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j Abstract
I '

} This monthly report contains Licensee Event Report (LER) oper-
. ational information that was processed into the LER data file of the f
q Nuclear Safety Information Center (NSIC) during the one month period

,

j identified on the cover of the document. The LERs, from which this ;

I information is derived, are submitted to the Nuclear Regulatory Comis- I

| sion (NRC) by nuclear power plant licensees in accordance with federal
regulations. Procedures for LER reporting for revisions to those events

j occurring prior to 1984 are described in NRC Regulatory Guide 1.16 and
|

NUREG-1061, Inst ruction,s for Preparation of Data Entry Shaets for
i Licensee Event Reports. For those events occurring on and after January
j 1,1984 LERs are being submitted in ascordance with the revised rule

{
| contained in Title 10 Part 50.73 cf the Code of Federal Regulations (10 |

CFR 50.73 - Licensee Event Report System) which was published in the

)) Federal Register (Vol. 48, No. 144) on July 2i, 1983. NUREG-1022,

| Licensee Event Report System - Description of Systems and Gut,delines for
Reporting, provides supporting guidance and information on the revisedi

1

LER rule.'

.

4 The LER sumaries in this report are arranged alphabetically by

| facility name and then chronologically by event date for each facil-
,

i

7 ity. Component, system, keyword, and component 've dor indexes follow
{

f the sumaries. Vendors are those identified by the Stility when the LER {
) form is initiated; the keywords for the component, system, and general f
) keyword indexes are assigned by the computer using correlation tables j
| from the Sequence Coding and Search System. Questions concerning this
| report or its contents should be directed to '
(

i
| Gary 7. Hays, Director

L

s Nuclear Safety Information Center -

| Oak Ridge National Laboratory
;

| P. C. Box Y, Oak Ridge, TN 37831
i Telephone.: 615/574-0391 FTS Number 624-0391 *

Questions regarding LER searches should be directed to
i W. P. Poore (same address as above)
! Telephone: 615/574-0325, FTS Number 624-0325
!

| |

|
\ |
\ |
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|
[ il ARKANSAS NUCLEAR 1 DOCKET 50-313 LER 87-003 |

EMERGENCY FERDWATER SYSTEM ACTUATION DURING POWER REDUCTION DUE TO MAIN FERDWATER !
PUMPS CONTROL SYSTEM PROBLEMS. |

'
j EVENT DATE: 080887 REPORT DATE: 090887 M888: BW TYPE: PWR

VENDOR: LOVE CONTROLS CORP.
WESTINGNOUSE ELECTRIC CORP.

INSIC 206314) ON 8/8/07. DURING A POWER REDUCTION WITN THE UNIT AT AFFROXIMATELY
20 PERCENT F0WER. THE 'B' MAIN FERDWATER (MFW) MAIN BLOCK VALVE CLOSED A8
EXPECTED SNIFTING 'B' MFW PUMP FROM FREDWATER 8 FRED CONTROL 70 DIFFERENTIAL,

1 FRE88URE CONTROL. AT THIS TIME AN INTEGRATED CONTROL SYSTEM (ICS) MIGN FREDWATER
d,

DEMAND SIGNAL CAUSED 'B' MFW PUMP TURBINE CONTROLS TO 8HIFT TO A ' TRACK AND NOLD'
MODB. SATISFACTORY MANUAL CONTROL OF 'B' MFW FUMP COULD NOT BE REGAINED 80 'B' |
MFW FUMP WAS REMOVED FROM FERVICE. WNEW 'B' MFW PUMP WAS REMOVED FROM SERVICE.
'A' MFW PUMP FAILED TO ADEQUATELY SUFFLY REQUIRED FERDWATER PLOW. TNIS RESULTED
IN AN EMERGENCY PEEDWATER INITIATION AND CONTROL (EFIC) SYSTEM ACTUATION ON LOW I

AtVEL IN 'B' STEAM GENERATOR. POWER WAS PROMPTLY REDUCBD AND TME MAIN TURBINE ,

- 1 TRIPPED BY CONTROL 200M OPERATIONS PERSONNEL. THE UNIT WAS STABLISED AT i
'J0XIMATELY 3 PERCENT POWER. A REACTOR TRIP DID NOT OCCUR. TME ROOT CAUSE OF

.nJ ICS MIGN FERDWATER DEMAND SIGNAL COULD NOT BE DETERMINED. TROUBLE 8N00 TING OF'

THE ICS REVEALED NO PROBLEMS. THE CAUSE OF THE INADEQUATE MFW SUFFLY FROM 'A'
'

! MFW FUMP WAS THE RESULT OF AM MFW PUMP TURBINE GOVERNOR VALVE FULCRUM FIN THAT
'

NAD COME CUT OF POSITION RESTRICTING VALVE MOVEMENT. THIS LIMITED MAIN STEAM
SUPPLY TO THE 'A' MFW PUMP TURBINE WHICH RESULTED IN REDUCED PUMP CAPACITY.

i | 2| ARKAMEAS NUCLEAR 1 DOCKET 50 313 LER 87-004
'

REACTOR TRIP AND EMBRGENCY FEEDWATER ACTUATION DURING POWER ASCEN310N DUE TO MAIN
I FREDWATER PUMPS AND CONTROL SYSTEM PROBLEMS.
'

EVENT DATE: 081587 REPORT DATE: 091487 N888: BW TYPE: PWR
j VENDOR: LOVE CONTROLS CORP.

(NSIC 206316) ON 08/15/07 DURING POWER ASCENSION OPERATIONS AT APPROX. 125 'B'
) MAIN FREDWATER (MFW) PUMP CONTROL WAS SHIFTED PROM MANUAL TO AUTOMATIC.

FREDWATER OSCILLATIONS ENSUED RESULTING IN THE MFW PUMP TURBINE CONTROLS SHIFTING
<

TO A ' TRACK AND NOLD' MODE. 'B' MFW FUMP TURBINE SPEED UNEXPECTRLY DECREASED TO
A SPEED LOWER TNAM THAT REQUIRED TO SUPPLY FERDWATER TO THE STEAM GENERATOR 8. !

< EMERGENCY FREDWATER (FFW) SUBSEQUENTLY ACTUATED ON LOW STRAM GENERATOR WATER I
| 43 VEL. A REACTOR TRIP OCCURRED DUE TO NIGN REACTOR COOLANT SYSTEM PRESSURE. I
! AFTER THE TRIP. CONTROL OF THE 'B' MFW PUMP WAS REGAINED AND EFW WAS SECURED.
j POST TRIP PLANT RESPONSE WAS SATISFACTORY. TME PLANT STARTUP PROCEDURE WAS

,

d MODIFIED TO PROVIDE GUIDANCE TO PLANT OPERATORS TO KEEP MFW PUMPS IN MANUAL
CONTROL UNTIL AT LEAST 20t POWER EEFORE SWITCNING TO AUTOMATIC CONTROL. TN!8

;

PROVIDES FOR MORE STABLE OPERATING CONDITIONS FOR TRANSFER PROM MANUAL TO '

AUTOMATIC. TROUBLESN00 TING REYEALED TWAT TME INTEGRATED CONTROL SYSTEM (ICS) WAS I
SUPPLYING A NEGATIVE VOLTAGE TO TME MFW PUMP TURBINE LOVEJOY CONTROL SYSTEM.
THIS IS BELIEVED TO NAVE CAUSE ABNORMAL PUMP OPERATION. A DAMAGED CNIP IN THE ;

' TRACK AND NOLD' CIRCUIT WAS REPLACED AND MODIFICATIONS TO TME IC8 WERE MADE TO '

; PREVENT THE INPUT OF A NEGATIVE VOLTAGE TO TME MFW FUMP TURBINE CONTROL SYSTEM.
t

|
"

( 3) ARNOLD DOCERT 50 331 LER 87 026,

LIMITING CONDITION FOR OPERATION WOT IMMEDIATELY RECOGNIEED DURING ISCLATION
VALVE REFAIR.

j EVENT DATE: 090387 REPORT DATE: 092887 M888: GE TYPE: BWR

(NSIC 206581) ON SEPTEMBER 3. 1987. AT 0751 NOUR8 THE PLANT WAP OPERATING AT 995 f
] 0F RATED THERMAL POWER WNEN THE REACTOR WATER CLEANUP (RWCU) SYSTEM WAS TAKEN OUT j
j OF SERVICE TO ALLOW MAINTENANCE ON THE RWCU OUTLET Z80LATICW VALVE (M02740). DUE '

i TO A MISINTE%#RETATION OF THE REQUIREMENTS FOR MAINTENANCE. THE INVOLVED OPERATOR '

j DE-ENERGIEED THE ISOLATION VALVE IN THE OPEN F081 TION. TNIS CONDITION IS ALLOWED i

1

i,

)

'
1

|

i

,
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f BY DAEC TECH SPECS (3.7.D.3) PROVIDED A 24 NOUR LIMITING CONDITION FOR OPERATION
; (LCO) IS ENTERED. AT THE TIME THE VALVE WAS DE-ENERGISED OFBW TMB LCO WAS

INADVERTENTLY NOT ENTERED. AT 1313 NOURS THIS SITUATION WAS IDENTIFIED AS A:
4 RESULT OF A FANEL CNBCE FOLLOWING AN EXPECTED RWCU ISOLATION. RATMBR THAN

ENTBRING AN LCO AT TN!S TIMB, THE VALVE WAS MANUALLY CLOSED ALLOWING THE
REQUIREMENTS OF TECH SPEC 3.7.D.2 TO BB MBT. THIS EVENT NAD NO AFFECf ON TMB

;

SAFE OPERATION OF THE PLANT. THE ROOT CAUSE OF THIS EVENT IS FBRSONNEL BEROR ON,

| THE FART OF UTILITY LICBMSRD OPERATORS WHO DB.BNERGISED THE VALVE IN TNB OFBN
! FOSITION WITHOUT BNTERING AN LCO. AS CORRBCTIVE ACTION. OPERATIONS PERSONNEL WERE

I

) COUNSELED, VIA DABC OPERATIONE DEPARTMENT INSTRUCTIOll PROCEDURE 00. BBCTION 6.2, )
USING THIS EVENT AS A SPECIFIC REAMPLE OF THE IMPORTANCE OF COMPLYING WITN TECMd

| SPECS WNEN FBRFORMING MAINTENANCE. TNIS EVENT IS BRING REPORTED FOR INFORMATION
ONLY.

t

1

i | 4| BBAVER VALLEY 2 DOCKET 50-412 LER 97-011 REV 01
} UPDATE ON INADVERTENT SAFETY INJECTION DUE TO PRRSONNEL BRBOR.
j EVENT DATE: 073007 REPORT DATE 092007 NESS: WB TYPE: FWR

1

I (NSIC 206527) ON 7/30/07. WITH THE PLANT IN NOT STANDBY, TWO SURVEILLANCE {
'

PROCEDURES WERE IN PROGRB58 WHICH REQUIRED THE CHANWBL IV STRAM PRESSURE
SISTABLES FOR THE 21C STRAM GBWERATOR TO BB IN A TRIFFED CONDITION. AN

'

ADDITIONAL SURVEILLANCE PROCEDURE WHICH REQUIRED THE TRIFFING OF CHANNEL !!!
>

STRAM PRESSURE BISTABLES FOR THE 21 C STRAM GENERATOR, WAS ALSO INITIATED. WHEN
THE CHANNEL !!! SISTABLES WERE TRIFFED, AT 1433 NOUks, A SAFETY INJBCTION '

] OCCURRED DUE TO A LOW STRAMLINE PRB58URE IN THE 21C STEAMLINE. THE OPERATORS ;

I

} FOLLOWED BMBRGENCY OPERATING FROCEDURBS E-0 AND E5-1.1 TO STABILIIE THE PLANT.
!

