED FROM THE "B" MSR TO THE LOW PRESSURE
TURBINE UTILIZING THE REDUNDANT "B" INTERCEPT VALVE. IT WAS NOT KNOWN AT THAT
TIME THAT THE "B" INTERCEPT VALVE WAF NOT PUNCTIONING PROFPERLY. THE
INOFERABILITY OF THE “B" INTERCEPYT VALVE WAS DETERMINED UPON AN INSPECTION AT
1200 WOURS, ON AUGUST 14, 1987, DURING THE OPERATION FROM JUNE 29, 1987, AT 0229
HOURS TO JULY 0, Y987, AT 26400 HOURS, TURBINE OVERSPEED PROTECTION WAS NOT
FROVIDED AS REQUIRED BY TECHNICAL SPECIFICATION 3.7.1.7. THIS BVENT 1S
REPORTABLE PURSUANT TO Y0CPRSO0.73 (M) (2)(1)(B). THE ROOT CAUSE OF THE INCORPECT
REASSEMBLY WAS DETERMINED TO BE INADEQUATE MAINTENANCE PROCEDURES, AND A PAILURE
TO SPECIPY COMPONENTS FOR REASSEMBLY.
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(160} NORTH ANNA DOCKET 50-338 LER 87-018 REV O
UFDATE ON NON-ENVIRONMENTALLY QUALIFIED LIMITORQUE MOTOR.
EVENT DATE: 081987 REPORT DATE: 100987 NS§SS: WE TYPE: PWR

(NSIC 206568) AT 1106 HOURS ON AUGUST 19, 1987, WITH UNIT ! IN MODE 5, A
LIMITORQUE MOTOR ON A MOTOR OPERATED VALVE (1-SW MOV-103C) USED TO ISOLATE
SERVICE WATER (SW) TO THE INLET OF A RECIRCULATION SPRAY (RS) HEAT EXCHANGER, WAS
DETERMINED TO LACK ENVIRONMENTAL QUALIFICATION DOCUMENTATION, FURSUANT TO
GENERIC LETTER 85-15, THIS EVENT IS REPORTABLE UNDER 10CFRS0.73(A)(2)(1)(B). THE
VALVE MOTOR, INSTALLED ON JUNE 15, 13987, HAD BEEN REMOVED PROM A SPARE MOV TAGGED
AS ENVIRONMENTALLY QUALIFIED. THE CAUSE OF THIS EVENT HAS BEEN ATTRIBUTED TO
INADEQUATE TRAINING AND PROCEDURAL CONTROL3 ON ENVIRONMENTAL QUALIFICATION
REQUIREMENTS AT THE TIME THE SPARE MOV WAS RECEIVED IN 1984, AS AN IMMEDIATE
CORRECTIVE ACTION, THE MOTOP WAS REPLACED WITH A MOTOR WHICH HAS ENVIRONMENTAL
QUALIFICATION DOCUMENTATION., SINCE OCTOBER OF 1984, ADEQUATE TRAINING AND
PROCEDURAL CONTROLS HAVE BEEN ESTABLISHAED AND WILL PREVENT RECURRENCE OF THIS
TYPE EVENT. ANY ADDITIONAL ENVIRONMENTAL QUALIFICATION TRAINING NEEDS WILL BE
ASSESSED POR PERGONNEL PERFORMING PURCHASE ORDER MATERIAL REVIEWS AND APPROVALS
AND PERSONNEL PERFORMING RECEIPT INSPECTIONS AS IT APPLIES TO THEIR DISCIPLINE.
NO SIGNIFICANT SAPETY CONSEQUENCES EXISTED DURING THIS EVENT BECAUSE 1-SW-MOV-
103C REMAINED OPEN., ALSO, ALTERNATE METHODS WERE AVAILABLE TO ISOLATE THE RS
HEAT ENCHANGER IN THE EVENT OF TUBE LEAKAGE.

[161) NORTH ANNA 2 DOCKET 50-33% LBR 85011
NOBLE GAS HIGH RANGE EFFLUENT MONITORS . NOPERABLE.
EVENT DATE: 091285 REPORT DATE: 112585 NSSS: WEB TYPE: PWR

OTHER UNITS INVOLVED: NORTH ANNA 1 (PWR)
VENDOR: KAMAN SCIENCES CORP.

(NSIC 206438) ON NOVEMBER 5, 1985 AT 0300 HOURS, THE 'A' VENTILATION STACK HIGH
RANGE RADIATION MONITOR WAS DECLARED INOPERABLE BECAUSE THE MICROPROCESSOR
KEYBOARD WOULD NOT PUNCTION. THE MONITOR WAS RETURNED TO SERVICE ON NOVEMBER '3,
198% AT 1357 MOURS PFOLLOWING REPLACEMENT OF THE MICROPROCESSOR CPU BOARD. ON
NOVEMBER 12, 1985 AT 1428 HOURS, THE PROCESS VENT HIGH RANGE RADIATION MONITOR
WAS REMOVED FPROM SERVICE TO REPLACE THE PROCESS VENT FLOW TRANSMITTER IN ORDER TO
MEET THE REQUIREMENTS OF REGULATORY GUIDE 1.97. THIS MONITOR WAS RETURNED TO
SERVICE ON MOVEMBER 22, '98% AT 424 HOURS. DURING EACH OF THESE EVENTS, UNIT !
WAS IN MODE 5 AND UNIT . WAS IN MODE ' AT 100 PERCENT POWER. WHILE THE MONITORS
WERE OUT OF SERVICE, THE PRE-PLANNED ALTERNATE MONITORING METHOD WAS UTILIZED.
EACH OF THESE HIGH RANGE MONITORS WERE O''T OF SERVICE FOR GREATER THAN 72 HOURS
AND ARE REPORTABLE PURSUANT TO ACTION STATEMENT 35 OF TECH SPEC ).3.)3.),

1162) NORTH ANNA 2 DOCKET 50-3)39 LER 87-002
CHARGING PUMP DISCHARGE CHECK VALVE HANGS OFEN DUE TO INSOLUBLE GRANULAR TYPE
SUBSTANCE IN HANGER BRACKET BUSHING.

EVENT DATE: 032387 REPORT DATE: 050787 NSSS: we TYPE: PWR
VENDOR: VELAN VALVE CORP.

(NSIC 206585) AT 1227 HOURS ON MARCH 23, 1987, WITH UNIT 2 AT 100% POWER, THE
DISCHARGE CHECK VALVE (2-CH-208) ON THE '1C" CHARGING PUMP (2-CH-P-1C) FAILED TO
SHUT FOLLOWING PUMP SHUTDOWN. THIS RESULTED IN THE LOSS OF CHARGING AND SEAL
INJECTION FLOW DUE TO BACKPLOW THROUGR 2-CH-P-1C. THE CAUSE OF THE CHECK VALVE
HANGING OPEN WAS BXCESSIVE GRIT IN THE HANGER BRACKET BUSHINGS. AS A CORRECTIVE
ACTION, THE BUSHINGS WERE REPLACED. 2-CH-P-1C WAS RETURNED TO SERVICE AT 1610
HOURS ON APRIL 3, 1987, THIS REPORT 1§ BEING SUBMITTED AS A VOLUNTARY LER DUE TO
THE POTENTIAL FOR LOSS OF HIGHN HEAD SAFETY INJECTION FLOWPATH.



[163) NORTH ANNA 2 DOCKET 50-3139 LBR 87-006
REACTOR TRIP CAUSED BY A PAILURE OF INTERMEDIATE RANGE DETECTOR.
EVENT DATE: 082487 REPORT DATE: 092287 NSSS: WE TYPE: PWR

VENDOR: WESTINGHOUSE ELECTRIC CORP.

(NSIC 206458) ON AUGUST 24, 1987, AT 0111 HOURS, WITH UNIT 2 IN MODE j}, AND
SUBCRITICAL POLLOWING A NORMAL SHUTDOWN, A REACTOR TRIP OCCURRED FROM AN
INTERMEDIATE RANGE HIGH NEUTRON FLUX LEVEL SIGNAL (1,2 CHANNELS GREATER THAN THE
CURRENT EQUIVALENT OF 25 PELCENT OF RATED THERMAL POWER), UNIT 2 HAD JUST
COMPLETED THE REACTOR SHUTDOWN IN ORDER TO ENTER A SCHEDULED REFUELING OUTAGE.
THE CAUSE OF THE REACTOR TRIP WAS A FAILING INTERMEDIATE RANGE NEUTRON DETECTOR
WHOSE QUTPUT SPIKED AND EXCEEDED THE TRIF SETPOINT. THE DETECTOR WILL BE
REPLACED DURING THE PRESENT REFUELING OUTAGE. NO SAFETY CONSEQUENCES OCCURRED AS
A RESULT OF THE TRIP BECAUSE THE REACTOR WAS SHUTDOWN, AND THE EQUIPMENT AND
CONTROL SYSTEMS RESPONDED AS EXPECTED., THIS EVENT IS REFORTABLE PURSUANT TO THE
REQUIRENMENTS OF 10CPRSG.73(A)(2)01IV),

[164) OYSTER CREEK DOCKET $0-219 LER 87-030
LIGHTNING ARRESTOR INSULATOR FAILURE INDUCED VOLTAGE TRANSIENT CAUSES CONTAINMENT
ISOLATION AND SBGTS INITIATION DUE TO AUTOMATIC BUS TRANSFER TIME EXCEEDING RPS
RELAY DROPOUT TIME.

EVENT DATE: 042287 { "PORT DATE: 091187 N§SS: GE TYPE: BWR

(NSIC 206032) ON APRIL 22, 1986 AT APPROXIMATELY 0700 HOURS, PRIMARY AND
SECONDARY CONTAINMENTS ISOLATED AND THE STANDBY GAS TREATMENT SYSTEM (SBGTS)
INITIATED AS A RESULT OF A VOLTAGE TRANSIENT CAUSED BY A LIGHTNING ARRESTOR
INSULATOR FAILURE. THE VOLTAGE TRANSIENT CAUSED VITAL AC POWER PANEL 1 (VACP-1)
TO TRANSFER TO ITS ALTERNATE POWER SUPPLY. THE POWER SUPPLY TRANSFER CAUSED
SEVERAL REACTOR PROTECTION SYSTEM (RPS) RELAYS TO DEENERGILE, CAUSING THE
CONTAINMENT ISOLATIONS AND SBGTS INITIATION. AT THE TIME OF THIS EVENT, THE
REACTOR MODE SWITCH WAS LOCKED IN THE SHUTDOWN POSITION, THE VESSEL HEAD HAD BEEN
REMOVED AND THE VESSEL AND REACTOR CAVITY HAD BEEN PLOODED IN PREPARATION FOR
REFUELING. THE SHORTEST TRANSFER TIME ACHIEVABLE WITH THE AUTOMATIC TRANSFER
SWITCH EXCEEDS THE DROPOUT TIME FOR THE RPS RELAYS, THE ISOLATION SIGNAL WAS
RESET AND SBGTS WAS SECURED FOLLOWING THE EVENT. THE SAFETY SIGNIPICANCE OF THIS
EVENT 1S MINIMAL AS ONLY A CHALLENGE TO CONTAINMENT ISOLATION AND SBGTS
INITIATION LOGIC CIRCUITS OCCURRED. TO PREVENT RECURRENCE OF THIS EVENT,
ENGINEERING MAS PROPOSED A CONTINUOUS POWER SUPPLY BE CONNEBCTED TO THE CIRCUIT
WHICH CONTAINS THE RELAYS THAT CAUSE CONTAINMENT ISOLATIONS AND SBGTS INITIATIONS
WHEN CERTAIN POWER INTERRUPTIONS OCCUR.

[165) CYSTER CREEK DOCKET 50-219 LER 8#7-02%

HIGH REACTOR PRESSURE SCRAM DUE TO AIR LEAK FROM DISLODGED AIR TEST PILOT VALVE
CAUSED BY INCORRECT MOUNTING CAP SCREW LENGTH.

EVENT DATE: 073087 REPORT DATE: 0903187 NSSS: GE TYPE: BSWR
VENDOR: AUTOMATIC VALVE COMPANY

(NSIC 206235) ON JULY 30, 1987 AT 0500 HOURS A HIGH REACTOR PRESSURE SCRAM
OCCURRED WHEN AN AIR LEAXK CAUSED A MAIN STEAM ISOLATION VALVE (MSIV) TO CLOSE
WITH REACTOR POWER GREATER THAN THE LEVEL WHERE ONE MAIN STEAM LINE ALONE 1§
SUPFICIENT TO MAINTAIN REACTOR PRESSURE BELOW THE SCRANM SETPOINT. THE PLANT WAS |
OPERATING AT APPROXIMATELY 97% RATED POWER PRIOR TO THIS EVENT WITH REACTOR
PRESSURE AT '020 PSIG AND REACTOR TEMPERATURE AT S24F. DURING A 5% CLOSURE TEST
OF MSIV NSOGA, THE AIR TEST PILOT VALVE PARTIALLY DISLODGED FROM ITS MOUNTING
CAUSING THE MSIV TO CLOSE BEYOND 5% AND STABILIZE AT AN INTERMEDIATE POSITION.
THIS PRODUCED A LOW CONTROL AIR PRESSURE ALARM. THE OPERATOMS QUICKLY DIAGNOSED
THE PROBLEM AND BEGAN REDUCING POWER AND STARTED TWO ADDITIONAL AIR COMPRESSORS.
FIFTEEN MINUTES NAD ELAPSED AND REACTOR POWER HAD BEEN REDUCED TO APPROXIMATELY
708 WHEN THE AIR TEST PILOT VALVE DISLODGED COMPLETELY CLOSING THE MSIV. THIS
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CAUSED A HIGH REACTOR PRESSURE SCRAM. THE CAUSE OF THIS EVENT 1S THE AIR TEST
PILOT VALVE MOUNTING CAP SCREWS WERE 1/4 INCH SHORTER THAN VENDOR SPECIFPICATIONS.
THE DISLODGED AIR TEST PILOT VALVE AND ALL OTHER MSIV AIR PILOT VALVES WERE
REINSTALLED WITH PROPER LENGTH CAP SCREWS. THE MSIV AIR PILOT VALVE INSTALLATION
PROCEDURE WILL BE REVISED TO IDENTIFPY THE PROPER LENGTH SCREWS FOR FUTURE
MAINTENANCE.

[166) OYSTER CREEK DOCKET 50-219 LER 87-027
ELECTRICAL STORM INDUCED CONTAINMENT ISOLATION AND STANDBY GAS TREATMENT SYSTEM
INITIATION DUE TO AUTOMATIC BUS TRANSFER TIME EXCEEDING RPS RELAY DROPOUT TINME.
EVENT DATE: 073187 REPORT DATE: 082887 NSSS: GB TYPE: BWR

(NSIC 206234) ON JULY 30, 1987 AT APPROXIMATELY 0648 HOURS, AND ON JULY 31, 1987
AT APPROXIMATELY 0355 AND 0820 HOURS PRIMARY AND SECONDARY CONTAINMENT ISOLATIONS
WITH STANDEY GAS TREATMENT SYSTEM (SBGTS) INITIATIONS OCCURRED AS A RESULT OF AN
AUTOMATIC ELECTRICAL BUS TRANSFER CAUSED BY A LIGHTNING STRIKE OF THE 34.5 kv
OFFSITE POWER SUPPLY. AT THE TIME THE REACTOR WAS IN THE REFUEL MODE AND WAS IN
THE PROCESS OF A CONTROLLED COOLDOWN POLLOWING A SCRAM WHICH OCCURRED JULY 30,
1987 AT 06059 HOURS. THE EVENTS OCCURRED WHEN LIGHTNING STRUCK THE 34.5 KV LINES
OUTSIDE THE PLANT CAUSING VOLTAGE TRANSIENTS IN THE LINES. THE VOLTAGE
TRANSIFNTS CAUSED VITAL AC POWER PANEL ' (VACP-1) TO TRANSFER TO ITS ALTERNATE
FOWER SUPPLY. THE POWER SUPPLY TRANSFERS CAUSED SEVERAL REACTOR PROTECTION SYSTEM
(RPS) RELAYS TO DE-ENERGIZE, CAUSING THE CONTAINMENT ISOLATIONS AND SBGTS
INITIATIONS. THE ISOLATION SIGNAL WAS RESET MANUALLY EACH TIME AND SBGTS WAS
SECURED., THE SAFETY SIGNIFICANCE OF THIS EVENT IS MINIMAL AS ONLY A CHALLENGE TO
THE CONTAINMENT ISOLATIONS AND SBGTS OCCURRED. A PREVIOUS EVALUATION DISCOVERED
THAT THE SHORTEST TRANSFER TIME ACHIEVABLE WITH THE INSTALLED ALTERNATE POWER
AUTOMATIC TRANSFPER SWITCH EXCEEDS THE DROPOUT TIME FOR THE ASSOCIATED RPS RELAYS.

[167) OYSTER CREEX DOCKET 50-219 LER 87-028
MAIN STEAM ISOLATION VALVE CLOSURE CAUSED BY DESIGN DEFICIENCY DURING
SURVEILLANCE TEST.

EVENT DATE: 080287 REPORT DATE: 080487 NSESS: GE TYPE: BWR

(NSIC 206627) ON 8/2/87 AT 0340 HRS A MAIN STEAM ISOLATION VALVE (MSIV) CLOSURE
WAS INADVERTENTLY INITIATED DURING AN INTERMEDIATE RANGE NEUTRON MONITOR (IRM)
FRONT PANEL SURVEILLANCE. AT THE TINME THE PLANT WAS IN THE REFUEL MODE WITH
REACTOR COOLANT TEMPERATURE AT 130F, TO TEST THE OPERATION OF THE IRM RANGE 10
INTERLOCK WITH THE MAIN STEAM LINE LOW PRESSURE NSIV AUTOMATIC CLOSURE SIGNAL,
ONE CHANNEL OF THE REACTOR PROTECTION SYSTEM (RPS) IS JUMPERED TO PREVENT MESIV
CLOSURE WHILE A TRIP SIGNAL IS INTRODUCED. WHEN TECHNICIANS INSTALLED THE
REQUIRED JUMPERS AND TESTED THEM FOR TIGHTNESS, ONE END OF ONE JUMPER PELL OPF
AND SHORTED TO GROUND, BLOWING AN RPS FUSE. THIS CAUSED AN MSIV ISOLATION SIGNAL
IN RPS CHANNEL 2. WHEN ANOTHER ISOLATION SIGNAL WAS INTENTIONALLY INTRODUCED
LATER IN THE SURVEILLANCE AN MSIV CLOSURE OCCURRED. INVESTIGATION UNCOVERING THE
BLOWN FUSE, WHICH WAS REPLACED, AND THE SURVEILLANCE WAS COMPLETED AT 0418 MRS,
THE ROOT CAUSE OF THE EVENT 1S THAT THE CIRCUIT BEING TESTED IS NOT CONFIGURED TO
FACILITATE TESTING., CONTRIBUTING CAUSES WERE THE JUMPERING TECHNIQUE OF THE
TECHNICIAN AND FAILURE OF THE CONTROL ROOM OPERATORS TO PULLY INVESTIGATE A
SUSPECTED ACTUATION. THIS EVOLUTION IS NOT PERFPORMED DURING POWER OPERATIONS AND
AN MSIV CLOSURE WHILE SHUT DOWN HAS MINIMAL EPFECT ON THE REACTOR. THEREFORE THE
SAFETY SIGNIFICANCE OF THIS EVENT IS MINIMAL,

[168) OYSTER CREEX DOCKET 50-219 LER 87-032
RYDROGEN ANALYIER NOT CALIBRATED IN ACCORDANCE WITH TECH SPEC REQUIREMENTS DUE TO
INADEQUATE REVIEW OF TECHN SIXC AMENDMENTYSTER CREEBK.

EVENT DATE: 082487 REPORT OATE: 092587 NSS§S: GB TYPE: BWR






STAINLESS STEEL SHEATH AT A POINT WHERE TWO HOSES WERE IN CONTACT. THIS PRETTING
CAUSED THE STAINLESS STEEL WIRES TO BE ABRADED AND EXHIBIT A "KNIFE-EDGE"
APPEARANCE, THEREBY WEAKENING THE HOSE AND INCREASING SUSCEPTIBILITY TO RUPTURE.
THE PLEXIBLE HOSE WAS REMOVED FROM ALL FOUR TURBINE GENERATOR GOVERNOR VALVES.
DYE PENETRANT EXAMINATIONS WERE PERFORMED ON THE PLARED ENDS OF THE RIGID
STAINLESS STEEL TUBING REMOVED PRIOR TO FLEXIBLE HOSE INSTALLATION. NO POSITIVE
INDICATIONS OF CRACKING WERE REVEALED. 7YHIS RIGID TUBING WAS THEN REINSTALLED
AND THE FLEXIBLE HOSE RESTRAINTS REMOVED.

[171) PALISADES DOCKET 50-2§5 LER 87026
LEAKING AIRLOCK DOOR RESULTS IN COWTAINMENT INTEGRITY VIOLATION,
EVENT DATE: 082.87 REPORT DATE: 092187 NS§SS: CE TYPE: PWR

VENDOF : WOOLLEY, W, J. COMPANY

(NSIC 206039) ON AUGUST 21, 1987 AT APPROXIMATELY 0930, AN AUXILIARY OPERATOR
(AD) ENTERING THE ESCAPE AIRLOCK (NH;AL) IDENTIFIED AUDIBLE AIR LEAKAGE FRONM
CONTAINMENT INTO THE AIRLOCK THROUGH THE CLOSED INNER AIRLOCK DOOR. THE LEAKAGE
WAS IDENTIFIED WHEN THE OUTER AIRLOCK DOOR WAS OPENED AND THE REACTOR WAS
CRITICAL WITH THE PLANT AT APPROXIMATELY 92 PERCENT OF RATED POWER. THIS
CONDITION IS CONTRARY TO PALISADES TECHNICAL SPECIFICATION 3.6.1.A WHICH STATES
THAT CONTAINMENT INTEGRITY SHALL NOT BE VIOLATED UNLESS THE REACTOR IS IN COLD
SHUTDOWN CONDITION. THE AO WAS ENTZJRING THE ESCAPE AIRLOCK DURING INITIAL
PREPARATIONS FOR PERFORMING SO-4B, "ESCAPE AIRLOCK PENETRATION LEAK TEST". SO-4p
HAD BEEN SUCCESSFULLY PERFORMED ON AUGUST 14, 1987, HOWEVER, WAS BEING PERFORMED
AGAIN DUE TO CONTAINMENT ENTRIES BEING MADE VIA THE ESCAPE AIRLOCK IN SUPPORT ON
PLRSONNEL AIRLOCK REPAIRS., ONCE THE LEAKAGE WAS IDENTIFIED, CONTAINMENT ENTRIES
WERE MADE VIA THE PERSONNEL AIRLOCK. THE LUAKAGE WAS ELIMINATED BY ADJUSTING THE
SEALING SURFACE TO ATTAIN A CONTINUOUS SEAL BEAD. THE LEAKAGE HAS BEEN
ATTRIVUTED TO A PROCEDURAL DEFICIENCY. EXISTING PROCEDURES DO NOT IDENTIFY THE
NEED FOR SEAL ADJUSTMENT AFTER STRONGBACK REMOVAL DURING SO-4BF PERFPORMANCE.
PROCEDURES ARE BEING MODIFIED TO INCLUDE A POST-TESTING RESTORATION STEP.

[{172) PALISALES DOCKET 50-25§ LER 87-027
MAIN GENERATOR VOLTAUP REGULATOR FAILURE RESULTS IN REBACTOR TRIP.
EVENT DATE: 082387 REPORT DATE: 092287 NSSS: CE TYPE: PWR

VENDOR: WESTINGHOUSE ELECTRIC SUPPLY COMPANY

(NSIC 206040) ON AUGUST 23, 1387 AT 0630, AN AUTOMATIC REACTOR TRIP OCCURRED DUE
TO A LOSS OF PIELD IN THE MAIN GENERATOR (TL;PMG), THE REACTOR WAS CRITICAL WITH
THE PLANT OFERATING AT 93 PERCENT OF RATED POWER AT THE TINE OF THE EVENT. THE
LOSS OF FIELD IN THE MAIN GENERATOR INITIATED A LOSS OF LOAD SIGNAL AND AUTOMATIC
REACTOR PROTECTION SYSTEM ACTUATION. THE LOSS OF PIELD WAS CAUSED BY THE FPAILURE
OF A BIAS SUFPLY POTENTIOMETER IN THE VOLTAGE REGULATOR TRINISTAT POWER
AMPLIFPIER. SUBSEQUENTLY, AMPLIFIER OUTPUT ESSENTIALLY WENT TO IERO, CAUSING
UNDER-EXCITATION OF THE MAIN GENERATOR AND TRIPPING OF THE MAIN TURBINE WHICH
GENERATED THE LOSS OF LOAD SIGNAL. THE PLANT RESPONDED AS DESIGNED TO THE
TRANSIENT WITH NO SIGNIFICANT ABNORMALITIES. THE BIAS SUPPLY POTENTIOMETER WAS
REPLACED, SATISFACTORILY TESTED AND THE PLANT RETURNED TO SERVICE.

(173) PALISADES DOCKET 50-25% LER 87-02%
MAIN FPEEDWATER PUMP START RESULTS IN REACTOR CRITICAL WITH PCS LESS THAN 525§
DEGREES F.

EVENT DATE: 082587 REPORT DATE: 092487 N§SS: CB TYPE: PWR

(NSIC 20644F) ON AUGUST 25, 1987 AT 1315, WITH THE REACTOR CRITICAL, THE PRIMARY
COOLANT SYSTEM (PCS) (AB) TEMPERATURE DROPPED BELOW 525 DEGREES F. THE PCS WAS
BELOW 525 DEGREES F FOR TWENTY SECONDS WITH A MINIMUM TEMPERATURE OF 524.6

DEGREES F OBTAINED. THE REACTOR WAS TAKEN CRITICAL AT 0222. THIS OCCURRENCE 1S
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BEING REPORTED AS AN OPERATIONAL CONDITION PROMIBITSD BY PLANT TECHNICAL
SPECIFICATION 3.1.3C. THE PCS TEMPERATURE DECREASE WAS CAUSED BY THE STARTING OF
MAIN FPEEDWATER PUMP, P-1B (SJ;P) SHORTLY AFTER A BORON ADDITION TO THE PCS,

BORON WAS ADDED TO PCS TO MITIGATE XENON BURNOUT AND MAINTAIN CRITICALITY. THE
FEEDWATER PUMP WAS STARTED AS PAKT OF THE ROUTINE PROCEDURE POR RETURNING THE
SECONDARY SYSTEM TO SERVICE. THE PCS TEMPERATURE DROP WAS ALLEVIATED BY
WITHDRAWING CONTROL RODS, THEREBY INCREASING REACTIVITY AND PCS TEMPERATURE.

[174) PALISADES DOCKET 50-25% LER 87-029
PERSONNEL ERROR RESULTS IN INADVERTENT AUXILIARY FEEDWATER SYSTEM ACTUATION.
EVENT DATE: 090187 REPORT DATE: 092887 N§SS: CE TYPE: PWR

(NSIC 206483) ON SEPTEMBER 1, 1987 AT 1310 THE AUXILIARY PERDWATER ACTUATION
SYSTEM (AFAS) WAS INADVERTENTLY ACTUATED, THIS RESULTED IN STARTING AUXILIARY
FEEDWATER PUMPS, P-8A AND P-BC (8J;P). THE ACTUATION OCCURRED DURING THE
FERFORMANCE OF TECHNICAL SPECIPICATION SURVEILLANCE PROCEDURE MI-19, “AUXILIARY
FEEDWATER ACTUATION LOGIC TEST". THE REACTOR WAS CRITICAL WITH THE PLANT
OPERATING AT N2 PERCENT OF RATED POWER AT THE TIME OF THE EVENT. THE INSTRUMENT
AND CONTROL TECHNICIAN PERFORMING MI-39 INADVERTENTLY PRESSED TWO STEAM GENERATOR
SIGNAL CHANNEL SSNSORS INSTEAD OF A SIGNAL CHANNEL AND ACTUATION CHANNEL SENSOR.
AS THE TWO SIGNAL CHANNEL SENSORS WERE PRESSED, AFAS WAS ACTUATED AND P-8§A AND
P-8C STARTED. THE PEEDWATER PUMP ACTUATIONS WERE ACKNOWLEDGED BY CONTROL ROOM
OPERATORS WHC SECURED THE FEEDWATER PUMPS. THE AUXILIARY FEEDWATER PUMPS RAN POR
APPROXIMATSLY THIRTY SECONDS BEFORE BEING SECURED. THE SURVEILLANCE PROCEDURE IS
BEING REVIEWED TO DETERMINE IF ZINHANCEMENTS TO THE PROCEDURAL STEPS CAN BE MADE
TO MORE CLEARLY DEFINE REQUIRED ACTIONS. THIS EVENT IS ALSO BEING REVIEWED BY
THE HUMAN PERFORMANCE EVALUATION SYSTEM COORDINATOR.

[178) PALISADES DOCKET 50-255 LER 87-030
SAFETY INJECTION TANK SAMPLING NOT PERFORMED IN ACCORDANCE WITH TECH SPEC.
EVENT DATE: 080387 REPORT DATE: 093087 NSSS: CB TYPE: PWR

(NSIC 206484) DURING AN AUPIT OF THE PALISADES PLANT CHEMISTRY PROGRAM ON
SEPTEMBER 3, 1987, QUALITY ASSURANCE PERSONNEL IDENTIFIED THAT SAFETY INJECTION
(S81) TANK, T-8JF (BP;TK) WAS NOT BEING SAMPLED POR BORON CONCENTRATION AT THE
FREQUENCY SPECIFIED IN PALISADES TECHNICAL SPECIPICATIONS (TS). A POOTNOTE
WITHIN TABLE §.2.1 OF TS REQUIRES THAT T-828 BE SAMPLED WEEBKLY POR BORON
CONCENTRATION. CONTRARY TO THIS REQUIREMENT, T-828 WAS BEING SAMPLED MONTHLY
ALONG WITH SI TANKS, T-82A, C AND D. THE REACTOR WAS CRITICAL WITH THE PLANT
OPERATING AT 952 PERCENT OF RATED POWER WHEN THE DISCREPANCY WAS IDENTIFIED. THE
REQUIRFMENT TO SAMPLE SI TANK T-82B WEEKLY WAS INSTITUTED WITH THE ISSUANCE OF
LICENEE AMENDMENT 74, THIS FREQUENCY WAS TO BE MAINTAINED POR THE REMAINDER OF
CYCLE 5 OPERATION UNTIL A LEAKING CHECK VALVE COULD BE RERPAIRED. THE INTENT OF
THIS AMENDMENT WAS MET AND WEEKLY SAMPLING DISCONTINUED IN JULY 1984. THE WEEKLY
SAMPLING REQUIREMENT WAS TO BE DELETED PROM TS WITH THE ISSUANCE OF LICENSE
AMENDMENT 101, HOWEVER, DUE TO AN OVERSIGHT WHEN PREPARING THE SUPPORTING TS
CHANGE REQUEST, THE REQUIREMENT WAS NOT DELETED., SI TANK T-828 WAS CONSEQUENTLY
SAMPLED AFTER THE DISCREPANCY WAS IDENTIFIED,

1176) PALO VERDE ! DOCKET 50-528% LER 87-00' REV OV
UFDATE ON ESF ACTUATION CAUSED BY A VOLTAGE SPIKE CONCURRENT WITH LOW RADIATION
MONITOR SETPOINT,

EVENT DATE: 020387 REPORT DATE: 091887 NSSS: CB TYPE: PWR

VENDOR: KAMAN SCIENCES CORP.

(NSIC 206472) THIS 15 A SUPPLEMENT TO LER 1-87-001-00 SUBMITTED ON MARCH 2, 1987,
ON FPEBRUARY ), 987 AT 0232 MST, PALO VERDE UNIT ' WAS IN MODE 5 (COLD SHUTDOWN)
WHEN A CONTROL ROOM ESSENTIAL FILTRATION ACTUATION SIGNAL (CREFAS) WAS ACTUATED



ON CHANNELS A AND B, THE ROOT CAUSE OF THE ACTUATION WAS A VOLTAGE SPIKE,
BELIEVED TO BE CAUSED BY EQUIPMENT NCISE IN RADIATION MONITORING UNIT 29,
COMPOUNDED BY AN EXCESSIVELY CONSERVATIVE SETPOINT (APPROXIMATELY ' DECADE LESS
THAN THE ESTABLISHED TECHNICAL SPECIFICATION VALUE). EQUIPMENT NOISE IS AN
EXPECTED OCCURRENCE AND WOULD NOT MAVE CAUSED THE ACTUATION HAD THE PROPER
SETPOINTS BEEN INPUTTED TO THE MONITOR. AS IMMEDIATE CORRECTIVE ACTION, THE
SETPOINTS WERE READJUSTED TO BE CONSISTENT WITH THE TECHNICAL SPECIFICATIONS. ON
GOING CORRECTIVE ACTION TO PREVENT RECURRENCE INVOLVES REVISING THE DEFAULT
ALARM/TRIP SETPOINTS TO BE CONSISTENT WITH THE TECHNICAL SPECIFICATIONS. THERE
WERE NO COMPONENT OR SYSTEM FAILURES THAT CONTRIBUTED TO THE EVENT. SIMILAR
EVENTS WERE REPORTED IN LERS '-85-011-02 AND 1-85-031-01,

1177} PALO VERDE DOCKET 50-528 LER 87.02)
CHANNEL CHECK NOT PERFORMED DUE TO PERSONNEL ERKOR.
EVENT DATE: (080287 REPORT DATE: 081187 NSSS: CR TYPE: PWR

(NSIC 20628') ON AUGUST 10, 1987, IT WAS DISCOVERED THAT AT 2238 NST ON AUGUST 2,
1987, PALO VERDE UNIT ' WAS IN MODE ' (POWER OPERATION) AT APPROXIMATELY 100
PERCENT POWER WHEN A UTILITY LICENSED CONTROL ROOM OPERATOR DID NOT PERFORM THE
CHANNEL CHECK FOR THE EXCORE LINEAR POWER CHANNEL "C" DURING THE PERFORMANCE OF
418ST-12233 (MODE ' SURVEILLANCE LOGS), THE OPERATOR BELIEVED THAT THE LINEAR
POWER CHANNEL WAS NOT OPERABLE DUE TO THE LOG POWER CHANNEL C" BEING INOPERABLE
AND THEREFORE DID NOT PERFORM SURVEILLANCE TESTING SINCE SURVEILLANCE TESTING IS
NOT REQUIRED TO BE PERFORMED ON INOPERABLE EQUIPMENT. THE ROOT CAUSE OF THE
EVENT WAS COGNITIVE PERSONNEL ERROR BY THE UTILITY LICENSED CONTROL ROOM OPERATOR
IN THAT HE DID NOT REALIZE THAT THE EXCORE LINEAR POWER CHANNEL WOULD BE OPERABLE
WITH THE LOG POWER CHANNEL INOPERABLE., AS CORRECTIVE ACTION, THE CONTROL ROOM
OPERATOR WAS COUNSELED ON THE IMPORTANCE OF PROPER SURVEILLANCE TEST PERFORMANCE,
SIMILAR EVENTS WERE PREVIOUSLY REPORTED IN LER'S 1-86-038-00 AND 1-86-061.00,

178 PALO VERDE ! DOCKET S50-529 LER 87-018
REACTOR TRIP OCCURS DURING SHUTDOWN DUE TO PRESSURE BOUNDARY LEAKAGE.
EVENT DATE: 082787 REPORT DATE: 092587 NSSS: CB TYPE: PWR

(NSIC 206508) AT APPROXIMATELY 20137 ON AUGUST 27, 1987 PALO VERDE UNIT 1 WAS IN
MODE ' (POWER OPERATION) AT APPROXIMATELY 8 PERCENT REACTOR POWER WHEN A REACTOR
TRIP OCCURRED DUE TO THE AXIAL SHAPE INDEX OF THE REACTOR CORE. THE TRIP
OCCURRED AS THE UNIT WAS SHUTTING DOWN TO EVALUATE A POSSIPLE REACTOR COOLANT
SYSTEM (RCS) PRESSURE BOUNDARY LEAK THE PRESENCE OF A PRESSURE BOUNDARY LEAR
WAS CONFIRMED AFTER THE UNIT WAS STABILIZED IN MODE 3 (HOT STANDAY). THE ROOT
CAUSE OF THE REACTOR TRIP WAS A DEPICIENT PROCEDURE. TO PREVENT RECURRENCE
PROCEDURAL ENMANCEMENTS HAVE BEEN IMPLEMENTED. THE CAUSE OF THE LEAK WAS A
CRACKED WELD ON THE UPSTREAM SIDE OF THE ISOLATION VALVE POR TNE PLANGED
REFUELING WATER LEVEL INDICATION. THE ROOT CAUSE PFOR THE CRACKED WELD APPEARS TO
BE A FATIGUE PAILURE, HOWEVER FURTHER ANALYSIS IS STILL BEING CONDUCTED. AS
CORRECTIVE ACTION THE VALVE WAS CUT QUT AND REPLACED. FURTHER CORRECTIVE ACTIONS
WILL DEPEND ON THE RESULTS OF THE ROOT CAUSE EVALUATION AND WILL BE ADDRESSED IN
A SUPPLEMENT TO THIS REPORT.

1179) PALO VERDE ) DOCKET 50-%52% LER 87-024
CORE OPERATING LIMIT SUPERVISORY SYSTEM RENDERED INOPERABLE DUR TO REVERSED
CIRCUIT CARDS.

EVENT DATE: 090287 REPORT DATE: 10087 NSSS: CB TYPE: PWR
VENDOR: HONEYWELL CORP.

(NSIC 206525) ON SEPTENBER 2, 1987 AT 08’5 MST, WITH UNIT ' IN MODE ' (POWER
OPERATION) OFERATING AT APPROXIMATELY 59 PERCENT POWER, IT WAS IDENTIFIED THAT
TWO DMA INTERFACE CARDS PROVIDING INPUT TO THE CORE OFERATING LIMIT SUPERVISORY
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SYSTEM (COLSS) HAD BEEN INCORRECTLY INSTALLED. THIS RENDERED THE COLSE
INOPERABLE., TECH SPECS 4.2.1.2 AND 4.2 . 4.2 WHICH REQUIRE MONITORING OF CERTAIN
REACTOR CORE OPERATING CHARACTERISTICS EVERY 2 HOURS WHEN COLSS IS INOPERABLE
ABOVE 20 PERCENT RATED THERMAL POWER WERE NOT MET BEGINNING AT 0106 THROUGH 081%
ON SEPTEMBER 2, 1987, THE ROOT CAUSE OF THE EVENT HAS BEEN DETERNMINED TO BE A
COGNITIVE PERSONNEL ERROR BY A COMPUTER TECHNICIAN WHO INADVERTENTLY REVERSED THE
TWO CARDS DURING TROUBLESHOOTING UNDER APPROVED WORK ORDER DOCUMENTS. THE
TECHNICIAN DID NOT OBTAIN INDEPENDENT VERIFICATION OF THE SERIAL NUMBERS AND
ADDRESSES FOR THE CARDS WHICH WERE BEZING CHANGED DURING THE TROUBLESHOOTING
EFFORTS. THIS 1S CONTRARY TO AN APPROVED PROCEDURE (WORK ORDER). AS IMMECIATE
CORRECTIVE ACTION, THE CARDS WERE RETURHED TO THEIR CORRECT LOCATIONS AND COLSS
WAS RESTORED TO AN OPERABLE STATUS. THE COMPUTER TECHNICIAN MAS BEEN COUNSELLED
ON THE IMPORTANCE OF THE ACCURACY OF HIS WORK AND WHEN IT IS NECESSARY TO HAVE
INDEPENDENT VERIFICATIONS CONDUCTED.

1180 PALO VERDE 2 DOCKET 50-529 LER 87-01%
ESP ACTUATION CAUSED BY SPURIOUS ALARM/TRIP SIGNAL ON RADIATION MONITOR.
EVENT DATE: 081687 REPORT DATE: 0950187 NSSS: CB TYPE: PWR

(NSIC 2062312) ON AUGUST 16, 1987 AT 0609 NMST, PALO VERDE UNIT 2 WAS IN MODE
(POWER OFPERATION) AT 100 PERCENT POWER WHEN A CONTROL ROOM BSSENTIAL FILTRATION
ACTUATION (CREFAS) WAS INITIATED ON CHANNELS A AND B OF THE ENGINEERED SAFETY
FEATURES ACTUATION SYSTEM (ESFAS). THE ACTUATION WAS IN RESPONSE TO A SPURIOUS
ALARM /TRIP SIGNAL ON THE "8" CONTROL ROOM VENTILATION INTAKE NOBLE GAS MONITOR
(RU~30), AND OCCURRED COINCIDENT WITH AN ATTEMPT TO RESET A LOCAL ALARM ON THE
SUBJECT MONITOR WITH A PORTABLE INDICATION AND CONTROL UNIT (PIC). AN
INVESTIGATION 1S5 CURRENILY IN PROGRESS TO DETERMINE THE CAUSE OF THE EVENT, WHICH
WILL INCLUDE AN EVALUATION TO DETERMIN IP UTILIZATION OF THE PIC WAS A
CONTRIBUTING PACTOR. THE RESULTS OF THE INVESTIGATION WILL BE PROVIDED IN A
SUPPLEMENT TO THIS REPORT. AS IMMEDIATE CORRECTIVE ACTION, THE ACTUATED
EQUIPMENT WAS RETURNED TO A NORMAL OPERATIONS CONPIGURATION, AND THE TRAIN "B"
CREFAS WAS PLACED IN BYPASS PENDING PURTHER EVALUATION. OTHER EVENTS INVOLVING
CREFAS ACTUATIONS HAVE BEEN REPORTED, HOWRVER, THESE EVENTS DID NOT INVOLVE THE
SEQUENCE OF ACTIVITIES NOTEZD ABOVE AND ARE NOT CONSIDERED SIMILAR EVENTS.

[181) PALO VERDE ) DOCKET $0-510 LER 8700 REV 0!
UFDATE ON ENGINEERED SAFETY FEATURE ACTUATION.
EVENT DATE: 0?2807 REPORT DATE: 091887 NESS: CR TYPE: PWR

VENDOR: ELGAR, CORP.

(NSIC J06473) THIS IS A SUPPLEMENT TO LER 3-87-001-00. AT APPROXIMATELY 30! MST
ON MARCH 28, 1987, PALO VERDE UNIT 3 WAS PREPARING TO ENTER MODE 6 (REPUBLING)
WHEN CONTROL ROOM ESSENTIAL FILTRATION ACTUATION SIGNALS (CREFPAS) AND CONTAINMENT
PURGE ISOLATION ACTUATION SIGNALS (CPIAS) WERE RECEIVED ON BOTH CHANNELS OF THE
BALANCE OF PLANT ENGINEERED SAFETY FPEATURES ACTUATION SYSTEM (BOP ESPAS). THESE
BOP ESFAS ACTUATIONS WERE ANNUNCIATED IN THE CONTROL ROOM ON THE MAIN CONTROL
BOARD. ALL ASSOCIATED EQUIPMENT RESPONDED AS DESIGNED. CONTROL ROOM PERSONNEL
SECURED ALL ACTUATED BQUIFPMENT IN ACCORDANCE WITH APPROVED PROCEDURES BY 141) MST
ON MARCH 28, 1587, BOTH CHANNELS OF CREFAS AND CPIAS WERE UNAVAILABLE FOR ' HOUR
AND '3 MINUTES. AT APPROXIMATELY 1301 MST, INMEDIATELY PRIOR TO THE BOP BSPAS
ACTUATION, A "PNL I6 AC UNDV/GND" TRIP WAS RECRIVED ON DISTRIBUTION PANEL 26 AND
“120VDC INV B AC/DC STATUS" TROUBLE ALARM WAS RECEIVED FOR INVERTER “B". THER
STATIC TRANSFER SWITCH AUTOMATICALLY TRANSPERRED PROM THE "B INVERTFR TO THE 120
VAC VOLTAGE REGULATOR. IMMEDIATELY POLLOWING THE STATIC TRANSPER SWITCH
OPERATION, BOTH CHANNELS OF CREFAS AND CPIAS WERE ACTUATED ON THE BOP ESPAS
SYSTEM. THE ROOT CAUSE OF THIS EVENT WAS ATTRIBUTED TO THE SLOW STATIC TRANSPER
SWITCH OFPERATION AND A FAULTY DC TO DC CONVERTER BOARD. AS A CORRECTIVE ACTION
THE STATIC TRANSFER SWITCH WAS RECALIBRATED AND THE DC TO DC CONVERTER BOARD WAS
REPLACED. A SIMILAR BV



[182) FALO VERDE ) DOCKET 50-530 LER 87-002 REV OV
UPDATE ON ENGINEERED SAFETY FEATURE ACTUATION CAUSEDR BY IMPROPER CALIBRATION OF A
STATIC TRANSFER SWITCH AND FAULTY DC CONVERTER BOARD.

EVENT DATE: 0¢€:587 REPORT DATE: 091887 NESS: CB TYPE: PWR

VENDOR: BLGAN, CORP.

INSIC 206474) THIS 1§ A SUPPLEMENT TO LER 3-87-002. AT APPROXINMATELY 0611 MST ON
JUNE '8, 1987, PALO VERDE UNIT 3 WAS IN MODE § (COLD SHUTDOWN) WHEN CONTROL ROOM
ESSENTIAL FPILTRATION ACTUATION SIGNALS (CREFAS) AND CONTAINMENT PURGE ISOLATION
ACTUATION SIGKALS (CPIAS) WERE RECEIVED ON BOTN CMANNELS OF THE BALANCE OF PLANT
ENGINEERED SAFETY FPEATURES ACTUATION SYSTEM (BOP ESFAS). THESE BOP ESFAS
ACTUATIONS WERE ANNUNCIATED IN THE CONTROL ROOM ON THE MAIN CONTROL BOARD. ALL
ASSOCIATED EQUIPMENT RESPONDED AS DESIGNED., CONTROL ROOM PERSONNEL SECURED ALL
ACTUATED EQUIPMENT IN ACCORDANCE WITH APPROVED PROCEDURES BY 0657 MSET ON JUNE 135,
1987, THE DURATION OF THIS EVENT WAS APPROXIMATELY 46 MINUTES. AT APPROXIMATELY
0611 MST, THE DISTRIBUTION PANEL D26 MOMENTARILY LOST POWER AND A "120VAC INV B
AC/DC STATUS" TROUBLE ALARM WAS RECEIVED POR INVERTER “B°. AS DESIGNED, THE
STATIC TRANSFER SWITCH AUTOMATICALLY TRANSFERRED PROM THE “B" INVERTER TO THE 120
¥V AC VOLTAGE REGULATOR, IMMEDIATELY POLLOWING THE STATIC TRANSFRR SWITCH
OFERATION, BOTH CHANNELS OF CREFAS AND CPIAS WERE ACTUATED ON THE BOP ESFAS
SYSTEM, THE ROOT CAUSE OF THIS EVENT WAS ATTRIBUTED TO THE STATIC TRANSFER
SWITCH CALIBRATION AT AN UNNECESSARILY HIGH VALUER AND A FAULTY DC TO DC CONVERTER
BOARD.

[183) PALO VERDE ) DOCKET 50-530 LER 87-00)
VALVE BOLTING NONCONFORMANCES COVULD POTENTIALLY RESULT IN THE INABILITY OF TWO
SHUTDOWN COOLING SYSTEM VALVES 7O PERPORM THEIR PUNCTIONS.
EVENT DATE: 032987 REPORT DATE: 100287 NSSS: C@ TYPE: PWR
OTHER UNITS INVOLVED: PALO VERDE ' (PWR)
PALO VERDE 2 (PWR)

VENDOR: BORG-WARNER CORP,

LIMITORQUE CORP.

INSIC 206526) ON 9/29/87, WITH UNIT ) IN MODE S (COLD SHUTDOWN), A CONDITION WAS
IDENTIFIED THAT IF LEFT UNCORRECTED, COULD HAVE RESULTED IN THE INPROPER
OPERATION OF TWO UNIY 3 SHUTDOWN COOLING ISOLATION VALVES IN REDUNDANT TRAINS,
THIS DETERMINATION RESULTED FROM AN ENGINEERING EVALUATION REQUEST WHICHN MAD BEEN
DISPOSITIONED TO RESOLVE IDENTIFIED VALVE YORE TO MOTOR OPRRATOR BOLTING
NONCONFORMANCES . THE ROOT CAUSE OF THIS EVENT HAS BREN DRTERMINED TO BE VENDOR
ERROR. TWO VALVES SUPPLIED TO THE ARIZONA NUCLEAR POWNER PROJECT (ANPP) DID NOT
HAVE THE REQUIRED DESIGN CHANGES IMPLEMENTED PRIOR TO SWIPMENT NOR DID THE VENDOR
FROVIDE NOTIFICATION OF THESE CHANGES TO ANPP. THE CAUSE POR THE VENDOR ERROR
HAS NOT BEEN DETERMINED AT THIS TIME. AS CORRECTIVE ACTION, THE “AS-INSTALLED"
BOLTING HAS BEEN REFPLACED WITH ALTERNATIVE BOLTING MATERIAL. AN INSPECTION WAS
CONDUCTED TO ENSURE THAT THE SIMILAR SHUTDOWN COOLING ISOLATION VALVES IN UNITS
AND 2 HAD ADEQUATE DESIGN MARGIN AND WERE ACCEPTABLE FOR CONTINUED OPERRATION.

THE RESULTS OF THE INSPECTION INDICATE THAT NO MODIFPICATIONS ARE REQUIRED AT THIS
TIME. IN ORDER TO PREVENT RECURRENCE, A QUALITY ASSURANCE AND AN ENGINRERING
REPRESENTATIVE WILL CONDUCT AN EVALUATION AT THE VENDOR'S FACILITIES TO DETERMINE
THE EXTENT OF THESE DEPICIENCIES AND THE POTENTIAL FOR TRANSPORTABILITY TO OTHER
VALVES SUPPLIED BY VENDOR.

{184 PEACH BOTTOM 2 DOCKRT 50-277 LER #7-015%
PRIMARY CONTAINMENT ISOLATION DURE TO FPARTIAL LOSS OF OFPSITE POWER.
EVENT DATE: 081687 REFPORT DATE: 091587 NSSS: GB TYPE: BWR

OTHER UNITS INVOLVED: PEACH BOTTOM 3 (BWR)

INSIC 206043) ON AUGUST 16, 1987, AT 050) WOURS WITH BOTH UNITS IN COLD SHNUTDOWN,
A PRIMARY CONTAINMENT ISOLATION SYSTEM (PCIS) GROUP Il INBOARD ISOLATION OCCURRER
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ON UNIT 2 AND A PCIS GROUP II OUTBOARD ISOLATION OCCURRED ON UNIT 3. IN
ADDITION, THE UNIT 2 REACTOR PROTECTION SYSTEM (RPS) GENERATED A HALF SCRAM
SIGNAL., THESE ACTIONS OCCURRED WHEN TREE CONTACT CAUSED A FAULT ON THE 220-0%
LINE, BECAUSE OF TEMPORARY WIRING OF THE PROTECTIVE RELAYS ON THE 220-05 LINE,
THE PAULT WAS NOT ISOLATED AND RESULTED IN THE “RIPPING OF THE 220-08 LINE WHICH
18 THE NO. 2 STARTUP SOURCE. THE LOSS OF THE NO. 2 STARTUP SOURCE RESULTED IN A
FAST TRANSFER TO THE ALTERNATE OFFSITE SUPPLY FOR THE FOUR OF THE EIGHT 4KV
EMERGENCY BUSES. THE FPAST TRANSFER FPUNCTIONED AS DESIGNED. THE DIESEL
GENERATORS WERE AVAILABLE BUT UNCHALLENGED. THE PCIS FUNCTIONED PROPERLY IN
RESPONSE TO THE PAST TRANSPER. THERE WERE NO ADVERSE CONSEQUENCES AS A RESULT OF
THIS EVENT. THE NO. 2 STARTUP SOURCJ WAS RESTORED WITHIN ) MINUTES AND THE
ISOLATION AND MALP SCRAM SIGNALS WERE RESET WITHIN 13 MINUTES. THE TEMPORARY
WIRING OF THE PROTECTIVE RELAYS WAS REVISED AND THE TREE WHICH CAUSED THE PAULT
WAS REMOVED. THIS EVENT 15 REPORTABLE DUE TO THE ACTUATION OF THE PCIS, AN
ENGINEERED SAFETY FEATURE.

(18§ FEACH BOTTOM 2 DOCKRT 50-277 LER 87-01)

LOSS OF POWER TO THE ‘A’ RHR SYSTEM LOGIC BUS AND PCIS GROUP IIP ISOLATION DUE TO
PERSONNEL ERROR.

EVENT DATE: 082087 REPORT DATE: 092187 NSSS: Gm TYPE: BWR

(NSIC 2064%7) ON AUGUST 20, 1987, AT 1015 HOURS AND 1035 HOURS, A PRINARY
CONTAINMENT ISOLATION SYSTEM (PCIS) GROUP 118 ISOLATION OCCURRED WHILE OPERATING
THE RESIDUAL HEAT REMOVAL SYSTEM IN THE SHUTDOWN COOLING MODE. THESE ACTIONS
OCCURRED AS THE RESULT OF INSTRUMENTATION AND CONTROLS TECHNICIANS FAILING TO
RECOGNIZE THE INPLICATIONS OF ALL WORK ACTIONS WHILE REPLACING HFA RELAYS AND
RELAY COILS IN A SAFETY RELATED CABINET., THIS FAILURE RESULTED I[N A REPOSITIONED
ELECTRICAL CONDUIT GROUNDING AN ELECTRICAL RELAY. THIR GROUNDED RELAY BLEW PUSE
(10A-F2ZA) AND RESULTED IN A SUBSEQUENT LOSS-OP-POWER TO THE ‘A’ RESIDUAL HEAT
REMOVAL SYSTEM LOGIC BUS. THE LOSS-OP-POWER RESULTED IN DE- ENERGIZATION OF
RELAY 10-K114A AND SUASEQUENT CLOSURE OF THE SHUTDOWN COOLING MODE SUCTION
VALVES. THERE WERE NO ADVERSE CONSBQUENCES AS A RESULT OF THIS EVENT. THERE WAS
NO OBSERVABLE CHANGE IN REACTOR COCOLANT TEMPERATURE., THE FUSE WAS REPLACED AND
THE ALARMS AND PCIS ISOLATION SIGNAL WERE RESET. THE SHUTDOWN COOLING MODE WAS
REESTABLISHED BY '7138 HOURS, THE APPROFRIATE INSTRUMENTATION AND CONTROLS
TECKNICIANS WILL BE PROVIDED INSTRUCTION TO AVOID A REPEAT OF THIS EVENT.

{188 PRACH pOTTONM 2 DOCKET 50-277 LER 87018
SHUTDOWN COOLING ISOLATION WHEN BLOCKING WAS RE-APPLIED DUE TO PROGRAMMATIC
DEFICIENCY.

EVENT DATER: 082887 REFORT DATE: 0%30%7 NSSS: GB TYPE: BWR

INSIC 206488) ON AUGUST 28, 1987 AT 1048 HOURS THR SHUTDOWN COOLING SUCTION
VALVES AUTOMATICALLY CLOSED AND THE ‘D' RESIDUAL HEAT REMOVAL (RHR) PUMP TRIPPED.
THE CAUSE OF THE ISOLATION WAS THE DEENERGIZATION OF THE ‘A’ RNR LOGIC WHEN A
TEMFPORARILY CLEARED SAPETY BLOCK WAS RE-APPLIED. IT WAS NOT RECOGNIIED THAT
REAPPLICATION OF THE SAFETY BLOCK, WHICH HAD BEEN TEMPORARILY CLEARED SEVERAL
MONTNS BARLIER, WCOULD CAUSE THE ISOLATION. THERE WERE NO ADVERSE SAFPETY
CONSEQUENCES. SHUTDOWN COOLING WAS RETURNED TO SERVICE WITHIN EIGHT MINUTES AND
THE REACTOR WATER CLEANUP SYSTEM REMAINED IN SERVICE DURING THAT PERIOD TO REMOVE
DECAY MEAT. A WEAKNESS IN THE BLOCKING AND PERMITS PROGEAM ALLOWED THIS TO
OCCUR. THERE ARE NO SPECIPIED PRECAUTIONS TO ASSURE THAT RE- APPLICATION OF
APPROVED BLOCKING 185 ACCEPTABLE GIVEN POSSIBLE CHANGES IN PLANT CONDITIONS. TNE
BLOCKING AND PERMITS FPROGRAM 1§ BEING REVIEWED TO IDENTIFY IMPROVEMENTS WHICH
WOULD PREVENT RECURRENCE OF THIS EVENT AND SIMILAR EVENTS,



[187) PERRY POCKET $0-440 LER 87-05%
FAILED AVERAGE POWER RANGE MONITOR PAGE FLOW CARD RESULTS IN REACTOR PROTECTION
SYSTEM ACTUATION,

EVENT DATE: 072987 REPORT DATE: 082887 N§SS: GE TYPE: BWR
VENDOR: GENERAL ELECTRIC CO.

(NSIC 206279) ON JULY 29, 1987 AT 0957, A REACTOR PROTECTION SYSTENM (RPS)
ACTUATION OCCURRED DUE TO A TRIP SIGNAL GENERATED BY A NEUTRON MONITORING SYSTEM
AVERAGE POWER RANGE MONITOR (APRM), PLANT INSTRUMENTATION AND CONTROL PERSONNEL
WERE PERPORMING A WORK ORDER TO REPLACE THE APRM FLOW CARDS POR ALL BIGHT APRMS
WITH NEW CARDS SUPPLIED BY GENERAL ELECTRIC. ALSO DURING THIS TIME, A RPS
CHANNEL A/C TRIP SIGNAL WAS PRESENT DUE TO TROUBLESHOOTING OF A MAIN STEAM LINE
RADIATION MONITOR. WHEN APRM D WAS TAKEN OUT OF BYPASS AFTER REPLACEMENT OF THP
APRM CARD, A RFPS CHANNEL B/D TRIP SIGNAL WAS GENERATED. THE CONCURRENT RPS
CHANNEL TRIFP SIGNALS RESULTED IN A COMPLETE RPS ACTUATION. NO CONTROL ROD
MOVEMENT OCCURRED SINCE ALL RODS WERE ALREADY FULLY INSERTED. THE CAUSE OF THIS
EVENT WAS A MISPOSITIONING OF SWITCH S-3 ON AN APRM CARD DUR TO MISSING MOUNTING
HARDWARE FOR THE SWITCH AS SUPPLIED BY GENERAL ELECTRIC. ALL APRM CARDS HAVE
BEEN REPLACED AND SUCCESSFULLY CALIBRATED FOR THE APRNS. GENERAL ELECTRIC HAS
REPLACED THE MOUNTING HARDWARE AND REPORTED THAT THE CARD TESTS SATISPACTORILY.
NO PURTHER CORRECTION ACTIONS ARE PLANNED.

[188] PERRY POCKET $0-440 LER 87-0%?
DEFICIENT CHANGE TO SURVEILLANCE INSTRUCTION RESULTS IN REACTOR PROTECTION SYSTENM
ACTUATION DURING SCRAM DISCHARGE VOLUME SENSING LINE PLUSH.

EVENT DATE: 081187 REPORT DATE: 0391187 N§SS: GR TYPE: BWR

(NSIC 20€785) ON AUGUST 13, 1987 AT 1125, PLUSHING OF A SCRAM DISCHARGE VOLUME
(S§DV) WATER LEVEL SENSING LINE CAUSED A FALSE HIGH SDV LEVEL SIGNAL AND REACTOR
FROTECTION SYSTEM (RPS) ACTUATION. AT THE TINE OF THE EVENT, PLANT TRCHNICIANS
WERE FPERFORMING A FLUSH OF THE SDV LEVEL SENSING LINES IN JCCORDANCE WITH A
RECENTLY ISSUED CHANGE TO A SURVEILLANCE INSTRUCTION, THE NEW STEPS DIRRCTED
THAT FLUSH WATER BE INJECTED INTO A COMMON SENSING LINE POR THE RPS CHANNEL C AND
D TRANSMITTERS, CAUSING AN INDICATED WIGH SDY LEVEL AND SATISPYING THE LOGIC TO
INITIATE THME RPS ACTUATION. NO ACTUAL CONTROL ROD MOVEMENT OCCURRED SINCE THE
CONTROL RODS WERE ALREADY INSERTED. THE ROOT CAUSE OF THIS EVENT WAS AN
INADEQUATE INSTRUCTION POR THE PLUSHING OF THE SENSING LINES, SURVEILLANCE
INSTRUCTIONS SVI-C'11-TOO4S A, B, C AND D WHICH CONTAINED THE FLUSHING STEPS HAVE
BEEN REVISED. THE CHANGE TO THESE INSTRUCTIONS ENSURES THAT AN RPS ACTUATION
WILL NOT RESULT WHEN THE LINES ARE FPLUSHNED. 1IN ADDITION, THE INDIVIDUALS
KESPONSIBLE FOR THE TECHNICAL REVIEW OF THE ORIGINAL INSTRUCTION CHANGE HAVE BEEN
COUNSELED TO MORE CARBPULLY CONSIDER THE IMPACT OF BSP LOGIC WHEN PERFORMING
THEIR REVIEWS,

[189) PERRY DOCEET S50-440 LER B7-0%%
CONTROL RODS WERE WITHDRAWN PRIOR TO PERFPORMING SOURCE RANGE MONITORS SIGNAL TO
NOISE RATIO VERIFICATION IN VIOLATION OF TERCHNICAL SPRCIPICATIONS.

EVENT DATE: 081587 REPORT DATE: 091187 NSSs: GB TYPE, BWR

(NSIC J06'86) AT B/15/87 AT 1245 SEVEN CONTROL RODS WERE INDIVIDUALLY WITHDRAWN
PRIOR TO VERIFYING THE SIGNAL TO NOISE RATIO POR THE SOURCE RANGE MONITORS (SRM)
AS REQUIRED BY TECH SPEC 3.3.7.6. THE CONTROL RODS WERE BEING WITHDRAWN POR
VENTING THE ASSOCIATED NYDRAULIC CONTROL UNIT (HCU)., VENTING WAS SUSPENDED AND
SIGNAL TO NOISE RATIO CALCULATIONS WERE PERFORMED WITH SATISPACTORY KESULTS. THE
EVENT WAS CAUSED BY PERSONNEL ERROR. THE OPERATORS WERE AWARE OF THE REQUIREMENT
FOR SEM CPERAFILITY BUT OVERLOOKED THE SIGNAL TO NOISE RATIO VERIFPICATION
REQUIREMENT, WHEN PERFORMING POST MAINTENANCE VENTING. ADDITIONALLY, THE SRM
SIGNAL TO NOISE RATIO VERIFICATION IS PERPORMED AS PART OF THE TECH SPEC ROUNDS
(TSR) WHEN IN OPERATIONAL CONDITION § BUT THE TSR DID NOT REQUIRE THE



VERIFICATION IN OPERATIONAL CONDITIONS 3 OR &, THE OPERATORS INVOLVED WITH THE
EVENT HAVE BEEN COUNSELED ON THE NEED FOR GREATER ATTENTION TO DETAIL AND THE
SPECIFIC REQUIREMENTS FOR CONTROL ROD WITHDRAWAL., TSR WILL BE REVISED TO REQUIRE
SRM SIGNAL TO NOISE RATIO VERIFI' "TION IN OPERATIONAL CONDITIONS 3 AND 4. A
REVIEW OF THE TSR WILL BE CONDUCLIED TO ENSURE ALL APPLICABLE SURVEILLANCES ARE
CAPTURED. ADDITIONALLY, A NOTE WILL BE ADDED TO THE SYSTEM OPERATING INSTRUCTION
POR VENTING CONTROL ROD HCU'S TO ALERT THE OPERATORS OF THE NEED TO PERFORM THE
SRM SIGNAL TO NOISE RATIO CALCULATIONS.

(190) PERRY 1 DOCKET 50-440 LER R7.059
REACTOR WATER CLEANUP CONTAINMENT ISOLATION DUE TO INDICATED MIGH DIFFERENTIAL
FLOW WHILE ATTEMPTING TO BRING THE A FILTER/DEMINERALIZER IN SERVICE.

EVENT DATE: 082187 REPORT DATE: 091887 N§SS: GB TYPR: BWR

(NSIC 206'87) ON AUGUST 21, 1987 AT 1033, AN UNEXPECTED REACTOR WATER CLEANUP
(RWCU) CONTAINMENT ISOLATION OCCURRED DUE TO INDICATED WIGH DIPFERENTIAL FLOW.
WHEN AN ATTEMPT WAS MADE TO PLACE THE A FILTER /DEMINERALIZER (P/D) IN SERVICE BY
THROTTLING THE A F/D PLOW CONTROL VALVE (PCV) AND THE F/D BYPASS VALVE, THE FCV
FAILED TO THE OPEN LOSITION., THE VALVE PAILURE INDUCED A FLOW PERTURBATION IN
THE SYSTEM CAUSING AN INDICATED HIGH DIPFERENTIAL PLOW AND A SUBSEBQUENT RWCU
ISOLATION., INVESTIGATION DETERMINED THAT THE CAUSR OF THIS EVENT WAS A
PARTICULATE BUILDUP IF THE PCV POSITIONER AIR FLOW RESTRICTION ORIFICE BLOCKING
THE INSTRUMENT CONTROL AIR AND CAUSING THE VALVE TO FAIL OPEN. THE PARTICULATE
CONTAMINATION IS BELIEVED TO WAVE BEEN INTRODUCED DURING THE JUST COMPLETED
MAINTENANCE OUTAGE, IN WHICH MODIFICATION WORK REQUIRED THE INSTALLATION OF A
TEMPORARY ATR SUPPLY LINE. THE VALVE POSITIONER WAS REPLACED, THE AIR SUPPLY LINE
WASE BLOWN DOWN, AND A PARTICLE COUNT ANALYS1S WAS PERFORMERU ON THE AIR SUPPLY
LINE TO THE PCV. THE RESULTS OF THE PARTICLE COUNT WERE SATISPACTORY, THE FCV
WAS CALIBRATED, A LOOP CALIBRATION WAS PERFORMED FOR THE CONTROLLER TO THE FCV,
AND THE A F/D WAS RETURNED TO STANDBY READINESS ON AUGUST 24,

{191] FPERRY DOCKBT S0-4a0 LER 87-080
PERSONNEL ERRORS RESULT IN INOPERABLE EPFLUENT RADIATION MONITOR AND TECHNICAL
SPECIFICATION VIOLATION,

EVENT DATE: 082287 REPORT DATE: Q091887 N§SS: GL TYPE: BWR

(NSIC 206188) ON AUGUST 22, '987 AT 1010, THE TURBINE BUILDING/HEATER BAY (TB/HM)
VENT RADIATION MONITOR WAS DISCOVERED TO HAVE BEEN INOPERABLE FOR AFPROXIMATELY
19 HOURS WITHOUT THE ACTIONS REBQUIRRD BY TECHNICAL SPECIFICATION 3.).7.10 BRING
PERFORMED. THE TH/NB VENT ISOKINETIC SAMFLE PUNF WAS TO BE TAGGED OUT DUR TO
IDENTIFIED METAL TO METAL VIBRATION NOISE. ACTIONS WERE TAKEN TO NEET THE
TECHNICAL SPECIPICATION LIMITING CONDITIONS FOR OPERATION (LCO) POR THIS PLANT
CONDITION, MOWEVER, THE PLANT OPERATORS MISTAKENLY TAGGED OUT THE TR/KB VENT
RADIATION MONITOR SAMPLE PUMF. THE ROOT CAUSE OF THIS EVENT WAS PERSONNEL ERROR
DUE TO INATTENTION TO DETAIL. A FPLANT OFERATOR TAGGED THE WRONG EQUIPMENT
OUT-OF-SERVICE, A SECOND PLANT OFERATOR FERFORMING THE INDEPENDENT VERIFICATION
FAILED TO IDENTIFY THE DISCREFANCY, AND THE CONTROL ROOM CGPERATOR FAILED TO
RESPOND TO THE ALARM AND ANNUNCIATION AS REQUIRED BY THE ALARM RESPONSE
INSTRUCTION. THE ANNUNCIATION WAS CLEARED DUEB TO THE ALARN BEING MISTAKENLY
IDENTIFIED AS THE EXPRECTED PUMP OUT-QOF-SERVICE ALARM., UPON DISCOVERY, THE
CHEMISTRY UNIT WAS IMMEDIATELY NOTIFIERD, THE TAGGING ERROR WAS CORRECTED, AND A
NOBLE GAS SAMFLE WAS DRAWN. THE CONTROL ROOM OPERATOR AND THE PLANT OFERATORS
INVOLVED IN THIS EVENT HAVE RECEIVED DISCIPLINARY ACTIONS.