THE CAUSE FOR THIS EVENT WAS ATTRISUTBD TO FBRSONNEL BRROR DURING THE FBRFORMANCE
OF THE SURVE!LLANCE PROCEDURB WHICH TRIFFED THE CNANNEL III STRAM PRESSURE |

BISTABLES. THE TEST ENGINEER DID NOT MAINTAIN THE REQUIRED COGNISANCE OF TMB ,

INTENT OF THE SURVEILLANCE PROCBDURE AND SUB55QUENTLY DID NOT SATISPY TME INITIAL |

CONDITIONS WITHIN TNB FROCEDURE. INADBQUATE COMMUNICATIONS BETWBBN ALL INVOLVED |
4

GROUPS AND AN IMADBQUATE REVIEW OF THE TEST PROCEDURE BY TMB OPERATIONS SMIFT $l

ALSO CONTRIBUTED 1J THIS EVENT. THE TEST ENGINEER MAS BREW REASSIGNED AND THIS
| INCIDBMT WILL BE REVIEWED AT DEPARTMENTAL SAFSTY MEETINGS WITNIN TME OFBRATIONS,
i;

TESTING AND MAINTBNANCE GROUPS. THERE WERE NO SAFETY IMPLICATIOW3 TO TME FUBLIC.y

! THE ENGINEERED SAFETY FEATURES SYSTEM FUNCTIONSD A5 DESIGNED.

1

| | 51 SEAVER VALLEY 2 DOCKBT 50-412 LBR 87-013 |

l INADVERTBNT REALIGNMENT OF MAIN FILTER BANK DAMPERS DUE TO FBR50NNEL BEROR. !

! EVENT DATE: 080607 REPORT DATE: 090287 Wass WB TYPE: FWR i
} OTMBR UNITS INVOLVED: BBAVER VALLEY 1 (PWR) ;

I

| (NSIC 206217) AT 0510 NOURS ON 8/6/07. WITN TME UNIT IN TME STARTUF NODE AT 1.0
; E-6 ANFS ON TME INTERMEDIATE RANGE WEUTRON FLUE INSTRUMENTS AN IMADVERTBNT

REALIGNMENT OF TME SUFFLEMENTARY LEAR COLLECTION AND RELEASE SYSTBM (SLCRS)i

f DAMPERS TO TMB RAIN FILTER BANK OCCURRBD. TME ACTUATION WAS INITIATBD WNEW A !

] LICBNSBD OPERATOR FBBFORMING A CIRCUIT BRBARBR CLEARANCE IRADVERTENTLY RACKBD TME |
j BBBAKER OWTO AUXILIARY 4KV BUS G. WNICM RESULTBD IN A SUFFLY BREARBR OVERCURRENT f

1 TRIP AND LOCKOUT. TMB DBBNERGIEATION OF THE 4KV BUS LED TO AN AVtOMATIC SUS l

) TRANSFER OF THE 480 V 3U3858 SUFFLIED BY BUS G. TME BRIEF LOSS OF VOLTAGE DURING |
< TMB TRANSFER ACTUATED THE INSTANTAMBOUS SOLID STATE UNDBRVOLTAGE PROTBCTION OF
l SUPPLBMENTARY LEAR COLLECTION RADI ATION MONITOR RNR-SQI-303, WNICM SINULATBD A

MIGN RADIATION CONDITION AND REALIGNED TME DAMPERS. TMBREPORE. TNIS REPORT 15<

f BEING SUBMITTED UNDER 10 CPR 50.73.A.2.IV. NO BAFsTY IMPLICATIONS RBSULTso
i SECAUSB ALL EQUIPMENT PUNCTIONBD PROPERLY AND NO ACTUAL RADIATION WAS FRBSBNT. L

! TMB RADIATION MONITOR WAS RBENBRGISED AND NORMAL FOWER ALIGNMSNT RBSTOmsD BY 0550 l

i NOURS. 8/6/07. THE OPERATOR INVOLVED WAS REPRIMANDED AND ALL OFBRATIONS t

! FIRSOKWBL WILL REVIEW TNIS BYBNT AS A REMINDBR OF PROFBR BREARER RACKING |
FROCEDURBS. |

|

'
1

I I
i i

I !

|

|
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[ 61 BEAVER VALLEY 2 DOCKET 50-412 LER 87-012
i MANUAL REACTOR TRIP DUE TO DROPPED RODS.
l EVENT DATE: 080787 REPORT DATE: 090287 NSSS: WE TYPE: PWR

VENDOR: WESTINGHOUSE ELECTRIC CORP.

(NSIC 206272) ON 8/7/87, DURING LOW POWER PHYSICS TESTING, FOUR (4) CONTROL RODS
FELL INTO THE CORE. THE OPERATORS, AS PER THE PROCEDURE FOR A DROPPED ROD,
MANUALLY TRIPPED THE REACTOR AND STABILIEED THE PLANT. AH INVESTIGATION BASED ON
UNIT 1 EXPERIENCE AND SOME TROUBLESHOOTING IDENTIFIED A FAULT IN THE MOYABLE
FIRING CIRCUIT CARD IN THE 2BD POWER CABINET AS THE CAUSE OF THE FAILURE. THIS
CARO WAS REPLACED. RODS WERE WITHDRAWN TO CONTINUE LOW POWER PHYSICS TESTING.
OH 8/10/07 THE SAtlE FOUR (4) RODS AGAIN FELL INTO THE CURE. AGAIN. THE OPERATOR
MANUALLY TRIPPED THE REACTOR. FURTHER INVESTIGATION DISCOVERED A FAILED THYRISTOR
IN THE *S' MOYABLE GRIPPER CIRCUIT CARD (WESTINGHOUSE MODEL e6050D120018 IN THE
2BD POWER CASINET. THIS FAILED THYRISTOR WAS IDENTIFIED TO BE THE CAUSE OF BOTH
EVENTS. THERE WERE NO SAFETY IMPLICATIONS DUE TO THESE EVENTS. TRIPPING THE
REACTOR WAS A CONSERVATIVE ACTION FOR THESE EVENTS, AS THE PLANT'S SAFETY
ANALYSIS ALLOWS SUCH ROD MISALIGNMENT AT LOW POWER LEVELS.

[ 7) BEAVER VALLEY 2 DOCKET 50-412 LER 87-014
REACTOR TRIP ON LOW-LOW STEAM GENERATOR LEVEL DUE TO PERSONNEL ERROR.
EVENT DATE: 081587 REPORT DATE: 090987 NSSS: WE TYPE: PWR

(NSIC 206082) ON 8/15/07, WITH THE UNIT IN POWER OPERATION, NEACTOR POWER WAS
BEING INCREASED TO 8.0 E-5 AMPS TO SUPPORT NUCLEAR INSTRUMENTATION CALIBRATION.
THE STEAM DUMP SYSTEM WAS SEING USED TO COMPENSATE FOR REACTOR POWER CHANGES.
DURING THE POWER INCREASE, THE OPERATORS NOTICED THAT THE STEAM DUMP SYSTEM DID
NOT APPEAR TO RESPOND PROPERLY WHILE IN AUTOMATIC. THE OPERATOR THEN PLACED THE
STEAM DUMP SYSTEM IN MANUAL, INPUT A 34 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 STRAM GENERATOR
LEVELS ALL SWELLED IN RESPONSE TO THE INCREASED STEAM DEMAND. THEN RAPIDLY
DROPPED. FEEDWATER WAS BRING CONTROLLED IN MANUAL AND COULD HOT RESPOND TO THE
INCREASED STEAM DEMAND. THE OPERATOR ATTEMPTED TO INCREASE FEEDWATER FLOW. BUT
THE LEVELS CONTINUED TO DROP. A REACTOR TRIP ON LOW-LOW LEVEL IN THE 21A STEAM
GENERATOR OCCURRED AT 0237 HOURS. THE OPERATORS USED THE EMERGENCY PROCEDURES TO 1

STABIL18E THE PLANT. THE CAUSE OF THIS EVENT WAS ATTRIBUTED TO THE INEXPERIENCE
OF THE OPERATORS IN RCD MOTION WITH RODS OF HIGH DIFFERENTIAL WORTH.
ADMINISTRATIVE GUIDANCE MAS BEEN PROVIDED TO THE OPERATORS TO PREVENT RECURRENCE.
THERE WERE NO SAFETY IMPLICATIONS. THE REACTOR PROTECTION SYSTEM FUNCTIONED AS

j DESIGNED TO PLACE THE PLANT IN A STABLE CONDITION.

[ 8) SEAVER VALLEY 2 DOCKET 50-412 LER 87-015
REAC40R TRIP DUE TO LOW-LOW STEAM GENERATOR LEVEL DUE TO OPERATOR ERROR.
EVENT DATE: 081587 REPORT DATE: 090487 NSSS: WE TYPE: PWR

I (NSIC 206083) ON 8/15/07, REACTOR POWER LEVEL WAS BRING INCREASED TO SUPPORT
NUCLEAR INSTRUMENTATION CALIBRATION. AS POWER APPROACHED 20%. THE LEVELS OF ALL

| THREE (3) STEAM GENERATORS DEG AN TO DECREASE RAPIDLY. OPERATORS 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 STABILIEED THE PLANT USING
THE REACTOR TRIP 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 SEEN WITHDRAWING RODS AS
REQUIRED. HOWEVER. DUE TO NIGH ROD WORTHS AND A NEAR EERO MODERATOR TEMPERATURE
COEFFICIENT, THIS RESULTED IN A GREATER THAN EXPECTED RCS HEATUP, WHICH CAUSED I

THE STEAM GENERATOR LEVELS TO SWELL. CORRECTIVE ACTION THROUGH ROD INSERTION AND
FREDWATER ADDITION RESULTED IN A COOLDOWN AND STR AM GENERATOR SHRINK. THE SHRINK

1

I

i )
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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 SAFETY IMPLICATIONS DUE TO THIS EVENT AS
ALL ESP SYSTEMS / COMPONENTS FUNCTIONED AS DESIGNED.