[192) FPERRY DOCKET 50840 LER B7-062
CONTAINMENT ISOLATION VALVE ENERGIZED IN VIOLATION OF TECHNICAL SPECIFICATIONS.
EVENT DATE: Q82887 REPORT DATE: 092%%7 N§SS: GE TYPE: BWR
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(NSIC 206578) ON AUGUST 28, 1987 THE RESIDUAL HEAT REMOVAL (RMR) HEAD SPRAY
CONTAINMENT ISOLATION VALVE WAS ENERGIZED IN VIOLATION OF TECHNICAL SPRCIFPICATION
J.6.4. THE NEAD SFRAY VALVE HAD BEEN TAKEN OUT OF SERVICE POR CONTROL CIRCUITRY
MODIFICATION ON AUGUST 26. AT THAT TIME, THE VALVE WAS DEACTIVATED AND SECURED
IN THE CLOSED POSITION POR CONTAINMENT PENETRATION ISOLATION. AT 0940 ON AUGUST
30, IT WAS DISCOVERED THAY PRIOR TO COMPLETION OF THE REQUINED RETESTS, THE VALVE
HAD BEEN ENERGIZED., THE VALVE WAS THEN DEENERGIZED BY OPENING THE AREAKER AND A
NEW TAGOUT WAS IMPLEMENTED TO MAINTAIN TECHNICAL SPECIPICATION COMPLIANCE. THE
CAUSE OF THE EVENT WAS PERSONNEL ERROR., THE UNIT SUPERVISOR AUTMORIEING CLEARANCE
OF THE TAGOUT WAS NOT AWARE OF THE IMPACT REENERGIZING THE VALVE HAD ON
CONTAINMENT INTEGRITY REQUIREMENTS. THE OPERATOR INVOLVED WITH THE EVENT HAS
BEEN COUNSELED REGARDING THE NEED FPOR GREATER ATTENTION TO DETAIL AND A CLOSER
REVIEW OF WORK PACKAGES FOR IMPACT ON TECHNICAL GPECIPICATION REQUIRENENTS.
RETESTING OF THE HEAD SPRAY VALVE HAS BEEN COMPLETED.

[193) PERRY ! DOCKET $0-440 LER B7-08)

DRYWELL AIR LOCK CLOSING MECHANISM DESIGN CAUSES BUSHING PAILURE RESULTING IN ALR
LOCK DOOR FAILURE AND TECHNICAL SPRCIFICATION VIOLATION,

EVENT DATE: 083087 REPORT DATE: 092587 NESS: GE TYPE: BWR

VENDOR: WOOLLEY, W. J. COMPANY

(NSIC 206464) ON AUGUST 30, 1987 AT 0415, IT WAS IDENTIFIED THAT TECENICAL
SPECIFICATION 3.6.2.3 FOR THE DRYWELL AIR LOCK WAS VIOLATED WHNEN THE INNER AlR
LOCK DOOR WAS NOT MAINTAINED CLOSED WITH THE OUTER AIR LOCK DOOR INOPERABLE.
INSPECTION OF THE AIR LOCK DOOR IDENTIFIZD THAT A BUSHING IN THE CLOSING
MECHANISM WAD FALLEN OUT, ALLOWING THE DOOR OPERATOR TO INDICATE THE CLOSED
POSITION WITHOUT THE CLOSING PINS ACTUALLY BEING ENGAGED. THE BUSHING WAS
REFLACED WHEN THE LATCHING MECHANISM WAS REALIGNED. FURTHER OPERATION OF THE
CLOSING LINKAGE WAS VERIPIED DURING EACH AIRLOCK USE UNTIL A NEW BUSHING AND
RETAINING RING WAS INSTALLED. TNE CAUSE OF THIS EVENT HAS BEEN ATTRIBUTED TO THE
DESIGN OF THE AIR LOCK DOOR CLOSING MECHANISM. DUR TO THE IMPROPER LINEUP OF THE
BUSHING HOLES, EXTRA STRESS IS APPLIED TO THE BUSHINGS CAUSING THEM TO PAIL. AS
THE RESULT OF THIS EVENT, AN ENGINEERING DESIGN CHANGE HAS SEEN INITIATED TO
CHANGE THE APPROPRIATE COMPONENTS OF THE AIR LOCK DOOR TO PROVIDE POR PROPER
ALIGNMENT OF THE BUSHING HOLES.

[1984) POINT BRACH 2 DOCKRT $0-301 LER §7.002
LOSS OF LOAD REACTOR TRIP DUR TO LIGHTNING STRIKE.
EVENT DATE: 081687 REFORT DATE: 091487 NSSS: we TYPE: PWR

(NEIC J06413') A UNIT 2 REACTOR TRIP OCCURRED FROM 100% POWER AT 1855 MOURS ON
AUGUST 16, 1987. THE TRIP WAS CALSED BY A LOSS OF ELECTRICAL LOAD. THE UNIT 2
GENERATOR BREAKER OPENED DUE TO A L.GHTNING STRIKE NEAR THE PLANT CAUSING A
FLASHOVER BETWEEN THE GROUND AND “B" AND POSSIBLY THRE "C* PHASES OF TNE 145 XV
LINE FOR THE UNIT 2 XO! TRANSPORMERS. AS A RESULT A TURBINE TRIP AND REACTOR
TRIP OCCURRED. DUE TO THE NATURE OF THE TRANSIENT, AN AUTO BUS TRANSPER OF
NON-VITAL BUSES TO OFFSITE FPOWER DID NOT OCCUR RESULTING IN THE REACTOR COOLANT
PUMPS, CIRCULATING WATER PUMPS, MATN PEED PUMPS, CONDENSATE PUMPS AND TURBINE
AUXILIAIRES BEING DEENERGIIED. CONDENSER VACUUM WAS QUICKLY LOST. A PEW MINUTES
AFTER THE TRIP, THE MAIN STEAM ISOLATION VALVES WERE CLOSED MANUALLY PRON THE
CONTROL ROOM TO STOP THE FLOW OF STEAN TO THE TURBINE MALL., THE “B* MAIN STEAN
ISOLATION VALVES WERE CLOSED MANUALLY PROM THE CONTROL ROOM TO STOP THE PLOW or
STEAM TO THE TURBINE WALL. THE "B" MAIN STRAM ISOLATION VALVE CLOSED 10 WITHIN
INCH OF THE FULL CLOSED POSITION BUT WAS BASILY SEATED BY MANUAL OPERATOR ACTION.
ALL OTHER EQJIPMENT OPERATED AS DESIGNED DURING THIS TRANSIENT. THIS INCIDENT
WAS CLASSIPIED AS AN UNUSUAL EVENT. THE "B" AND “C* PHASE 19 KV/345 KV
TRANSFORMERS WERE INSPECTED AND TESTED AS WELL AS THE PAST BUS TRANEFPER.
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[19%) POINT BEACH 2 DOCKRT 50-30) LER 87.00)
MAIN STEAM ISOLATION VALVES OPEN WITHOUT TRIP POWER AVAILABLE.
EVENT DATE: 081887 KEFORT DATE: 091787 NSSS: WE TYPE: FWR

(NSIC 400049) DURING A STARTUP OF UNIT 2 ON AUGUST 18, 1987, THE UNIT'S TWO MAIN
STEAM ISOLATION VALVES (MSIVS) WERE DISCOVERED TO BE WITHOUT THE DC CONTROL POWER
NEEDED TO TRIP THE VALVES CLOSED. THE VALVES WERE OPEN. THE REACTOR WAS AT 2
PERCENT POWER PFOR ABOUT FIVE HOURS BEFORE THE CONDITION WAS DISCOVERED. UPON
DISCOVERY, THE OPERATOR IMMEDIATELY RESTORED CONTROL POWER TO THE VALVES THERERY
RETURNING THE TRIP CIRCUITRY TO AN OPERABLE CONDITION. NO OTHER SAFETY SYSTEMS
RECEIVE POWER FROM THIS POWER SUPPLY. THE CAUSE OF THE MSIVS BRING OUT OF
SERVICE WAS PERSONNEL ERROR IN THAT THE POWER TO THE SOLENOID VALVES WAS NOT
RESTORED CORRECYILY AFTER BEING REMOVED PROM SERVICE DURING OUTAGE MAINTENANCE.

AN INCIDENT INVESTIGATION TEAM WAS APPOINTED TO INVESTIGATE THIS EVENT AND REPORT
CONCLUSIONS AND RECOMMENDATIONS. THIS LER INCLUDES THE PERTINENT PINDINGS OF THE
INCIDENT INVESTIGATION TEANM.

[196) FRAIRIE ISLAND 1 DOCKET $0-282 LER 87-015%
SEVERE WEATHER CAUSED AUTOMATIC START OF DIESEL GENERATOR AND OTHER BQUIPMENT
ACTUATIONS.

EVENY DATE: 072787 REPORT DATE: 082687 NEES: WB TYPE: PWR
OTHER UNITS INVOLVED: PRAIRIE ISLAND 2 (PWR)

(NSIC 205885) ON THE AFTERNOON OF JULY 27, 1987, BPOTH UNITS WERE OPERATING AT
FULL POWER. D2 RIESEL GENERATOR WAS QUT OF SERVICE FOR APPENDIX R WORK, AT 1520
SEVERE WEATHER MOVED INTO THE PLANT SITE AND AT ABOUT 1535 A TORNADO WAS SEEN BY
SITE PERSONNEL. SEVERAL CHANGES IN BQUIPMENT STATUS TOOK PLACE AS A RESULT OF
THE SEVERE WEATHER. AT 1565 A NOTIFICATION OF UNUSUAL EVENT WAS DECLARED. AT
TE14 THE NUE WAS TERMINATED. CAUSE OF THE EVENT WAS SEVERE WEATHER ON THE PLANT
SITE. THIS EVENT IS REPORTABLE UNDER '0CPRSO. 73(A)(2)(1IV), PUBLIC MBALTN AND
SAFETY WERE UNAPFECTED SINCE PLANT SYSTEMS RESPONDED AS REQUIRED. RESTORATIVE
EFFORTS WERE TIMELY AND PROPER THROUGHOUT THE EVENT. THE IMMEDIATE CORREBCTIVE
ACTIONS WERE TO RESTORE THE PLANT TO ITS PREVIOUS CONDITION. INSPECTION OF DL
DIESEL GENERATOR BEARINGS WILL BE DONE AT ITS PORTHCOMING PREVENTIVE MAINTENANCE
OUTAGE. LONG TERM ACTIONS ARE BEING STUDIED. A RELATED EVENT WAS REPORTED AS RO
80-20,

[197) PRAIRIE ISLAND ! DOCKRT $0-2%2 LER 87.0'¢
PERSONNEL ERROR CAUSED LOSS OF OFFSITE POWER SOURCE AND AUTOMATIC START OF DIgSEL
GENERATORS

EVENT DATE: 073187 REPORT DATE: 082887 NSSS: we TYPE: PR

OTHER URITS INVOLVED: PRAIRIE ISLAND 2 (PWR)

(NSIC 206282) IN THE EARLY MORNING OF JULY 3', 1987, BOTH UNITS WERE OPERATING AT
FULL POWER. RELAY SPECIALISTS WERE INVESTIGATING POSSIBLE CAUSES POR A PREVIOUS
FALSE TRIPPING OF NO. '0 TRANSFORMER BACKEUP RELAYING. AFPTER PROPERLY REMOVING
THE BACKUP RELAYING FROM SERVICE FOR THE TESTS, THE TEST BQUIPMENT WAS
INADVERTENTLY CONNECTED TO THE 6HI BREANER PAILURE RELAY. WHEN TEST CURRENT WAS
APPLIED, AT ABOUT 0407, THE €H2 BREAKER FAILURE RELAY OPERATED, RESULTING IN
ISOLATION OF THE 6 KV SUBSTATION, NO. '0 TRANSPORNER, AND NO. ' KRSERVE
TRANSFORMER., THE LOSS OF NO. ' RESERVE TRANSFORMER INITIATED POWER RESTORATION
SCHEMES ON THE UNIT ' SAFEGUARDS BUSES AND AUTO-START OF BOTH DIRSBL GENERATORS
(A DRY START). GSINCE OFPSITE POWER WAS STILL AVAILABLE TO THE SAPEGUARDS BUSES,
LOADING OF THE DIESEL GENERATORS WAS NOT REQUIRED. CAUSE OF THE EVENT WAS
FERSONNEL ERROR: TEST EQUIPMENT WAS CONNECTED TO THE WRONG RELAY. ONCE THE CAUSE
OF THE TRIPPING WAS DETERMINED TO BE INADVERTENT OPERATION INITIATED BY TEST
FPERSONNEL, LOCKOUTS WERE RESET AND BREAKERS WERE RECLOSED TO RESTORE THE
TRANSMISSION SYSTEM AND PLANT AUXILIARY POWER SOURCES TO NORMAL. THIS BVENT 1§
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DEFPICIENCY. CORRECTIVE ACTION POR THIS EVENT WILL INCLUDE DISCUSSIONS WITH THE
OPERATING PERSONNEL INVOLVED. STRESSED AT THESE DISCUSSIONS WILL BE THE NEED TO
ADHERE TO ALL PROCEDURES AND THE NEED TO GIVE ADEQUATE INPORMATION AT SNIPT
TURNOVER AND WHEN SENDING PERSONNEL OUT TO PERFORM A JOB. PROCEDURE QGP 1.1,
NORKAL UNIT STARTUP, 18 ALSO BEING REVISED TO CLARIFY THE STEPS NEEDED TO START
UP THE OFP-GAS SYSTEM, TNIS REPORT IS SUBMITTED TO COMPLY WITH

10CPRSO. 73 iy vy,

1201) QUAD CITIES DOCKET 50-254 LER R7-003
RCIC INOPERABLE DUE TO FLOW CONTROLLER PAILURE,
EVENT DATE: 020587 REPORT DATE: 022587 N§SS: GB TYPE: BWR

VENDOR: GFNERAL BLECTRIC CO.

(NSIC 206565) AT 1050 NOURS, ON FEBRUARY 5, 1947, UNIT ONE WAS IN THE RUN MODE AT
100 PERCENT CORE THERMAL POWER. WHILE PERPORMING QOS 1300-82 (REACTOR CORE
ISOLATION COOLING (RCIC) PUMP OPERABILITY TEST), IT WAS DISCOVERED THAT THE PLOW
CONTROLLER DID NOT RESPOND TO AUTOMATIC PLOW CONTROL SIGNALS. NOWEVER, IT DID
WORK SATISPACTORILY IN MANUAL. RCIC WAS DECLARED INOPERABLE AND APPROPRIATE
NOTIFICATION PER '0CFRS0.72 AND OPERABILITY TESTING PER TECH SPEC 3.5 .E.2 WAS
COMPLETED. THE BXACT CAUSE FOR THIS PLOW CONTROLLER FAILURE MAS YET TO B2
DETERMINED. THE INSTRUMENT MAINTENANCE DEPARTMENT (IMD) 1§ TO TEAR DOWN THE
CONTROLLER PARTHE THAT WERE REPLACED TO DETERMINE THE CAUSE AND TNIS WILL BB
FEFORTED IN A SUFPLEMENT. A REPLACEMENT PLOW CONTROLLER, CONTAINING A NEW POWER
SUPPLY AND SETPOINT TAPE CONTROLLER, WAS INSTALLED BY THE IMD. THE AMPLIPIER
PORTION OF THE ORIGINAL CONTROLLER WAS NOT REPLACED. RCIC WAS SUBSEBQUENTLY
DETERMINED TO BE OPERABLE THE SANME DAY, PEBRUARY 5, 1987 AT 1800 HOURS. THIS
REPORT 1S5 SUBMITTED TO SATISPY THE REQUIREMENTS OF 10CPRSO.73c(AI(2)(V),

[203) QUAD CITIES 1 DOCKET 50-2%4 LER 87-00%
TURBINE TRIFP REACTOR SCRAM DUE TO MOISTURE SEPARATOR NIGH LEVEL.
EVENT DATE: 031797 REPORT DATE: 040787 N5SSS: GE TYPE: BWR

VENDOR: FISHER GOVEREKOR

(NSIC 206566) ON MARCH 17, 1987, QUAD CITIES UNIT ONE WAS AT 92 PERCENT CORE
THERMAL POWER AT 1702 HOURS, A REACTOR SCRAM OCCURRED DUE TO TURBINE STOP VALVE
CLOSURE I.E.. A TURBINE TRIP. THE TURBINE TRIP WAS CAUSED BY A MIGH LEVEL IN
HOISTURE SEPARATORS 'C AND 'D. THE LEVEL CONTROL VALVE LCV 1-)508A PROM THE '8
MOISTURE SEPARATOR DRAIN TANK (MSDT) TO THE D! HIGH PRESSURE PREDWATER NEATER
WAS STUCK OPEN, WHEN THIS VALVE WAS ISOLATED POR REPAIRS, THE TWO OTHER LCVS
FROM THE '8 NMSDT TO THE ‘D2 AND 'D) HEATERS AND THE EMERGENCY DRAIN VALVE PAILED
TO COMPENSATE FOR THIS ACTION. THIS CAUSED A HIGH LEVEL IN THO MOISTURE
SEPARATORS WHICHN RESULTED IN THE TURBINE TRIP AND REACTOR SCRAM. THE CAUSE POR
THIS EVENT WAS ATTRIBSUTED TO THE LEVEL CONTROLLERS BEING QUT OF ADJUSTMENT.
CONTRIBUTING CAUSES WERE BQUIPNENT FAILURE (STUCK VALVE) AND INADBQUATE
PREPARATION AND PLANNING PRIOR TO ISOLATING LCV '-1S08A. A PROGRANM WILL BE
DEVELOPED TO TRACK SETPOINT CHANGES TO LEVEL CONTROL VALVES ON THIS AND OTHER
SYSTEMS. THE STUCK LCV WAS FREED AND STROKED SUCCESSPULLY SEVERAL TIMES.
DISCUSSIONS WERE HELD WITH THE INDIVIDUALS INVOLVED. THIS REPORT IS SUBNMITTED TO
CONPLY WITH 1O0CPRSQ.73tM)t 02V,

(2303 QUAR CiTies DOCKET 50-2%4 LER 87-006
HPCI INOPERABLE DUE TO LOOSE SOLENOID SOLDERED CONNECTION.
EVENT DATE: 040387 REPORT DATE: 082&w? NBSS: GEB TYPE: BWR

VENDOR: BARKSDALE COMPANY

(NSIC 208567) ON APRIL 3, 1987, QUAD CITIES UNIT ONE WAS IN THE BUN MODE AT 100
PERCENT THERMAL POWER. AT 1345 HOURS, WHILE PERFORMING THE QUARTERLY WIGH
FRESSURE COOLANT INJECTION (NPCI) SYSTEM PLOW RATE TEST, IT WAS DISCOVERED THAT
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THE HPCI TURBINE COULD NOT BE RESET FROM THE CONTROL ROOM. THE HPCI SYSTEM WAS
DECLARED INOPERABLE. AFPPROPRIATE SURVEILLANCES WEFE INITIATED PER TECH SPEC
3.5.C.2 AND THE NRC MAS NOTIFIED AT 1635 MOURS. TROUBLESHOOTING BY THE
BLECTRICAL MAINTENANCE DEPARTMENT REVEALED THAT A LOOSE SOLDERED CONNECTION ON
THE SV-8 SOLENOID VALYE COIL HAD CAUSED THE PROBLEM. THE SV-8 SOLENOID VALVE 1§
ASSOCIATED WITH THE RESET MECHANISM THAT ALLOWS THE NPCI SYSTEM TO BE RESET
REMOTELY FROM THE CONTROL ROOM., THE CONNECTION WAS LOOSE DUE TO THE NORMAL
VIBRATION CREATED BY MPCI OPERATION. THE SOLENOID COIL WAS REPLACED AND BY
TESTING IT WAS VERIFIED THAT THE NPCI TURBINE COULD BE RESET RENGTELY FROM THE
CONTROL ROOM. AS A PREVENTATIVE MEASURE, THE SV 8 AND §V-12 VALVE SOLENOIDS WILL
BE REPLACED ON BOTH UNIT ONE AND UNIT TWO WPCI SYSTEMS, AND A RESTRAINT WILL BE
PLACED ON THE SOLENOID WIRING TO REDUCE STRAIN ON THE CONNECTIONS. THIS REPORT
IS SUBMITTED TO COMPLY WITH THE REQUIREMENTS OF 10CPRSO.73(AICII(V),

(204 QUAD CITIES 2 DOCKET $0-26% LER B6-0'8
ENGINEERED SAFETY FEATURE ACTUATION DUE TO RADIOGRAPHIC TESTING,
EVENT DATE: 111386 KEFORT DATE: 112686 N§SS: GE TYPE: BWR

(NSIC 2066)0%) AT 1645 HOURS ON NOVEMBER '3, 1986, WHILE UNIT TWO WAS SNUT DOWN
FOR A REFUELING OUTAGE, THE REACTOR BUILDING VENTILATION (RBV) (VA) SYSTEM
TRIPPED DUE TO A NIGK RADIATION LEVEL SENSED BY THE RBV EXHAUST DAMPERS CLOSED.
STANDBY GAS TREATMENT (SBGT) (BH) STARTED, AND THE CONTROL ROOM VENTILATION (VI)
SYSTEM WENT ON 100 PERCENT RECIRCULATION. INVESTIGATION REVEALED THAT THE CAUSE
FOR THIS EBVENT WAS DUE TO CONTRACTOR PERSONNEL PERFORMING RADIOGRAPNY ON THE UNIT
TWO STANDBY LIQUID CONTROL (SBLC) (BR) SYSTEM PIPING. AT '855 HOURS, RADIOGRAPHNY
WAS AGAIN REQUIRED ON THE UNIT TWO SBLC PIPING. THIS CAUSED THE ACTUATIONS
MENTIONED ABOVE TO OCCUR AGAIN. APPROPRIATE NROTIFICATIONS WERE MADE AT 20130
HOURS TO SATISFY THE REQUIREMENTS OF 10 CPR 50.72 AND THE NRC RESIDENT INSPECTOR
WAS NOTIFIED AT 2'00 HOURS. SINCE THE RADIOGRAPHY WAS REQUIRED TO VERIFY WELDING
PERFORMED ON THE SBLC SYSTEM, NO FURTHER CORRECTIVE ACTION IS CONSIDERED
NECESSARY, THIS REPORT 1S SUBMITTED TO COMPLY WITH THE REQUIREMENTS OF Y0 CFR
$O0.73tA LY IEV,

[308] QUAD CITIES 2 DOCKET S0-268 LER 86-019
SINGLE CONTROL ROD SCPAM WHILE SHUTDOWN DUE TO REBACTOR FROTECTION SYSTEM FuseE
REMOVAL.

EVENT DATE: '1288¢ REPORT DATE: 127086 NSSS: Ge TYPE: BWR

(NSIC 206440) ON NOVEMBER 28, 1986 UNIT TWO WAS IN THE REFUEL MODE WITN THE
REACTOR CORE COMPLETELY UNLOADED. REACTOR PROTECTION SYSTEM (FPS) CHANNEL B WAS
OUT OF SERVICE WITH A SCRAM SIGNAL PRESENT TO PERFORM HFA RELAY REFLACEMENT,
MAINTENANCE WAS REQUIRED ON A SOLENOID VALVE (2-302-20A) IN THE SCRAM DISCHARGE
VOLUNE (SDV) PORTION OF THE CONTROL RUD DRIVE (CRD) SYSTEM. TO BLECTRICALLY
DISARM THIS VALVE, A FUSE WAS REMOVED AT 1045 HOURS IN THE PANEL ASSOCIATED WITH
THE A RPS CHANNEL., THIS GENERATED A PULL SCRAM SIGNAL TO &7 CONTROL RODS, ONE
OF THESE 47 CONTROL RODS (K-3) WAS BEING WITHDRAWN AT THIS TINE TO PERFORM CRD
VENTING FOLLOWING MAINTENANCE, THE SCEAM SIGNAL CAUSED CONTRGL RODR K-) TO SCRAM
INTO POSITION 00, THE ROOT CAUSF FOR THIS EVENT WAS A NANAGEMENT DEFICIENCY IN
THAT IT WAS NOT ANTICIPATED THAT THE RESULTS OF PERFORMING ALL THIS WORK
SIMULTANBOUSLY COULD RESULT IN AN ENGINEERED SAFPRTY FEATURE ACTUATION. 10 PREVENY
RECURRENCES OF THIS NATURE, [ISCUSEIONS WERE NELD WITH THOSE PROPLE INVOLVED TO
STRESS THE IMPORTANCE OF COMPLETE FPLANNING AND PREFARATION PO™ ALL WOEK TO MR
PERFORMED. THIS EVUNT IS BEING REPORTED TO COMPLY WITH THE REQUIREMENTS OF 10
CPR S0 .73 (A 200XV,
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(206) QUAD CITIRS 2 UOCKET 50-365 LER 86-020
SPURIOUS TRIFP OF "B" RILACTOR BUILDING VENTILATION RADIATION MONITOR CAUSES
TSOLATION OF REACTOR FUILDING VENTILATION,

EVENT DATE: 121186 REPORT DATE: 010387 N§SSS: GE TYPE: BWR
VENDOR: GENERAL ELE.TRIC CO.

(INSIC 206447) AT 2200 MOURS ON DECEMBER 11, 1986, UNIT TWO WAS IN THE REFUEL NODE
AT O PERCENT CORE THERMAL POWER, FOLLOWING PERFORMANCE OF QIS J4-) (REACTOR
BUILDING VENTIIATION MONITORING CALIBRATION), THE UNIT TWO NUCLBAR STATION
OPERATOR (NSQO) RETURNED THE "B" REACTOR BUILDING VENTILATION RADIATION MONITOR TO
"NORMAL" FROF "BYPASS"™ AT THE INSTRUMENT MECHANIC'S REQUEST. WHEN THIS WAS DONE,
THE REACTOR BUILDING VENTILATION ISOLATED AND THE “B" STANDBY GAS TREATMENT
SYSTEM AUTOSTARTED. ATTEMPTS WERE MADE TO DUPLICATE THE EVENT, BUT Wike
UNSUCCESSTUL. 1IN ADDITION, THE RADIAIION MONITOR BYPASS SWITCH WAS CHNECKED FOR
DISCONTINUITIES. NO PROBLEMS WERE POUND. THIS 15 CONSIDERED AN ISOLATED EVENT,
AND NO ZURTHER CORRECTIVE ACTION 1S DEEMED NECESSARY. THIS REPORT 1S5 BEING
SUBMITIED TO COMPLY WITH 10 CPR S0.7) (A)I(2)(IV), WHICH REQUIRES THE REPORTING OF
ANY FVENT OR CONDITION THAT RESULTED IN MANUAL OR AUTOMATIC ACTUATION OF ANY

ENGINEED SAFETY FEATURE.

1307) QUAD CITIES 2 DOCKET 50-265% LER 86-02"
ESP ACTUATION ON LOSS OF BUS '8 DUE TO PERSONNEL ERROR.
EVENT DATE: 12198¢ REPORT DATE: 010887 NSSS: GE TYPE: BWR

(NSIC 206442) ON DECEMBER 19, 1986, QUAD CITIES UNIT TWO WAS IN A REPUEL AND
MAINTENANCE OQUTAGE WITH THE REACTOR MODE SWITCH IN SHUTDOWN. AT 1919 HOURS, AN
ENGINEERED SAFETY FEATURE (ESF) ACTUATION OCCURRED WHILE THE OPRRATIONAL ANALYS1S
DEPARTMENT (QAD) WAS PERFORMING TRIP CHECKS ON THE BUS 23-7 TO BUS 28 CIRCVIT
BREAKER. THE BSF ACTUATION INCLUDED A REACTOR SCRAM, GROUP I, II, AND III
ISOLATIONS AND A REACTOR BUILDING VENTILATION SYSTEM ISOLATION. THE ROOT CAUSE
FOR THIS EVENT WAS DETERMINED TO BE PERSONNEL ERROR. QAD PERSONNEL DID NOT
REALIZE THAT CIRCUIT BREAKER INTERLOCKS WERE STILL IN EFFECT EVEN THOUGH THE
BREAKER WAS RACKED OUT TO ITS "TEST" POSITION, WHEN THE BUS 23-1 TO BUS 28
BREAKER WAS CLOSED LOCALLY BY QAD WHILE IN THE TEST POSITION, INTERLOCKS CAUSED
TRE BUS 29 TO BUS 28 CROSSTIE BREAKER TO OPEN AND THUS POWER TO BUS 28 WAS LOST.
THIS RESULTED IN THE ESF ACTUATION. CORRECTIVE ACTION POR THIS EVENT WAS TO STOP
FURTHER TRIP CHECKES AND TO BRESTORE FPOWER TO BUS I8 FROM BUS 29. POWER WAS
RESTORED AND ALL SYSTEMS WERE RETURNED TO NORMAL AT 1919 HOURS. PURTHER
CORRECTIVE ACTION WILL BE TO ADD A NOTE OF CAUTION TO THE QAD BVALUATION
CHECKLIST (QAF 1500-87) TO WARN OF SITUATIONS OF THIS NATURE. THIS REPONRT IS
SUBHITTED TO COMPLY WITH '10CPR SQ0.73 (MR 0IV).

(309 RANCHO SECO DOCKET $0-312 LER B5-0'6 BEV O
UFDATE ON SPURICUS CLOSURE OF DHR DROFPLINE ISOLATION VALVE CAUSED BY INPROPER

ROUTING SHIELDED INSTRUMENT CABLE.
EVENT DATE: 080885 REPORT DATE: 0822 NSSS: Bw TYPE: FPWR

(NSIC 20644%5) ON AUGUST 8, AUGUST 14, AND SOPTEMRER 23, 1985, WHILE IN COLD
SHUTDOWN, THE DECAY MEAT REMOVAL SYSTEM (DNS) SUCTION BLOCKE VALVE (HV-20002)
AUTOMATICALLY CLOSED ON A NIGH REACTOR COOLANT SYSTEM (RCS) PRESSURE SIGNAL, THUS
RESULTING IN A TEMPORARY LOSSE OF THE DNS SYSTEM CAPABILITY. 1IN ALL THREE CASES,
DHE PLOW WAS RE-ESTABLISHED IN LESS THAN AN HOUR, WY-20002 1S DESIGNED TO CLOSE
AUTOMATICALLY WHEN THE RCS PRESSURE EXCEEDS 255 PSIG. THE RCS PRESSURE RECORDED
BY OPERATIONS PERSONNEL AT THE TIME OF THE EVENTS WAS APPROXIMATELY 230 PSI1G.
ALTHOUGH NO DEFINITE REASON FOR THE VALVE CLOSURE WAS DETERMINED, AN
INVESTIGATION OF THE EVENTS INDICATED THAT VOLTAGE SPIKES ON PRESSURE TRANSNITTER
FT-21099 CIRCUITRY CAUSED THE BLOCK VALVE TO CLOSE. PT-2'099 WAS REPLACED AND
CALIBRATED DURING THE CYCLE 7 REFPUERLING CUTAGE AND A SUCCESSPUL MAINTENANCE TEST
WAS PERFORMED FOLLOWING THE EVENTS TO ENSURE THE PROPER OPERABILITY OF THE DECAY
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INVESTIGATION INTO THE EVENT DETERMINED THAT THE SOLENOID ACTIVATION SWITCH WAS
UNKARKED AND MISTAKENLY THOUGAS TO RE A DOOR LATCH. THE IDENTIFICATION AND
FROPER LABELING OF ALL SIMILAR SWITCHES HAS BEEN COMPLETED. THERE WERE NO SAFETY
CONSEQUENCES TO THE FPUBLIC AS A RESULT OF THIS EBVENT.

[212) RIVERBEND DOCKERT S0-45¢ LER 86-C28 REV O

UPDATE ON INCORRECT TRANSFORMER TAP SETTINGS RESULTING IN AN UNANALYZED CONDITION.

EVENT DATE: 0R04%6 REFORT DATE: 091587 NSGS: GB TYPE: BWR

(NSIC 206029) ON 4/3/86 WITH THE UNIT IN OPERATIONAL CONDITION ¢ (COLD SHUTDOWN) ,
A REVIEW WAS CONDUCTED OF THE SAFETY RELATED SYSTENM VOLTAGE PROFILE TESTING
FROGRAM (88T 6). AS A RESULT OF THIS REVIEW, IT WAS DISCOVERED THAT THE CLASS 1@
TRANSFORMER TAP SETTINGS WERE NOT IN ACCORDANCE WITN THE SUPPORTING CALCULATIONS
WHICH WERE INTENDED TO OPTIMILE THE VOLTAGE LEVELS AT THE SAPETY-RELATLD BUSES
FOR THE MAXINUM AND MINIMUM LOAD CONDITIONS. A LIMITING CONDITION FPOR OPERATION
WAS INITIATED ON /4 86 AT 1450 PRONIBITING PLANT OPERATIONS FROM ENTERING MODES
Y, &, AND 3 AND A DESIGN CHANGE WAS INITIATED TO CHANGE THE TRANSPORNER TAP
SETTINGS IN ACCORDANCE WITH THE SUPPORTING CALCULATIONS. THE WORK WAS COMPLETED
AND THE LCO WAS CLEARED AT 1320 ON AFRIL 9, 1986. NO SAFPETY CONSEQUENCES
RESULTED FROM THE ABOVE CONDITION AND ThE MWEALTH AND SAFETY OF THE PUBLIC WERE
NOT ENDANGERED.

[313) RIVERBEND DOCKET $N-4%% LER 87016
SPURIOUS AUTO START OF STANDBY GAS TREATMENT AND ANNULUS MIXING SYSTEMS CAUSED BY
LIGHTNING.

EVENT DATE: 080587 REPORT DATE: 080387 NSSS: Ge TYPE: BWR

(NSIC 206295) ON R/5/87 AT '8)! WITH THE UNIT AT 3' PERCENT POWER (PLANT IN COAST
DOWN' , AUTQ STARTS OF THE ANNULUS MIXING (AM) AND STANDBY GAS TREATMENT (SBGT)
SYSTEMS OCCURRED, A LIGHT POLE IN THE PARKING LOT ADJACENT TO TNE PLANT WAS
STRUCKE BY LIGNTNING AT THE SAME TIME THE AUTO STARTS OCCURRED. THE AM AND $3GT
SYSTEMS WERE RETURNED TO THEIR NORMAL STANDBY LINBUF. IT IS ASSUMED THAT AN
ELECTRICAL ANOMALY CAUSED BY THE LIGHNTNING STRIKE CAUSED THE AUTO STARTS OF THESE
SYSTEMS. TNE SAPETY AND HEALTHN OF THE PUBLIC WERE NOT APFECTED BY THIS BVENT
BECAUSE THESR SYSTEMS OPERATED IN THE EMERGENCY MODE, WHICN 1§ TNE SAFEST mODE OF
OPERATION.

{a1a) RIVERBEND ! DOCERT S50-450 LER 87-017 REV O

UFDATE ON MISPOSITIONED INSTRUMENT VALVE RENDERS LEAK DETECTION SYSTEM INOPERADLE.