( 91 BEAVER VAL'.EY 2 DOCKET 50-412 LER 87 016
' INADVERTENT START OF AUXILIARY FEEDWATER PUMP CAUSED BY AN ERRONE0USLY LOW

DISCHARGE PRESSURE SIGNAL.
EVENT DATE: 001607 REPORT DATE: 091507 NSSS: WE TYPE: PWR |

|
(NSIC 206084) ON 8/16/07 WITH THE UNIT IN THE STARTUP MODE AT 14 REACTOR POWER,
TURBINE DRIVEN AUXILIARY FREDWATER PUMP 2FWE-P22 WAS STARTED FOR A SURVEILLANCE
TEST. FOLLOWING A PRESET TIME DELAY, MOTOR DRIVEN AUXILIARY FEEDWATER PUMP l
2FWE-P238 AUTOMATICALLY STARTED. THE CAUSE OF THE INADVERTENT START WAS
DETERMINED TO BE THE ISOLATION OF PRESSURE SWITCH 2FWE-PS1508, WHICH PROVIDED AN
ERBONEOUSLY LOW 2FWE.P22 DISCHARGE PRESSURE $!GNAL TO THE STARTING CIRCUITRY OF
2FWE-P235. THE PUMP RAN FOR TEN SECONDS BEFORE BRING SHUT DOWN. NO SAFETY
IMPLICATIONS RESULTED AS THE PUMP STARTED PROPERLY IN RESPONSE TO A VALID SIGNAL.
THE ISOLATION VALVE FOR 2FWE-PS1508 WAS REOPENED AND THE TEST RE-PERFORMED
WITHOUT FURTHER INCIDENT. AVAILABLE EVIDENCE INDICATES THAT THE SWITCH WAS
PROPERLY ALIGNED ON 7/4/073 HOWEVER, IT IS JUDGED THAT IT WAS INADVERTENTLY
ISOLATED BY PERSONNEL IN THE AREA DURING THE VARIOUS PHASES OF TRANSITION
TESTING. A SIMILAR AUTOSTART ON 7/10/07 WAS NOT REPORTED AT THAT TIME BECAUSE IT
WAS BELIEVED TO BE A CONSEQUENCE OF TESTING. THE AUTCdATIC STARTS OF 2FWE.P235
WERE REPORTED AT 1250 HOURS AND 1340 HOURS ON $/16/07 IN ACCORDANCE WITH 10 CFR
50.73.5.2.!!. TO PREVENT FURTHER PROBLEMS, ALIGNMENTS FOR SAFETY RELATED SYSTEMS
WERE CHECKED AND VERIFIED TO BE SATISFACTORY ON 8/10/07.

.

( 10] BEAVER VALLEY 2 DOCKET 50 412 LER 87-0173

INADVERTENT FEEDWATER ISOLATION DUE TO A PROCEDURAL DEFICIENCY.i

EVENT DATE: 001687 REPORT DATE 091407 NSSS: WE TYPE PWR

(NSIC 206309) ON 9/16/87, WITH THE UNIT IN THE STARTUP MODE. A SURVEILLANCE TEST
ON THE STEAM DUMP SYSTEM WAS IN PROGRESS. THIS TEST REQUIRED PLACING THE STEAM
DUMP SYSTEM IN THE STEAM PRESSURE MODE, THE REMOYAL OF THE TURBINE FIRST STAGE
PRES $URE - TREF SIGNAL (CARD CO-552), AND THE INSERTION OF AN ANALOG SIGNAL OF
1.3 VOLTS FOR THE TREF SIGNAL. THE STRAM DUMP SYSTEM WAS THEN PLACED IN THE TAVE
MODE. THIS INPUT A 4 DEGREE ERROR SIGNAL REQUIRED FOR THE TEST. AFTER 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 MODE. THIS
RESULTED IN A LARGE ENOUGH TEMPERATURE ERROR TO OPEN ALL THE STEAM DUMPS. THE
STEAM GENERATORS "SWELLED * TO THE NIGH LEVEL SETPOINT CAUSING A TURBINE TRIP AND
A FREDWATER ISOLATION SIGNAL AT 1340 HOURS. THE STEAM DUMP SYSTEM WAS TAKEN TO 1

OFF AND CLOSED. THE FREDWATER ISOLATION 81GNAL WAS RESET, THE BYPASS AND
CONTAINMENT ISOLATION FREDWATER VALVES WERE OPENED AND THE 21A MAIN FREDWATER
PUMP WAS RESTARTED. THE CAUSE FOR THIS INCIDENT WAS A DEFICIENT PROCEDURE. THIS
PROCEDURE NAS BEEN REVISEDs HOWEVER. THIS TEST IS NOT EXPECTED TO BE PERFORMED
AGAIN. THERE WERE NO SAFETY IMPLICATIONS TO THE PUBLIC AS A RESULT OF THIS EVENT.

|

[ 11] BEAVER VALLEY 2 DOCKET 50-412 LER 87-018 REV 01
'

UPDATE ON REACTOR TRIP DUE TO DR.ENERGISED ROD CONTROL POWER CABINET.
EVENT DATE: 001007 REPORT DATE: 092007 NSSS: WB TYPES PWR

j VENDORa LAMSDA ELECTRONICS

(NSIC 206569) ON $/18/07, MAINTENANCE INCTRUMENT TECHNICIANS WERE REPLACING THE
el POWER SUPPLY OVERYOLTAGE LIMITER IN THE ROD CONTROL SYSTEM 1AC POWER CABINET.
ITHE POWER CABINETS USE TWO POWER SUPPLIES IN AN AUCTIONEERED ARRANGEMENT,

t

1
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ALLOWING EITHER, BUT NOT 50TM, OF THE SUPPLIES TO SE BBMOVED FROM SERVICE F0F ,

MAINTENANCE WITHOUT AFFECTING THE OPERATION OF THE POWER CABINET. ) WWILE r
I MOUNTING THE OVERVOLTAGE PROTECTOR MODULE IN THE CA5! NET, THE MODULE WA8 6

! INADVERTENTLY ALLOWED TO COME IN CONTACT WITH THE ADJACENT TERMINAL BOARD. THIS '

SHORTED OUT THE 82 POWER SUPPLY FOR THE 1AC POWER CABINET. WITN THE 01 POWER
SUPPLY ALREADY REMOVED FOR MAINTENANCE. THIS RESULTED IN DE-ENERGISING THE 1AC
POWER CABINET, CAUSING THE GROUP 1 'A" 8HUTDOWN BANK AND TME GROUP 1 "A" AND "C" i

fCONTROL BANKS OF RODS TO FALL INTO THE CORE. THIS, IN TURN CAUCtD A NEGATIVE
RATE REACTOR TRIP. OPERATORS STABILISED THE PLANT USING THE REACTOR TRIP t

RESPONSE PROCEDURE. BOTH POWER SUPPLIES WERE REPA! RED AND RETURNED 70 SERVICE. :

ALL MAINTENANCE INSTRUMENT TECHNICIANS ARE BBCEIVING TRAINING ON THIS EVENT AND !
THE WECESSITY FOR MORE IN-DEPTM JOB PREPLANNING AND ATTENTION TO DETAIL. THERE I

WERE NO SAFETY IMPLICATICMS DUE TO THIS EVENT A8 ALL E8F/RPS EQUIPMENT FUNCTIONED f
IA8 PER DESIGN.

[ 12| BEAVER VALLEY 2 DOCKET 50-412 LER 87-019 !
REACTOR TRIP /TURSINE TRIP DUE TO A SPURIOUS TURBINE OVERSPEED TRIP $1GNAL.
EVENT DATE: 082507 BEPORT DATE: 092307 N888: WB TYPE: PWR
VINDOR: IPAC GROUP, INC. ,

WESTINGHOUSE ELEC CORP.-NUCLEAR ENERGY SYS

(N81C 206514) CN 8/25/07 WITH THE UNIT IN POWER OPERATION AT 305 REACTOR POWER,
TROUBLESHOOTING OF THE TURBINE ELECTRONIC OVERSPEED TRANSDUCER WAS IN PROGRESS.
FEEDWATER FLOW TRANSMITTER 2FW88FT496 WAS OUT-nF-8ERVICE (A8SOCIATED BISTABLE 8
WERE IN THE TRIPPED CONDITION). AT 1357 HOURS, A SPURICUS TURBINE OVERSPEED
SIGNAL CAUSED A TURBINE TRIP. A REACTOR TRIP DID NOT IMMEDIATELY OCCUR BECAUSE
REACTOR POWER WAS BELOW THE TURBINE TRIP REACTOR TRIP (P-9) 857 POINT. THE STEAM
GENERATOR (SG) LEVELS ALL SHRANK SELOW THE LOW LEVEL TRIP SETPOINI. FOLLOWING
THE TURBINE TRIP, THE REACTOR TRIPPED ON 21C SG LOW LEVEL COINCIDENT WITH A STEAM
FLOW / FEED FLOW MISMATCN 81NCE THE 2FWS*FT496 BISTABLE 8 WERE ALREADT TRIPPED. THE !

OPERATOR 8 INITIATED EMERGENCY OPERATING PROCEDURE E-0 TO STABLIISE THE PLANT. !
DURING THF. 4KV AUTO BUS TRANSFER, THE REACTOR COOLANT PUMPS tRCP) TRIPPED ON A
2/3 RCP SUS UNDERFREQUENCY SIGNAL. THE PLANT WAS STABILIEED ON NATURAL '

CIRCULATION. THE RCPS WERE RESTARTED AT 1847 NOUR8. THE CAUSE FOR THIS EVENT
WAS A SPURICUS TURBINE OVERSPEED SIGNAL. THE RCP TRIPS WERE DUE TO

j!MALFUNCTIONING RELAYS. THE TURBINE OVERSPEED TRANSDUCER WAS REFLACED WITH AN
INSTALLED SPARE AND THE UNDERPREQUENCY RELAYS WERE REPLACED WITH A DIFFERENT ;
STYLE RELAY. THERE WERE No SAFETY IMPLICATIONS 70 THE PUBLIC. f

I.

[ 131 SIG ROCK POINT DOCKET 50-155 LER 87-010 [REACTOR TRIP DUE TO SPUp!OUS SHORT PERIOD. ;
EVENT DATE: 091087 REPORT DATE: 092987 N888: GE TYPE: BWR j

(NSIC 206579) ON SEPTEMBER 10, 1997, WHILE TESTING CONTROL RCD DRIVE 8 (AA) DURING
A MAINTENANCE QUTAGE, A REACTOR PROTECTICW SYSTEM (JC) ACTUATION OCCURRED. POWER

<

LEVEL AT THE TIME OF THE TRIP WAS LESS THAM .0001 PERCNNT AND THE ONE CONTROL RCD i
WITHDRAWN DURING TESTING SUCCESSFULLY INSERTED. ELECTRICAL NOIst IWWERENT AT LOW |POWER LEVELS CAUSED THE TRIP.

;

|

[ 14] BRAIDWOOD 1 bOCKET 50-456 LBR 87-041
TECHNICAL SPECIFICATION SURVEILLANCE NOT PERFORMED WNEN UNIT 1 COMPUTER WAS
INOPERABLE.
EVENT DATE: 080087 REPORT DATE: 090387 N888: WE TYPE: PWR

(NSIC 206304) ON AUGUST 0, 1987, A LICENSED CONTROL ROOM CPERATOR RECOGN!!ED THAT
A SURVE!LLANCE FOR TECM SPEC 4.2.1.1.5 MAY NOT NAVE BREN PERFORMED WHEN REQUIRED
DURING THE TIMES THE UNIT NAD BEEN AT OR A50VE 155 REACTOR POWER. AT VARICUS
TIMES THE UNIT 1 COMPUTER WAS INOPERABLE, CAUSING THE AXIAL FLUX DIFFERENCE (AFD)

|

|

|
|
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MONITOR ALARM TO BE INOPERABLE. THIS REQUIRED AN OPERATING SURVEILLANCE TO DE
PERFORMED HOURLY FOR THE NEXT 24 HOURS AFTER THE ALARM MAD BREN RETURNED TO
OPERABLE STATUS. IN REVIEW OF THE PLANT HISTORY, THERE NAVE BREN 5 OCCURRENCES
WHERE THE SURVEILLANCE SHOULD NAVE BREN PERFORMED FOR THIS REASON, BUT WAS NOT.
THE ROOT CAUSE OF THE EVENT WAS A PROGRAMMATIC DEFICIENCY IN THAT LICENSED
PERSONNEL WERE NOT TRAINED TO RECOGN!!E THAT THE SURVEILLANCE WAS REQUIRED. THE
DAILY ORDERS CW AUGUST 10, 1987 ALERTED OTMER SHIFTS TO THIS PROBLEM. AN
OPERATOR AID WILL DE DEVELOPED TO INFORM CONTROL ROOM PERSONNEL WHICH TECH SPECS
ARE ACTIVE WHEN THE UNIT 1 COMPUTER IS CONSIDERED INOPERABLE. THERE HAVE BREN NO
PREVIOUS OCCURRENCES.

I 15) BRAIDWo0D 1 DOCKET 50 456 LER 87-044
CLOSURE OF NEAT REMOVAL DISCHARGE ISCLATION VALVE DUE TO IMADBQUATE OPERATING
PROCEDURE.
EVENT DATE: 080887 REPORT DATE: 090487 NSSS: WE TYPE: PWR

INSIC 2063063 ON 08/07/87. LCOAR 5.2-1A WAS ENTERED TO CONDUCT REPAIDS ON 13
RESIDUAL MEAT REMOVAL IRMI YALVE 1RM87338. REPAIRS COMPLETED ON 08/08/07. A
POST. MAINTENANCE TEST WAS ALSO PERFORMED ON 08/08/87 PER PROCEDURE BWOP RN.S.
AS PART OF THE VALVE LINE UP FOR SWOP RM.S. RNR DISCHARGE CROSSTIE VALVES MUST BE
OPEN IN MODES 1 2 AND 3. HOWEVER. AS PART OF THE SYSTEM LINEUP, AS DIRECTED BY
THE STATION CONTROL 300M ENGINEER (SCRE). THE CROSSTIE VALVE WAS CLOSED. REVIEW
0F THIS SY THE INCOMING SHIFT. AND DISCUS $10NS NELD ON 08/09/87 CONSERVATIVELY
DETERMINED THAT BOTH RW TRAINS COULD MAVE BREN CONSIDERED INOPERABLE FOR THE 64
MINUTES REQUIBRD FOR THE VAVLE TESTING. THE ROOT CAUSE WAS INADEQUATE TECM SPEC
REVIEW BY THE SCREW. CORRECTIVE ACTIONS WERE: CONTROL SWITCNRS FOR THE CROSSTIE
VALVES HAVE SERN TAGGED WITH CAUTICW CARDS STATING THAT CLOSING THE VALVEtS)
DURING MODES 1 2 3 OR 4 COULD R2NDER BOTH TRAINS OF RNR INOPERABLE. THE
INCIDENT MAS BREN FORMALLY REVIEWED WITH THE INVOLVED PARTIES. THE SUBJECT OF
PROCEDURE COMPLIANCE MAS BREN REITERATED WITH ALL SMIFT MANAGEMENT PERSONNEL.
BRAIDWOOD STATION IS CONTINUING TO REVIEW THE REPORTABILITY OF TMIS EVENT.
DISCUSSIONS WILL BE INITIATED WITH THE NRC. THIS EVENT IS BEING REPORTED AS A
COURTESY NOTIFICATION PENDING COMPLET!0N OF THESE DISCUS $10NS AND FINAL
DETERMINATION OF THIS EVENT'S REPORTASILITY.

I ill BRAIDWo0D 1 DOCKET 50-456 LER 87-042
CONTROL ROOM VENTILATION ENGINEERED SAFETY FEATURE ACTUATION SIGNAL DUE TO
SPURICUS ELECTRICAL MOISE FROM CONDENSATION IN DETECTOR CHAM 85RS.
EVENT DATE: 080987 BEFORT DATE: 090387 MSSS: WE TYPE: PWR

INSIC 206305 CN AUGUST 9, 1987 AT 0040. MAIN CONTROL ROOM OUTSIDE AIR INTAKE
TRAIN A RADIAT!0M MONITOR 40PR31J WENT INTO HIGH ALARM AND INTBBLOCK CAUSING A
MAIN CONTROL ROOM VENTILATION ENGINEERED SAFETY FEATURES ACTUATION SIGNAL. AN
INVESTIGATION INTO TNE EVENT SY RADIATION CNEMISTRY PERSONNEL REVEALED A SMALL
AMOUNT OF WATER IN THE S AMPLE LINE WITN NO RADICACTIVITY PRES 9NT. TME $1NGLE
OCCURRENCE WAS DETERMINED TO DE SPURICUS. TME SYSTEM WAS RESMT TO NORMAL. THE
BOOT CAUSE OF TME EVENT WAS WARM HUMID INTAKE AIR CONDENSING IN TME SAMPLE LINES.
WATER ACCUMULATED AND WAS INTRODUCED INTO THE DETECTOR CHAMBER. TMIS IB
BELIEVED TO NAVE CAUSED AN ELECTRICAL PERTURBATION SEEN BY TME ELECTRICAL
CIRCUITRY AS AN INCREASE IN BAD 10 ACTIVITY. TME RADIATION CNEMISTRY TECNNICIAN
REMOVED THE WATER FROM THE LINES AND CNANGED OUT THE FILTER. AM INSPECTION BY
THE SYSTEM TEST ENGINEER WAS CONDUCTED AFTER TME FILTER WAS CNANGED. NO WATER
WAS FOUND IN THE MONITOR OR IN THE INTAKE DUCT. THERE NAVE BREN No PREVIOUS
OCCURRENCES OF THIS NATURE. PREVIOUS NOISE PROBLEMS NAVE BREN DETERMINED TO SE
CAUSED BY RADIO TRANSMISSIONS AND FAULTY EQUIPMENT.
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[ 17) 4RCWNS FERRY 1 DOCKET 50-259 LER 87-000 REY 01 I

UPDATE ON FAILURE OF POTENTIAL TRANSFORMER FUSE CONTACTS CAUSE ELECTRICAL FAULT
AND ENGINEERING SAFETY FEATURE ACTUATION.
EVENT DATE: 042007 REPORT DATE: 090487 NSSf GE TYPE: BWR
OTHER UNITS INVOLVED: BROWNS FERRY 2 (BWR)

BROWHS FERRY 3 (BWR)
VENDOR: ALLIS CHALMERS

(NSIC 206570) ON APRIL 20. 1987, DURING PERFORMANCE OF THE MONTHLY SURVEILLANCE
TEST A PHASE TO PAASE SHORT OCCURRED BETWEEN CONTACTS IN THE DIESEL GENERATOR
CONTROL CABINET FOR THE 3ED DIPSEL GENERATOR (DG). THIS FAULT CAUSED A REFUELING
EONE ISOLATION. INITIATION OF STANDBY GAS TREATMENT AND CONTROL ROOM EMERGENCY
VENTILATION. AND ON UNIT 3. A HALP SCRAM AND PRIMARY CONTAINMENT ISOLATIONS. THE
CAUSE OF THE FAULT WAS A FAILURE OF THE P0TENTIAL TRANSFORMER FUSE CONTACTS. ALL
4 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 EVALVATION DETERMINED THE FUSE IN THE DG EXCITER
POTENTIAL TRANSFORMER CIRCUITRY WAS UNNECESSARY. THEREFORE. THE FUSE AND SPRING
FINGER CONTACTS WILL BE BYPASSED ON ALL EIGHT DGS.

I 18] BROWNS PERRY 1 DOCKET 50-259 LER 87-021
LACK OF DESIGN CONTROL RESULTS IN MAIN CONTROL ROOM PANEL INSTALLATION NOT PEk
FINAL SAFETY ANALYSIS REPORT.
EVENT DATE: 053187 REPORT DATE: 090487 HSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: BROWNS PERRY 2 (BWR)

BROWNS FERRY 3 (BWR)

(NSIC 206041) AN INSPECTION CONDUCTED BY THE NRC ON MAY 1-31, 1987 FOUND CERTAIN
MAIN CONTROL ROOM VERTICAL PANELS MOUNTED IN A MANNER INCONSISTENT WITH THE
BROWNS FERRY FINAL SAFETY ANALYSIS REPORT FOR SEISMIC QUALIFICATION. THE PANELS
WERE SUPPOSED TO BE MOUNTED USING BOLTS IN A MANNER SIMILAR TO THEIR EARLY SHAKER
TABLE QUALIFICATION DEMONSTRATIONS. INSTEAD. THE PANEL SKIRTS ARE WELDED TO THE
MOUNTING BEAMS AT IRREGULAR INTERVALS. DESIGN DRAWINGS ISSUED IN MAY 1968 FAILED
TO INCORPORATE DESIGN ASSUMPTIONS MADE DURING PANEL SEISMIC QUALIFICATION AND
THEREFORE LACKED SUFFICIENT DETAIL FOR THE ANCHORAGI. TVA WILL CONDUCT A SEISMIC
REVIEW OF THE CONTROL ROOD VERTICAL PANELS AND WILL MODIFY THE ANCHORAGES AS
NECESSARY. TIGHTER CONTROLS ON DESIGN AND INSPECTION SERVE TO PREVENT
RECURRENCE. THIS REPORT IS BEING SUBMITTED FOR INFORMATION ONLY.

[ 19] BROWNS FERRY 1 DOCKET 50-259 LER 87-019
INCOMPLETE SURVEILLANCE RESULTS IN A CONDITION PROHIBITED BY TECHNICAL
SPECIFICATIONS.
EVENT DATE: 080607 REPORT DATE: 090107 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: BROWHS FERRY 2 (BWR)

BROWHS FERRY 3 (BWR)
VENDOR: AMERICAN FOVNDRY & FURNACE

(NSIC 206209) ON AUGUST 6 1987 A FIRE PROTECTION FLOW TEST ON THE RAW WATER
YARD 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 SUCCESSFUL FLOW TEST
HAD BEEN PERFORMED ON THE HEADER AT ANOTHER NEARBY HYDRANT THE YARD LOOP WAS
CONSIDERED CAPABLE OF DELIVERING THE REQUIRED FLOW. THE DEFECTIVE HYDRANT WAS
REPLACED, AND THE SURVEILLANCE WAS COMPLETED ON AUGUST 20, 1987 OTHER SYSTEM
MAINTENANCE WHICH HAD BEEN IN PROGRESS WAS RESPONSIBLE FOR SCHEDULING OF THE
SURVEILLANCE CLOSE TO THE EXPIRATION CATE.