EVENT DATE: 08V'87 REFORT DATE: 101487 NSSS: GB TYFR: BWE

(NSIC 2085847 AT 2300 ON B/11/87 WITH THE UNIT AT APPROZINATELY %' PERVENT POWER,
REACTOR CORE ISOLATION COOLING (RCIC) TRANSNITTER "ES'eNOSSE INSTRUMENT ISOLATION
VALVE WAS FOUND IN THE CLOSED POSITION DURING TNE PERFORNANCET OF A SURVEILLANCE
TEST PROCEDURE. THNIS CAUSED THE RCIC TURBINE EXMAUST DIAFPHRAGHN PORTION OF THE
DIVISION 1 BOIC LEAK DETECTION SYSTEM ISOLATION LOGIC TO BE INOPERATIVE. MO
CAUSE FOR THE MISPOSITIONED VALVE NRAS BEEN IDENTIFPIRD. AT 2410 ON S/ 'a/07,
INVESTIGATION INTO A HALF SCRAN SIGNAL WHICH WOULD NOT RESEN REVEALED THAT AN
ISOLATION VALVE FOR A SCRAM DISCHARGE VOLUNE (SDV) FLOAT SWITCR WAS T LOSBD. AS A
RESULT, THE FLOAT SWITCH WOULD NOT WAVE SENSED A WIGHN SDV WATER LEVEL CONDITION
UNTIL THE SOV LAVEL HAD RISEN ABOVE THE TECHNICAL SPRCIFICATION A’ LOWABLE TRIP
SETPOINT. AS CORRECTIVE ACTION. GENERAL MAINTENANCE PROCEDURE GNP~ 0042 HAS BEEN
REVISED TO CLARIFPY THE DEFPINITION OF INDEPENDENT VERIFIER. ADDIWIONALLY, THER
METHCOD FOR VERIFYING VALVE POSITION WAS ADDED TO ENSWRE POSITIVE VERIFICATION OF
THE AS-LEFT VALVE POSITION. INSTRUNENT VALVE LINBUPS SRBVICING SAPETY RIELATED
INSTRUMENTS AND ALL OTHER INSTRUMENTS CONTAINED IN TEONNICAL SPECIVICATIONS WILL
BE VERIFIED PRIOR TO START-UP FOLLOWING THE CURRENT BEFUEBLING QUTAGE. TIHERE WAS
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NO SIGNIFICANT IMPACT ON THE NEBALTH AND SAFETY OF THE PUBLIC AS A RESULT OF THESE
MISPOSITIONED INSTRUMENT VALVES.

(21%) RIVERBEND POCKET S0-458 LER §7-0'%
DEFICIENT TRACRING OF DIBSEL FUEL OIL SURVEILLANCES,
EVENT DATE: 090187 REPORT DATE: 092887 NESS: Gm TYPE: BWR

(NSIC 206506) ON 9/01/87, WITH THE UNIT AT APPROXIMATELY 84 PERCENT POWER, IT WAS
DISCOVERED THAT TWO CHEMICAL PROPERTIES (ASH WEIGHT AND DISTILLATION TEMPERATURE)
OF A DIESEL FPUEL OIL SHIPMENT MADE TO RIVER BEND STATION (RBS) ON €/25/87 DID NOT
MEET THE ACCEPTANCE CRITERIA AS SPECIFIED BY THE RBS TECHNICAL SPBCIFICATIONS.
ADDITIONALLY, THE RESULTS OF FUEL OIL TESTING AND ANALYSIS WERE NOT EVALUATED
WITHIN 3) DAYS FOLLOWING THE DELIVEFY, AS REQUIRED BY THE SANE TECHNICAL
SPECIPICATION. THE DISCOVERY DATE OF 9/1/87 WAS 67 DAYS PAST THE DATE OF FUEL
OIL DELIVERY. SAMPLING AND ANALYSES WERE COMPLETED ON THE PURL OIL STORAGE TANKS
WHERE THE SUSPECT PUEL OIL WAS OFF-LOADED WITH ACCEPTABLE RECULTS, AS SHOWN BY
THIS ANALYSIS, ALL FURL OIL THAT HAS BEEN USED OR IS CONTAINED WITHIN ANY DIRSEL
FUEL COIL STORAGE TANK, DID MEET ACCEPTANCE CRITERIA. ADEQUATE CORRECTIVE ACTION
HAS BEEN TAKEN TO PRECLUDE THE POTENTIAL OF UNACCEPTABRLE FUEL OIL BEING USED IN
THE FUTURE. ADDITIONALLY, CORREBCTIVE MEASURES WAVE BEEN ESTABLISHED TO BETTER
TRACKE EVENT RELATED SURVEILLANCES WITHIN THE CHENM STRY SECTION. THERE WAS NO
ADVERSE IMPACT ON THF HEALTH AND SAFPETY OF THE “IC AS A RESULT OF THIS EVENT.

[218) ROBINSON 2 DOCKET $0-26) LER 87-022
REACTOR TRIF DUE TO INTERMEDIATE RANGE CHANNEL TRIP SETPOINT PROCEDURAL
DEFICIENCY.

EVENT DATE: 081087 REPORT DATE: 090&%?7 N§SS: we TYPE: PWR
VENDOR: WESTINGHOUSE BLECTRIC CORP.

(NSIC 206307) ON AUGUST 10, 1987, AT 2334 NOURS, WITN UNIT MO, 2 IN STARTUP AT
ABOUT EIGHT PERCENT POWER, INTERMEDIATE RANGE CHANNEL N-35 INITIATED A WIGN FLUX
REACTOR TRIP. THE NRC WAS NOTIPIED PURSUANT TO '0CPRSO.72(Bc2r11l). PRIOR TO
THE EVENT, THE REACTOR COOLANT AVERAGE TEMPERATURE (TAVG) WAS DECREASING AS THE
UNIT WAS SYNCHORNIZED, PICXING UP AN INITIAL LOAD OF ABOUT 1% MEGAWATTS. A
UTILITY LICENSED OPERATOR BEGAN WITHDRAWING RODSE TO INCREASE TAVG, AND RECEIVED A
ROD STOP SIGNAL. REACTOR POWER INCREASED DUE TO TAVG DECREASE., AND A WIGH FLUX
REACTOR TRIP RESULTED. INTERMEDIATE RANGE DETECTOR N-35 MAD JUST BEEN REPLACED,
AND THE HIGH PLUX TRIF SETPOINT HAD YET TO BR DETERNINED. TNE SETPOINT IS BASRD
ON DETECTOR CURRENT BQUIVALENT TO 25% OF PULL RRACTOR POWER AS DETERMINED BY
STARTUF TESTING, THE EXISTING SETPOINT USED WAS THAT OF THE OLD DETBCTOR, MUY
THE NEW DETECTORS RESPONSE WAS SIGNIFPICANTLY NIGHER., CHANNEL N-)S5 REACHED THE
CURRENT EQUIVALENT TO THE OLD DETECTOR SETPOINT BEPORE THE AUTOMATIC TRIP COULD
BE BYPASSED. THIS RESULTED IN THE REACTOR TRIP. POLLOWING THE TRIFP, N-35 WAS
CALIBRATED, AND THE FLANT RETURNED TO POWER OPERATION AT APPROXIMATEY 0400 MOURS
ON AUGUST ', 1987,

131?) SALER poOCKE"T $0-272 LER #7008 REV O
UFDATE ON BOTH TRAINS OF HIGH HEAD S1 DECLARED INOPERABLE DUR TO INUPERABLE
CHARGING PURPS.

EVENT DATR: 052%8? REPORT DATER: '008%? NSSS: wB TYPE: PWR

VENDOR: GENERAL ELECTRIC CO.

(NSIC Z06%20) ON MAY 25, 1987 AT 1607 WMOURE, IT WAS OBSERVED THAT THE SPRING
CHARGING MOTOR, FOR NO. ') CENTRIFPUGAL CHRARGING PUNMP (CCP)(BQ! &KV BREAKER (GE
MAGNE BLAST TYPE AM-& . '6-350-2N, S/N C220A6261-011), WAS NOT ATTACHED TO THE
BREAKER FRAMEWORK. THE PUMP WAS SUBSPQUENTLY DECLARED INOPERABLE. PRIOR TO
DISCOVERY OF THE NO. ') CCP BREAKER CONDITION, THE NO. 12 CCP EMERGENCY POWER
SUPPLY ('C DIESEL GENERATOR (EX) HAD BEEN MADE UNAVAILABLE AS A RESULT OF A
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DESIGN CHANGE IN PROGRESS. SINCE NONE OF THE TECH SPEC 3.5.2 ACTION STATEMENTS
CAN BE MET WHEN BOTH CENTRIFUGAL CKARGING PUMPS ARE DECLARED INOPERABLE (ONE OF
WHICH I8 DECLARED INOPERABLE DUE TO AN INOPERABLE EMERGENCY POWER SUPPLY) TECH
SPEC 3.0.9% WAS ENTERED. VISUAL EXAMINIATION OF 4KV BREAKERS FOUR (&) 1/4 INCH
BOLTS REVEALED NO ADDITIONAL LOOSE BOLTS. AS A RESULT OF PRELIMINARY
INVESTIGATIONS OF TNIS BVENT (NPRDS, NUCLEAR NETWORK, ... BTC.), PSELG 15 AWARE
OF OTHER SPRING CHARGING MOTOR MOUNTING BOLT PROBLEMS AT OTHER PLANTS.
INVESTIGATION OF INPO SER 14-87 "BREAKER FAILURE DUE TO LOOSE MOUNTING BOLTS" MAS
BEEN COMFLETED, THE BREAKER MANUFACTURER CONCURS THAT THIS OCCURRENCE WAS AN
ISOLATED CASE. HOWEVER, THE MAINTENANCE PROCEDURE FOR INSPECTION AND TRSTING OF
THIS BREAKER HAS BEEN MODIFIED TO DETAIL MOTOR BOLT TIGHTENING SPECIFICATIONS AND
THE APPLICATION OF A LACQUER TO INDICATE VISIBLY 1IF A BOLT LOOSENS.

(1318 SALEN 2 DOCKET 50-311 LER B6-009% nEV OV
UFPDATE ON LOSS OF NO, 22 STATION POWER TRANSFORNER.
EVENT DATE: 091186 REPORT DATE: 033087 NESS: we TYPE: FPWR

VENDOR: I1-T-B CIRCUIT BREAXER
WESTINGNOUSE ELECTRIC CORP.

(NSIC Q06617) ON 9/11/86, AT 1858 HOURS, DURING ROUTINE POWER OPERATION, A

| REACTOR TRIP OCCURRED. THE FPIRST OUT ANNUNCLATOR WAS “REACTOR COOLANT LOW

| FLOW REACTOR COOLANT PUNMP BREAKER OPEN AND P-8 (REACTOR ABCVE J6% POWER)". THNE
PLANT WAS STABILIEED IN MODE ) (NOT STANDBY). THE INITIATING CAUSE OF THR
REACTOR TRIP/TURBINE TRIP WAS I1SOLATION OF NO. 22 STATION POWER TRANSFORMER (SPT)
T3/8¥V, DUE TO PHASE A AND PHASE B DIFFERENTIAL RELAY PROTECTION OPERATIUN. THE
LOSS OF NO. 22 SPT RESULTED IN TNR LOSS OF "P" & "G" 4KV GROUP BUSSES. LOSS OF
THESE BUSSES CAUSED THE LOSS OF NO. 23 AND NO, 24 REACTOR COOLANT PUNMPS (RCP'S)
RESULTING IN THNE REACTOR TRIF/TURBINE TRIP., SINULTANROUSLY, AN BLRCTRICAL FAULT
IN 2F G160/230V TRANSFORMER OCCURRED. THE PAULT RRSULTED IN THE OPERATION OFP
OVERCURRENT RELAY PROTECTION WHICH OPENED THE 4KV BREAKER 2PSD SUPPLYING THE 2F
160/230V TRANSFORMER. TESTING OF NO. 22 SPT CONPIRMED THE TRANSPORMER SUSTAINED
AN INTERNAL FAULT. INVESTIGATION OF THE TWO FAILED TRANSPORMERS REVEALED DAMAGE
ATTRIBUTABLE TO TURN-TO-TURN FAULTS IN BOTHK TRANSFORMERS, THE DIRECT CAUSE OF
THE TURN-TO-TURN FAULTS COULD NOT BE IDENTIPIRD, CORRECTIVE ACTIONS INCLUDED
CLARIFICATION AND EXPANSION OF REQUIRED INSPECTIONS POR OIL PILLED AND DRY TYPE
TRANSFORMERS AND PERIODIC OIL AND GAS SAMPLING OF OIL PILLED TRANSPORMERS.

[319) SALEN 2 DOCKET 50-3M1 LER 87-011 BV 01
UPDATE ON REACTOR TRIP OCCURRED DUR TO A WIGH NIGH STEAN GENERATOR LEVEL
ATTRIBUTED TO PERSONNEL RREOR.

EVENT DATE: 000687 REFPORY DATE: 090887 NESS: wp TYPE: FWER

(NEIC 2060850) ON AUGUST 6, 1987 AT 0972 HOURS, A TURBINE TRIP/REBACTOR TRIP
OCCURRED DUE TO NO. 24 STEAN GENERATOR (8$/d) NIGH-MIGN LEVEL. AT THE TINE OF THER
TRIFP, A NO. 26 §/G LEVEL CHANNEL Il PUNCTIONAL TEST WAS IN PROGRESS. OTHER THAN
THE TRIFP., NO ABNORMAL EVENTS WERE IDENTIFIED. THE ROOT CAUSE OF THE TRIP HAS
BEEN ATTRIBUTED TO PERSONNEL ERROR. THE NUCLEAR CONTROL OPERATOR DURING THE
FUNCTIONAL TEST DID NOT CORRECT A FREED-STEAM FLOW DREVIATION. A PRERFORNMANCE
REVIEW OF THE NUCLEAR CONTROL OFERATOR HAS BEEN COMPLETED. APPROFRIATE
CORRECTIVE DISCIPLINE MAS BEEN INITIATED. A DISCUSSION OF THIS EVENT WILL B8
INCLUDED IN THE NEXT CYCLE OF OPERATOF REQUALIFPICATION TRAINING AND WILL BR
CONSIDERED POR INCLUSION IN INITIAL OPERATOR TRAINING PFOR THE §/G WATER LEVEL
CONTROL SYSTEM. ADDITIONALLY, A COPY OF THIS LER WILL BE INCORPORATED INTO THE
OPERATIONS DEFARTMENT NEWSLETTER,



[230) SAN ONOFRE DOCKERT 50-206 LER 87.012
CONTAINMENT AIR LOCK MATCN DRIVE FAILURE CAUSES A BRIEF BREACH OF CONTAINNENT
INTEGRITY.

EVENT DATE: 082587 REPORT DATE: 093487 NSSS: we TYPE: PWR

VENDOR: CNICAGO BRIDGE AND IRON COMPANY

(NSIC 206446 ON AUGUST 25, Y987, WITH UNIT ' IN NODE ' AT 92% POWER, AN ENTRY
WAS MADE INTO CONTAINMENT VIA THE PERSONNEL AIR LOCK AT 0750, WMEN THNE AIR LOCK
CONTROLS WERE SUBSEQUENTLY OPERATED TO CLOSE THE AIR LOCK HWATCM INSIDE OF
CONTAINMENT, THE WATCH DID NOT PULLY CLOSE DUER TO MATCHM DRIVE PAILURE. THIS
CONDITION WAS NOT OBSERVABLE AT THE LOCATION FPROM WHICH TNE MATCH WAS BEING
OPERATED. AT 080F, AS THE OUTER HATCH WAS BREING OPENED TO ADMIT ANOTHER PERSON
TO CONTATNMENT, 1T WAS OBSZRVED THAT THE INNER HATCN WAS NOT PULLY CLOSED. THE
OUTER MATCH WAS IMMEDIATELY CLOSED AND CONTAINMENT INTEGRITY WAS RESTORED IN LESS
THAN 10 SECONDS., THE INNER AIR LOCK MATCH WAS MANUALLY CLOSED FROM INSIDE
CONTAINMENT AT 092%. DURING THE BRIEPF FPERIOD THAT BOTH INNER AND OUTER AIR LOCK
HATCHES WERE OPEN SINULTANEOUSLY, THE UNIT WAS IN A CONDITION NOT PERMITTED BY
TECHNICAL SPECIFICATION (78) LINITING CONDITION POR OPERATION (LCO)

3.6,V (B (1), THE PAILED HATCH DRIVE HAS DREEN REFPAIRED AND CORRECTIVE ACTIONS
HAVE BEEN, OF WILL BE, INMPLEMENTED TO PREVENT RECURRENCE. THE NEALTN AND SAFETY
OF FPLAN. FERSONNEL AND THE PUFRLIC WERE NOT AFFECTED BY THIS VENT,

[2&1) SAN ONOFRE DOCKRET $0-381 LER #7010
TOXIC GAS ISOLATION E§7STPM (TGIS) ACTUATION DURING PLOOR CLEBANING.
EVENT DATE: 080607 REPORT DATE: O8)\W? NSSS: C@ TYPE: PWR

OTHER UNITE INVOLVED: SAN ONOPRE 3 (PWR)

(NS,C 057487 ON AUGUST &, 1987, AT 1742, WITH UNITS 2 AND ) AT %64 POWER AND
1007 POARM, FE FECTIVELY, TRAIN 'A" OF THE TOXIC GAS TSOLATION SYSTEM (TGLIS)
(BI04 SYSTEN CODE VI) ACTUATED THNE CONTROL ROOM BNMERGENCY AIR CLEANUP SYSTENM
(CREA.US) (BIIS SYITENM CODE VI) ON MIGH BUTAME GAS LEVEL. CREACUS OPERATED IN
THE ISOLATION MODE, AL DRSIGNED, WRILE THE CAUSE FOR THER ACTUATION VA8
TAVESTIGATED. CONCRETE FLOOR CLEANING IN PREPARATION POR PAINTING HAD COMMENCED
IN AREAS QUTSIDE THE CONVROL ROOM PRESSURE ROUNDARY INCLUDING IN THE VICINITY OF
THE TGIS SAMPLE POINT AIR INLETS. AT 1787, APTER TGIS BUTANE ANALYEIRR READINGS
WERE VERIFIED TO BER BELOW THR ACTUATION SETPOINT, TGIS WAS RESET, AND CREACUS WAS
BETULMED TO THE STANDBY MODE. THERE WAS NO SAPETY SIGNIFICANCE TO THIS RVENT
SINCE ALL TGIS AND CREACUS CONPONENTS PUNCTIONED AS DRSIGNRD. CHEMICAL RELEASE
FROM THE CLEANING AGENT BEING USED IN THE AREA OF THE TGIS MONITOR RIIS COMPONENT
CODE MON) SAMPLER AIR INLETS WAS DETERMINED TO MAVE CAUSED THE ACTUATION. GRAR
SAMPFLES OF VAPOR ASSOCIATED WITH THE CLEANING AGENT CONFPIRNED THAT THE AGENT,
CONSISTING OF ACETIC ACID, METHYLENE CHLORIDE, AND OTHER CHNEBRICALS, PRODUCEY
HYDROCARSONS SENSITIVE TO TNE BUTANE ANALYLER CLEANING WITH THE AGENT WAS
DISCONTINURD IN THE AREA OF THE AIR INLETS.

1333 SAN OMOFRE 2 DOCERT 50-34! LER #7.012
CONTROL ROOM ISOLATION SYSTEN (CRIS) INADVERTENT ACTUATION DURING PUNCTIONAL
TESTING.

EVENT DATE: C808%? EREPORT DATE: 0804w NESS, C# TYFR: FWR

OTHER UNITS INVOLVED: SAN ONOPRE 3 (PWR)

(NSIC 08250 ON AUGUSTY 8, 1987, AT 1957, WITH UNIT 3 AT 958 POWER AND UNIT ) AT
1008 POWER, THE CONTROL ROOM ENERGENCY ALR CLEANUP SYSTEM (CBACUS) WAS
INADVERTENTLY ACTUATED WHILE TERFORMING TNE 31-DAY PUNCTIONAL TEST ON CONTROL
BOOM ISOLATION SYSTEN (CRIS) TRAIN B RADIATION MONITOR. THE CAUSE OF THER CRIS
ACTUATION WAS THE FAILURE OF THE TRCHNICIAN TO PLACE THE MONITOR BACE IN “ALARM
DEFEAT" FRIOR TO RELEASING THE "RESET BYPASS" SWITCM. RECOGNIRZING THIS BRROR,
THE TECHNICIAN IMMEDIATELY RESET THE CRIS AND RETURNED THE MONITOR TO “ALARNM
DEFEAT" . CREACUS COMFONENTS OPERATED ACCORDING TO DESIGN WITH THE EXCEPTION OF
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CONTROL ROOM CABINET AREA EMERGENCY COOLING UNIT B-423, WHICH DID NOT START,
B-43) WAS SUBSBQUENTLY STARTEL AND STOPPRED BY USING ITS CONTROL ROOM MANDEWITCHM
AND ALSO BY MANUALLY INITIATING CRIS TRAIN B. IT WAS CONCLUDED THAT THE FAN
FAILURE WAS ASSOCIATED WITH THE IMMEDIATE RESETTING OF CRIS BY THE TERCHNICIAN.
THE TECHNICIAN INVOLVED WAS COUNSELED AND ALL OTHNER TECHNICIANS INVOLVID WITH
RADIATION MONITOR TESTING WERE BAIBFED ON THE BVENT. A SINILAR INADVERTENT
ACTUATION OF CRIS DUPING PERFORMANLY OF THE SAMT FUNCTIONAL TEST OCCURRED
PREVIOUSLY AND WAS REPORTED IN LER S4-077, A DERSIGN CNANGE WILL INSTALL A
KEEYLOCK SWITCH FOR THE DYPASS I'UNCTION AND A SPRING-LOADED SWITCH PFOR THE RESET
FUNCTION.

[32)) SAN ONOPRE ) DOCKET $0-)62 LER 87-00) REV O
UPDATE ON RADIOACTIVE PARTICLES IN AN UNRESTRICTED AREA.
EVENT DATR: 020287 REPORT DATE: 080187 NESS.: Cn TYPR: PWR

(NSIC 206259) ON FEBRUARY 2, Y987, A FUEL PRAGMENT (PARTICLE) WAS INADVERTENTLY
BEMOVED FROM THE SAN ONOFEE RESTRICTED AREA BY A WORKER. THE PARTICLE WAS
RETURNED TO THE RESTRICTED AREA AND LOCATED ON FERRUARY 3, 1987, ON A GARMENT THR
WORKEER HAD WORN IN THE PLANT THE DAY BEFPORE. MEBALTH PHYSICS (NP) TECHNICIANS HAD
BEEN UNABLE, THE DAY BEFORE, TO PIND THE PARTICLE EVEN THOUGH IT APPARENTLY NAD
REPEATEDLY ALARMED THE NEWLY INSTALLED AND WIGHLY BETA SENSITIVE PERSONNEL
MONITORING BOOTHS. ON FEVRUARY 2!, 1987, AN NP TECHNICIAN DISCOVERED A PARTICLE
IN HIS WOME AS THE RRSULT OF SELFP-INITIATED SURVEY. THE PARTICLE WAS RETURNED TO
THE SITE THE SAME DAY. TNE ARTICLE MAY HAVE LEFT THE SITE ON THE INDIVIDUAL OR
ON ONE OF THE SURVEY INSTRUMENTS USED BY THE TECHNICIAN TO PERPORN THE HONE
SURVEY. THE CAUSE OF TRIS EVENT WAS EVIDENTLY LACK OF THOROUGHNESS IN PERSONNEL
OR EQUIPMENT MONITORING ON THE PART OF THE TRAINED AND ENOWLEDGRABLE TRCHNICIAN.
SURSEQUENT TO THE FEBRUARY 2 OCCURRENTR, HP TECHNICIANS HAVE BEREN PROVIDED
ADDITIONAL INSTRUCTION AND ADDITIONAL ADMINTSTRATIVE CONTROLS MAVE BREN DEVELOPRD
TO PRECLUDE FPUTURE RELEASE OF POTENTIALLY ' ONTAMINATED INDIVIDUALS,

IRTLN SAN ONOPRE ) DOCKET $0-386q LER #7018
CONTAINMENT PURGE ISOLATION SYSTEM ACTUATION DUR TO FAILURE OF AIRBORNE MONITOR
ART-T00°

EVENT DATE: 003087 REPORT DATE: 032987 N§ss: C® TYPRE: PR

VENDOR: NUCLEAR ML SUREBMENTS CORP.

(NSIC J06%98) ON B/30/87, AT 06136, CONTAINMENT PURGE ISOLATION SYSTEM (CPIS)
TRAIN "B" ACTUATED ON AN INSTRUMENT FAILURE SIGNAL FPROM CONTAINMENT AIRBORNE
RONITOR JRT-TH0Y (IODINE CHANNEL ). THERE WAS NO PURGE IN FROGRRSS; THNRRREFORE,
CRPIS COMPONENTS DID NOT ACTUATE. AT '0%7, THE PAILED MONITOR WAS REROVED PROM
SERVICE, AND CFPIS WAS RESET. IT WAS DETERMINED TRAT THE DETRCTOR PAILED DUR TO A
FAILURE OF THE PHOTONULTIPLIER (PM) TUBE. CPIS TRAIN "0" WAS RETURNED TO
OPERABLE STATUS ON 9/8/87, TOLLOWING COMPLETION OF PN TUBE REPLACENENT AND
SATISPACTORY FPUNCTIONAL TESTING OF THE MONITOR, A CALCULATION OF THR PAILURR
RATE OF THE PN TUBRS AT SAN ONOFRE AND A REVIEW OF VENDOR AND INDUSTRY DATA
DETERMINED THAY THE EXFERIENCED FAILURE RATE 1§ WELL WITHIN THE REXPECTED PAILUKE
EATE TYPICAL FOR THIS BQUIPNENT. THEREFORY, ADDITIONAL CORRBCTIVE ACTION 15 NOT
WAREANTED AT THIS TINE., THERF WAS NO SAPETY SIGNIFICANCE TO THIS EVENT SINCE, HAD
A CONTAINMENT FPURGE BEEN IN PROGEESS, THE INSTRUNENT PAILURE WOULD HAVE RESULTED
IN CPIS PERFORMING ITS SAFETY FPUNCTION, AS DRESIGNRD.

[23%]) SRABROOR DOCKET $0-44) LER #7-00%
INADVERTENT SAFETY INJECTION DUR TO INSPECT A MAIN CONTROL BOARD.
EVENT DATE: 08307 REPORT DATE: 09V 07 NESS, wk TYFPE: PWR

VENDOR: WESTINGHOUSE BLECTRIC CORP.

(NSIC 206785 ON CB/73/87 AT 1 20PR BDT, MULTTPLE ENGINBERED SAPRTY FPEATURES






83

CALLONS OF REACTOR COOLANT FLUID WHICH DRAINED TO A COLLECTION TANK. THE CAUSE OF
THE FAILURE OF THE METAL IN THE W7 LD HEAT AFFPECTED ZONE WAS DETERMINED TO BE HIGH
CiCLE, VIBRATION-INDUCED FATIGUE INITIATED FROM THE OUTSIDE DIAMETER OF THE PIPE.

[228) SEQUOYAH 1 DOCKET 50-327 LER 87-026 REV 0V
UPDATE ON INADEQUATE RADIOLOGICAL CONTROL COVERAGE IN THE TRANSPER OF RADIOACTIVE
WASTE CAUSED BY PERSONNEL ERROR RESULTS IN TECHNICAL SPECIFICATION VIOLATION,.
EVENT DATE: 052687 REPORT DATE: 090987 NSSS: WE TYPE: PWR

OTHER UNITS INVOLVED: SEQUOYAH 2 (PWR)

(NSIC 206436) THIS LER IS REVISED TO CLARIFY THE DESCRIPTION OF EVENT AND
CORRECTIVE ACTIONS. ON 5/26/87, WITH BOTH UNITS IN MODE 5 (COLD SHUTDOWN), A
RADWASTE CASK SHIPPING LINER CONTAINING SOLIDIPISD RADWASTE WAS TRANSFERRED
WITHIN THE AUX. BUILDING FROM THE RAILROAD ACCESS BAY UP TO THE REFUELING FLOOR
TO BE LOWERED IMTO THE CASK DECONTAMINATION ROOM. DOSE RATES FROM THE LINER
EXCEEDRD 1,000 MREM/HR. AT TWO TIMES IN THE TRANSFER FROCESS WHILE THE LINER WAS
IN TRANSIT AND WHILE THE LINER WAS BEING LOWERED INTO THE CASK DECONTAMINATION
ROOM, RADIOLOGICAL CONTROL (RAD CON) COVERAGE DID NOT PROVIDE POSITIVE CONTROL
OVER THE ACTIVITIES WITHIN THESE AREAS RESULTIWG IN VIOLATION OF UNITS ' & 2 TECH
SPEC 6.,12.2. UPON REALIZING THAT POSITION CONTROL WAS NOT EXHIBITED, A RADCON
TECKENICIAN RESPONDED TO PROVIDED THE REQUIRED COVERAGE. THIS BVENT WAS THE
RESULT OF PERSONNEL ERROR WHEN FIRST, THE MOVEMENT OF THE LINER FLOM THE RAILROAD
BAY TO THE CASK DECONTAMINATION ROOM WAS NOT PROPERLY COVERED AS RREQUIRED BY TECH
SPEC 6.12.2 AND RADIOLOGICAL CONTROL INSTRUCTION (RCI1)-13, "ACCESS CONTROL TO
HIGH RADIATION AREAS WHEN RADIATION INTENSITY IS GREATER THAN OR EQUAL TO 1,000
MREM/HR.," SECOND, WHEN THE LINER WAS LOWERED INTO THE CASK DECONTAMINATION ROOM,
AN INDIVIDUAL WAS PRESENT IN THE ROOM WITHOUT PROPER RAD CON COVERAGE AS REQUIRED.

[229] SEQUOYAH 1 DOCKET 50-327 LER 87-0468

THE POTENTIAL EXISTS FOR UNACCEPTABLE DILUTION OF THE ECCS DURING A LARGE BREAK
LOCA DUE TO POSTULATED NON-BORATED WATER ADDITION TO CONTAINMENT SUNMP.

EVENT DATE: 072287 REPORT DATE: 081887 NSES: WE TYPE: PWR

OTHER UNITS INVOLVED: SEQUOYAH R (PWR)

(NSIC 205899) THIS LER IS BEING PROVIDED AS A VOLUNTARY REPORT TO INFORM NRC OF A
POTENTIAL ISSUE THAT HAS GENERIC IMPLICATIONS TO ALL WESTINGHOUSE PRESSURIZED
WATER REACTORS. TENNESSEE VALLEY AUTHORITY RECEIVED A TECHNICAL BULLETIN FROM
WESTINGHOUSE CONCERNING BORON CONCENTRATION REQUIREMENTS AFPTER A LOSS OF COOLANT
ACCIDENT (LOCA), ALL CONTROL RODS OUT (ARO), LONG-TERM COOLING MODE OF OPERATION,.
THE BULLETIN STATES THAT THE RECENT TREND TOWARDS LUNGER RELOAD C./CLE LENGTHS

AND THE INTRODUCTION OF A POSITTVE MODERATOR TEMPERATURE COEPFICIENT AT LOWER
POWER LEVELS HAVE RESULTED IN THE NEED TO RECONFIRM THAT THE REACTOR CORE REMAINS
SUBCRITICAL DURING A POST-LOCA, ARO, LONG-TERM COOLING MODE OF OPERATION. THE
CONCERN 15 WHETHER THERE IS AN ACCEPTABLE BORON CONCENTRATION IN THE EMERGENCY
CORE COOLING SYSTEM TO MAINTAIN THE REACTOR CORE SUBCRITICAL DURING A LARGE BREAX
LOCA WITH THE ADDITION OF NONBORATED WATER TO THE PRIMARY CONTAINMENT SUMP. THE
ESSENTIAL RAW COOLING WATER, MIGH PRESSURE FIRE PROTECTION, PRIMARY WATER, AND
COMPONENT COOLING WATER PIPING SYSTEMS ARE POTENTIAL SOURCES FOR NONBORATED
WATER. AN EVALUATION IS PRESENTLY BEING PERFORMED TO DETERMINE IPF THERE ARE ANY
SAFETY IMPLICATIONS AND IF AN CORRECTIVE ACTIONS WILL BE NECESSARY, CURRENT
INDICATIONS ARE THAT AN UNACCEPTABLE BORON DILUTION CONCERN DOES NOT EXIST.

[230) SEQUOYAH 1 DOCKET 50-327 LER 87-042
INADVERTENT STARTING OF FIRE PUMPS DURING A LOCA COULD DEGRADE THE AUXILIARY
POWER SYSTEM BECAUSE OF A DESIGN ERROR.

EVENT DATE: 072387 REPORT DATE: 081887 NSSS: WE TYPE: PWR
OTHER UNITS INV )LVED: SEQUOYAM 2 (PWR)
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PREVIOUSLY REPORTED (& EVALUATED BY A REALISTIC ANALYSIS WHICH INDICATES NO
PAILURES ARE LIKELY 70 OCCUR., TO COMPLY WITH TVA INTERNAL DESIGN STANDARDS,
CERTAIN ACTIONS (SUCH AS SEALING OF BUILDING WALLS) ARE BEING TAKEN TO MINIMIZE
THE IMPACT OF POTENTIAL MELBS BEFORE RESTART OF UNIT 2. OTHER ACTIONS (SUCK AS
PROTECTING CAFLES FPROM #ATER' ARE BEING IMPLEMENTED BEFORE RESTART FROM FUEL
CYCLE 5 FOR EITHER UNI1Y ADDITIONAL ACTIONS HAVE BEEN TAKEW TC IMPROVE THE
COMMUNICATIONS ACROSS THE ENGINEERING DISCIPLINES.

[233) SEQUOYAH 1 DOCKET 50-327 LER 87-037
THE CAPACITY OF THE ENGINEERED SAFPETY FEATURES EQUIPMENT COOLERS HAS BEEN
DETERMINED INADEQUATE FOR LOCA CONDITIONS DUE TO EVAC CALCULATION ERRORS.
EVENS DATE: 072887 REPORT DATE: (082787 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: SEQUOYAH 2 (PWR)
VENDOR: AMERICAN FOUNDRY & FURNACE

PORTER, H. K. COMPANY, INC.