_ - - _ - _ _ _ _ _ _ _ _ _ _ _ - _ _ _ - _ _ _ _ _ - _ _ _ _ _ _ - _ - _ - - _ - -_-
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[ 20) BROWNS PERRY 1 DOCKET 50-259 LER 87-022
ENGINEERED SAFETY FEATURE ACTUATION DUE TO PERSONNEL ERROR DURING SWITCH
CALIBRATION.
EVENT DATE: 001187 REPORT DATE: 091187 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: BROWNS FERRY 2 (BWR)

'
4ROWNS FERRY 3 (BWR)

(NSIC 206425) ON AUGUST 11, 1987. AT 0120. WITH ALL THREE UNITS DEFUELED, TWO I

| EMERGENCY EQUIPMENT COOLING WATER (EECW) PUMPS WERE INADVERTENTLY FTARTED DUE TO
1 A PERSONNEL ERROR DURING CALIBRATION OF A RAW COOLING WATER PRESSURE SWITCH. A

| LIFTED WIRE WAS ALLOWED TO CONTACT THE TERMINAL BLOCK. THIS COMPLETED THE START
LOGIC FOR THE RECW PUMPS. THIS WAS AN UNPLANNED ACTUATION OF AN ENGINEERED SAFETY
FEATURE. THE INSTRUMENT MECHANICS IMMEDIATELY MOVED THE WIRE. THE OPERATOR
VERIFIED THE ACTUATION 81GNAL AND SECURED THE PUMPS, RETURNING THEM TO STANDBY

j

READINESS FIVE MINUTES AFTER INITIATION. THE INSTRUMENT MECHANICS RESET THE
! SWITCH AND PROPERLY TERMINATED THE WIRE. THE INSTRUMENT MECHANICS INVOLVED HAVE
' BEEN COUNSELED ON THE NEED FOR INCREASED CAUTION WHEN WORKING WITH ENERGIEED

EQUIPMENT. A CHANGE HAS BEEN INITIATED TO THE CALIRRATION PROCEDURE TO IMPROVE
THE METHOD OF ISOLATING THE SWITCH DURING CALIBRATION.

| 21) BROWHS FERRY 1 DOCEET 50-259 LER 87-023
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 3 (BWR)

(HSIC 206485) ON AUGUST 26, 1987 FOLLOWING THE COMPLETION OF A MONTHLY
SURVE!LLANCE 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 EXHAUST AND OFF GAS STACK
MONITORS WERE LEFT UNATTENDED IN UNLABELED FLASKS BY A RADIOCHEMICAL LABORATORY
TRAINEE, BROWNS FERRY TECHNICAL SPECIFICATION ITS) 4.B.B.3 REQUIRRS THAT
CUMULATIVE QUARTABLY AND YEARLY DOSE CONTRIBUTIONS FROM ALL GASEQUS RELEASES DE
DEIERMINED 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 CHARACTERIEE THE THIRD Q"ARTER OF 1987.

!
[ 22) 3ROWHS FERRY 2 DOCKET 50-260 LER $6-010 WEV 02
UPDATE ON RECIRCULATION IHLET NOEELE SAFE END CRACKS. I

EVENT DATE: 070286 REPORT DATE: 091587 NSSS: GE TYPE: BWR '

i -

(NSIC 2064771 ON JULY 2, 1986, SENCITIVE ULTRASONIC EXAMINATION REVEALED CRACK '
'

INDICATIONS IN ALL 10 0F THE UNIT 2 RECIRCULATION SYSTEM REACTOR VESSEL INLET
j NCEELE SAFE ENDS. THE CRACK INDICATIONS ARE LOCATED ADJACENT TO THE THERRAL

SLEEVE CREVICE ON THE INSIDE SURFACE. CRACK SIEING PROCEDURES DETERMINED I

$1GNIFICANT DEGRADATION OF THE PRESSURE BOUNDARY IN SOTH DEPTH AND CIRCUMFERENCE
OF THE FLAW. A S AMPL2 OF THE UNIT 2 S Af 9 ENDS WERE INSPECTED EARLIER IN THE,

OUTAGE, USING LESS SPECIALI8ED METHODS, AND NO CRACKING WAS DETECTED. TVA,

UNDERTOCK A PROGRAM TO REPLACE THE INLET SAFE ENDS AND A PORTION OF THE RISER
FIPING INCLUDING THE ELBOW ON THE UNIT 2 RECIRCULATION SYSTEM. A TUNING FORK i

|
DESIGN WAS USED IN THE NEW REPLACEMENT 3AFE ENDS TO ELIMINATE THE CREVICE REGION
WHICH IS THOUGHT TO BE THE CAUSE OF THE CRACKING. PRIOR TO FITUP OF THE NEW [
REPLACEMENT SAFE ENDS, CRACKS WERE DISCOVERED IN SOME OF THE THERMAL SLEEVES.
THE CRACKS DID NOT EXTEND THROUGH-WALL AND MOST WERE LOCATED ADJACENT TO THE SAFE
END ATTACMMENT WELD. ALL REPAIRS ARE COMPLETE AND THE REMOVED SAFE ENDS ARE
BEING EXAMINED TO QUANTIFY THE EXTENT OF CRACKING IN BOTH THE SAFE END AND THE

| PORTION OF ATTACHED THERMAL SLEEVE.

i i

'
t
|

|

|

t

'

l
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( 23) BROWNS FERRY 2 DOCKET 50-260 LER 87-006
FIRE WATCH FUNCTION WAS NOT FULFILLED WHILE GRINDING ACTIVITIES WERE IN PROGRESS .

DUE TO PkRSONNEL ERROR.
EVENT DATE: 082187 REPORT DATE: 091087 NSSS: GE TYPE: BWR

!
(N81C 206429) ON AUGUST 20, 1987 AND AUGUST 29 1987. WITH ALL THREE UNITS [
DEPUELED. SIMILAR INCIDENTS OCCURRED INVOLVING GRINDING WITHOUT FIRE WATCHES AS
REQUIRED BY TECH SPEC 3.11.H. THE FIRST EVENT WAS DISCOVERED AT 1440. ON AUGUST
21, 1987 DURING A WEEKLY FIRE PROTECTION TEAM INSPECTION. WITH GRINDING WORK IN
PROGRESS THE TEAM DISCOVERED THE FIRE WATCH ASLEEP. THE FIRE WATCH WAS
IMMEDIATELY AWAKENED. DISCIPLINARY ACTION MAS BREN INITIATED. THE SECOND EVENT {

| WAS DISCOVERED AT 1015. ON AUGUST 29, 1987. WHEN A FIRE PROTECTION ENGINEER ON '

ROUTINE ROUNDS NOTICED THAT GRINDING WORK WAS IN PROGRESS WITHOUT THE FIRE WATCH
'

PRESENT. THE FIRE PROTECTION ENGINEER STOPPED THE GRINDING WORK AND THE SHIFT
ENGINEER VO!DED THE WELDING PERMIT. THE FIRE WATCH HAD BREN PRESENT AT THE WORK

,

LOCATION DURING A LONG PREPARAT!0M PERIOD. PRIOR TO THE BEQ!NNING OF THE GRINDING '

WORK. POOR COMMUNICATIONS BETWEEN THE FIRE WATCH. THE CRAFT PERSONNEL AND THE [CRAFT FOREMAN IS ATTRIBUTED TO THE ERROR. CRAFT PERSONNEL AND THEIR SUPERVISORS :

HAVE BEEN COUNSELED ON THE REQUIREMENTS AND IMPORTANCE OF THE FIRE WATCH l
FUNCTION. A DESCRIPTION OF THESE EVENTS WILL BE PROVIDED TO PgRSONNEL WHO MAY BE ;

INYOLVED IN WORK REQUIRING FIRE WATCHES. [
t

[ 24) BROWNS FERRY 2 DOCKET 50-260 LER 87-000
PERSONNEL ERROR CAUSES ENGINEERED SAFETY FEATURE ACTUATION. 1

EVENT DATE: 082687 REPORT DATE: 092507 NS$$a GE TYPE: BWR [
OTHER UNITS INYOLVED: BROWNS FERRY i (BWR) '

BROWNS FERRY 3 (BWR) i

(NSIC 206487) ON AUGUST 26, 1987 AT 0945. WITH ALL THREE UNITS DEFUELED. AN j
UNPLANNED ACTUATION OF STANDBY GAS TREATMENT. CONTROL ROOM EMERGENCY VENT!1ATION 5

AND REFUEL EONE ISOLATION OCCURRED DURING THE PERFORMANCE OF A RESTART TEST
PROCEDURE. PERSONNEL ERROR DURING INSTALLATION OF JUMPERS CAUSED A RELAY TO
DEENERGIEE AND INITIATE THE ENGINEERED SAFETY FEATURES. THE PERSONNEL INYCLVED |
WERE COUNSELED AND ALL RESTART TEST PERSONNEL RECEIVED TRAINING ON THE EVENT. [

i

i

i 25) BRUNSWICK 1 DOCKET 50-325 LER 87-005 REV 02 '

UPDATE ON PRIMARY CONTAINMENT ISOLATION VALVE PROBLEMS REVEALED THROUGH LOCAL 6

LEAR RATE TESTING. i

EVENT DATE: 022887 REPORT DATE 092287 NSSS: GE TYPE: BWR ;

VENDOR: ANCHOR / DARLING INDUSTRIES ;

(NSIC 206493) DURING THE UNIT 1 1987 BEFUEL/ MAINTENANCE OUTAGE. LOCAL LEAK RATE !
TESTING (LLRT) 0F PRIMARY CONTAINMENT ISOLATION VALVES (PCIVS) !DENTIFIED
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 3.6.1.2B WAS EXCEEDED. THESE VALVES ARE LOCATED ON THE REACTOR ,

FEEDWATER (B21) SYSTEM A LINE (B21-F032A AND B21.F010A) AND ON THE DRYWELL RETURN l
LINE OF CONTAINMENT ATMOSPHERE CONTROL (CAC) SYSTEM ANALYS15 QUANTIFIER HIGN (
IAQH) MONITOR CAC-AQH-1262 (CAC-SOLENOID VALVE (SV)-1211E AND CAC-SV-3439). THE }
PROBLEMS IDENTIFIED INVOLVED THE VALVES SEAT GASKETS. SEAT DISCS. AND A CBACKED !