(NSIC 206290) WITH UNITS 1 AND 2 IN MUDE 5 (COLD SHUTDOWN), A CONDITION ADVERSE
TO QUALITY WAS IDENTIFIED IN THAT THE CAPABILITY OF THE UNIT ! AND UNIT 2
ENGINEERE™ SAFETY FEATURES (ESP) ROOM COOLERS WAS INDETERMINATE, AND THAT A
REVIEW OF MECHANICAL CALCULATIONS POR TECHNICAL ADEQUACY WAS REQ'IRED. DURING
THIS REVIEW, IT WAS DISCOVERED THAT WATTS BAR NUCLEAR PLANT'S HEAT LOAD DATA HAD
BEEN USED AS THE BASIS FOR THE SEQUOYAH COOLING CALCULATIONS. TVA DETERMINED
THAT A COOLING LOAD CALCULATION VERIFICATION PROGRAM WAS REQUIRED TO DETERMINE
THE EFFECTS OF USING THE APPROPRIATE SEQUOYAH HEAT LOAD DATA. TWENTY-THREE
ESSENTIAL HEATING, VENTILATION, ANLC AIR CONDITIONING (HVAC) CALCULATIONS WERE
REGENERATED USIJG THE LATEST SEQUOYAH HEAT LOAD DATA BASED ON A LOSS OF COOLANT
ACCIDENT (LOCA) CONDITION, WHICH ASSUMES ESF EQUIPMENT IS IN OPERATION AND THE
HVAC 18 OPERATING IN THE EMERGENCY MODE. THE PROGRAM CONCLUDED THAT BASED ON THE
PRESENT REQUIREMENTS FOR ESSENTIAL RAW COOLING WATER (ERCW) PLOW TO THE COOLERS,
THREE (PER TRAIN) AREA/ROOM COOLER CALCULATION RESULTS INDICATED THE CAPACITY OF
THE COOLERS TO BE INADEQUATE. THE REMAINING 20 COOLERS HAD THE CAPACITY TO
PERFORM THEIR INTENDED PUNCTION BASED ON THE REGENERATED CALCULATION RESULTS.

[2384) SEQUOYAH 1 DOCKET 50-327 LER 87081 REV O
UPDATE ON LOSS OF RESIDUAL HEAT REMOVAL FLOW RESULTING FRTM MISPOSITIONING OF A
BREAKER DUE TO PERSONNEL ERROR.

EVENT DATE: 080487 REPURT DATE: 091487 NSSS: WE TYPE: PWR

(NSIC 206515) ON AUGUST 4, 1987, AT 2149 EDT, WITH UNIT 1 IN MODE S (0 PERCENT
POWER, 2 PSIG, 133 DEGREES P), A MOMENTARY LOSS OF RESIDUAL HEAT REMOVAL (RHR)
FPLOW OCCURRED WHEN VALVE '-FCV-74-2 INADVERTENTLY CLOSED, ISOLATING RHR PUMP 1A-A
SUCTION FPROM THE REACTOR COOLANT SYSTEM LOOP 4 HOT LEG. TME CONTROL ROOM
OPERATOR WAS I[MMEDIATELY ALERTED TO THIS CONDITION BY ANNUNCIATION OF THE RHR
MIGH DISCHARGE, MINI-FLOW ALARM. THE OPERATOR ASSESSED THE POSITION OF RHR
SUCTION VALVE 1.PCV-74-2 AND MANUALLY STOPPED RHKR PUMP 1A-A. THE APPLICABLE
ACTION STATEMENT OF LIMITING CONDITION POR OPERATION (LCO) J3.8.1.4 WAS ENTERED
AND ABNORMAL OPERATING INSTRUCTION (AOI)~14 WAS PIACED IN EFFECT FOR USs IN
RECOVERY OPERATIONS. RHR LOOP A FLOW WAS REESTABLISHED AT 2153 EDT ON AUGUST &,
1987, BY REOPENING VALVE V-PCV-74-2 AND RESTARTING RHR PUMP 'A-A, AT WHICH TIME
LCM 3.64.1.4 WAS EXITED., THE RHR SYSTEM ISOLATION WAS CAULED BY PERSONNEL ERROR
DURING INITIAL FLANT LINEUP FOR PERFORMANCE OF INSTRUMENT MAINTENANCE INSTRUCTION
(IMI)-99 RT-699B. A STUDENT ASSISTANT UNIT OPERATCR (AUQ) WAS DISPATCHED TO 120V
AC VITAL INSTKUMENT POWER TO VERIFY THE POSITION OF BREAKER 2 (THE CHECKLIST
CALLED POR THE BREAKER TO BE CLOSED), THE AUO TRAINEE, FOR NO EXP!AINABLE
AEASON, OPENED THE BREAKER AND THEN REALIZING HIS MISTAKES CLOSED IT BACK.



[235]) SEQUOYAH 1 DOCKET 50-327 LEx 87-051)
INADVERTENT DIESEL GENERATOR START CAUSED BY PERSONNEL INATTENTION TO DETAIL AND
LACK OF PROCEDURAL CLARITY DURING INSTALLATION OF A JUMPER.

EVENT DATE: 080587 REPORT DATE: 082887 N§SS: WE TYPE: PWR

OTHER UNITS INVOLVED: SEQUOYAH 2 (PWR)

(NSIC 206292) ON 8/5/87 AT 0015 EST WITH UNITS 1 AND 2 IN MODE S5 (0 PERCENT
POWER, 2 FSIG, 133 DEGREES F AND 0 PERCENT POWER, 0 PSIG, 119 DEGREES F,
RESPECTIVELY, THE 1B-B DIESEL GENERATOR WAS INADVERTENTLY STARTED DURING
CONNECTION OF A TEMPORARY JUMPER IN THE TRAIN B SOLID STATE PROTECTION SYSTEM
(S§S5P8) OUTPUT RELAY CABINET FOR THE PERFORMANCE OF INSTRUMENT MAINTENANCE
INSTRUCTION (IMI)-99-RT699B, "RESPONSE TIME TESTING OF ENGINEERED SAFETY
INJECTION SIGNAL WITH STATION BLACKOUT UNITS ' AND 2." THE PROCEDURE REQUIRED
PLACEMENT OF THE JUMPER ACROSS A SET OF SSPS RELAY CONTACTS TO PREVENT A DIESEL
START FROM THE SAFETY INJECTION SIGNAL (SIS) ONLY. THE PROCEDURE SPECIFIED NOT
TO LIPT THE WIRES ON EITHER SIDE OF THE CONTACTS; HOWEVER, TO FACILITATE THE
ATTACHMENT OF A SPADE LUG TYPE JUMPER, THE TERMINAL SCREWS WERE LOOSENED CAUSING
A MOMENTARY LOSS OF CONTINUITY ACROSS THE CONTACTS. THIS IN TURN CAUSED A
SIMULATED SIS AND STARTEL THE 1B-B DIESEL GENERATOR. THE OTHER THREE DIESEL
GENERATORS (1A<A, 2A-A, AND 2B-B) DID NOT START BECAUSE OF THE COMMON START
CIRCUITRY BEING INHIBITED UNDER THE DIRECTION OF THIS PROCEDURL. IMMEDIATE
CORRECTIVE ACTIONS WERE TO REMOVE THE SPADE LUG JUMPER AND REPLACE IT WITH AN
ALLIGATOR TYPE JUMPER. THE DIESEL GENERATOR WAS THEN SHUT DOWN AT 004" BEST,
INITIAL TEST CONDITIONS WERE REVERIFIED, AND THE TEST WAS CONTINUVED.

[23¢) SEQUOYAH 1 DOCKET 50-327 LER 87-049
INADEQUATE PROCEDURE DURING CONSTRUCTION RESULTED IN IMPROPERLY SIZED MOTOR
THERMAL OVERLOAD PROTECTION.

EVENT DATE: 080687 REPORT DATE: 090587 NESS: WE TYPE: PWR
OTHER UNITS INVOLVED: SEQUOYAH 2 (PWR)

(NSIC 206435) ON OBCEMBER 1, 1986, WITH BOTH UNITS ! AND 2 IN MODE § (COLD
SHUTDOWN), A SIGNIFICANT CONDITION REPORT (SCR) WAS INITIATED DESCRIBING A
CONDITION IN WHICH THE MOTOR OVERLOADS WERE IMPROPERLY SIZED ON MGTOR-OFERATED
VALVES (MOVS) AND OTHER SAFETY-RELATED LOW-VOLTAGE INDUCTION MOTORS. THERE WAS
NO AJSURANCE THAT DURING A CONDITION WHERE THE VOLTAGE WAS NEAR THE DEGRADED
VOLTAGE RELAY SETPOINT AND THE AMBIENT TEMPERATURE WAS AT THE UPPER LIMIT OF THE
DESIGN BASIS (104 DEGREES F), THAT THE INSTALLED OVERLOADS WOULD ALLOW THE MOTOR
STARTERS TO PERFORM THEIR SAPETY-RELATED ACTION WITHOUT UNCERTAINTIES. THE
OVERLOADS WERE INSTALLED WITHOUT CONSIDERING MINIMUM VOLTAGE LEVEL AND WERE SIZED
TO PROTECT THE VALVES IN THE EVENT THAT THEY MALFUNCTIONED RATHER THAN ENSURING
THAT THE SAFETY PUNCTION WAS FULFILLED. ADDITIONALLY, THE THERMAL OVERLOAD

PROTE TVICES HAVE NOT YET BEEN FUNCTIONAL TESTED AT 10§ DBGRRES P, THE
ROOT CA THIS CONDITION WAS As INADEQUATE PROCEDURE DURING CONSTRUCTION.
THE CONSTR N ENGINEERS SELECTED OVERSIZED LOADS FROM A PROCEDURE PROVIDED BY

DESIGN THAT wAS NOT ADEQUATE TO ENSURE THAT THE OVERLOADS WOULD ALLOW THE MOTORS
TO PERFORM THEIR SAFETY-RELATED ACTION WITHOUT UNCERTAINITIES.

[237%) SEQUOYAN DOCKET §50-327 LER 87-08%
LOSS OF AUXILIARY PEEDWATER DUE TO INADEQUATE INSTALLATION OF INSTRUMENTATION
SENSE LINES.

EVENT DATE: 080687 REPORT DATE: 090587 NESS: we TYPE: PWR
OTHER UNITS INVOLVED: SEQUOYAH 2 (PWR)

(NSIC 206308) THIS REPORT IS BEING SUBMITTED AS A VOLUNTARY LER TO IDENTIPY A
POTENTIAL PROBLEM WITH THE SEQUOYAN AUXILIARY FEEDWATER (APW) SYSTEM. ON FEBRUARY
17, 1987, SEQUOYAN PLANT PERSONNEL WERE NOTIFIED OF SIGNIFICANT CONDITION REPORT
(SCR) SQONEEEAT743, REVISION 0. AN SCR IS USED BY THE NIVISION OF NUCLEAR
ENGINEERING (DNE) TO IDENTIPY CONDITIONS ADVERSE TO QUALITY. TKIS SCR 18§
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APPLICABLE TO UNITS ' AND 2 AND IDENTIFIED THAT A LOSS OF WATER SUPPLY TO THE AFW
MAY OCCUR AS THE RESULT OF THE INADEQUATE ROUTING OF PRESSURE SWITCH SENSE LINES.
THE APW SYSTEM FPUNC1IION IS TO SUPPLY FEEDWATER FLOW TO THE STEAM GENERATORS SO
THAT REACTOR COOLANT SYSTEM STORED HEAT AND REACTOR DECAY HEAT CAN BE DISSIPATED
THROUGH THE MAIN STEAM SYSTEM STEAM RELIEVING FEATURES. THE CAUSE OF THRIE
CONDITION HAS BEEN DETERMINED TO BE INADEQUATE DESIGN OUTPUT SPECIFICATIOMS FOR
INSTALLATION OF INSTRUMENT LINES. NO IMMEDIATE CORRECTIVE ACTION IS REQUIRED
BASED OM THE AFW SYSTEM NOT BEING REQUIRED IN THE PRESENT MODE OF COPERATION (MOLE
S) POR BOTH UNITS. ENGINEERING CHANGE NOTICES ARE PRESENTLY BEING IMPLEMENTED TO
RESOLVE THE INSTALLATION DEFICIENCIES APPLICABLE TO UNITS 1 AND 2 PRESSURE
SWITCHES SENSE LINES FOR THE MOTOR-DRIVEN AFW PUMPS.

(238) SEQUOYAH 1 DOCKE™ 50-327 LER 87-054
TECH SPEC ACTION REQUIREMENT NOT MET ON CONTROL RCOM ISCLATION RAD MONITORS
BECAUSE EQUIPMENT WAS INOPERABLE FOR REQUIRED TISTING.

EVENT DATE: 081087 REPORT DATE: 090887 NSSS: WE TYPE: PWR
OTHER UNITE INVOLVED. SEQUOYAH 2 (PWR)

VENDOR: GENERAL ATOMIC CO.

(NSIC 206433) ON 8/10/87, AT 1100 EST WITH UNITS 1 & 2 IN MODE 5 (0% POWER, &
PSIG, 130 F AND 0% POWER, 0 PSIG, 130 P, RESPECTIVELY), IT WAS NECESSARY TO
REMOVE FROM SERVICE TRAIN B CONTROL ROOM ISOLATION RADIATION MONITOR RM-90-126 TO
PERFORM SURVEILLANCE INSTRUCTION (SI)-83, "CHANNEL CALIBRATION FOR RADIATICON
MONITORING SYSTEM." IT WAS NECESSARY TO REMOVE THIS RADIATION MONITOR FPROM
SERVICE BECAUSE OF THE TECH SPEC SURVEILLANCE REQUIREMENT (SR) POR CHANNEL
CALIBRATION BEING DUE. TRAIN A CONTROL ROOM ISOLATION RADIATION MONITOR
RADIATION MONITOR RM-90-125 WAS INOPERABLE BECAUSE OF A HIGH VOLTAGE SPECIAL TEST
PERFORMANCE ON SELECTED 'E CAB'ES WITH POTENTIAL POR CABLE PULLBY DAMAGE. THE
CABLES BEING TESTED WERE IN THE OUTPUT CIRCUITRY OF THE RM-90-125 RADIATION
MONITOR. WITH BOTH TRAINS INOPERABLE, TECH SPEC REQUIRED THAT WITHIN ' HOUR TO
INITIATE AND MAINTAIN OPERATION OF THE CONTROL ROOM EMERGENCY VENTILATION SYSTEM
(CREVS) IN THE RECIRCULATION MODE OF OPERATION. THIS COULD NOT BE ACCOMPLISHED
AS BOTH TRAINS OF THE CREVS WERE INOPERABLE PENDING RESOLUTION OF A DESIGN
DEFICIENCY, WHICH WAS PREVIQUSLY REPORTED BY LER SQRO-50-327/87039. THE ROOT
CAUSE OF THIS EVENT WAS A COMBINATION OF THE SR BEING DUE ON RM-90-126, THE
REQUIRED HIGH VOLTAGE TESTING BEING PERFORMED ON RM-90-12%5 AND THE DESIGN
DEPICIENCY ON THE CREVS ALL EXISTING CONCURREWTLY.

[239) SEQUOYAH ! DOCKET 50-327 LER §7-056

THE COMBINED BYPASS LEAKAGE LIMIT WAS POTENTIALLY VIOLATED DUE TO AN INADEQUATE
TECH SPEC AND LACK OF A SPECIFIC DESIGN CRITERIA.

EVENT DATE 081187 REPORT DATE: 091087 NSSS: WE TYPE: PWR

OTHER UNITS INVOLVED: SEQUOYAH 2 (PWR)

(NSIC 206472, WITH UNIT ' IN MODE 5 (0 PERCENT POWER, 3 PSIG, 130 DEGREES F) AND
UNIT 2 IN MODE 5 (0 PERCENT POWER, O PSIG, 132 DEGREES F), THE TECH SPRC LISTING
OF SECONDARY CONTAINMENT BYPASS LEAKAGE PATHS (TABLE 3.6-1) WAS DETERMINED TO BE
DEFICIENT. ON AUGUST 1!, 1987, THIS DEFICIENCY WAS DETERMINED TO BE POTENTIALLY
REPORTABLE, THIS TABLE, WHICH SPECIFIES THE PENETRATIONS FOR CONSIDERATION IN
DETERMINING THE COMBINED BYPASS LEAKAGE RATE POR LCO 3.6.1.2.C, WAS FOUND TO BE
INCOMPLETE IN THAT IT FAILED TO INCLUDE ALL OF THE POTENTIAL BYPASS LEAKAGE PATHS
TO THE AUXILIARY BUILDING FOR THE CURRENT PLANT CONFIGURATION. BY USING THE
INCOMPLETE LIST IN THE PAST, THE POTENTIAL EXISTED FOR EXCEEDING THE TECH SPEC
ALLOWABLE LIMIT FOR COMBINED BYPASS LEAKAGE, BOTH THE UNIT ' AND 2 TECH SPECS
CONTAIN THIS DEFICIENCY. THE ERRORS IN THE TECH SPEC BYPASS LEAKAGE TABLE
RESULTED PROM A LACK OF SPECIFIC DESIGN CRITERIA DEPINING SECONDARY CONTAINMENT
BYPASS PEAETRATIONS. WHEN A DESIGN BASIS FOR THE TECH SPEC LIST COULD NOT BE
FOUND DURING A RECENT DESIGN REVIEW, A NEW BASIS WAS DEVELOPED WHICHM IDENTIFIERD




AN ADDITIONAL 26 PENETRATIONS WHICH MET THE DEFINITION OF BYPASS LEAKAGE PATH TO
THE AUXILIARY BUILDING.

[240) SEQUOYAH 1 DOCKET 50-327 LER 87-051
SKID-MOUNTED VALVES WERE NOT CHECKED EVERY THIRTY-ONE DAYS DUE TO AN IMPROPER
ADMINISTRATIVE EVALUATION.

EVENT DATE: 081287 REPORT DATE: 091087 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: SEQUOYAR 2 (PWR)

(NSIC 206434) ON AUGUST 12, 1987, WITH UNITS 1 AND 2 IN MODE 5) O PERCENT POWER,
3 PSIG, 130 DEGREES P, AND 0 PERCENT POWER, 0 PSIG, 13) DEGREES F, RESPECTIVELY)
DURING AN ESSENTIAL RAW COOLING WATER SYSTEM INSPECTION BY NRC, IT WAS DETERMINED
THAT CERTAIN SKID-"UNTED VALVES ASSOCIATED WITH SAFETY-RELATED EQUIPMENT WERE
NOT BEING CHECKED » % PROPER POSITION ON A 31-DAY INTERVAL AS REQUIRED BY THE
TECH SPEC SURVEILLANCE REQUIREMENT (SR) 4.7.4.A. A SUBSEQUENT WALKDOWN OF
SAFETY-RELATED PUMPS AND EQUIPMENT ASSOCIATED WITH THE COMPONENT COOLING WATER
SYSTEM IDENTIFIED ADDITIONAL SKID-MOUNTED VALVES THAT WERE NOT CHECKED AS
REQUIRED BY TECH SPEC SR 4.7.3.A. THE ROOT CAUSE OF THIS PROPLEM WAS THE
ORIGINAL ADMINISTRATIVE POSITION OF CONSIDERING SKID-MOUNTED VALVES AS PART OF
THE EQUIPMENT. AS A RESULT, THE VALVES WERE NOT DENOTED ON THE DRAWINGS WHICH
WERE USED WHEN WRITING THE SURVEILLANCE INSTRUCTIONS AND WERE NOT CONSIDERED
WITHIN THE SCOPEZ OF THE TS SR. SAFETY-RELATED SKID-MOUNTED EQUIPMENT 15 BEING
REVERIFIED TO ENSURE SKID-MOUNTED VALVES REQUIRING A 31-DAY SURVEILLANCE TO
COMPLY WITH TECH SPEC 3.7.3 AND 3.7.4 ARE IDENTIPIED. SURVEILLANCE INSTRUCTIONS
WILL THEN BE REVISED TO ADD THESE VALVES AND THE VALVES CHECKED FOR FROPER
POSITION.

{261 SEQUOYAR 1! DOCKET 50-1327 LER 87-0%7
DURING PERFORMANCE OF A SPECIAL TEST INSTRUCTION A CONTROL ROOM ISOLATION WAS
INADVERTENTLY INITIATED DUE TO AN INDETERMINATE CAUSE.

EVENT DATE: 081587 REPORT DATE: 091587 N5S5: WE TYPE: PWR
OTHER UNITS INVOLVED: SEQUOYAH 2 (PWR)

INSIC 20606)) ON AUGUST 15, 1987, WITH UNITS 1 AND 2 IN MODE 5 (0 PERCENT POWER)
3 PSIG, 13! DEGREES P AND 0 PERCENT POWER, ATMOSPHERIC PRESSURE, 130 DEGREES F,
RESPECTIVELY), A CONTROL ROOM ISOLATION OCCURRED FROM THE TRAIN A CHLORINE
MONITOR WHILE SETTING UP TO PERFORM A FUNCTIONAL TEST POR SPECIAL TEST
INSTRUCTION (§TI)-30, "DC HIGH VOLTAGE TEST POR SELECTED B CABLE WITH POTENTIAL
FOR CABLE PULLBY DAMAGE FOR CONDUIT MC 1607A." AFPTER VERIFPICATION THAT THE SIGNAL
WAS SPURIQOUS, THE CONTROL ROOM ISOLATION WAS SUBSEQUENTLY CLEBARED BY THE
ASSISTANT SHIFT ENGINEER BY PUSHING THE RESET BUTTON ON THE CHLORINE DETECTOR,
AND THE CONTROL ROOM VENTILATION SYSTEM WAS RETURNED TO NORMAL. THE CAUSE OF
THIS EVENT IS INDETERMINATE. AN ATTEMPT WAS MADE TO PEPRODUCE THE CONTROL ROOM
ISOLATION BY SIMULATION OF CONDITIONS AND EVENTS BEFORE THE ISOLATION AND
ADDITIONAL TROUBLESHOOTING. HOWEVER, A RECURRENCE OF THE EVENT COULD NOT BE
INITIATED, ALL SYSTEMS PERFORMED AS REQUIRED BY PLANT DESIGN DURING THE CONTROL
ROOM ISOLATION. THIS EVENT WAS NOT CAUSED BY AN ACTUAL CHLORINE RELEASE; THUS,
THERE WAS NO THREAT TO CONTROL ROOM OPERATORS. NO FURTHER CORRECTIVE ACTION IS
PLANNED AS SPECIFIC PAILURES OR NONCOMPLIANCES HAVE NOT BEEN IDENTIPIED.

[2642) CEQUOYAN 2 DOCKET 50-328 LER 87-007
TECHNICAL SPECIFICATION REQUIREMENT NOT MET ON A CONTAINMENT HYDROGEN ANALYLER
DUE TO A COMBINATION OF DEFICIENCIRES.

EVENT DATE: 081587 REPORT DATE: 001487 NSSS: WE TYPE: PWR

OTHIR UNITS INVOLVED: SEQUOYAH 1 (PWR)

VENDOR: COMSIP DELPMI INC.

(NSIC 206456) ON AUGUST, 'S 1987, WITH UNITS ' AND 2 IN MODE S5 (COLD SHUTDOWN),
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IT WAS DETERMINED THAT A POTENTIAL REPORTABLE EVENT HAD OCCURRED IN THAT, FOR
UNIT 2, THE FOLLOWING CONDITIONS WERE IDENTIFIED POR TRAIN A OF THE CONTAINMENT
HYDROGEN ANALYZSR SYSTEM: ') THE SAMPLE LINE TO LOWER CONTAINMENT WAS PARTIALLY
PLUGGED WITH A FOREIGN MATERIAL, 2) THE UPPER CONTAINMENT COULD NOT BE SAMPLED
SINCE A SAMPLE LINF WAS NOT INSTALLED AS REQUIRED BY DESIGN DRAWINGS, AND 3) A
LOW POINT IN THE FIELD ROUTED LINE RESULTING IN A 25-FOOT CONDENSATE TRAP WAS
DISCOVERED WHICH COULD POTENTI.LLY CAUSE THE VENDOR RECOMMENDED MAXIMUM ALLOWABLE
INLET PRESSURE DROP TO BE EXCEEDED. THESE CONDITIONS WERE DISCOVERED AS A RESULT
OF RECENT EFFORTS BY TVA AND THE ANALYZER MANUFACTURER TO RESCLVE CALIBRATIONAL
PROBLEMS. THE CAUSE OF THE FLUGGED SAMPLE LINE (WHICH HAS BEEN UNPLUGGED) HAS
NOT BZEN DETERMINED. THE EXCESSLVE CONDENSATE TRAP LENGTH WAS DUE TO
INSUFFICIENT INSTALLATION INSTRUCTIONS. THE CAUSE OF THE LACK OF AN UPPER
CONTAINMENT TRAIN A SAMPLE LINE IS A CONSTRUCTION INSTALLATION DEFICIENCY. UPPER
CONTAINMENT SAMPLE TUBING HAS BEEN INSTALLED, AND THE EXCESSIVE TRAP LENGTH HAS

BZEN REMOVED BY REROUTING OF THE SAMPLE TUBING.

[263) SHEARON HARRIS ! DOCKET 50-400 LER B7-044
TECHNICAL SPECIFICATION SURVEILLANCE FOR AXIAL PLUX DIFPERENCE MISSED DUE TO
DISTRACTION OF OPERATOR BY POWER ESCALATION.

EVENT DATE: 071387 REPORT DATE: 081287 NSSS: WE TYPE: PWR

(NSIC 205798) ON JULY 13, 1987, THE SHEARCN HARRIS NUCLEAR POWER PLANT WAS
OPERATING AT FULL POWER. AXIAL FLUX DIFFERENCE (APD) MONITORING AND LOGGING WAS
ONGOING IN ACCORDANCE WITH TECHNICAL SPECIPICATIONS. THIS LOGGING WAS NECESSARY
BECAUSE THE AUTOMATIC AFD COMPUTER ALARM WAS NOT OPERABLE. AT 1230, THE AFD
READING WAS MISSED BECAUSE THE OPERATOR WAS DISTRACTED BY A POWER ESCALATION
AFTER A 15 MW TURBINE RUNBACK. THIS ERROR WAS DISCOVERED DURING THE NEXT SHIFT'S
REVIEW OF THE LOGGED DATA. THE CAUSE OF THE EVENT WAS PERSONNEL ERROR, ACTIONS
TAKEN TO PREVENT RECURRENCE WERE (1) THE OPERATOR WAS COUNSELED AND (2) REPAIRS
ARE IN PROGRESS TO REPAIR THE AUTOMATIC AFD MONITOR.

[264) SHEARON HARRIS ! DOCKET 50-400 LER B87-046
MAIN FEEDWATER KRECIRCULATION PLOW CONTROL VALVE FPAILED RESULTING IN A MAIN
FEEDWATER PUMP 'B' TRIP ON LOW FLOW ACTUATING AUXILIARY FEEDWATER SYSTEM.
EVENT DATE: 072287 REPORT DATE: 082087 NSSS: WE TYPE: 2WR
VENDOR: MASONEILAN INTERNATIONAL, INC.

(NSIC 206266) THE PLANT WAS OPERATING AT 1 PERCENT REACTOR POWER IN MODE 2, PLANT
START-UP, ON JULY 22, 1987. ONLY ONE MAIN PEEDWATER PUMP, 'B', WAS IN SERVICE.

'B' MAIN FEEDWATER PUMP TRIPPED ON LOW-PLOW WHICH CAUSED THE AUTOMATIC START, AS
FEQUIRED, OF BOTH MOTOR DRIVEN AUXILIARY FEEDWATER PUMPS. THE AUXILIARY
FEEDWATER PUMPS STARTED AND RAN AS REQUIRED TO SUPPLY WATER TO THE STEAM
GENERATORS. PLANT TEMPERATURE AND PRESSURE REMAINED STABLE AT NORMAL NO LOAD
VALUES. AN OPERATUR SUBSEQUENTLY STARTED THE 'A’' MAIN FEEDWATER PUMP AND SECURED
THE AUXILIARY FEEDWATER PUMPS. THE CAUSE OF THE LOW PLOW WAS INVESTIGATED., THE
FEEDBACK LINKAGE ON THE 'B' PEEDWATER PUMP RECIRCULATION VALVE WAS POUND LOOSE.
THIS PREVENTED THE ACTUATOR FROM RECEIVING A SIGNAL TO OPEN AND CAUSED THE LOW
FLOW CONDITION FOR THE 'B' FEEDWATER PUMP. THE ROOT CAUSE OF THE PAILURE WAS
VIRRATION OF THE VALVE. THE LOOSE LINKAGE ON THE FEED PUMP RECIRCULATION VALVE
WAS REPAIRED. A PLANT MAINTENANCE CHECKLIST HAS BEEN DEVELOPED TO MONITOR THE
RECIRCULATION VALVE FEEDBACK LINKAGES MONTHLY TO PREVENT A RECURRENCE OF THIS
FAILURE. A PLANT CHANGE REQUEST WAS ALSO GENERATED TO INVESTIGATE AND RESOLVE
THE HIGH VIBRATION EXPERIENCED BY THE RECIRCULATION VALVE. THE EVENT 1§
REPORTABLE PER 10CPRS0.73 (A)(2)91IV) AS AN AUTOMATIC ACTUATION GF AN ENGINEERED

SAFEGUARDS FEATURE.
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{245) SHEARON HARRIS ! DOCKET 50-400 LER 87-041
PLANT TRIP DUE TO THE LOSS OF INSTRUMENT AIR CAUSED BY AN IMPROPERLY PREPARED
CLEARANCE VALVE RESTORATION LINEUP,

EVENT DATE: 080487 REPORT DATE: 090387 NSSS: WE TYPE: PWR

(NSIC 206265) THE PLANT WAS OPERATING AT 100 PERCENT REACTOR POWER IN MODE 1,
POWER OPERATIONL ON AUG, 1987, INSTRUMENT AIR DRVER |A WAS OUT OF SERVICE FOR
REPAIRS. INSTRUMENT AIR DRYER AS BYPASSED AT APPROXIMATFELY 1715 HOURS TO REPLACE
THE DESICCANT. WORK WAS COMPLETED THE DRYER 1B AND AT APPROXIMATELY 2150 HOURS
THE CLEARANCE ON THE DRYER WAS REMOVED. THE RESTORATION ALIGNMENT ON THE
CLEARANCE FOR PLACING DRYER 1B BACK INTO SERVICE WAS INCORRECT. WHEN THE VALVES
WERE REPOSITIONED IN ACCORDANCE WITH THE CLEARANCE RESTORATION LINEUP THE
INSTRUMENT AIR COMPRESSORS WERE ISOLATED FROM THE AIR SYSTEM. THE AIR ISOLATION
CAUSED AIR PRESSURE TO DECAY AND CAUSED AIR OPERATED VALVES TO GO TO "FAIL SAFE"
POSITIONS. IN PARTICULAR, THE MAIN FEEDWATER REGULATING VALVES TO DRIFT SHUT AND
THE HEATER DRAIN LEVEL CONTROL VALVES TO DIVERT DRAIN FLOW TO THE CONDENSER.
HEATER DRAIN PUMPS 1A AND 1B TRIPPED AND A MANUAL TURBINE RUNBACK WAS INITIATED.
THIS WAS FOLLOWED BY A TRIP OF MAIN FEEDWATER PUMP TA WHICH INITIATED AN
AUTOMATIC TURBINE RUNBACK., THE LOSS OF INSTRUMENT AIR RESULTED IN A DECREASE IN
STEAM GENERATOR WATER LEVELS. THE TURBINE RUNBACK RESULTED IN SHRINK IN STEAM
GENERATOR LEVELS AND RESULTED IN A REACTOR TRIP AT 2154 HOURS DUE TO STEAM
GENERATOR FEEDWATER STEAM/FLOW MISMATCH WITK LOW STEAM GENERATOR WATER LEVELS.

[246) SHEARON HARRIS ! DOCKET 50-400 LER 87-047
AUXILIARY FEEDWATER ACTUATION DUE TO MAIN FEEDWATER PUMP 1A TRIPS CAUSED BY
DISCHARGE PRESSURE SWITCHES BEING OUT OF CALIBRATION.

EVENT DATE: 080587 REPORT DATE: 090487 NSSS: WE TYPE: PWR
VENDOR: MERCOID CORP.

(NSIC 206267) THE PLANT WAS IN MODE 3, HOT STANDBY, AT 0 PERCENT REACTOR POWER ON
AUGUST S, 1987, DURING THE PERIOD OF AUGUST 4, 1987 AT 2344 HOURS AND AUGUST 5,
1987 AT 02'2 HOURS, THERE WERE POUR AUXILIARY FEEDWATER (AFW) ACTUATIONS DUE TO
TRIPS OF MAIN FEEDWATER (MFW) PUMP 1A ON HIGH DISCHARGE PRESSURE. A WORK TICKET
WAS ISSUED FOR INCTRUMENT AND CONTROL (I&C) TECHNICIANS TO CHECK THE SETPOINTS OF
THE PRESSURE SWITCHES ON THE DISCHARGE OF MFW PUMP 'A. THREE OUT OF THE FOUR
PRESSURE SWITCHES WERE FOUND TO BE OUT OF CALIBRATION: THEY HAD DRIFTED TO A
LOWER SETPOINT. THE FOURTH PRESSURE SWITCH WAS WITHIN ACCEPTABLE TOLERANCE. THE
PRESSURE SWITCHES WERE RECALIBRATED AND MFW PUMP LA STARTED AT 1328 HOURS AND RAN
NORMALLY. ACTION TO PREVENT RECURRENCE 15 THAT DESIGN CHANGES ARE BEING PREPARED
FOR THE FPEEDWATER AND CONDENSATE SYSTEMS WHICH WILL REDUCE THE DISCHARGE PRESSURE
OF THE MAIN FEEDWATER PUMPS AND PROVIDE MARGIN BETWEEN OPERATING CONDITIONS AND
EQUIPMENT TRIP SETPOINTS. THE ACTUATION LOGIC FOR THE AUXILIARY FEEDWATER SYSTEM
WILL BE REVIEWED TO DETERMINE IF THE ACTUATION ON A MAIN FEEDWATER PUMP TRIP CAN
BE REDUCED. THIS EVENT IS REPORTABLE UNDER 10CPRS0.73(AX(2)(IV) AS AN ACTUATION
OF AN ENGINEERED SAFETY FEATURE (AUXILIARY FEEDWATER SYSTEM) .

(267 SHEARON MARRIS 1 DOCKET 50-400 LER 87-043
TECHNICAL SFPFECIFICATION SURVEILLANCE FOR AXIAL FLUX DIPFERENCE MISSED DUE TO
PERSONNEL ERROR.

EVENT DATE: 081187 REPORT DATE: 091087 NSSS: WE TYPE: PWR

(NSIC 206080) ON AUGUST 11, 1987, THE SHEARON HARRIS NUCLEAR POWER PLANT WAS
OPERATING AT FULL POWER, AXIAL PLUX DIFFERENCE (AFD) MONITORING AND LOGGING WAS
ONGOING IN ACCORDANCE WITH TRECHNICAL SPECIFICATIONS. THIS LOGGING WAS NECESSARY
BECAUSE THE AUTOMATIC APD COMPUTER ALARM WAS NOT OPERABLE. AT 0930, THE AFD
READING WAS MISSED BECAUSE THE OPERATOR WAS DISTRACTED WHILE CONCENTRATING HIS
ATTENTION ON THE COMPLETION OF THE 0900 DAILY SURVEILLANCE REQUIREMENTS AND
CONTROL OPERATOR'S LOGS, THIS ERROR WAS DISCOVERED DURING THE NEXT SHIFT'S
REVIEW OF THE LOGGED DATA. THE CAUSE OF THE EVENT WAS PERSONNEL ERROR. ACTIONS
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TAKEN TO PREVENT RECURRENCE WERE: (1) THE OPERATOR WAS DISCIPLINED, (2) REPAIRS
ARE IN PROGRESS POR THE AUTOMATIC AFD MONITOR, AND (3) ADDITIONAL GUIDANCE IS
BEING PROVIDED TO THE OPERATORS.

[2648) SHEARON HARRIS 1 DOCKET 50-400 LER 87-043

SIX OUTSIDE CONTAINMENT ISOLATION VALVES WERE OMITTED FROM MONTHLY POSITION CHECK
DUE TO PERSONNEL ERROR IN PROCEDURE DEVELOPMENT.

EVENT DATE: 082087 REPORT DATE: 092187 NSSS: WE TYPE: PWR

(NSIC 206463) THE PLANT WAS OPERATING AT 100 PERCENT REACTOR POWER IN MODE 1,
POWER OPERATION, ON AUGUST 20, 1987. DURING A REVIEW OF CONTAINMENT ISOLATION
VALVES, IT WAS DISCOVERED AT 1400 HOURS THAT SIX MANUAL ISOLATION VALVES WERE NOT
INCLUDED IN OPERATION SURVEILLANCE TEST (OST)-1029, CONTAINMENT PENETRATION
OUTSIDE ISOLATION VALVE VERIFICATION, AS REQUIRED. OST-1029 SATISFIES TECHNICAL
SPECIFICATIONS ITEM 4.6.1.1.A FOR A 31-DAY VERIFICATION THAT THE VALVES ARE
CLOSED AND LOCKED. UPON DISCOVERY, A CHECK OF THE SIX ISOLATION VALVES WAS MADE
AND IT WAS FOUND THAT ALL SIX VALVES WERE CLOSED AND LOCKED AS REQUIRED. THERE
IS NO INDICATION THAT ANY OF THE VALVES HAVE BEEN OPENED SINCE THEY WERE PLACED
IN THEIR PROPER CLOSED POSITION PRIOR TO INITIAL CRITICALITY OF THE PLANT. THE
CAUSE OF THE EVENT WAS PERSONNEL ERROR IN OMITTING THE SIX ISOLATION VALVES FROM
0ST-1029 POR VERIPICATION OF THEIR LOCKED CLOSED POSITION AS REQUIRED. THE
IMMEDIATE CORRECTIVE ACTION UPON DISCOVERY WAS TO VERIFY THAT THE SIX VALVES WERE
IN THE CLOSED AND LOCKED POSITION AS REQUIRED, WHICH THEY WERE. ACTION TO PREVENT
RECURRENCE 1S5 THAT OST-1029 HAS BEEN REVISED TO INCLUDE THESE SIX VALVES IN THE
MONTHLY VERIFICATION OF POSITION. THIS EVENT IS BEING REPORTED IN ACCORDANCE

WITH '0CFRSQ.73(AY(2)(T)(B) AS A VIOLATION OF TECHNICAL SPECIFICATIONS ACTION
ITEM 4. 6.1.1.A.

[249] SHORBHAM DOCKET 50-322 LER B87-026

ESF ACTUATIONS RESULTED FROM LOSS OF POWER TO THE NSST DUE TO TECHNICIAN ERROR
DURING RELAY TRIP TESTING.

EVENT DATE: 080787 REPORT DATE: 090487 NSSS: GE TYPE: BWR

(NSIC 206303) ON AUGUST 7, 1987 AT 1053, A LOSS OF THE NORMAL STATION SERVICE
TRANSFORMER (NSST) OCCURRED DUE TO PERSONNEL ERROR WHILE PERFORMING A RELAY
CALIBRATION. THE PLANT WAS IN OPERATIONAL CONDITION 4 WITH THE MODE SWITCH IN
SHUTDOWN AND ALL RODS INSERTED IN THE CORE. THE TECHNICIAN WAS PERFORMING A
PREVENTIVE MAINTENANCE (PM) ACTIVITY TO CALIBRATE A RELAY IN THE NSST BACKUP
PROTECTION SCHEME. HE INCORRECTLY ASSUMED THAT A RELAY THAT WAS SUPPOSED TO BE
REMOVED PRIOR TO PERFORMING THE CAL,, WAS ALREADY TAKEN OUT DURING A PREVIOUS PM.
HE THEN ENERGIZED THE CIRCUIT SIMULATING A MAIN TRANSFORMER BREAKER FAILURE.

THIS ENERGIZED THE NSST BACK-UP PROTECTION CIRCUIT, CAUSING LOSS OF THE NSST. AS
A RESULT OF THIS RELAY ACTUATION, A FAST TRANSFER OF THE EMERGENCY BUSES WAS
BLOCKED. THE SLOW TRANSFER TO THE RSST WAS INITIATED CAUSING NUMEROUS ESFS TO
INITIATE AND THE TWO OPERABLE EDGS (102 AND 103) TO START BUT NOT LOAD, THE
REACTOR BUILDING STANDBY VENTILATION SYSTEM (RBSVS)/CONTROL ROOM AIR CONDITIONMNING
(CRAC) SYSTEM WATER CHILLERS SUBSEQUENTLY BECAME INOPERABLE DUE TO AN ELECTRICAL
PROBLEM WITH THE CONDENSING WATER TEMPERATURE CONTROL VALVES., INVESTIGATION INTO
THE CAUSE IS CONTINUING., OPERATORS TOOK IMMEDIATE ACTIONS TO RESTORE TNE SYSTEMS
TO THEIR ORIGINAL CONFIGURATION PRIOR TO THE EVENT.

1250) SHOREHAM DOCKET 50-322 LER 87-027
INCORRECT COMPOSITING OF CONTINUOUS LIQUID RELEBASES REQUIRED BY TECH SPECS DUE TO
PROCEDURAL ERROR.

EVENT DATE: 082187 REPORT DATE: 091187 NSSS: GE TYPE: BWR

(NSIC 206318) ON AUGUST 21, 1987 AT 0800, IT WAS DETERMINED BY PLANT MANAGEMENT
THAT THE PROCEDURE USED FOR WEEKLY, MONTHLY AND QUARTERLY COMPOSITE SAMPLES OF
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CONTINUOUS LIQUID RELEASES DID NOT ADEQUATELY MEET THE REQUIREMENTS FOR
REPRESENTATIVE SAMPLING AS REQUIRED BY THE TECH SPECS. THE PLANT WAS IN
OPERATIONAL CONDITION 4 (COLD SHUTDOWN) WITH THE MODE SWITCH IN SHUTDOWN AND ALL
RODS INSERTED IN THE CORE. THE PROCEDURE SP 74.20.010 (CONTINUQUS LIQUID RELEASE
- GENERAL SAMPLING, ANALYSIS AND DATA STORAGE) WAS BEING UTILIZED FROM DECEMBER
7, 1984 UNTIL SEPTEMBER 29, 1986 TO SATISFY TECH SPEC 3/4.11.1.1., THIS PROCEDURE
WAS REVISED SEPT. 30, 1986 TO MEET THE REQUIREMENTS. THE PROCEDURE WAS DEFICIENT
IN THAT IT ALLOWED THE LIQUID EFFLUENT SAMPLES TO BE COMPOSITED INCORRECTLY FOR
THE WEEKLY, MONTHLY AND QUARTERLY RESULTS. ALTHOUGH THE DAILY COMPOSITES WERE
CORRECT, THE TECH SPEC REQUIRED COMPOSITES WERE NOT AN ADEQUATE REPRESENTATION OF
WHAT WAS BEING RELEBASED IN RELATION TO THE SYSTEMS' FLOW. UPON DETERMINATION OF
THE PROBLEM, THE PROCEDURE WAS REVISED. INITIALLY, IT WAS DETERMINED NOT TO BE
REPORTABLE AND ONLY A PROCEDURAL DEFICIENCY. HOWEVER, FURTHER EVALUATION BY
PLANT MANAGEMENT DETERMINED THAT THE STEPS IN THE PROCEDURE TO PREPARE COMPOSITE
LIQUID EFFLUENT SAMPLES DID NOT ADEQUATELY MEET THE REQUIREMENTS OF THE TECH
SPECS.

1251) SHOREHAM DOCKET 50-322 LER 87-028 REV 01
UPDATE ON METEOROLOGICAL WIND DIRECTION MONITORING INSTRUMENTATION INOPERABLE DUE
TO A WORN CABLE AND CONNECTOR TO SENSOR.

EVENT DATE: 082987 REPORT DATE: 091487 NSSS: GE TYPE: BWR

(NSIC 206325) THIS REVISION PROVIDES ADDITIONAL NOTIFICATION ON THE INOPERABILITY
OF MONITORING INSTRUMENTATION AT THE 400 PT OFFSITE METEOROLOGICAL TOWER. THIS
REVISION IS SUBMITTED IN ACCORDANCE WITH SHOREHAM TECH SPECS 3.3.7.) AND 6.9.2.
AS ORIGINALLY REPORTED IN LER 87-028 REVISION 00, THE AIR TEMPERATURE MONITORING
INSTRUMENTATION AT THE 400 FT OFFSITE METEOROLOGICAL TOWER WAS DECLARED
INOPERABLE 8/,27/87. SUBSEQUENT TO 8/27/87, POR TWO FERIODS BETWEEN R/29/87 AND
8/30/87, THE WIND DIRECTION MONITORING INSTRUMENTATION AT THE TOWER WAS NOT
OPERATING PROPERLY, THIS WAS BROUGHT TO THE ATTENTION OF THE CONTROL ROOM AND
SUBSEQUENTLY THE WIND DIRECTION MONITORING SYSTEM WAS DECLARED INOPERABLE.
ALTHOUGH THE SYSTEM WAS OPERATING PROPERLY AFTER 8/30/87, IT WAS DECIDED NOT TO
DECLARE THE SYSTEM OPERABLE UNTIL THE PROBLEM WAS CORRECTED. THE CAUSE OF THE
PROBLEM HAS BEEN IDENTIFIED AS BEING A WORN CABLE AND CONNECTOR TO THE WIND
DIRECTION SENSOR AT THE 150 FT ELEVATION OF THE TOWER. TKE CABLE AND CONNERCTORS
TO THE INSTRUMENT, AS WELL AS THE INSTRUMENT'S CROSS-ARM, ARE SCHEDULED TO BE
REPLACED SOMETIME DURING THE WEEK OF SEPTEMBER 21, 1987, DEPENDING ON WEATHER
CONDITIONS AND THE AVAILABILITY OF THE REPLACEMENT PARTS.

1252) SOUTH TEXAS ! DOCKET 50-498 LER 87-001
LACK OF SYSTEM KNOWLEDGE RESULTS IN INOPERABLE UNIT VENT RADIATION MONITORS.
EVENT DATE: 082487 REPORT DATE: 092387 NSSS: WE TYPE: PWR

VENDOR: GENERAL ATOMIC CO.

(NSIC 206470 AT 2040 MOURS ON AUGUST 24, 1987, A CONTROL ROOM OPERATOR
DISCOVERED THAT BOTH UNIT VENT RADIATION MONITORS HAD LOST SAMPLE FLOW AND WERE
INOPERABLE., THE OPERATORS SUBSEQUENTLY ESTABLISHED THAT THE MONITORS' SAMPLE
PUMPS MAD BEEN SHUT DOWN AT APPROXIMATELY 1500 HOURS ON THAT DAY. THE SHUTDOWN
WAS APPARENTLY CAUSED BY PERSONNEL ERROR AT A RADIATION MONITOR COMPUTER CONSOLE
IN THE HEALTH PHYSICS OFFPICE, WHEN THE PUMPS WERE APPARENTLY STOPPED BY AN
INAPPROPRIATE RESPONSE TO A LOSS OF PROCESS FPLOW ALARM FPROM THE MONITORS. THE
RESULTING LOSS OF SAMPLE FLOW ALARM WAS NOT NOTICED BY OPERATORS AMONG NUMEROUS
AND FPREQUENT LOSS OF PROCESS PLOW ALARMS CAUSED BY MAINTENANCE ACTIVITIES BY
TECHNICIANS ON THE UNIT VENT MONITORS. CONTINUOUS AIR MONITORS WERE FUNCTIONING
DURING THE EVENT AND, AS SUCH, NO TECHNICAL SPRECIFICATIONS WERE VIOLATED,
SUPPLEMENTARY TRAINING MAS BEEN PERFORMED POR OPERATORS AND PLANT PERSONNEL ON
SYSTEM OPERATION, SYSTEM MONITOR COMPUTER CONSOLE GRAPHICS HAVE BEEN IMPROVED
AND ADDITIONAL CAUTIONS ARE BEING ADDED TO IMPROVE PLANT PERSONNEL AWARENESS OF
MONITORS FOR WHICH TECHNICAL SPECIFICATIONS APPLY.
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RANGE CHANNELS WERE MANUALLY REINSTATED, AND TECHNICIANS READJUSTED THE
INTERMEDIATE RANGE COMPENSATING VOLTAGE.

[262] SURRY 1 DOCKET 50-280 LER B87-018
CONTROL/RELAY ROOM CHILLERS INOPERABLE DUE TO INADEQUATE SERVICE WATER FLOW.
EVENT DATE: 072987 REPORT DATE: 082887 NSSS: WE TYPE: PWR

OTHER UNITS INVOLVED: SURRY 2 (PWR)

(NSIC 20624%) ON JULY 29, 1987 AT 2155 HOURS, THE FREON RELIEF VALVE LIFTED ON
THE 'A' CONTROL/RELAY ROOM CHILLER (EIIS-CHU), AND THE CHILLER WAS DECLARED
INOPERABLE. THE 'C' CHILLER HAD PREVIOUSLY BEEN DECLARED INOPERABLE FOR THE SAME
REASON, LEAVING ONLY 'B’' CHILLER OPERATING. THIS IS CONTRARY TO TECHNICAL
SPECIPICATION 3.14 WHICH REQUIRES ONE CONTROL/RELAY ROOM CHILLER TO BE OPERATING
AND ANOTHER TO BE OPERABLE, THE 'C' CHILLER WAS RETURNED TO SERVICE AT 2236
HOURS, BUT IT TRIPPED AGAIN AT 0015 WOURS ON JULY 30. BY 0140 HOURS THE 'A' ANCT
‘C' CHILLERS WERE RETURNED TO SERVICE. ON AUGUST 5, 1987 AT 0245 HOURS, THX 'C°
CONTROL/RELAY ROOM CHILLER TRIPPED ON HIGH DISCHARGE PRESSURE AND WAS DECLARED
INOPERABLE., THE 'B' CHILLER HAD PREVIOUSLY BEEN DECLARED INOZERABLE FOR THE SAME
REASON, LEAVING ONLY THE 'A' CHILLER OPERATING. THE 'B' AND 'C' CHILLERS WERE
RETURNED TO SERVICE ON AUGUST § AT 0319 HOURS. AT THE TIME OF THESE EVENTS,
UNITS ' AND 2 WERE AT 100% POWER. THE CHILLERS TRIPPED AND/OR HAD FREON RELIEF
VALVES LIFT DUE TO HIGH CONDENSER DISCHARGE PRESSURE RESULTING FROM LOW SERVICE
WATER (SW) FLOW. THE LOW SW FPLOW WAS DUE TO A BUILDUP OF SEAWEED IN THE UPSTREAM
SW STRAINERS (EIIS-STR). THE SW STRAINERS WERE CLEARED OF DEBRIS.

[263) SURRY ! DOCKET 50-280 LER 87-019
MANUAL REACTOR TRIP DUE TO PAILED RELAY IN MAIN TRANSPORMER.
EVENT DATE: 080787 REPORT DATE: 090487 NSSS: WE TYPE: PWR

VENDOR: GENERAL ELECTRIC CO.

(NSIC 206242) ON AUGUST 7, 1987 AT 0120 HOURS, WITH THE UNIT AT APPROXIMATELY 98%
POWER, A MANUAL REACTOR TRIP WAS INITIATED, POLLOWING A SHORT RAMPDOWN, DUE TO
LOSS OF COOLINT AND OIL PLOW FPOR THE 'B' MAIN TRANSFORMER (EIIS- XFMR). THE
TRANSFORMER LOCAL ANNUNCIATOR PANEL (EIIS-ANN) HAD PAILED TO INITIATE A TROUBLE
ALARM ON THE CONTROL ROOM ANNUNCIATOR PANEL. PFOLLOWING THE TRIP, ALL CONTROL AND
PROTECTION SYSTEMS FUNCTIONED PROPERLY EXCEPT: -~ ONE CHANNEL OF SOURCE RANGE
NUCLEAR INSTRUMENTATION (SR NI) (BIIS-IG) DID NOT AUTOMATICALLY REINSTATE. THE
'A' MAIN FEEDWATER PUMP (MFP) (BIIS-P) DID NOT AUTOMATICALLY TRIP AND THE PUMP'S
MINIMUM FLOW RECIRC VALVE DID NOT OPEN ON A LOW PEEDWATER FLOW CONDITION.
OFPERATORS MANUALLY REINSTATED THE SR NI AND TRIPPED THE 'A' MPFP., THE UNIT WAS
QUICKLY STABILIZED AT HOT SHUTDOWN. POWER WAS LOST TO THE 'B' MAIN TRANSFORMER
COOLING FANS AND QOIL CIRCULATING PUMPS WHEN AN UNDERVOLTAGE RELAY (EBIIS-RLY) IN
THE COOLING CONTROL CIRCUIT FAILED., THE RELAY AND ANNUNCIATOR PANEL PAILURES ARY
ATTRIBUTED TO AGING. ONE CHANNEL OF SR NI PAILED TO REINSTATE DUE TO
UNDER-COMPENSATION OF ONE CHANNEL OF IR NI. THE 'A' MFP DID NOT TRIP AND ITS
MINIMUM PLOW RECIRC VALVE DID NOT OPEN DUER TO A FPAILED AIR REGULATOR DIAPHRAGM TO
THE PNEUMATIC PRESSURE SWITCH WHICH SENSES MAIN FEEDWATER FLOW. THE FAILED RELAY
AND THE LOCAL ANNUNCIATOR PANEL WERE REPLACED.

|264) SURRY DOCKET 50-280 LER 87-020

MAIN CONTROL ROOM VENTILATION ISOLATION DUE TO HIGH VOLTAGE OUT2UT ON CHLORINE
GAS DETECTOR.

EVENT DATE: 081387 REPORT DATE: 091187 NSSS: WE TYPE: PWR

OTHER UNITS INVOLVED: SURRY 2 (PWR)

VENDOR: CAPITAL CONTROLS CO.

(NSIC 20604%5) ON AUGUST 13, 1987 AT 0117 HOURS, AND ON AUGUST 21, 1987 AT 21126
HOURS, THA MAIN CONTROL ROOM VENTILATION WAS ISOLATED DUE TO A HIGN VOLTAGE
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OUTPUT ON CHLORINE GAS DETECTOR, CLA-VS-100A (EIIS-DET). AS A RESULT OF THE
VOLTAGE SPIKE, THE CONTROL ROOM EXHAUST PAN, 1-VS-FP-15 (BIIS-PAN) TRIPPED AND
SUPPLY DAMPER, 1-MOD-103A (EIIS-DMP) AND EXHAUST DAMPER, 1- MOD-VS-103D
(EIIS-DMP) CLOSED. THE CHEMISTRY DEPARTMENT VERIFIED THAT THERE WAS NO
DETECTABLE CHLORINE GAS PRESENT IN THE CONTROL ROOM, THE CHLORINE DETECTOR WAS
RESET AND THE MAIN CONTROL ROOM VENTILATION (EIIS- VI) REALIGNED. AT THE TIME OF
THESE OCCURRENCES, BOTH UNIT 1 AND UNIT 2 WERE OPERATING AT 100% POWER. THE
CHLORINE GAS TREATMENT SYSTEM AT THE SEWAGE TREATMENT PLANT 15 SCHEDULED TO BE
REPLACED WITH AN ULTRAVIOLET TREATMENT SYSTEM. AT THAT TIME, A TECHNICAL
SPECIFPICATION REVISION WILL BE PREPARED TO REMOVE THE CHLORINE GAS DETECTORS.

[265) SURRY 1 DOCKET 50-280 LER 87-02)
CONTROL/RELAY ROOM CHILLERS TRIPPED DUE TO INADEQUATE SERVICE WATER FLOW,
EVENT DATE: 081887 REPORT DATE: 091187 NSSS: WE TYPE: PWR

OTHER UNITS INVOLVED: SURRY 2 (PWR)

(NSIC 206046) ON AUGUST 18, 1987 AT 1139 HOURS, ONE OF THE THREE CONTROL/RELAY
ROOM CHILLERS (1-VS-E-4B) (BIIS-CHU) TRIPPED ON HIGH CONDENSER DISCHARGE
PRESSURE. THE ‘A’ CHILLER UNIT HAD PREVIOUSLY BEEN REMOVED FROM SERVICE IN ORDER
TO CLEAN ITS SERVICE WATER (SW! SUCTION STRAINER. AT 1142 HOURS, THE 'C' CH.LLER
WAS DECLARED INOPERABLE WHEN ITS PREON RELIEF VALVE LIPTED. THIS IS CONTRARY TO
TECHENICAL SPECIFICATION 3.14 WHICH REQUIRES ONE CONTROL/RELAY ROOK CHILLER TO BE
OPERATING AND ANOTHER TO BE OPERABLE. THE 'A' CHILLER WAS RETURNED TO SERVICE AT
1143 HOURS AND THE 'B' CHILLER WAS RETURNED TO SERVICE AT 1300 HOURS. AT THE
TIME OF THESE EVENTS, BOTH UNITS ! AND 2 WERE AT 100% POWER. THE CAUSE OF TuIS
EVENT WAS INSUPFICIENT SW FLOW TO THE CONDENSER OF THE CHILLER UNITS DUE TO A
BUILDUP OF SEAWEED IN THE Y-TYPE SUCTION STRAINERS. THE SW STRAINEBRS WERE
CLEARED OF DEBRIS. SERVICE WATER PRESSURE TO THE CONTROL/RELAY ROOM CHILLERS IS
CHECKED EVERY FOUR HOURS; AND THE SW STRAINERS ARE CLEANED WHENEVER SW PRESSUKE
BECOMES LOW. THE CONTROL/RELAY ROOM VENTILATION SYSTEM IS BEING EVALUATED BY
ENGINEERING, AND PLANS ARE BEING DEVELOPED TO UPGRADE THE SYSTEM. THE ROTATING
SW STRAINER HAS SEEN REPLACED.

[266) SURRY 1 DOCKET 50-280 LER 87-022

MAIN CONTROL ROOM VENTILATION ISOLATION DUE TO HIGH VOLTAGE OUTPUT ON CHLORINE
GAS DETECTOR.

EVENT DATE: 083087 REPORT DATE: 092587 NSSS: WE TYPE: PWR
VENDOR: CAPITAL CONTROLS CO.

(NSIC 206490) ON AUGUST 30, 1987 AT 1533 HOURS, AND ON SEPTEMBER 3, 1987 AT 2314
HOURS, THE MAIN CONTROL ROOM VENTILATION WAS ISOLATED DUE TO A HIGH VOLTAGE
OUTPUT ON CHLORINE GAS DETECTOR, CLA-VS-100A EIIS-DET . AS A RESULT OF THE
VOLTAGE SPIKE, THE CONTROL ROOM EXMAUST PAN, 1-VS-F-15 EIIS-PAN TRIPPED AND
SUPPLY DAMPER, '-MOD-VS-10JA (EBIIS-DMP) AND EXHAUST DAMPER, 1-MOD-VS$-103D
EIIS-DMP CLOSED. THE CHEMISTRY DEPARTMENT VERIFIED THAT THERE WAS NO CHLORINE
GAS PRESENT IN THE CONTROL ROOM. THE CHLORINE DETECTOR WAS RESET AND THE MAIN
CONTROL ROOM VENTILATION REIIS-VI REALIGNED. AT THE TIME OF THESE OCCURRENCES,
BOTH UNIT 1 AND UNIT 2 WERE OPERATING AT 100% POWER, THE CHLORINE GAS TREATMENT
SYSTEM AT THE SEWAGE TREATMENT PLANT WILL BE REPLACED BY AN ULTRAVIOLET SYSTEM.
AT THAT TIME, A TECHNICAL SPECIFPICATION REVISION WILL BE SUBNITTED TO REMOVE THE

CHLORINE GAS DETECTORS.

[267) SURRY 1 DOCKET 50-280 LER 87-02)
INADVERTENT AUTO START OF STANDBY CHARGING PUMP DUE TO PERSONNEL ERROR.
EVENT DATE: 090187 REPORT DATE: 092%87 NSSS: wp TYPE: PWR

(NSIC 20649Y) ON SEPTEMBER 1, 1987 AT 1432 HOURS, WITH THE UNIT ' 'B' CHARGING
PUMP IN SERVICE, THE STANDBY CHARGING PUMP (1 -CH-P-1A) (BI1S-P) AUTOMATICALLY



STARTED ON A LOW CHARGING PUMP DISCHARGE PRESSURE SIGNAL. THIS OCCURRED WHEN AN
INSTRUMENT TECHNICIAN INADVERTENTLY ISOLATED THE CHARGING PUMP DIECHARGE HEADER
PRESSURE TRANSMITTER EIIS-PT. THE PRESSURE TRANSMITTER WAS UNISOLATED, AND THE
'A' CHARGING PUMP WAS RETURNED TO STANDBY CONDITION AT 1441 HOURS. AT THE TIME
OF THIS EVENT, UNIT ' WAS AT 100% POWER. A HPES INVESTIGATION IS IN PROGRESS AT
THE TIME OF THIS REPORT. RECOMMENDATIONS ANTICIPATED FOR IMPLEMENTATION ARE
INCREASED TRAINING ON INSTRUMENT MARK NUMBER DESIGNATIONS AND INCREASED EMPHASIS
ON VERIFICATION OF MARK NUMBERS.

|268) SUSQUEHANNA 2 DOCKET 50-388 LER 87-009
REACTOR WATER CLEANUP ISOLATION FROM HIGH ROOM DIFFERENTIAL TEMPERATURE SIGNAL.
EVENT DATE: 090287 REPORT DATE: 100287 NSSS: GE TYPE: BWR

(NSIC 206583) ON SEPTEMBER 2, 1987 WITH UNIT 2 IN CONDITION 1 AT 100% POWER, A
DIVISION 11 REACTOR WATER CLEANUP (RWCU) ISOLATION OCCURRED. THE ISOLATION WAS
INITIATED FROM A RWCU PILTER/DEMINERALIZER (F/D) ROOM MIGH DIFFERENTIAL
TEMPERATURE SIGNAL. THE RWCU SYSTEM ISOLATED PER DESIGN AND IT WAS VERIFIED THAT
NO ACTUAL STEAM LEAKS HAD TRIGGERED THE ISOLATION. THE HVAC LONE II SUPPLY
HEATERS WERE TURNED ON TO DECREASE ROOM DELTA TEMPERATURE AND THE HIGH DELTA
TEMPERATURE ALARM CLEARED SHORTLY THEREAPTER. RWCU WAS THEN RETURNED TC SERVICE.
RWCU DIVISION II ROOM TEMPERATURES WERE PERIODICALLY MONITORED OVFR THE NEXT TWO
NIGHTS AND NO SIGNIPICANT FLUCTUATIONS WERE NOTED. AN EVALUATION/REVIEW OF THE
TEMPERATURE LEAX DETECTION REQUIREMENTS FOR THE RWCU SYSTEM WILL BE MADE
REGARDING TEMPERATURE INSTRUMENT SETPOINTS AND LOCATIONS. FINAL CORRECTIVE
ACTIONS WILL BE DETERMINED AT THE CONCLUSION OF THE EVALUATION. THE CAUSE OF THE
EVENT WAS ATALRIBUTED TO TWO PACTORS, TEMPERATURE ELEMENT LOCATION AND THE DESIGN
TEMPERATURE SETPOINT SELECTION FOR THE RWCU F/D ROOM DIPFERENTIAL TEMPERATURE
TRIP. THIS EVENT HAS BEEN DETERMINED TO BE REPORTABLE PER 10CFR 50.73 (A (2)
(IV), IN THAT AN UNPLANNED ENGINEERSD SAFETY FEATURE (ESF) ACTUATION TOOK PLACE
WHEN THE RWCU SYSTEM ISOLATED AUTOMATICALLY ON A HIGH DIFFERENTIAL TEMPERATURE
SIGNAL FRCM RWCU F/D ROOM TEMPERATURE INSTRUMENTATION. CONSEQUENCES RESULTIN

(269 SUSQUEHANNA 2 DOCKET 50-388 LER 87-010
AUXILIARY BOILER ARC-OVER CAUSES PRIMARY CONTAINMENT ISOLATION VALVE CLOSURE.
EVENT DATE: 090287 REPORT DATE: 100287 NSSS:. GE TYPE: BWR

CTHER UNITS INVOLVED: SUSQUEHANNA ' (BWR)
VENDOR: BECKMAN INSTRUMENTS, INC.

(NSIC 206557) ON SEPTEMBE. 2, 1987 AT 2118 HOURS, DURING NORMAL OPERATIONS AT
100% POWEBR, AUXILIARY BOILER "B" EXPERIENCED AN INTERNAL ELECTRICAL ARC-OVER
WHICH CAUSED AN OVERCURRENT TRIP OF ITS 13.8KV SUPPLY BREAKER. THIS CAUSED A
TRANSIENT ON STARTUP BUS WHICH RESULYTED IN CLOSURE OF A UNIT 2 PRIMARY
CONTAINMENT ISOLATION VALVE AND VARIOUS OTHER SYSTEM PERTURBATTONS AND ALARMS.
REACTOR POWER REMAINED CONSTANT THROUGHOUT THE OCCURRENCE AND RECOVERY. ALL
AFFECTED SYSTEMS WERE PROMPTLY RETURNED TO SERVICE. CAUSE OF THE ARC-OVER WAS A
BROKEN CONDUCTIVITY ELEMENT COMBINED WITH THE BOILER BEING OPERATED IN HOT
STANDBY WITH NO LOADS POR AN EXTENDED PERIOD OF TIME OF SIX MOURS. THE BROKEN
CONDUCTIVITY EBLEMENT CAUSED UNNECESSARY CHEMICAL INJECTION INTO THE BOILER'S
FEEDWATER., SINCE THERE WAS NO LOAD ON THE BOILER, ONLY INTERMITTENT INJECTIONS
OF PEEDWATER WERE REQUIRED TO MAINTAIN PRESSURE IN THE BOILER. THESE PERIOD OF
LOW FEEDWATER FPLOW PERMITTED CONCENTRATION OF CHEMICALS IN THE FEEDWATER CREATING
HIGHLY CONDUCTIVE FEEDWATER. WHEN THIS WIGHLY CONDUCTIVE FEEDWATER WAS INJECTED
INTO THE BOILER, AN ARC-OVER ACROSS THE BELECTRODES OCCURRED. THE BROKEN
CONDUCTIVITY ELEMENT WAS REPLACED AND THE AUXILIARY BOILER PREPARED FOR OPERATION.
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[285) VERMONT YANKEE DOCKET 50-271 LER 87-007
CONTAINMENT ISOLATION VALVE FAILURES DUE TO SEAT LEAKAGE.
EVENT DATE: 081287 REPORT DATE: 091187 N§SS: GE TYPE: BWR

VENDOR: ALLIS CHALMERS
WALWORTH COMPANY

(NSIC 206422) ON 8/12/87, 8/18/87 AND 8/23/87 WHILE PERFORMING TYPE C LEAK RATE
TESTING WITH THE PLANT SHUTDOWN FPOR THE 1987 REFUEL OUTAGE MAIN STEAM DRAIN VALVE
MSD-77, LIQUID RADWASTE VALVES LRW-83, LRW-94, LRW-95, AND PRIMARY CONTAINMENT
ATMOSPHERIC CONTROL VALVES PCAC-8,9,10,23 AND PCAC-6,7,6A,6B,7A,78
(EI18-SB,WK BB) WERE FOUND TO HAVE SEAT LEAKAGE ABOVE THAT PERMITTED BY TECH SPEC
SECTION 3.7.A.4 (NOTE: THE PCAC VALVES ARE TESTED IN THE GROUPS LISTED AND ONE
VALVE IN EACH GROUP IS SUSPECTED OF NOT MEETING THE ACCEPTANCE CRITERIA). ALSO
ON 8/20/87 THE SUM TOTAL TYPE B (PENETRATIONS) AND TYPE C (VALVES) LEAKAGE
EXCEEDED THAT ALLOWED BY 10CFR50 APPENDIX J. APPENDIX J LIMITS ALLOWABLE TOTAL
B AND C PENETRATION LEAKAGE TO 0.60 LA. VERMONT YANKEE WILL PERFORM MAINTENANCE
ON ALL OF THE ABOVE VALVES TO DETERMINE THE CAUSE OF FAILURE AND PETEST THEM TO
ENSURE THAT SEAT LEAKAGE I5 WITHIN ALLOWABLES PRIOR TO PLANT STARTUP FOLLOWING
THE 1987 REFUELING OUTAGE.

[286) VERMONT YANKEE DOCKET 50-27) LER 87-008

LOSS OF NCRMAL POWER DURING SHUTDOWN DUE TO ROUTING ALL OPF-SITE POWER SOURCES
THROUGH ONE BREAKER.

EVENT DATE: 081787 REPORT DATE: 091487 NSSS5: GE TYPE: BWR

(NSIC 208430) AT APPROXIMATELY 1400 HOURS ON 8/17/87 WHILE THE PLANT WAS IN A
REFUBLING OUTAGE AND ALL OFF-SITE POWER WAS BEING ROUTED THROUGH ONE SET OF
BREAKERS, AN INTERRUPTION ON THE GRID CAUSED THE PLANT TO LOSE NORMAL POWER
SUPPLIES. THE EMERGENCY DIEBSEL GENERATORS (EDG) RESPONDED AS REQUIRED AS DID
OTHER ENGINEERED SAFETY SYSTEMS, WHEN THE EDG'S STARTED, THEY WERE ABLE TO
SUPPLY POWER TO ALL NECESSARY SYSTEMS. THREE PUMPS THAT STARTED IMMEDIATELY
AFPTER THE EDG'S WERE 2 SERVICE WATER PUMPS AND THE ELECTRIC PIRE PUMP. THE
STARTING OF THESE THREE PUMPS, IN ADDITION TO THE DIESEL DRIVEN PIRE PUNMP CAUSED
A PRESSURE SURGE WHICH RUPTURED A TEMPORARY PIPING SYSTEM PABRICATED FROM 2°
SCHEDULE 80 PVC PIPING (EBIIS =~ KP). THE PVC PIPING WAS MADE BY ESLON. THE
RUPTURED PIPE SPILLED ABOUT 2000 GALLONS OF RIVER WATER ONTO THE REPUBLING PLOOR
OF THE REACTOR BUILDING. AS A RESULT OF THE SPILL, THIS WATER WAS COMMUNICATED
THROUGH THE FLOOR DRAIN SYSTEM WHICH RESULTED IN CONTAMINATING LOCAL AREAS OF THE
REACTOR BUILDING. MINOR SEEPAGES THROUGH THE INTERFACE BETWEEN THE REACTOR
BUILDING REFUEL PLOOR PANELING AND THE REACTOR BUILDING EXTERIOR WALLS WERE
DETECTED. NO BQUIPMENT WAS DAMAGED AS A RESULT OF THE SPILL.