WELD ON A VALVE BODY-TO-LEAK-OFF LINE. THE VALVES WERE REPA! RED AND RETURNED TO
SERVICE. ON 6/5/87 THE LLRTS WERE COMPLETED WITN A CALCULATED PRIMARY
CONTAINMENT LEAKAGE RATE OF <0.60 LA.
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[ 26] BRUNSWICK 1 DOCKET 50-325 LER 87-021
UNIT 1 PRIMARY CONTAINMENT GROUPS 2, 3. AND 6 !$0LATIONS AND B LOGIC SCRAM SIGNAL

i DUE TO INADVERTENT DEENERGIEATION OF UNITS 1 AND 2 COMMON EMERGENCY AC BUS E2.
! EVENT DATE: 002187 REPORT DATES 091807 NSSS: GE TYPE: BWR

OTHER UNITS INVOLVED: BRUNSWICK 2 (BWR)

| (NSIC 206062) AT 1510 HOURS ON 8/21/07, THE UNITS 1 AND 2 COMMON 4160 VOLT (V)
ALTERNATING CURRENT (AC) EMERGENCY BUS E2 AUTOMATICALLY DEENERGI!ED WHEN THE BUS
B PHASE POTENTIAL TRANSFORMER OUTPUT FUSE BLEW. UNIT 1 B LOGIC SCRAM SIGNAL AND
UNIT 1 GROUPS 2, 3, AND 6 ISOLATIONS CCCURRED. THIS OCCURRED WHILE BOTH UNITS
WERE AT 100% POWER AND THE E2 EMERGENCY DIESEL GENERATOR (DG) WAS UNDER EQUIPMENT

1 CLEARANCE FOR ROUTINE SCHEDULED MAINTENANCE ACTIV! TIES. CONTROL OPERATORS Or i

l
BOTH UNITS BECAME AWARE OF THIS EVENT THROUGH CONTROL ROOM INDICATION AND ALARMi
ANNUNCIATION. FOLLOWING REPLACEMENT OF THE BLOWN FUSE, E2 WAS REENERGIEED AT
1140 HOURS. AT 1549 HOURS. THE ISOLATION SIGNALS WERE RESET AND THE B LOGIC

] SCRAM $1GNAL WAS RESET. THIS EVENT RESULTED FROM ACCIDENTAL ELECTRICAL GROUNDING
' 0F ONE OF THE BUS B PHASE VOLTAGE SENSING TRANSDUCER LEADS WHILE RECONNECT!NG THE |

j LEAD FOLLOWING PLANT MODIFICATION ACCEPTANCE TESTING AS PART OF THE EMERGENCY l

RESPONSE FACILITY INFORMATICH SYSTEM (ERFIS) INSTALLATION. REVIEWS OF ERFIS
) RELATED PLANT MODIFICATION STEPS WILL BE CONDUCTED TO IDENTIFY AND RESOLVE
] CONCERNS RELATIVE TO FUTURE MANIPULATION OF ENERGI!ED LEADS. APPROPRIATE

4 PROCEDURES WILL BE IMPLEMENTED TO INSTRUCT ELECTRICIANS / TECHNICIANS CONCERNING
I THE LIFTING OF ENERGI!ED LEADS.

[ 271 BRUNSWICK 2 DOCERT 50 324 LER 87-009
PRIMARY CONTAINMENT GROUP 3 ISOLATION RESULTING FROM STICKING DIFFERENTIAL

!TEMPERATURE * READ-SET * SWITCH.
EVENT DATE: 081707 REPORT DATE: 091697 NSSS: GE TYPE: BWR'

VENDOR: GENERAL ELECTRIC CORP. (NUCLEAR ENG DIV)
PANALARM DIY!SICHRILEY COMPANY, THE .

2

J (NSIC 206061) AT 1455 HOURS ON 0/17/87 A PRIMARY CONTAINMENT GROUP 3 ISOLATION ,

'
OF THE REACTOR WATER CLEANUP (RWCU) SYSTEM (G313 INLET OUTBOARD PRIMARY
CONTAINMENT ISCLATION VALVE, 031.F004, OCCURRED WHILE THE $NIFT FOREMAN WAS
PERFORMING A CONTROL ROOM BACK PANELS CHECK OF BWCU ROOM TEM?tRATURES. AT THE

j TIME, UNIT 2 WAS AT 100%. THE CONTROL OPERATOR WAS MADE AWARE OF THIS EVENT
THROUGH CONTROL ROOM INDICATIGN AND ALARM ANNUNCIATION. THE GROUP 3 SIGNAL WAS
RESET AT APPROXIMATELY 2300 HOURS, AND THE RWCU SYSTEM WAS RETURNED TO SERVICE AT

j

j 2330 NOURS ON S/17/07 THIS EVENT IS ATTRIBUTED TO A STICKING ' READ-SET * SWITCH i

IN RWCU ROOM TEMPERATURE DIFFERENTIAL SWITCH (TDS), G31.TDS-N602D, WHICH ALLOWED |,

J RESIDUAL VOLTAGE TO REMA!N IN THE CIRCUITRY OF THE SUBJECT BACK PANEL TEMPERATURE -

| !NDICATOR (711 G31.TI.7004. WHEN RWCU ROOM TDS G31.TDS.N6023 WAf SUBSEQUENTLY l
"

a READ. THE RESULTING ADDITIVE SIGNAL WAS SUCH THAT THE ALARM TRIP SETPo!NT OF
j G31 TDS.N6025 WAS REACHED AND THE !$0LAT10N OCCURRED. THE PROBLEM AFFECTING f

N602D WILL BE RESOLVED FOLLOWING RECE!PT OF A REPLACEMENT MODULE FOR THE |a

| INSTRUMENT. CAUTION TAGS RELATIVE TO THE OPERATION OF N602D READ = SET SWITCH AND i

! TESTING OF N6028 ARE BEIN3 USED TO PREVENT FUTURE SIMILAR OCCURRENCES UNTIL [
rREPAIR CAN BE AFFECTED.
|

; [ 20) BYRON 1 DOCKET 50-454 LER 87-010 |

REACTOR TRIP CAUSED BY MAIN FEEDWATER PUMP TRIP DUE TO A BROKEN W1RE IN THE
THRUST BEARING WEAR CIRCUITRY. f

] EVENT DATE: 001187 REPORT DATE: 090307 NSS$a WE TYPE: PWR ,

I
1 OTHER UNITS INVOLVED: BYRON 2 (PWR)
j VENDOR: WESTINGHOUSE ELECTRIC CORP. I

l !
j (NSIC 206322) ON AUGUST 11 BYRON UNIT ONE WAS AT 971 POWER WHEN AN ALARM FOR THE

'

j 15 FEEDWATER PUMP THRUST BEARING WEAR ANNUNCIATED. OPERATORS WENT CUT LOCALLY
AND CHECKED THE AFFECTED PUMP. A HIGH FREQUENCY NOISE INDICATED THE ALARM WAS t'

i

i
:

l

:

I
i t

>
|
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I VALID. THE UNIT LOAD WAS REDUCED TO FACILITATE TAKING THE FERDWATER PUMP OFF
LINE. THEN THE PUMP TRIPPED. A LOAD REDUCTICH TO 50% POWER WAS INITIATED, BUT
NOT IN TIME AS THE REACTOR TRIPPED ON LOW STEAM GENERATOR LEVEL. ALL PLANT

; SAFETY SYSTEMS RESPONDED AS EXPECTED. TAVG WAS STABILIEED 45 MINUTES FOLLOWING
I THE TRIP. A FEEDWATER ISOLATION SIGNAL WAS GENERATED BY A HIGH-2 LEVEL IN THE 1C

STEAM GENERATOR LEVEL. THE ACTUATION ALERTED THE OPERATORS TO THE PROSLEM, AND
THE ISOLATED FLOW TO THE AFFECTED STEAM GENERATOR AND RESTORED THE LEVEL TO
NORMAL. THE THRUST BEARING WEAR CIRCUITRY WAS CHECF.ED AND A BROKEN WIRE TO ONE
OF THE PROXIMITY PROBES WAS FOUND. THE WIRE WAS REPAIRED AND THE INSTRUMENT
CALIBRATED. TO ENSURE THE PUMP WAS OPERABLE, A CHECK OF THE SHAFT PLAY WAS DONE.

p NO EXCESSIVE WEAR WAS DETECTED. DURING THE STARTUP THE FEEDWATER PUMP WAS
' MONITORED AND FOUND TO HAVE NO OPERATIONAL PROBLEMS.

| 291 BYRON 1 DOCKET 50-454 LER 87-019
SAFETY INJECTION AND REACTOR TRIP FROM LOW STEAM LINE PRESSURE DUE TO FAILED KAIN
TURBINE THROTTLE VALVE DURING THE THROTTLE VALVE TO GOVERNOR VALVE TRANSFER.
EVENT DATE: 001287 REPORT DATE: 091087 NSSS: WE TYPE: PWR
VENDOR: LIMITORQUE CORP.

MOOG INC.

(NSIC 206323) ON 08/12/87 BYRON UNIT 1 WAS AT 6.5 PERCENT POWER RETURNING TO
POWER OPERATICHS. DURING THE THROTTLE TO GOVERNOR VALVE TRANSFER ON THE MAIN
TURBINE, A THROTTLE VALVE FAILURE INITIATED EVENTS LEADING TO A TURBINE
OVERSPEED. MANUAL CONTROL OF THE TURBINE WAS TAKEN IN ORDER TO REDUCE TURBINE
SPEED. ONCE THE SPEED WAS REDUCED THE OPERATOR RETURNED THE TURBINE CONTROLLER
BACK IN THE AUTO MODE OF CPERATION. WHEN AUTO WAS SELECTED THE GOVERNOR VALVES
WENT OPEN RESULTING IN A REACTOR TRIP AND SAFETY INJECTION. THE INTERMEDIATE
CAUSE FOR THE THROTTLE VALVE FAILING CLOSED WAS DETERMINED TO BE A FAILED MOOG
SERVO VALVE. THE ROOT CAUSE FOR THE VALVE'S FAILURE MODE IS STILL UNDER
INVESTIGATION AND WILL BE REPORTED IN A SUPPLEMENTAL REPORT. THE DEFECTIVE MOOG
SERVO VALVE WAS REPLACED AND A THROTTLE VALVE 70 GOVERNOR VALVE TRANSFER WAS
$1MULATED REPEATEDLY TO ENSURE THAT THE CORRECTIVE ACTIONS WERE SUCCESSFUL.
PLANT STARTUP FROCEDURES WILL BE REVISED TO INSTRUCT THE OPERATOR TO TRIP THE
TURRINE IF MANUAL CONTROL NAS TO BE TAKEN PRIOR TO SYNCHRON!EATION IN ORDER TO
REINITIALISE THE TURSINE CONTROLLER. THERE HAS BEEN NO PREVIOUS REPORTABLE
EVENTS.

I 30) BYROF 1 DOCKET $0-454 LER 87-020
TEMPORARY LACA 0F CONTINUQUS FIRE WATCH DUE TO COGNITIVE PERSONNEL ERROR.
EVENT CATE: 090207 REPORT DATE: 092307 USSS: WE TYPE: PWR
OTHER UNITS INVOLVED: SYBON 2 (PWR)

(NSIC 20%613) ON SEPTEMBER 2, 1987 AT 1235 WITN UNIT 1 AT 964 POWER AND UNIT 2
IN MODE 4 A CONTINUCUS FIRE WATCH IN THE UNIT 2 LOWER CABLE SPREADING ROOM
(LCSR) LEFT HIS ASS!GNED AREA TO COMPLETE HIS WHOLE BODY COUNT PROCESSING. THE
ACTION WAS TAKEN WITH THE C0(2) SYSTEM FOR THE UNIT 2 LCSR INOPERABLE. THE
CONTRACTOR ASSIGNED AS THE FIRE WATCH WAS SCHEDULED FOR TERMINATION ON THE SAME
DAY AS THE EVENT. AFTER HE RECE! VEL THE EMPLOYMENT TERMINATION PROCESSING PAPER
FROM HIS FOREMAN. NE LIFT HIS ASSIGNED POST TO COMPLETE THE PROCES$1NG. THINKING
HE WAS IMMEDIATELY RELEASED FROM HIS JOB RESPONSIBILITIES. THE STATION FIRE
MARSHAL REPORTED THE CONDITION TO THE SWIFT ENGINEER WHERE TMs UNIT 2 LCSR WAS
IKMEDIATELY POSTED WITH A QUALIFIED FIRE WATCH. THE AREA WAS WITHOUT AN OPERABLE
C0(2) SUPPRESSION SYSTEM AND WITHOUT A CONTINU0US FIRE WATCH FOR 1 NOUR AND 7
MINUTES. THE CAUSE OF THE EVENT WAS A COGNITIVIE PERSONNEL ERROR. THERE NAVE
BEEN 3 PREVIOUS OCCURRENCES OF THIS NATURE.

__ _
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[ 31) BYRON 2 DOCKET $0-455 LER 87-011
REACTOR TRIP DURING 304 LOAD REJECTION TEST ON OVERTEMPERATURE DELTA T DUE TO;

i STEAM DUMPS FAILURE TO FULLY OPEN.
I EVENT DATE: 072587 REPORT DATE: 081987 NSSS: WE TYPE: PWR

VENDOR: WEST!NGNOUSE ELECTRIC CORP.
1

| (NSIC 205904) At 1216 ON 7/25/97. UNIT 2 TRIPPED ON AN OVERTEMPERATURE CONDITICM
j FOLLOWING A 30 PERCENT LOAD REJECTION TEST. THE CAUSE OF THE REACTOR TRIP WAS

]
PARTIALLY DUE TO THE DIGITAL ELECTRO-NYDRAULIC (DEN) CONTROLLER BEING IN THE

. SEQUENTIAL VALVE MODE PROGRAM WHICN CAUSED THE GOVERNOR CONTROL VALVES TO BE IN
i THE MOST EFFICIENT POWER OPERATION, BUT DURING THE RUMBACK CAUSED TNB VALVES TO
l BE IN VARYING FOSITIONS CAUSING TIREF) TO WIDELY VARY. IN ADDITION, THE STEAM

| DUMPS DID NOT STROKE FULLY CPEN RESULT!NG IN DECREASED SECONDA5Y SIDE HEAT
REMOVAL CAPABILITY. TO CORRECT THE CONDIT! CMS WHICH LED TO THE REACTOR TRIP, THE I

, DEN COMPUTER IS BRING EKAMINED BY WESTINGMOUSE AND CHANGES WILL BE IMPLEMENTED AS
*

REQUIRED. THE STEAM DUMPS WERE REPA! RED AND TESTED TO VERIFY POWER OPERATION. j

AND THE FERDWATER SYSTEM WAS FINE TUNED FOR BETTER STEAM / FRED CONTROL. LOAD;

j REJECTION TESTS OF 30 AND 50 PERCENT HAVE SINCE BREN SUCCESSFULLY RUN AS PART OF
THE STARTUP PROGRAM.

I
j ( 32] BYRON 2 DOCKET $0-455 LER 87-013
i INCORE FLUX MAPPING TEST PERFORMED IN MODES OTHER THAN SPECIFIED IN FSAR.
] EVENT DATE: 081987 REPORT DATE: 091787 NSSS: WB TYPE: PWR
l
! (NSIC 206324) STARTUP TEST 2.45.80, INCORE FLUX KAPPING SYSTEM CHECK 0UT WAS
i PERFORMED IN MODES 3. 4, AND 5. FSAR TABLE 14.2-67 WHICH DESCRIBES TN!S TEST

] INDICATES THAT THE TEST WILL BE PERFORMED IN MODE 4 THIS DEVIATION FROM THE
FSAR DESCRIPTION WAS NOT REPORTED TO THE C0KMISSION WITHIN ONE MONTH AS REQUIRED<

i BY BYRON UNIT 2 OPERATING LICENSE NPF-66 CONDITION 2.C.3. THE CAUSES OF THIS
) EVENT WERE COGNITIVE PERSONNEL ERRORS SY THE CORPORATE ENGINEER RESPONSIBLE FOR
'

REVIEWING THE TEST AND THE STATION ENGINEER PERFORMING THE 10CFR 50.59
EVALUATION. A MEMORANDUM WAS ISSUED TO THE CORPORATE ENGINEERING GROUP !
RESPONSIBLE FOR TEST REVIEWS TO EMPMASI8E THE NEED FOR IMMEDIATE NOTIFICATION OF |

THE LICENSING GROUPS WHEN ANY ISSUE REGARDING FSAR ITEMS NOT SATISFIED. THERE r

j NAVE BEEN NO PREV!OUS OCCURRENCES.

! i

i( 33) BYRON 2 DOCKET 50-455 LER 87-014 j
INOPERABLE CONTAINMENT AIRLOCK DUE TO MISSED SURVEILLANCE. [

EVENT DATE: 082487 REPORT DATE: 091787 NSSS: WB TYPE: PWR

INSIC 2064161 ON 8/24/07 IT WAS DISCOVERED THAT 2BVS 6.1.3.A-1, PRIKARY
|

| CONTAINMENT TYPE B LOCAL LEAKAGE RATE TESTS OF THE EQUIPMENT NATCM AIRLOCK DOOR '

q GASKET INTERSPACES, WAS PERPORMED 16 1/2 NOURS BEYOND THE TECM SPEC REQUIRED
1 INTERVAL. THE CAUSE OF THE EVENT WAS A COGNITIVE PERSONNEL BRROR AND LACK OF (

,

PROPER PROCEDURES. CORRECTIVE ACTICMS INCLUDE INCREASED TESTING FREQUENCY. .

, DEVELOPMENT OF AN ADMINISTRATIVE PROGRAM AND ULT!KATELY THE INSTALLATION OF j
AUTOMATIC LEAK DETECTION SYSTEMS.

I
a i 34] BYRON 2 DOCKET 50-455 LER 87-015 t

{ FEEDWATER !$0LATION ACTUATION CW NIGN-2 STEAM GENERATOR LEVEL DUE TO PERSONNEL
! IRROR.
1 EVENT DATE: 082987 REPORT DATE: 092387 MSSS: WE TYPE: PWR

(NSIC 206556) ON AUGUST 29, 1987. AT 0156 BYRON UNIT 2 WAS IN MODE 4 AT EERO
1 PERCENT POWER. INSTRUMENT AND CONTROL TECHNICIANS IMON-LICENSIDI WERE CALIBRATING <

! CNE OF THE 2D STEAM GENERATOR LEVEL TRANSMITTERS. THE TECHNICIAN IN CONTAINMENT
3 ISOLATED THE WRONG LEVEL TRANS!TTER. TWIS ACTION SATISFIED A 2 0F 4 COINCIDENCE
; CAUSIN3 A FREDWATER ISOLATION ON STEAM GENERATOR WIGN-2 LEVEL, P-14 THE
| |

r

<
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FREDWATER 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.

<

'

| 35] BYRON 2 DOCKET 50-455 LER 87-017
K".IN STEAM ISOLATION BYPASS VALVE RETURNED TO SERVICE WITHOUT COMPLETING THE
REQUIRED POST MAINTENANCE TESTING.
EVENT DATE 090387 REPORT DATE: 092587 NSSS: WE TYPE: PWR

(NSIC 206614) ON SEPTEMBER 3 1987 AT 0000. DURING THE QUALITY CONTROL REVIEW OF
THE COMPLETED NUCLEAR WORK REQUEST PACKAGE. IT WAS DETERMINED THAT THE MAIN STEAM
ISOLATION BYPASS VALVE. 2MS101C. WAS RETURNED TO SERVICE WITHOUT PERFORMING THE
REQUIRED POST MAINTENANCE TESTING. T!'E OPERATING DEPARTMENT STROKED THE VALVE:
BUT. THE STR0KE 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 FRIOR TO
RETURNING THE VALVE TO SERVICE. THE CORRECTIVE ACTIONS INCLUD3 A REVISION TO THE
CMECKLIST WHICH WILL REQUIRE AH SRO $!GNATURE. TRAINING ON THE PROPER COMPLET!0A
0F THE CHECKLIST WILL SE CIVEN TO THE OPERATING DEPARTMENT. THERE HAVE BEEN FIVE
PREVIOUS QCCURRENCES OF THIS NATURE.

[ 36] CALLAWAY 1 DOCKET 50-403 LER 87-019 |
TECHNICAL SPECIFICATION CONTAINMENT SHUTDOWN PURGE ISOLATION VALVE NOT t

SURVEILLED DUE TO PROGRAMMATIC INADEQUACIES. I

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

(NSIC 2061971 ON 5/7/07 BLAWK FLANGES WERE REINSTALLED ON THE CONTAINMENT
SHUTDOWN PURGE ISCLATION VALVES PRIOR TO ASCENDING TO MODE 4 NOT SHUTDOWN CH
5/8/87. CONTRARY TO THE REQUIREMENTS OF TECHNICAL SPECIFICATION (T/S) 4.6.1.7.2
A LOCAL LEAK RATE TEST (LLRT) WAS NOT PERFORMED WHEN THE FLANGES WERE REINSTALLED
FOLLOWING AN INTEGRATED LEAK RATE TEST (ILRT) AND THUS THE PLANT SH0VLD NOT HAVE
ENTERED MODE 4 AS PER T/S 4.0.4 ON 8/17/87. PLANT ENGINEERING PERSONNEL
DISCOVERED THE MISSED SURVEILLANCE. THIS INCIDENT OCCURRED BECAUSE THE
CONDITIONAL PART OF T/S 4.6.1.7.2 HAD NOT BREN PROPERLY IDENTIFIED IN THE '

SURVEILLANCE TRACKING SYSTEM. CN $/10/87 A LLRT WAS SUCCESSFULLY PERFORMED ON
EACH CONTAINMENT SHUTDOWN PURGE ISOLATION VALVE AND BLANK FLANGE. TO PREVENT
RECURRENCE. THE SURVEILLANCE TASK SHEET 5 SURVEILLANCE TRACKING SCHEDULE. AND i

APPROPRIATE PROCEDURES WERE UPDATED TO REFLECT THIS CONDITIONAL REQUIREMENT ON
8/25/87 A CONDITIONAL SURVE!LLANCE TASK FORCE MAS BEEN FORMED TO VERIFY THAT
CONDITIONAL T/S SURV91LLANCE REQUIREMENTS ARE IDENTIFIED AND HAVE MECHANISMS IN
PLACE TO ENSURE THEY ARE PERFORMED. BECAUSE THE LLRT WAS SUCCESSFULLY PERFORMED '

ON 8/10/87 AND THE FLANGES HAD NOT BEEN CYCLED SINCE 5/7/87 THE VALVES AND
FLANGES PROVIDhD PROPER ISOLATION OF THE CONTAINMLWT SHUTDOWN PURGE SYSTEM.
THUS. THERE WAS NO DANGER TO THE PUBLIC HEAkTH AND SAFETY.