(287 VERMONT YANKEE DOCKERT $0-271 LER 87-009
RELIEF VALVE ACCUMULATOR FAILED LEAX TEST DUE TO SOLENOID VALVE LEAKAGE,
EVENT CATE: 081887 REPORT DATE: 091787 NSSS8: G® TYPR: BWR

VENDOR: ASTO VALVES
NUPRO COMPANY

(NSIC 206423) ON 8/18/87, WITH THE PLANT SNUTDOWN POR THE 1987 REPUERLING OQUTAGE,
THE “C"™ MAIN STEAM (EIIS-SB) RELIEF VALVE ACCUMULATOR ASSEMBLY (REFER TO ATTACHED
SKEETCH #1) WAS FOUND TO HAVE SEAT LEAKAGE THAT EXCEEDED THE ACCEPTANCE CRITERIA
SPECIFIED IN THE SURVEILLANCE PROCEDURE. THE OTHER THREE MAIN STEAM RELIEF VALVE
ACCUMULATOR ASSEMBLIES PASSED THE LEBAK TESTS., INITIALLY, THE LEAKAGE WAS THOUGHT
TO BE THROUGH THE CHECK VALVE IN THE ASSEMBLY. ON 9/4/87 THE CHECK VALVE WAS
DISASSEMBLED AND HAD A SMALL DEPOSIT OF CORROSION PRODUCT ON THE SEAT. THE VALVE
INTERNALS WERE CLEANED AND ON 9/8/87 THE ASSEMBDLY WAS UNSUCCESSPULLY RETRSTED.
DURING THE RETEST, EXCESSIVE LEAKAGE WAS OBSERVED THROUGHN THE SOLENOID VALVE'S
EXHAUST PORT. THE ROOT CAUSE OF THIS LEAKAGE THROUGH THE SOLENOID VALVE I8 NOT
KNOWN AT THIS TIME. THE SOLENOID VALVE WILL BE INSPECTED AND THE ACCUMULATOR
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ASSEMBLY WIlLi BE SUCCESSFULLY RETESTED PRIOR TO PLANT STARTUP. VERMONT YANKEE
HAS NOT HAL  FAI! WwE OF AN ACCUMULATOR ASSEMBLY DUE TO A LEAKING SOLENOID VALVE
IN THE LAST FIVE (SARS. BASED ON THIS, VERMONT YANKEE BELIEVES THAT NO
SIGNIFPICANT PROMLEM EXISTS WITH THE SYSTEM. THE CHECK VALVE APPEARED TO BE
FUNCTIONING PROIVERLY AND WAS NOT THE CAUSE OF THE FAILURE.

(288 VERMONT YANKEE DOCKET 50-271 LER 87-010
INADVERTENT PRIMARY CONTAINMENT ISOLATION SYSTEM ACTUATION AS A RESULT OF A

DEFECTIVE PROCEDURE.
EVENT DATE: 082087 HEPORT DATE: 090887 NSSS: GE TYPE: BWR

(NSIC 206824) AT APPROXIMATELY 0329 HOURS ON 8/20/87 WITH THE REACTOR IN THE COLD
SHUTDOWN CONDITION, A PRIMARY CONTAINMENT ISOLATION SYSTENM (PCIS) GROUP III
ISOLATION OCCUMBED WITH THE SUBSEQUENT INITIATION OF THE STANDBY GAS TREATMENT
SYSTEM (SBGTH . 1THE PCIS ISOLATION, WHICH ISOLATES THE PRIMARY CONTAINMENT
ATMOSPHERE, WAS INITIATED BY A HIGH RADIATION SIGNAL FROM ONE OF T.E TWO REFUEL
FLOOR IONE RADIATION DETECTORS (EIIS-DET), TWO DETECTORS, LOCATED ON THE REFUEL
FLOOR, PROVIDE SIGNALS Y0 THE REFPUEL FLOUR LONE MONITORS: ONE ON THE BAST SIDE
AND ONE ON THE WEST SIDE. THE ISOLATION OCCURRED, POLLOWING A ROUTINE DETECTOR
CALIBRATION CHECK, WHEN AN OPERATOR REMOVED THE BYPASS FROM THE TRIP PUNCTION
AFTER ASSURANCE FROM THE Ri TECHNICIAN THAT THE ALARM/TRIP HAD BEEN RESET WHEN,
IN FACT, THE TRIFP WAD NOT BEEN RESET. THE CAUSE OF THIS EVENT HAS BEEN
ATTRIBUTED TO A DEFLCTIVE PRUCEDURE, THE ISOLATION WAS PROMPTLY RESET AND
SYSTEMS RETURNED TO NORMAL OPERATION. TECH SPEC DETECTOR OPERABILITY
REQUIREMENTS WERE SATISFIED AT ALL TIMES.

[289) VERMONT YANKEER VOCKET 50-271 LER 87-01"
PROCEDURAL INTERPRETATION LEADS TO CEGRADED CONDITION DURING REPUBLING.
EVENT DATE: 082087 REPORT DATE: 091987 N§SS: GE TYPE: BWR

(NSIC 206420) ON AUGUST 18, 1987 AT 1107, WITH THE REACTOR NODE SWITCH IN REPUEL
MOUE, THE "A" STATION BATTERY (EIIS-BJ) WAS TAKEN OUT OF SERVICE POR TESTING. ON
AUGUST 20, 1987 AT 840, THE CONTROL ROOM OFERATORS DETERMINED THAT WITH "A"
BATTERY OUT, THE DIESEL DG-1-1B (BIIS-EK) COULD NOT BE CONSIDERED OPERABLE
BECAUSE BATTERY BACKUP CONTROL POWER WAS NOT AVAILABLE, AT THIS TIME IT WAS
DETERMINED THAT FROM AUGUST 18, 1987 (1107) TO AUGUST 20, 1987 (1640), THE
REQUIREMENTS OF TECA SPEC SECTION 3.5.M.4 FOR MINIMUM SUBSYSTEMS REQUIRED FOR
REFUELING, WERE NOT SATISFIED. ALL FUEL MOVEMENT WAS HALTED IMMEDIATELY AND THE
MODE SWITCH PLACED IN SHUTDOWN. THE ROCT CAUSE OF THIS EVENT WAS PROCEDURAL
ERROR IN INTERPRETATION OF THE TECH SPEC REQUIREMENTS DURING REPUEL MODE.
CORRECTIVE ACTION INVOLVES PURTHER CLARIFICATION FOR REQUIRED EQUIPMENT DURING
REFPUELING AND OPERATION.

[290) VERMONT YANKER DOCKET 50-271 LER 87-012
SCRAM DUE TO RADIOGRAPHERS POLLOWING INADEQUATE PROCEDURES.
EVENT DATE: 082687 REPORT DATE: 092207 NSSS: G@ TYPE: BWR

(NSIC 206511) AT APPUOXIMATELY 0630 MRS ON 8/26/87, WHILE THE PLANT WAS IN A
REFUELING CONDITION, AN UNEXPECTED HIGH MAIN STEAM LINE RADIATION SCRANM SIGNAL
WAS RECEIVED. THE SIGNAL WAS THE RESULT OF A CONTRACTOR PERPORMING RADIOGRAPHY
ON A WELD OF A FIPE NTAR THE MAIN STEAM LINE RADIATION DETECTORS., (RI1I1S-DET) THE
SOURCE UJED IN THE RADIOGRAPHY RAISED THE RADIATION LEVELS IN THE AREA OF THE
DETECTORS ABOVE THE SCRAM SETPOINT. THE REACTOR PROTECTION SYSTEM (RPS) RESPONDED
AS IT WAS DESIGNED. THE OPRRATORS RESPONDED TO THE SCRAM AS REQUIRED BY
PROCEDURE. THE CONTRACTORS PERFORMING THE INSPECTION WERE POLLOWING AN APPROVED
PROCEDURE, AND WAD APPROPRIATELY INFPORMED THE CONTROL ROOM THAT THEY WERE ABOUT
TO COMMENCE THE INSPECTION. THE PROCEDURE, MOWEVER, DID NOT WARN THE CONTROL
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ROOM THAT A SCRAM WOULD OCCUR AS A RESULT OF THIS INSPECTION AND DID NOT ASSURE
THAT THE DETECTORS WERE BYPASSED PRIOR TO PERFORMING THE INSPECTION.

1291 VOGTLE DOCKET 50-424 LER 87-051

APW FLOW TRANSMITTERS INOPERABLE DUE TC INADEQUATE INSTRUCTIONS AND PERSONNEL
ERROR.

EVENT DATE: 062087 REPORT DATE: 09083° NSSS§: S§S§ TYPE: PWR
VENDOR: ROSEMOUNT ENGINEERING COMPANY

(NSIC 206277) ON MAY &, 1987, A MAINTPNANCE WORK ORDER (MWO) WAS WRITTEN TO CHECK
THE AUXILIARY FEEDWATER (AFW) SYSTEM PLOW TRANSMITTER INPUTS TO THE PLANT SAFETY
MONITORING SYSTEM. ON JUNE 20, 1987, PLANT TECHNICIANS DISCOVERED THAT TWO AFW
SYSTEM FLOW TRANSMITTERS (1PT-15150 AND 1P1 15152) IN THE SAME TRAIN PAILED TO
OPERATE PROPERLY. THR POUR AFW FLOW TRANSMITTERS IN THE OTHER TRAIN WERE
OPERABLE. A MWO ADDITION WAS WRITTEN (0 REPLACE THE OEFECTIVE TRANSMITTERE. ON
AUGUST 6, 1987, WORK SCHEDULERS, WHO WERE PROCESSING THE WORK ORDER TO REPLACE
THE PLOW TRANSMITTERS, DISCOVERED THAT THE PLANT HAD NOT ENTERED INTO A LIMITING
CONDITION OF OPERATION (LZ0) AS REQUIRED BY TECHNICAL SPECIFICATIONS (T.S5.). THE
CONTROL ROOM WAS NOTIFIED, THE PLANT ENTERED INTO A LCO, THE FLOW TRANSMITTERS
WERE REPLACED AND THE LCO WAS DISCONTINUED ON AUGUST 8, 1987. THE CAUSE OF THIS
EVENT WAS INADEQUATE INSTRUCTIONS AND PERSONNEL EBRROR. CONTROL ROOM AND OTHER
PLANT PERSONNEL REVIEWING THF DEFICIENCY CARDS AND MWO'S INADVERTENTLY OVERLOOKED
THE NEED TO INITIATE A T.§. L.O. CORRECTIVE ACTION INCLUDES GENERATING A LIST OF
PLANT EQUIPMENT GOVERNED BY T.5. FOR USE BY PLANT OPERATORS IN PROMPTLY
SDENTIFYING OF LCO'S AND CHANGES TO PLANT INSTRUCTIONS.

1292) VOGTLE 1 DOCKET S0-424% LER 87-049
ENTRY INTO LCO 3.0.3 DUE TO INOPERABLE ESF ROOM COOLER CHILLER TRAINS.
EVENT DATE: 072287 REPORT OATE: 082187 NS§SS: S8 TYPE: PWR

VENDOR: BARKSCALE CONTROLS DIV
TRANE COMPANY

(NSIC 205878) AT ./30 CDT ON JULY 22, 1987, WITH UNIT 1 IN MUGDE ! AT 1008 REACTOR
POWER, TECHNICAL  PECIPICATION (T.5.) LIMITING CONRITION POR OPERATION (LCO)
3.0.3 WAS ENTERED BECAUSE A TEMPERATURE SWITCH FAILED ON THE TRAIN 5 ENGINEERED
SAFETY FEATURE (ESF) CHILLER WHILE A TRAIN A EBSF ROOM COOLER UNIT WAS OUT OF
SERVICE FPOR PREVENTIVE MAINTENANCE. SINCE THIS RESULTED IN PORTIONS OF BOTH ESF
CHILLER TRAINS BEING INOPERABLE, A CONDITION EXISTED WHICH WAS NOT PROVIDED FPOR
IN THE ACTION REQUIREMENTS OF T.S. LCO 3.7.1'1 AND ENTRY INTO LCO 3.0.3. WAS
FEQUIRED. THE TRAIN A COOLER UNIT WAS FUNCTIONALLY TESTED TO PROVE OPERABILITY
AND WAS DECLARED OPERABLE. LCO 3,0.3 WAS EXITED AT 0815 CDT ON JULY 22, 1987,
THE TEMPERATURE SWITCH ON THE TRAIN B ESF CHILLER WAS REPLACED AND THE ® CHILLER
WAS DECLARED OPERABLE AT 0459 CDT ON JULY 23, 1987,

[393) vOoGTLE DOCKET S0-424 LER 87-050
REACTOR TRIP CAUSED BY INSTRUMENT TECHNICIAN'S ERROR.
EVENT DATE: 072887 REPORT DATE: 082787 NS86: 8§ TYPE: PWR

(NSIC 206276) ON JULY 28, 1987, AT APPROXIMATELY 094) CDT WITHN THE UNIT IN MODE !
AND AT 100% OF RATED THERMAL POWER, AN AUTOMATIC REACTOR TRIP OCCURRED AS A
RESULT OF THE UMERGEL .Y TRIP HNYDRAULIC PLULID PRESSURE TRANSMITTERS SENSING A LOW
PRESSURE AND GENERATING A REACTOR TRIP SIGNAL. THIS REACTOR TRIP WAS CAUSED BY
PERSONNEL BRROR. AN INSTRUMENT TECHNNICIAN EMPLOYED AN IMPROPER TECHNIQUE FOR
MAKING TEST CONNECTIONS. CONTRIBUTING TO THIS EVENT WAS AN INADEQUATE
ENGINEERING REVIEW BY THE RESPONSIBLE SVYSTEM ENGINEER. CORRECTIVE ACTIONS
INCLUDED THE DISCIPLINING OF THE INSTRUMENT TECMNICIAN, HIS FOREMAN AND THE
SYSTEM ENGINEER, SHOP MEETINGS WERE WELD TO DISCUSS THMIS EVENT WITH INSTRUMENT
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TECHNICIANS. ENGINEERING SUPPORT PERSONNEL RECEIVED EXTENSIVE COUNSELING
CONCERNING THIS EVENT,

[294) VOGTLE 1 DOCKET 50-424 LER 87-052
INADVERTENT CONTAINMENT VENTILATION ISOLATION OCCURRED DURING SOURCE CHECK OF
RADIATION MONITOR,

EVENT DATE: 080987 REPORT DATE: 090887 NSSS: S8 TYPE: PWR
VENDOR: WESTINGHOUSE ELECTRIC CORP.

(NSIC 206278) AT 1023 CDT ON AUGUST 9, 1987, WITH UNIT ' IN MODE 1 AT 90% REACTOR
POWER, A CONTAINMENT VENTILATION ISOLATION (CVI) OCCURRED DURING A MONTHLY SOURCE
CHECK OF THE CONTAINMENT VENT EPFLUENT RADIOGAS MONITOR (TRE-2565C). A CHEMISTRY
TECHNICIAN ATTEMPTED TO CONVERT THE DISPLAY FOR TRE-2565C TO COUNTS PER MINUTE
(CPM) AFTER PAILING TO OBTAIN AN OBSERVABLE RESPONSE WHEN THE SOURCE CHECK WAS
REMOTELY PERFORMED. 1IN CONVERTING THE DISPLAY TO CPM, THE TECHNICIAN INCORRECTLY
REVISED THE HIGH ALARM SETPOINT, RESULTING IN THE CVI. CONTROL ROOM OPERATORS
VERIFIED THAT A HIGH ALARM CONDITION DIU NOT EXIST AND RESET THE CVI AT 1035 CDT.
SUBSEQUENTLY, IT WAS .DENTIFIED THAT THE CHECK SOURCE ACTUATOR FOR 'RE- 2565C HAD
FAILED (IT HAS SINCE BEEN REPAIRED). DUE 70 PROBLEMS WITH THE CHECK SOURCE
ACTUATORS AT PLANT VOGTLE, WESTINGHOUSE IS REVISTNG THEIR ACTUATOR DESIGN AND A
NEW PROTOTYPE IS EXPECTED SHORTLY. THE CVI WAS CAUSED BY PROCEDURAL AND TRAINING
INADEQUACIES. TO PREVENT RECURRENCE, APPROPRIATE PROCEDURES WILL BE REVISED BY
NOVEMBER 15, 1987. SEVERAL TECHNICIANS WHO WORK ON THE RADIATION MONITORS HAVE
RECENTLY COMPLETED ADDITIONAL TRAINING.

(295 vogTLE ! DOCKET 50-424 LER 87-05)
PERSONNEL ERROR LEADS TO EXCEEDING TECHNICAL SPECIFICATION SURVEILLANCE TINME
LIMIT.

EVENT DATE: 081887 REPORT DATE: 091787 NSS§S§: 8§ TYPE: PWR

(NSIC 2060°%) DURING THE PERIOD FROM AUGUST 18, 1987, TO SEPTEMBER 2, 1987, WITH
THE PLANT OPERATING IN MODE ' AND AT 100% OF RATED THERM..L POWER, SURVEILLANCE
INTERVALS FOR MEASURING THE STROKE TIMES OF THIRTEEN (13) VALVES REQUIRED TO BE
TESTED BY ASME SECTION XI EXCEEDED THE REQUIRED TEBCHNICAL SPECIPICATION (T.8.)
TIME REQUIREMENTS BY TIME INTERVALS RANGING FROM SIX (6) TO SEVENTEEN (17) DAYS,
THIS EVENT WAS DISCOVERED BY ROUTINE DATA REVIEWS CONDUCTED BY AN INSERVICE TEST
ENGINEER. SUBSEQUENTLY ALL MISSED SURVEILLANCES WERE PERPORMED AND ALL VALVES
WERE VERIFIED TO BRE WITHIN THEIR SPECIFIED MAXIMUM STROKE TIME LIMIT. THE CAUSE
OF THIS EVENT WAS PERSONNEL ERROR INVOLVING TwQO (2) REGULATORY COMPLIANCE
SPECIALISTR. THE DUE DATES FOR THE QUARTERLY VALVE SURVEILLANCES WERE CHANGED
WITHOUT REALIZING THE REQUIRED MONTHLY SURVEILLANCE TIME LIMITS WOULD BE
EXCEEDED. CORRECTIVE ACTION INCLUDED COUNSELING THE INDIVIDUALS INVOLVED.

[296) vOoGTLE ! DOCKERT 50-424 LER 87-0%4
CONTAINMENT HYDROGEN LEVEL INDICATION INOPERABLE DUE TO PERSONNEL ERROR.
EVENT DATE: 082487 REPORT DATE: 092387 N§SS: S§§ TYPE: PWR

(NSIC 206509) ON AUGUST 264, 1987, AT APPROXIMATELY 0945 C™T WITN THE UNIT IN NODE
1, AN INSTRUMENT AND CONTROL (I14C) TECHNICIAN DISCOVERED JHAT THE CHANNEL A
CONTAINMENT MYDROGEN MONITOR CONTROUL ROOM INDICATION AND ALARM WAS INOPERABLE.
PURTHER INVESTIGATION REVEALED THKAT THE CHANNEL A CONTROL ROOM HYDROGEN
INDICATION AND HIGHM HYDROGEN ALARM HAD BEEN INOPERABLE FOR APPROXIMATELY 2! DAYS,
WHICH EXCEEDED THE ACTION STATEMENT REQUIREMENTS. THIS DID NOT MEBET THME UNIT 1
TECHNICAL SPECIFICATION REQUIREMENT FOR MODE ', THE CONTROL ROOM CHANNEL A
CONTAINMENT HYDROGEN MONITOR INDICATION AND ALARM WAS RENDERED INOPERABLE DUE TO
REVERSAL OF THE SIGNAL WIRE LEADS AT THE CABINET. THIS WAS CAUSED BY PERSONNEL
ERROR AND RESULTED IN NONCOMPLIANCE WITH THE SURVEILLANCE PROCEDURE FOR THE
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PERSONNEL ERROR WHILE TRANSFEPRING LOADS BACK TO THE SWITCHYARD TRANSFORMER. THE
PROCEDURE HAS BEEN ENHANCED TC PREVENT SIMILAR OCCURRENCES.

1302) WOLF CREEX ! DOCKET $S0-482 LER 87-03¢
INADVERTENT RELEASE OF A SECONDARY LIQUID WASTE MONITOR TANK WITHOUT PRIOR
SAMOLING CAUSED BY PROCEDURE INADEQUACY.

EVENT DATE: 072687 REPORT DATE: 100287 NESS: WE TYPE: PWR

(NSIC 206605) ON JULY 26, 1987, DUKING AN AUTHORIZED RELEASE OF SECONDARY LIQUID
WASTE MONITO® TANK 'B' (SLWMT), THNE CONTENTS OF SLWMT ‘A’ WERE INADVERTENTLY
RELEASED. THIS OCCURRENCE WAS DISCOVERED ON JULY 27, 1987, WHILE OBTAINING
ROUTINE TANK LOGS, WHNEN IT WAS NOTED THAT SLWMT 'A' LEVEL HAD DECREASED FROM SIX
PERCENT TO IERO PER( 7' T DURING THE TINE PERIOD OF THE SLWNT 'B' RELEASE.
FOLLOWING THIS DISCOYERY, THE TANK LINEUPS WERE VERIFIED TO BE PROCEDURALLY
CORRECT. CALCULATIONS PERFORMED SUBSEQUENT TO THE EVENT CONFIRMED THAT NO
RELEASE LIMITS HAD BEEN EXCEEDED. DURING A REVIEW OF THIS EVENT ON SEFTEMBER 3,
1987, IT WAS DETERMINED THAT THIS EVENT CONSTITUTED A TECHNICAL SPECIFICATION
VIOLATION AS SLWMT 'A' WAS NOT SAMPLED PRIOR TO THE RELEASE. THIS EVENT HAS BEEN
ATTRIBUTED TO A PROCEDURAL INADEQUACY. THE APPLICABLE PROCEDURE DID NOT ADDRESS
COMPLETE ISOLATION OF THE INSERVICE SLWMT WHILE THE OTHER WAS BEING RELEASED.
THE PROCEDURE HAS BEEN REVISED,

[303; WOLP (REEK DOCKET 50-482 LER 8700
SPEAT FUEL 200L MEAT EXCHANGER ROCM DOORS NOT THREE-HOUR FIRE RATED DUE TO
INSTALLATION NOT IN ACCORDANCE WITH DESIGN REQUIREMENTS.

EVENT DATE: Q081187 REPORT DATE: 091087 NSSS: we TYPE: PWR
VENDOR: MOSLER SAFE CO

(NSIC 206194) ON AUGUST 11, 1987, IT WAS DETERMINED TRAT A VIOLATION OF TECHNICAL
SPECIFICATION 3.7.1%, WHICH REQUIRES THAT ALL PIRE BARRIER PENETRATIONS
SEPARATING SAFETY RELATED FIRE AREAS BE OPRRABLE, HAD OCCURRED BECAUSE THE FUERL
POOL COOLING WEAT EXCHANGER ROOM SHIELDING DOORS COULD NOT BE CERTIPIRD AS
THREE-HOUR FIRE RATED BARRIERS. THIS COWDITION WAS DISCOVERED BY ENGIMEERING
PERSONNEL DURING EVALUATION OF A PROBPLEM WITH THE LATCH BOLT AND KEEPER OF ONE OF
THE DOORS. AN HOURLY FIRE WATCH PATROL OF THE DOORS HAD BEEN IN EFFPECT SINCE
APRIL, 1987, TO PACILITATE OTHER INSPECTION ACTIVITIES. THESE TWO DOORS ARE TN
ONLY SHIELDING DOORS IN THE PLANT INSTALLED IN THREE-NOUR FIRE RATED WALLS. THE
ROOT CAUSE OF THIS DISCREPANCY COULD NOT BE DETERMINED. A DESIGN CHANGE WILL BE
IMPLEMENTED TO PROVIDE FIRE RATED DOORS TO BE INSTALLED IN SERIES WITH THE
EXISTING DOORS AND ALSO TO ENHANCE THE DOOR ClLOSURR MECHANISH,

[304) WOLF CREEK ! DOCKET S0-482 LER 87-03)
INOFERABLE CONTAINMENT ISOLATTON VALVE CAUSED BY INCOMPLETE RETESTING POL!OWING
MAINTENANCE ACTIVITY

EVENT DATE: 081387 REPORT DATE: 09'487 NSSS: wp TYPE: PWR

(NSIC 206195) ON JULY 12, 1987, THE POSITION INDICATIOW/TRAVEL LIMIT SWITCH ON
CONTAINMENT ISOLATION VALVE EF HV-46 WAS ADJUSTED TO CORRECT A POSITION
INCVICATION ANOMALY UNDER A TROUBLESNOOTING WORK REQUEST. DURING THE NORMAL
CLOSEQUT REVIEW OF THE W "BQUEST AUTHORIZING THIS ACTIVITY, ON 8/13/87, IT WAS

DETERMINED THAT A LOCAL RATE 7 .87 (LLRT) SHOULD HAVE BEEN PERFORMED TO
DEMONSTRATE VALVE OFE®*‘: ‘Y PRIOT CSTORING THE VALVE TO SERVICE., A TYPE C
LLRT WAS PERPORMED ( - VALVE Ok 2 AT APPROXIMATELY 1930 CDT. A
QUANTIFICATION P T ¢ »r s g " F1.D THAT THE VALVE LEAKAGE WAS
SUFFICIENT TO Cal'S,  § v : ATE OF ALL TYPE B AND C LLRTS TO EXCEED
THE TRCERNICAL SpeC ° ° “ " © A, THE LIMIT SWITCH ON THE VALVE WAS
THEN RE-ADJUSTEL. . » - Ky #. RMED, WITH SATISPACTORY RESULTS, ON

8/14/87, AT APPROXIwATY f YIEW OF THIS EVENT CONCLUDED TUHAT THE






112

(NSIC 206499) ON AUGUST 31, 1987 IT WAS DISCOVERED THAT THE WEEKLY "AVERAGE POWER
RANGE MONITOR (APRM) CALIBRATION FROM HEAT BALAWCE", HAD NOT BEEN COMPLETED
WITHIN THE REQUIRED TIME PLUS 25% AS REQUIRED RY PLANT TECHNICAL SPECIFICATION
TABLE §.3.1.7-1.2, THE CALIBRATION WAS DUE TO BE PERFORMED ON AUGUST 25, 1987,
WAS OVERDUE ON AUGUST 27, 1987, AND WAS NOT PERFORMED UNTIL SEPTEMBER 1, 1987,
THE SURVEILLANCE PROCEDURE WAS PERFORMED THE NEXT OUAY (SEPTEMBER ', 1987 WHICH
COINCIDED WITH THE NORMAL SURVEILLANCE SCHEDULE. THE ROOT CAUSE OF THIS EVENT
WAS PERSONMEL BRROR. A PLANT TECHNICAL STAFF SUPERVISOR FAILED TC ROUTF THE
SURVEILLANC : MONITORING SYSTEM (SMS) COMPUTER CARD TO THE PIANT SHIFT ENGIMEERS
WHO PERFORM THE SURVEILLANCE. 1aR SF® COMPUTER CARD SERVES AS \ REMINDER TO THE
SEHIFT ENGINEER TO PERFORM THE SURVEILLANCE. CORRECTIVE ACTIONS INCLUDED A REVIEW
OF PLANT HISTORICAL DATA (THE TRANSIENT DATA ACQUISITION SYSTEM-TDAS-STORES A SET
OF PLANT DATA ONCE EVERY M {UTE AND STORES THIS FOR TWO WERKS BREFORE OVERWRITING
WITH NEW DATA) WHICH CONCLUDED THAT FIVE (S) OF THE SIX (6) APRN CHANNELS WERE
WITHIN THE ALLOWABLE TECHNICAL SPECIFICATION TOLERANCES FROM THE TIME THE
SURVEILLANCE WAS DUR TO WHEN IT WAS PERFORMED ON SEPTEMBER ', 1987, ONLY PFOUR
(&) OF THE SIX (6) APRM CHANNELS (%¥wO (2) OF THREE (3) PER TRIP SYSTEM) ARE
REQUIRED TO BF OPERABLE.

{308 WPPSS 2 DOCKET 50-3%7 LER 87-02¢
DIESEL/GENERATOR STORED DIESIL PUBL OIL LESS THAN TECHNICAL SPECIFICATION LIMIT
DUE TO INADEQUATE SETPOINT PROCESS CONTROL.

EVENT DATE: 0%815@7 RAPORT DATE: 092587 NSSS: GE TYPE: BWR

(NSIC 208513) ON 8/264/87 DURING AN NRC SAPETY SYSTEM FUNCTIONAL INSPECTION (SSFPI)
IT WAS DETERMINED THAT THE TABLE OF DIEBSEL PUBL (GALLONS) VERSUS TANK DIPSTICK
LEVFL FOR EACH DIEBSEL OIL STORAGE TANK WAS IN ERROR, THERE ARE THREE DIESEL OIL
SVORAGE TANKS AT WNP-2, ONE ASSOCIATED W.TH BACH DIESEL/GENERANTOR SET. ON
SEFTEMBIR 'S5, 1987 USING NEW TABLES BASED ON N2W GENERATION BUHGINERRING
CALCULATIONS, FPLANT LOGS “ROM JULY 1986 TO SEPTEMBER '987 WERE REVIEWED AND IT
WAS DETERMINED THAT THERE WERE POUR INTERVALS DURING THIS PERIOD WHEN THE AMOUNT
OF FUEL IN A STORAGE TANF WAS BELOW THE PLAUT TECH SPEC LIMIT. THESE OCCURRENCES
WERE FOR THE DIVISION ' OR 2 DIEBSEL/GENERATOR SYSTEMS ONLY. THE HIGN PRESSURE
CORE SPRAY DIESEL/GENERATOR STORAGE TANK WA! NEVER, FOR THE REVIEW PERIOD, BELOW
ITS TECH SPEC LIMIT: CORRECTIVE ACTIONS INCLUDE: A TASK PORCE IS REVIEWING THR
SETPOINT PROCESS AT WNP-2, L/EW CALCULATIONS POR USABLE TANK CAPACITY VERSUS
DIPSTICK LEVEL WEFRE COMPLETEL, THE OFERATION'S EQUIPMENT OPERATOR DAILY LOG
SHEETS WERE REVISED WITH THE NEW TANK LEVEL CRITERIA, THE REVISE" TABLES HAVE
BEEN INCORPORATED INTO THE PLANT PROCEDURES, AND THE TANK 1LOW ALARM LEVEL
SETPOINTS WILL BE CHANGED. THE CAUSE OF TH1J EVENT WAS INADEQUATE PROCESS
CONTROL OF FPLANT SETPOINTS. ORIGINAL CALCULATIONS PROVIDED POR AN ERROR MARGIN BUT

{309 LION DOCKET 50-29% LER 87-0'%
ESSENTIAL HEAT TRACE DEENERGIZED ON BORIC ACIP SYSTEM DUR TO A #OLICY
MISUNDERSTANDING AND DEFPICIENT PIwWCRDURE.

EVENT DATE: 080487 REPORT DATE: 050207 NSSS: wE TYPE: PWR
OTHER UNITS INVOLVED: BLION 2 (PWR)

(NSIC 20630%) ON AUGUST &, 1987 AT 084S HOURS AN OPERATING EBQUIPMENT ATTENDANT
(B-MAN) DISCOVERED BOTH REDUNDANT CHANNELS OF HEAT TRACE DEENERGIZED ON A PORT!ON
OF THE FLOWPATH BETWEEN THE OPERABLE BORIC ACID TANKS (BAT) AND THE SUCTION LINES
FOR THE TWO URIT ' BORIC ACID TRAFSPER PUMPS. UNIT | WAS A% 94,5V POYER, AND UNIT
2 WAS IN HOT STANDBY. IHE “EAT TRACE HAD BEEN DEENERGIIED BY ELECTRICIANS (EM'S)
WHO WERE REPLACING A PORTION OF THE CIRCUIT. THE B-MAN NOTIPIED THE SHIPT
SUPERVISOR, WHU HAD THE EM'S RESTORE THE CIRCUIT. THE PVENT WAS CAUSED BY A
MISUNDERSTANDING OF 'OLICY REGARDING BREAKER MANIPULATION AND A DEFICIENT EM
PROCEDURE. AT APPROXIMATELY 0¥15 HOURS, THE EM'S OBTAINED LICENSED SHIPFT FOREMAN
AFFROVAL TO START WORK ON THIS CIRCUIT. THE SHIPT POREMA., WAS NOT AWARE THAT THE
WORK WOULD INVOLVE DEENERGIZING BOTH REDUNDANT HEAT TRACE CHANNELS. AND THE BN
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PROCENPURE DID NOT REQUIRE THAT AN OUT OF SERVICE CARD BE HUNG BEFORE DEENERGILING
THZ CIRCUIT. SAFETY EFFECT WAS MINIMIZED BY THE SHORT DURATION (LESS THAN THREER
HOURS, OF THE EVENT AND BY THE FACT THAT A TRANSFER PUNMP WAS RUNNING, PROVIDING
SUFPTICIENT FLOW TO PREVENT BORIC ACID SOLIDIPICATION IN THE LINE. CORRECTIVE
ACTION WIL' INCLUDE REVISIUNS TO TME EM PROCEDURES FOR WORK ON HEAT TRACE AND A
REVIEY OF THE POLICY OF EM MANIPULATION OF VEAT TRACE BREAKERS DUR*NG TROUBLE

SHOOTING /REPAIR,

1310] EION 1 J0CKET 50-298% LER 87-018
INOPERABLE RESIDUAL HEAT REMOVAL TRAIN DUR T_O A PUMP SUCTION ISOLATION VALVE OUT

OF PERVICE.
EVENT DATE: 082587 REPORT DATE: 092487 NESS: we 1YPE: PWR

(NSIC 206516) ON 8/25/87 AT 1330 HOURS, THE 'B RECIDUAL NEAT REMOVAL PUMP SUCTION
ISOLATION VALVE ('MOV-RH8700B) WAS TAKEN OUT OF SERVICE, OPEN, MAKING THE LION
UNIT ' RESIDUAL HEAT REMOVAL TRAIN B INOPERABLE. DUE TO MISINTERPRETATION OF
OPERAFTILITY REQUIREMENTS BY THE LICENSED SHIPT SUPERVISION, THR TECH SPEC
REQUIRED SURVEILLANCES FOR CONTINUED UNIT OPERATION WERE NOT INITIATED UNTIL
APPROXIMATELY TWENTY FIVE HOURS LATER. WITH UNIT ' OPERATING AT 95% POWER, THE
MISSED SURVEILLANCE PUT UNIT ' IN A CONDITION PROMIBITED BY PLANT TECH SPECS.
“HEN THE OVERSIGHT WAS RECOGNIZED, THE SURVEILLANCES WERE BEGUN., FOR FIVE DAYS
PRIOR TO THE EVENT, VALVE 'MOV-RHE87008 HAD BEEN THE SUBJECT LF A TECHNICAL STAPP
INVESTIGATION INTO THE OCCASIONAL FAILURE OF THIS VALVE TO RESPOND TO A
CONFIRMATORY OPEN SIGNAL COINCIDENT WITH A PUMP START. DURING T “'S TIME TAE
VALVE REMAINED IN SERVICE AND CPEN AS REQUIRKD BY PROCEDURE, EXCE+I DURING TEST
STROLING AT THE TECHNICAL STAPF REQUEST. THIS TESTING AND THE "EED TO KEEF THE
VALVE OFEN FOR NORMAL OPERATICON LEAD THE LICENSED SHIFT SUPERVISION TO OVERLOOK
THE POIT-ACCIDENY VALVE FUNCTION WHEN IT WAS TAKEN OUT OF SERVICF POR REPAIR.

(311 ZION 2 DOCKET $0-304& LER #7-007
AUTOSTART OF 2A AUX FEEDWATER PUMFP DURING TEST DUE TO MISALIGNMENT P RELAY
CONTACT.

EVENT DATE: 082687 REPORT DATE: 092587 NSSS: we TIPE: PWR
VENDOR: WESTINGHOUSE RLEC CORP.-NUCLBAR ENERGY 8YS

(NSIC 206517) ON AUGUST 26, 1987 AT 17:15 AOURS, SECTIUN 10 OF PT-% (REACTOR
PROTECTION LOGIC: RUACTOR AT NORMAL OPER., CONDITIONS OR AT HOT SHUTDOWN) WAS
BEING PERFORMED FOR TRAIN B WHEWX THE 2A AUX FEEDWATER PUMP (2A AFW PP)
UNEXPECTEDLY AUTOSTARTED, TECH STAPF PERFORMED A CONTINUITY CHECK ON THE CIRCUIT
AND CONCLUDED THRAT THE AFPI-XB RELAY MAD AN OPEN CONTACT. BLECTRICLANS REPLACED
THIS RELAY WITI A NEW RELAY. OPERATIONS REPEATED THE TEST SECTION ON \UGUST 2%,
987 AT '6:15 HOURS AND THE 2A APV PP AUTOSTARTED AGAIN. THIS TINE, TECH STAPY
FOUND THAT THE AFFP'-A8 RELAY HAN A MOVEABLE CONTACT WHICH HAD SHIPTED DOWW AND
MISALIGNED SO THAT IT COULD NOT CLOSE; THIS RELAY WAS ALSO REPLACED. THE Ti'T
WAS RE-RUN SUCCESSFULLY. THESE TWO OCCURRENCES WERE BOTH CAUSAD BY A
WESTINGHOUSE TYPE NBFD-66S RELAY. THE SAPRATY SIGNIPICANCE OF THESE TWO EVE.TS
WAS MINIMAL BECAUSE THE RELAY CONTACT FPAILURES WERE CONSPRVATIVE. THE 2A APN PP
AUTOSTART CIRCUITRY IC A "DE-ENERGILZE TO ACTUATE" SYSYRBM. ALL UTHER NBPD-66S
RELAYS NOW IN SERVICE TN REACTO. PROTECTION WERE INSPECTED POR MISALIGNED
TONTACTS AND NONE WERE FOUND. POR / TURE RELAY IN"TALLATIONS AND REPLACEMENT,
ELECTRICAL MAINTEWANCE WILL INCLUDE .TEPS IN THEIN PROCPO'IRE 30 TwAY THE RELAY IS
INSPECTED FOR DAMAGE AND CONTACT ALIGNMENT AS A PART OF THE BENCH TRCT.
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COMPONENT INDEX

PRESSURIZER 2, 31, 22% TEMPERATURE 249
PUMP, JET 200 TOXICITY 121, 221, 241, 264, 266
PUNPS 1, 2, 9, 12, 20, 26, 28, 43, &7, TRANSFORMERS 194, 196, 197, 211, 212,
a8, S0, 56, S5, 64, 66, 68, 78, 77, 218, 249, 254, 263, 206, 293, 3N
81, 82, 95, 87, 94, 95, 107, 110, 118, TUBING 72, 292
129, 131, 137, 148, 180, 162, 173, TURBINE 1, 2, 9, 12, 28, 29, 31, W),
1868, 191, 194, 196, 187, 211, 217, a7, Sa, 88, 59, &6, 17, 78, 108, 110,
218, 22%, 230, 231, 233, 240, 244, 118, 189, 172, 198, 202, 203, 219,
246, 2%2, 283, 262, 263, 268, ar, a8, 263, 277, 200
299, 301, 302, 309 VALVE OPERATORS 13, 7, 9, 10, 18, 28,
RADIATION MONITORS §, 16, 48, S0, 72, 29, 31, 39, 43, A7-49, S2, 55, 59, 61,
80, €8, 97, 100, 102, 108, 109, 113, €2, 72, 7%, 78, 8%, 87, 92, 9, 9%,
125, 128, 149, 188, 161, 176, 180-182, 98, 103, 108, 110, 118, 118, 120, V3%,
147, 191, 204, 206, 207, 222, 224, 138, 148, 182, 156, 187, 159, 160,
238, 252, 253, 2%%, 278, 282, 208, 165, 169, 170, 183, 190, 1932, 19§,
290, 294, 200, 301 198, 202, 203, 208, 211, 226, 236,
REACTOR 74, 85, 87, 80, 91, 108, 107, 2644, 24%, 260, 263, 276, 277, 28,
110, 118, 118, 120, 128, 147, V48, 207, 293, 295, 299, 304, 110
165, 284 VALVE, CHEBCK 2%, 47, 52, 55, 84, 90,
RELAYS 9, 11, 12, 17, 26, S&, 62, 66, 161, 148, 162, 178, a®?
“o '10 .3, ”. "l ‘a), ”'o ‘... VALVI' ‘. 'l ,"°o "l "0 l‘n "a "-
181, 197, 198, 236, 249, 263, 301, 3N 31, 33-36, 39-43, 47-50, 52, 34-%6,
RESPONSE TINE 9, 54, 66, 123, 138, 181, $9, 61, 62, %, 68, 71, 72, 78, 78,
249 83, 85, 87, 90-92, 94, 9%, 98, 103,
SAFETY DEVICE 164 108, 110, 118, 11e, 120, 127, 128,
SEAL 2%, 33, &), 48, S&, 7%, 75, 9%, 131, 132, 134, 138, 141, 142 149-1%0,
87, 134, a1, 183, 171, 172, 104, 232, 182, 183, 156-160, 162, 165, 169-172,
261, 298, 208 178, 178, 182, 183, 190, 194-19%, 198,
SENSORS, FLON 12, $2, 61, &9, 72, 79, 202, 203, 205, 208, 211, 214, 220,
85, 87, 114, 134, 1852, 161, 252, 261, 225, 226, 433, 234, 236-2)8, 240, 241,
a9 204, 265, 208, 249, 299-26), 26%, 267,
SENSORS, LEVEL 28, 34, 43, 48, $2, 69, 270, 278-277, 284, 205, 287, 293, 29%.
95, 110, 119, 180, 169, 134, 188, 196, 299, 302-30%, 310
193, 214, 278 VIBRATION 78, 272

SENSORS, PRESSURE 9, 20, 513, §9, 76,
0, 87, 95, 110, 138, 143, 188, 153,
185, 316, 237, 206, 267, 204, 299

SENSORS, TEMPERATURE 10, 27, €2, %7,
180, 236, 25), 268, 28y, 292

SEPARATOR 202

SERVORBCHANISH 3, 29, @9, 62, 94, 93,
103, Y10, Y18, 138, 157, 160, 18],
192, 200, 236, 295, 299, Y08, 30

SHOCK ABSORBER 130, 142

SHOKE Y40, 230, 297

SOLENOID 25, A2, 8%, #7, 92, 95, 99,
181, 156, 195, 203, (0S5, 260, 27,
a7, 294

SOLID STATE DEVICE ', 2, &, 43, &7, 88,
107, 137, 173, 179, 18, V82, 107,
278, 397, 299

STEANM GENERATOR Y, 2, 7, &, 10, 2, 28,
IV, N3, &4, &7, 56, 78, VDY, 2Y9, 248,
276, 377, a9}

STEEL 283

STEEL, STAINLESS 'Y, 227, 309

STORAGE CONTAINER 54, 73, 94, 99, 150,
203, 218, 02, 300

STRUCTURE 45, 63, 87, 113, 136, 2V0,
2

SUPPORT STRUCTURE 87, 130, 182, 210

SYSTEM CAPACITY 13', 202, 219, 245
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SYSTEM INDEX

This index is based on system and system-related keyvords assigned by the NSIC
staff when the summaries of the LERs are prepared for computer entry.

ACTUATOR ', 24, 34, 53, 66, 87, 96, CONTAINMENT 100, 107, 110, 111, 113,
112, 116, 119, 12Y, 122, 136, 104, 116, 119, 124, 128, 136, 147, 148,
176, 182, '04-106, 192, 221, 226, 2138, 161, 154, 155, 160166, 1721, 178, 10,
241, 254, 264, 266, 267, IV 182, 184, 193, 196, 199, 208, 206,

AIR 55, 75, 126, 4R, 165, 245 210, 2V, 2313, 230, 236, 228, 33v-2MY,

ANNUNCIATORS 14, 28, &8, 72, 113, 150, 233, 249, 253, 258, 260, 26', 268,
230, 243, 2684, 247, 252, 261, 27%. 272, 278, 202, 206-288, 294, 296, 301,
281, 294, 296, 109 306

AUXILIARY 1, 2, 9, 10, 28, 29, 31, 3}, CONTAINMENT ATMOSPKERE 53, 126, 141,
36, 40, 42, 43, 47, a8, S0, 52, S8-%6, 213, 262, 269, 278, 295, 29¢
66, 77, 92, 03, 99, 100, 13, 12%, CONTAINMENT ISOLATION 284-27, 29, 1),
138, 135, 137, 17, 174, 194, 203, 38, 36, GY, A7, 49, 52, Sa, S6, 62,
22%, 227, 231, 233, 237, 239, 20N-248, 65, 70, 74, 75, 0S5, 87, %0, 92, 9§,
250, 269, 277, 291, 293, 298, 10, M1 96, 102, 103, 107, Y10, 118, 126-128,

BLOWDOWN &1, 49, 53, S&, 5%, 137, 3o 136, 18Y, 187149, 1644187, 171, 192-

BUILDING 16-18, 264, 30, 33, 36, 80, S0, 106, 186, 192198, 220, 22s, 233, 3),
63, 93, 97, 100, 106, 108, 108, 113, 248, 249, 260, 276, 285, 288, 290,
193, 121, 1368, 133, 134, 180, V46, 29%, 104
181, 188, 186, 169-171, 176, 180-101, CONTAINMENT ISOLATION/SSF ‘26, 167, 186
191, 104, 196, 197, 209, 221, 222, CONTAINMENT PURGE 17, 87, 124, 184
225-227, 231, 233, 237-239, AN, 209, CONTAINMENT SPRAY 4S5, #2, 160, 230,
358, 255, 257-259, 262, 264-2686, 27, 231, 240, 240
202, 286, 288, 292, 299, 299, 01, CONTAINMENT SPRAY/SSF 82
303, 308, 306 CONTAINMENT SPRAY/TSF 4S5, 230, 240

BUILDING/SSF 30, 40, €3, 140, 146, 209, CONTAINMENT VACUUM BREAXKER 75, 95, 100
237, 357, 206, 130) CONTAINMENT /SSF S8, 210, 2V', 286

BUILDING/TSF 0% CONTAINMENT /TSP 43, 79, 124, 158, 178,

BYPASS 7, 10, 31, &7, &8, S8, S8, 211, 230, 231, 258, 286, 29¢
88 CONTAINMENT, ICE CONDENSER 7)

CABLES AND CONNECTORS 61 CONTROL 16-18, 24, 30, 83, 5%, 63, 7%,

CALIBRATION &, 7-10, 1S, 19, 20, 2%, 97, 100, 106, 108, 109, 112, 113, 121,
26, 37, V.08, 36, 37, 06, A9.5), %%, 126, 128, 18), 146, Y80, 151, 186,

50, 60, 62, 66, 67, 69, 7Y, 72, 4.7, 165, 176, 100182, 2V), 22V, 2:2, 215,

80, 06, 80, %2, %4, Y00, 1Y0, V12, 226, 238, 241, 242, 248, 249, 254,

117, Y19, 130, 123, 123, 12%-1)30, 13, 255, 299, 252, 260-266, 269, 27V, 27,

137, 188147, 1850, 158, 158, 162, 168, 202, 205, 292, 296, 299, 10, J0%, 06

167, 168, 177, 174177, '8, 182, 189, CONTROL ROD DRIVES 6-80, 1Y, 26, S8, 60,

109, 192, 195, 197, 199, 206, 207, 7Y, 88, 87, 123, &Y, TA8, '8B4, 18R,

215, 3V6, 232, 226, 23V, 239-24), 24 208, 28, 284

250, 2%6, 258, 2%y, Q0%, 2%, are, CONTROL ROD DRIVES/SSFr 26, 184

a8, 203, 208-390, 293-298, J0&, 307, CONTROL ROD DRIVES/TSF 87, 148

310 CONTROL SYSTEM ', 2. 6, 9-12, 17, 28,
COMMUNICATION SYSTEN 220 29, 3V, &2, ND, A7, aB, 52, SN, 55,
COMPONENT COOLING SYSTEM 29, 79, 82, S8-80, 76, 78, 85, 87, 108, 107, 110,

84, 95, 125, 239, 232, 239, 280, 299 1%, 108, 130, 127, T3Y, 133, 138,
COMPONENT COOLING SYSTEM/SSP 82, 299 169, 170, 172, VY, Q1e, 235, 3V,
COMPONENT COOLING SYSTEM/TSP 94, 125 206, 2956, 263, 277, 284, 293, 30
COMPUTER, DIGITAL 1, 22, 8%, 118, 130, COOLANT PURIFICATION SYSTEM 2.4, 17,

179, 196, Y3, N2 a7, 29, A9, SN, 65, 68, Y&, 0, 2.
CONDEBNSBR 5S4, 59, 119, 194, 200, 300 87, 90, 103, 110, V16, 133, 181, 130.
CONDENSER COOLING SYSTEM 184, 194, 96, 152, 163, 167, 184, 190, 196, 217,

FEF 438, 227, 230, 333, 239, 260, 287,
CONDENSER COOLTYNG SYSTEM/SSF ‘84 268, 275, 279, 286, 2985, 306, 309, M0
CONDENSER CONLING SYSTEM /TSP 194 COOLANT PURIPICATION SYSTEM SSFP 82,
CONSTRUCTION Y3&, 136, 152, 212, 23s2, 1232, 162, 167, 309

238 COOLANT PURIFPICATION SYSTEM /TSP 3, 68,
CONTAINNENT 2, S, 17, 28.37, 39, 133, 150, 162, 190, 196, 2'7, 2330, 2)),

36, 39, &8, 45, A8, S0, 53, S8, 62, 40, 310

70, 76, 75, 79, 90, 87, 08, 95, 97, COOLING 126, 182, 249, 292
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COOLING SYSTEM, SECONDARY 1.4, 7-10, EMERCENCY POWER, EBLECTRIC 289%, 2%6,
12, 28, 28, 29, 31, 34, 35, 42-04, a7, 273, 296, 289, 30%, 308, 310
49, 52, S4-%56, 59, 66, 74, 76-78, 02, EMERGENCY POWER, ELECTRIC/SSFP 17, 26,
85, 87, 9C, 92, 96, 99, 102, 107, 110, 46, 64, 132, 196, 217, 231, 249, 209
192, 118, 118, 120, 126, 131, 1232, EMERGENCY FOWER, BLECTRIC/TSP 119, 196,
138, 137, 161183, 145, 149, 158, 1§85, 197, 23, 310
167, 169, 170, 172-174, 107, 198, 195, ENGINEERED SAFEY FPEATURE ', 24, 34,
198, 200, 202, 207, 19, 23%, 2)), $3, 66, 87, 96, 112, 116, 119, 12V,
217, 244206, 263, 276, 277, 204, 205, 122, 126, 144, 178, 182, 86106, 192,
290, 291, 293, 295, 100, 301, 306, VY 221, 226, 238, 261, 254, 266, 266,
COOLING SYSTEM, SECONDARY/SSP 28, 47, 267,
56, 66, 77, 82, 97, %6, 138, 167, 2V ENGINEERED SAFETY FEATURE SSF 86, 122,
COOLING SYSTEM, SRCONDARY /TSP 1, 2, 7, 126, Ta8, 182, 1886
0, 10, 12, 28, 29, 3\, A3, A7, 52, %%, ENGINES, INTERNAL COMBUSTION 17, 132,
§S, 78, 85, 07, 90, 107, V10, 11§, 133, 180, 46, 215, 256, 100
120, Y31, 137, 143, 172, 194, 228, ENVIRONMERT 47, 213, 25V, 263, 102
233, 204-286, 263, 277, 288, 3N BQUIPHNENT 25, 113, 184, 271, 248, 260,
CORE §-8, 1Y, 13, 18, 32, 37, &7, a0, 285, 28%
S8, 84, 90, 104, 138, 145, 147, 18], PAILURE, ADMINISTRATIVE CONTROL 9§, 32,
166, 167, 173, 177179, 187, 189, 208, 37, 39, 46, 49, 55, 56, 66, 76, 79,
211, 216, 229, 243, 247, 26, 286), 84, 86, 88, 89, 112, 119, 124, 129,
280, 29, 307 130, 186, 157, 160, 168, 175, 186,
CORE REPLOODING SYSTEM 49, 175, 228§, 195, 208, 208, 215, 233, aws0, 272,
ars 279, 203, 29, 297, 307, 308, 310
CORE REFPLOODING SYSTEM/TSF 225 FAILURE, C4SIGN BRROR '8, &5, 87, 94,
CORE SPRAY 26, Y17, 119, 128, '@ 103, 106, 120, 121, 136, 152, 1583,
CORE SPRAY/SSF 26, 117 167, 193, 208, 226, 230-233, 236-2)39,
CORE SPRAY/TSF 1134 2606, 248, 264, 266, 268, 269, 202,
CORB/SSP 04, a7, 167, 20% 286, 206, 29, 298, 101
CORR/TSPF 1?7 FAILURE, FABRICATION EBRROR A&7, 9%, 139,
CYLINDER GAS 156, 184 148, 83, W7
CYLINDER GAS/SSF 15¢ PAILURE, INSTALLATICON BRROR S50, 63, 75,
DEMINBRALILERS S8, 72, 119, 126, 229, 02, 93, 95, 109, 180, 170, 2%, 2D,
268 30l
DEMINERALIZERS /TSP 72 FAILURE, MAINTENANCE ERROR 3, 6, V1,
DRAINAGE 25, 113, 184, 271, 248, 260, 12, 39, 432, 84, SO, 61V, 68, 70, 01,
208, 2686, )05 83, 87, 96, V3, 118, 118, 13, 1)),
DRAINAGE SSF 20 138, 156, 959, 165, 174, 179, 10,
DRAINAGE /TSP 286 186, 185, 187, 192, 198, 302, 20s,
ELECTRIC PONERR 3, S, 12, 17, 26, 91, 205, V7, 23, 235, 208, NS, 2%,
64, 66, 78, 8, 82, 95, 98, 95, 101}, 255, 257, 267, 202, 105, M09
108, Y18, Y17, 133, 139, 168, 166, FPAILURE, OPERATOR BRROR Y, 2, S5, 7, &,
107, 102, 104, 186, 192, 198-.187, 207, 23, 20-30, 35, A0, 81, A2, 855, 56, 99,
290203, 217, 28, 230-232, 236, 2N, 68, 20, 73, 77, BN, 87, %0, %Y, 9),
2649, 2%6, 263, 269, 273, 206, 209, 107, 132, 135, 1850, 1852, 156, V8V,
293, 299, 10y, 309 167, 169, 173, 170, 106, 19V, 19%,
ELECTRIC POWEBR/SSP 232, 27) 200, 202, 209, 219, 230, 227, AW,
RLECTRIC POMER/TSP 70, 196, 212, 2, 230, 200, NS, A7, 282, %6, 0%,
86, 289 STV, 273, 277, 200, 206, 29, 29,
ELECTRIC POVWER, VITAL §, Y7, 26, %%, 01, 2
85, 86, 93, 96, V10, 13, V18, 117, PEEDMATER 1), 7.10, 13, 2%, 39, 29,
123, 181, 187, 164, 166, Y81, 183, 3V, 39, A2, 43, A7, A0, 53, S0-%%, 66,
194, 105, 208, 207, 234, 298, 206, 106 T4, 76, 77, 83, 05, 87, S0, 9%, 107,
BLECTRIC POWER, VITAL/TSF ) Y10, 115, YYE, 130, 13y, 132, 1),
EMERGENCY COOLING SYSTEM 225, 230, 23, Y37, YP3-074, 194, 203, 225, 2333, 3N,
40, 279 JOG-206, 263, 276, 277, 208, 29, 29,
EMERGENCY COOLING SYSTEM /SSFP 235 I0Y, WY
ENERGENCY COOLING SYSTEM TSP 230, 240, FIRE PROTECTION 19, 26, 30, 80, 62, 63,
7% TV, V3D, 135, 180, 186, 169, 209, 2V,
EMERGENCY POWER, BLECTRIC %, 17, 26, 239, 230, 233, 8N, 256, AN, M),
29, 86, 64, 66, 81, 82, 119, 38, 1132, 206, 297, 198, 303, 1308

196, 197, 2'8, 217, 428, 23, 2%, PIRE PROTECTION/SSPF 26, 130, 63, 100,
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PIRE PROTECTION/SSP 146, 209, 219 OPF SITE 286, 289, 29)
FIRE PROTECTION/TSF 19, 258 ON SITE 3, 5, 12, 17, 26, €4, 66, 81,
PLOW, RECIRCULATION 111 82, 88, 95, 103, 139, 164, 184, 186,
PUEL ELEMENTS 17, 24, SO, 97, 108, 109, 192, 194, 196, 197, 207, 212, 213,
188, 182, 257, 286, 288, 299, 301, 303 217, 218, 230, 231, 236, 204, 249,
PURL, POSSIL 215, 308 254, 263, 269, 273, 299, 301, 309
GENERATORS 10, 12, 29, 31, 48, 54, 59, PLANT 305
72, 76, 78, 108, 120, 127, 143, 189, PNEUMATIC SYSTEM 55, 75, 126, 148, 168,
169, 170, 172, 194, 202, 211, 219, 184, 190, 208, 248
217, 204, 293 PNEUMATIC SYSTEM/ SSP 184
HEAT EXCHANGERS 78, 169, 202 PNEUMATIC SYSTEM/TSP 148, 165, 248
HEATERS 109 POISON, SOLUBLE 150
HPCI 74, 87, 9%, 107, 110, 118, 117, PRESSURE RELIEPF 47, 98, 108, 119, 142,
118, 120, 128, 130, 203 149, 158, 287
KPCI/TSP 935, 107, 110, 117, 203 PRESSURE VESSELS 74, 85, 87, 90, 91,
HYDROGEN §3, 126, 181, 213, 262, 269, 108, 107, 110, 115 118-120, 120, 147,
278, 205, 296 148, 165, 195, 284
INSTRUMENT, ALARM 14, 28, 48, 72, 113, PRESSURIZER 2, 31, 69, 225, 274
150, 220, 243, 244, 247, 282, 261, PROCESS NONITORING &, 12, 17, 2%, 26,
278, 281, 294, 296, 109 37, 69, 76, 86, 93, 95, 96, 102, 123,
INSTRUNENT, IN CORE 13, 14, 32, 37, a7, 141, 143, 145, 147, 181, 164, 166,
W8, S8, B4, 138, A7, 163, 177, 187, 167, 184, 187, 188, 208, 207, 214,
199, 216, 243, 247, 261, 263, 280, 281, 286, 290, 291, 306
281, 306, 307 PUMPS 196, 197
INSTRUMENT, IN CORE/SSF 84 RADIATION PROTECTION PERSONNEL 21, 38,
INSTRUMENT, NON-NUCLEAR 2, 15, 20, 39, 190, 193, 210, 223, 228, 252, 2%7,
82, 47, 49, $2, S&, €2, 67, &8, 79, 270, 300
85, 87, 92, 95, 96, 98, 110, 114, 18, RCIC &', 74, 8%, 87, 107, 110, 11§,
117, 129, 134, 1a8, 150, 187, 164, 110-120, 129, 183, 198, 201, 214
168, 178, 184, 190, 195.198, 201-20), RCIC/TSP 61, 119, 198, 201
208, 236, 2432, 249, 269, 272, 204, REACTOR CONTROL &, 11, S8, 60, 284
287, 292, 296, 299, 301, 304, 309, )10 REACTOR POWER &, 11, S8, 60, 204
LEAK DETECTION 27, $3, 61, 100, 120, REACTOR PROTECTION SYSTEM &, 12, 17,
152, 153, 180, 182, 26, 224, 2%), 26, 37, 69, 76, 0%, 93, 96, 102, 12,
268, 278, 2802, 100 143, 148, 147, 181, 164, 166, 167,
LIGNTING 21) 108, 197, 188, 208, 207, 24, 281,
LUBRICATION 240, 292 286, 290, 106
MAIN COOLING SYSTEM 1, 2, 7, 8, 10, 12, REACTOR PROTECTION SYSTEN/SSPF 147, 167,
22, 30, 3%V, 3N, 37, &3, AN, W7, WS, 20%
$2, S8-56, 66, €9, 76, 77, 79, 85, 98, REACTOR PROTECTION SYSTEM /TSP 37
108, 111, 113, 119, 131, 142, 167, RHR-LPCT 17, 26, 99, 9%, 96, 117, 119,
190, 173178, 178, 194, 218, 2319, 238, 126, 120, 148, 1853, 167, 18N-106, 192,
229-231, 268, 26Y, 2%, 276, 277, a8, 299, 186, 209, 30C
287, 293, 200 RMR-LPCI/SSP 26, 117, 144, 167, 186,
MAIN COOLING SYSTEM/SSP 1, 48, 54, 5%, 289
167, 218, %) RHR-LPCI/TSF 91, 96, 118, 104-186, 249
MAIN COOLING SYSTEM /TSP 7, 8, 12, 31, RMR-LPST 1S, 29, 70, 92, 187, 178, V02,
V7, a7, sS4, 86, 77, 79, 119, 170, 173, 193, 208, 225, 230, 234, 208, 379, 310
194 RHR-LPSI/SSP 82, 182, 310
MATERIAL & EQUIP. WANDLING SYSTEM 66, RHR-LPSI/TSP 15, 70, 187, 183, 208,
67, 100 230, 234, 279
MONITOR 140, 146, 21, 230, 258, 297 SANPLING 635, 100, 126, 227, 239, 29%,
MONITORING PROGRAM . ENVIRONMENTAL 25) 301, 306
MONITORING SYSTEM, RADIATION $, 16, 50, SERVICE WATER SYSTEM 20, 26, 29, 19,
72, 80, 88, 97, 108, 109, 113, 128, 120, 138, 160, 184, 198, 197, 229,
120, 149, 185, 161, 176, 180-1832, 191, 233, 239, 240, 249, 259, 262, 265,
206, 206, 222, 238, 292, 259, 269, 286, 301, 306
202, 288, 298, 300, 301 SERVICE WATER SYSTEM/SSF 26, 39, 184
OPF GAS 59, 200, 202, 300 SERVICE WATER SYSTEM/TSPF 19, 196, 197
OFF GAS/TSP %3 SHUTDOWN SYSTEN, SECONDARY 116
oPP SITR 12, 78, 8%, 105, 166, 184, SOLID STATE DEVICE 235
196, 196, 197, 231, 249, 263, 269, SPENT PUEL POOL 64, 150, 184
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SPENT FUEL POOL/SSFP 144

SPENT FUEL POOL/TSF &4

STACK 21, 38, 50, 80, 161, 199, 2%2

STACK/TSP 2V, 38, S0, 199, 252

STANDBY GAS TREATMENT 5, 17, 24, 26,
TH, B8, 97, 107, 110, V14, 119, 147,
1648, 154, 155, 164, 166, 104, 213,
233, 288, 106

STANDBY GAS TREATMENT /TSP 119, 184, 213

STEAM 269

STEAN GENBRATOR 1, 2, 7, 8, 10, 12, 29,
3V, 36, &Y, W3, 46, 47, ae, 52, S4-56,
78, 130, VN7, Y49, 188, V74, 219, 248,
276, 277, 293, O

STORAGE CONTAINER 240, 292

STRUCTURE 'S, &1, 71, 149, 210, 232,
250, 203, 29

STRUCTURR/SSP 149, 210

STRUCTURR/TSP 298

SUBSYSTEN PAULT Y, 17, 26, 28, 30, 239,
.’n .“'... ’ol ’."‘4 .,o ‘.l “' ”o
$2-84, 07, 96, 117, 132, 126, 132,
138, Y60, Y48, 146, 147, 149, 156,
162, 167, 170, 172, 182, 104, 186,
196, 205, 209-211, 217, 2'e, 22%, 217,
271, 232, 237, 238, 289, 2%7, 2%,
26, 262, 273, 295, 209, 292, 29),
299, 303, 109, 210

SUPPORT STRUCTURE 63

TESTING &, 7.10, 1S, 19, 20, 24, 26,
27, 31-34, 36, 37, a6, 49-53, 55, S8,
60, €2, 66, €7, 69, 71, 72, 74-76, 90,
06, 08, 92, 94, 100, 110, 112, 117,
119, 120, 122, 123, 125-130, 138, 137,
TA8-147, 150, 158, 188, 182, 165, 187,
168, 171, 174177, 181, 192, 188, 189,
192, 198, 197, 199, 206, 207, 218,
216, 222, 226, 23V, 239-241, 248-2%0,
256, 258, 37, 272, 2w, 278, are,
28, 203, 200-290, 29)3-298, 08, 207,
e

TORUS 25, 7S, 95, 110, 119, 126, 207

TORUS/TSP 75, 119

TOTAL SYSTEM PAULT 1.3, 7, 8, 10, 13,
185, 19, 2%, 28, 29, 3V, 37-39, ad.as,
47, 48, S0-82, S4-%56, 59, &', :u, 69,
O, 72, N, 75, 77.79, 83, 8%, 87, %0,
01, 9496, Y07, 110, 118, 117, 119,
130, V3N, 138, 127, 138, 131, 137,
143, 1648, 150, 158, 187, 163, 189,
170, Y73, V73, 178, V03106, 190, 194,
196-199, 207, 203, 208, 212, 217, 22%,
226, 230, 23V, 233, 2)8, 239, 2N0,
387, Q48-246, 249, 250, 252, 2%%. 2%),
265, 277, 279, 284, 296, 289, 292,
296, 299, 30V, 308, 319

TURBINE 7, 10, 12, 29, 3', &7, &9, %a&,
$6, $9, 72, 76, 79, 108, 130, 127,
133, 143, a6, 159, 169, 170, 173,
197, Y96, 302, 2\Y, 219, 277, 284, 29)

TURBINR/SSPF 170, 172, 292

TURBINB / TS® a8, 72, 127

120

UPPER NEAD INJECTION 239

VENTILATION SYSTEM S5, 16, 17, 24, 26,
29, 36, 39, a5, S0, S3, &, 79, 90O,
83, §7, 88, 97, 100, 106-110, 112-114,
119, 131, 128, 128, 147, 1a8, 181,
154-156, 164, 166, 176, 180182, 184,
196, 199, 213, 22Y, 222, 23%-228, 231,
233, 238, 241, 209, 250-.285, 2%%, 262,
264-266, 278, 202, 206, 288, 292, 294,
299, 301, Y08, 0%

VENTILATION SYSTEM/SSF 139, S50, 83, 156,
182, 238, 259, 262, 292, 19

VENTILATION SYSTEM/TSF 50, 79, 83, 119,
120, 184, 199, 226, 233, 238, 241,
2649, 265, 292, 199

WASTE TREATMENT, GAS 21, 168, 269

WASTE TREATMENT, GAS/TSP 29

WASTE TREATMENT, LIQUID 126, 2%0, 302

WASTE TREATMENT, LIQUID/TSP 250

WATER 126, 182, 249, 292

WATER/TSF 249
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KEYWORD INDEX

This index is based on the keywords assigned by the NSIC staff when the summaries
of the LERs are prepared for computer entry.

ACCUMULATORS 170, 17§, 27§ BUILDING/SSF 209, 227, 257, 1303
ACTUATION 101 BUILDING/TSPF 105
ACTUATOR 1, 264, 34, 53, 66, 96, 112, BWR REACTOR « SEE REACTOR, BWR

116, 119, 121, 123, 136, 148, 178, BYPASS 7, 10, 35, 54, 56, 149, 245,

102, 185, 186, 192, 22Y, 236, 238, 84

241, 258, 264, 266, 267, MM BYRON ' (PWR) 28-10
ADMINISTRATIVE PERSONNEL ERROR - SEE BYRON 2 (PWR) 28, 30-35%

FAILURE, ADMINISTRATIVE CONTROL CABDLES AND CONNECTORS &, 11, 12, 17,
AGE EFFECT - SEE EFPFECT, AGE 40, 28, 26, 42, S50, 851, 63, 64, 02,
“m" nc '80 ‘.o 1.‘1 "‘l '.ot .'l .'0 ." "' ‘.,D “’0 "‘0 “.0

282, 108 127, 13, Y86, 1851, 187, 166, 187,
AIR S0, 73, 75, 126, 165, 231, 248 186, 105, 194, 196, 203, 207, 208,
AIR DRIERS 245 212, 213, 218, 230, 333, 228, A,
AIR/STEAN BINDING 152 281, 249, 2%, Jewm, 373, 200, 206,
ANNUNCIATOPS ‘4, Y6, 17, 27, 29, 43, 321, 3%e, 108

47, S8, 856, 72, 93, 04 Y, &0, 105, CALIBRATION &, 7-10, 12, 15, 1§, 230,
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