[ 37) CALLAWAY 1 DOCKET 50-483 LER 87-012 REV 01
UPDATE ON SCALING EBROR IN THE DELTA I INPUT TO THE Of DELTA T REACTOR TRIP L

.

SETPOINT.
EVENT DATE: 062507 REPORT DATE: 072987 NSSS: WE TYPE: PWR

(NSIC 205654) ON 6/75/87 WHILE AT 99% POWER, IT WAS DETERMINED THAT THE
CIRCUITRY. WHICH PROVIDES A CORRECTION TO THE OVERTEMPERATURE-DELTA TEMPERATURE
(OT DELTA Tl REACTOR TRIP SETPOINT BASED ON CHANGES IN AXIAL FLUX DIFFERENCE
(DELTA II. HAD BEEN SCALED INCORRECTLY. THE SCALING HAD BEEN INCORRECT SINCE
INITIAL STARTUP IN NOVEMBER OF 1984 AND WAS NONCONSERVATIVE IN THAT ThE OT DELTA
T SETPOINT WCULD NOT HAVE BEEN DECREASED UNTIL VALUES OF DELTA I WERE REACHED

I

._- _ _ _ -_-_ _ _ - - _ _ _ - - _ _ _ _
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I GREATER THAN THAT REQUIRED BY THE TECHNICAL SPECIFICATIONS. THE SCALING WAS
I CORRECTED ON 6/25/87 BY A TEMPORAkY MODIFICATION AND A DESIGN CHANGE WAS

INITIATED TO PERMANENTLY IMPLEMENT THE CHANGE. THE APPROPRIATE I4C SURVEILLANCE
i 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 FACTOR WAS THAT THE INSTRUMENT |

SETPOINT INDEX SPECIFIED FIXED GAIN VALUES RATHER THAN VARIABLE FOR VARIOUS I

| COMPONENTS. THIS EVENT HAS BEEN DISCUSSED WITH THE APPROPRIATE PERSONNEL. !&C !
SURVEILLANCE PROCEDURES REQUIRING INPUT FROM OTHER DEPARTMENTS WHICH IMPACT |

i

REACTOR PROTECTION SCALING WERE REVIEWED AND NO ADDITIONAL DEFICIENCIES WERE
IDENTIFIED.

)
| 381 CALLAWAY 1 DOCKET 50-403 LER 87-016

| TECHNICAL SPECIFICATION VIOLATION TRIT!UM SAMPLE MISSED DUE TO PERSONNEL ERROR.
1 EVENT DATE: 062507 REPORT DATE: 001087 NSSS: WE TYPE: PWR

i
(NSIC 2062801 ON 6/25/87 AT 0800 CDT, THE MONTHLY SAMPLING AND ANALYSIS OF UNIT
VENT GASEOUS EFFLUENTS WAS NOT PERFORMED AS REQUIRED BY TECHNICAL SPECIFICATIONS
(T/S). HEALTH PHYSICS PERSONNEL FAILED TO CONSULT THE APPROPRIATE PROCEDURE

| PRIOR TO PERFORMANCE OF THE SURVEILLANCE AND SUBSEQUENTLY FAILED TO OBTAIN THE (
: REQUIRED TRIT!UM SAMPLE. AN INCOMPLETE TASK DESCRIPTION SUMMARY (TDSB ON THE '

) SURVEILLANCE TASK SHEET WAS A CONTRIBUTING FACTOR TO THIS ERROR. THE MISSED
1 TRITIUM SAMPLE WAS DISCOVERED 7/20/07 DURING A REVIEW OF RELEASE PERMIT DATA.

f THE SAMPLE WAS THEN IKMEDIATELY TAKEN AND ANALYEED. THE CONCENTRATION WAS WITHIN !

T/S LIMITS. THE PLANT WAS IN MODE 1 POWER OPERATIONS, AT 100 PERCENT POWERt

DURING THIS TIME PERIOD. TIMING OF THIS LER IS BASED UPON THE DATE OF DISCOVERY
i OF THIS INCIDENT. TO PREVENT RECURRENCF, THE REQUIREMENT TO UTILIEE APPROPRIATE
; SURVEILLANCE PROCEDURES WAS EMPHAS!EED TO HEALTH PHYSICS TECHNICAL SUPPORT
{ TECHNICIANS, AND THE HEALTH PHYSICS PERSCNNEL INVOLVED HAVE RECEIVED DISCIPLINARY
i COUNSELLING. THE MISSED S AMPLE HAD NO DETRIMENTAL EFFECTS ON THE CONTROL Or
i RADIOACTIVE EFFLUENTS AND THERE WERE NO OPERATIONAL ABNORMALITIES DURING THIS L

i PERIOD WHICH WOULD HAVE CAUSED TRITIUM CONCENTRATIONS TO INCREASE. THEREFORE,
SINCE THE CONCENTRATIONS MEASURED WERE SIGNIFICANTLY LESS THAN THE MAXIMUM VALUE;

ALLOWED BY T/S, THIS EVENT POSED NO THREAT TO THE PUBLIC HEALTH AND SAFETY. '

1 a

l
I 39| CALLAWAY 1 DOCKET 50-403 LER 87-018

| INOPERABLE ESSENTIAL SERVICE WATER SYSTEM AND TECHNICAL SPECIFICATION 3.0.3
j UNENOWINGLY ENTERED DUE TO PERSONNEL ERWORS.

,

j EVENT DATE: 001587 DEPORT DATE: 091487 HSSS: WE TYPE: PWR '

i VENDOR: J AM E S BURY CORP. ;

| (HSIC 206196) ON 9/15/97 AT 0510 CDT, TURING A CONTAINMENT COOLING FAN TEST,
j UTILITY OPERATORS DISCOVERED ESSENTIAL SERVICE WATER (ESWI TRAIN 'B' TO THE t

j ULTIMATE HEAT SINK ISOLATION VALVE, EF-V-0117 PARIIALLY SHUT. TRAIN 'B' WAS
DECLARED INQPERABLE, THE VALVE WAS OPENED, AND TRAIN 'B' WAS DECLARED OPERABLE AT |

) 1431. AN EVALUATION CONCLUDED THAT TOTAL TRAIN 'B' FLOW WITH THIS RESTRICTION
j WAS LESS THAN SPECIFIED BY DESIGN. THIS CONDITION HAD EXISTED $1NCE 5/11/84 AND ,

) ITS POSITION INDICATORS HAD CONFLICTED SINCE NOTED ON A WORK REQUEST (WR) ON !
J 5/14/84 81NCE TRAIN 'A' HAS BEEN REMOVED FROM SERVICE FOR TESTING, BOTH ESW
) TRAINS HAVE BEEN 81MULTANEQUSLY INOPERABLE AND TECH SPEC 3.0.3 UNKNOWINGLY }

ENTERED. THIS EVENT WAS DUE TO FAILURE OF UTILITY PERSONNEL TO RECOGNIEE THE
,

. EFFECT THE INDICATION PROBLEM HAD ON ESW OPERABILITY RESULTING IN LOW WORK '

l PRIORITY PLACED ON REPA! RING THE PROBLEM. THE CAUSE OF THE DELAY IN DISCOVERING |
THE FLOW PROBLEM WAS FAILURE OF UTILITY PERSONNEL TO COMPARE TOTAL FLOW TO PRE-OP j
FLOWS WHEN BASELIN!NG THE PUMPS IN 1984 AND FEBRUARY 1987. THE VALVE ACTUATOR HAS
BEEN CAUTION TAGGED AND WILL BE REPAIRED DURING REFUEL II. VOIDED /OPEN WR'S ON<

| SELECTED SYSTEMS WILL BE REVIF.WED AND THE WR VOIDING PROCESS WILL BE REVISED.
i ;

i

f

1
i

'
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PERSONNEL INVOLVED WERE COUNSELED. THIS EVENT WILL BE REVIEWED WITH SYSTEM
ENGINEERING AND PLANNERS.

I 40] CALLAWAY 1 DOCKET 50-483 LER 87-020
TECHNICAL SPECIFICATION VIOLATION WHEN TRANSPOSITION ERROR RESULTS IN MISSED
CONTINU0US FIREWATCH FOR INOPERABLE FIRE SPRINKLER SYSTEM.
EVENT DATE: 081987 REPORT DATE: 091887 NSSS: WE TYPE: PWR

(NSIC 206190) AT 0635 CDT ON 8/19/07 UTILITY OPERATIONS PERSONNEL ISOLATED THE
SPRINKLER SYSTEMS TO THE TURBINE DRIVEN AUXILIARY (AUXI FEEDWATER PUMP ROOM.
NORTH AND SOUTH ELECTRICAL CABLE CHASES AND AUX BUILDING (BLDG) CABLE TRAYS
ELEVATIONS 1974', 2000', AND 2026'. TO PERFORM MAINTENANCE ON THE AUX BLDG CABLE
TRAYS ELEVATION 2026' FIRE PROTECTION HEADER ISOLATION VALVE. KC-V-0445. PER
TECH SPEC (T/S) 3.7.10.2 ACTION (A). THE PUMP ROOM AND CHASES WERE PATROLLED
HOURLY BY A PREVIOUSLY ESTABLISHED FIREWATCH (FW) PATROL. A CONTINUOUS FW SHOULD
HAVE BREN ESTABLISHED AT 0600 ON 8/19/87 FOR AUX BLDG ELEVATIONS 1974'. 2000'.
AND 2026'. HOWEVER. DUE TO PERSONNEL ERROR. THE WATCH FOR THE 1974' LEVEL WAS
STATIONED UN THE 2047' LEVEL. A UTILITY EQUIPMENT OPERATOR DISCOVERED THE ERROR
AT 1700 AND A CONTINU0US FW WAS ESTABLISHED ON 1974' AT 1745. FAILURE TO
ESTABLISH A CONTINU0US FW SY 0735 FOR 1974' IS A CONDITION PROHIBITED BY T/3'S.
THE EQUIPMENT WAS RETURNED TO SERVICE ON 8/19/87 AT 2200. THE PLANT WAS IN MODE
1 POWER OPERATION AT 1001 POWER. THE ROOT CAUSE OF THIS EVENT IS ATTRIBUTABLE-

TO A UTILITY LICENSED SHIFT SUPERVISOR TRANSPOSING 1974' TO 2047' WHEN VERBALLY
COMMUNICATING WITH THE LEAD FW TO DISPATCH THE WATCHES.

[ 41] CALLAWAY 1 DOCKET $0-403 LER 87-021
STEAM GENERATOR BLOWDOWN CONTAINMENT ISOLATION VALVE NOT SURVEYED DUE TO
PERSONNEL ERROR.
EVENT DATE: 082007 REPORT DATE: 092187 NSSS: WE TYPE: PWR

(NSIC 206200) AT 1900 CDT ON 8/20/97 KAINTENANCE WAS COMPLETED ON STE AM
s GENERATOR BLOWDOWN ISOLATION VALVE SM-HV-0002 TO CORRECT A PACKING LEAK.

TECHNICAL SPECIFICATION (T/S) 4.6.3.1 REQUIRES THAT PRIOR TO RETURNING THE VALVE
TO SERVICE FOLLOWING MAINTENANCE. Fait VALVE MUST BE DEMONSTRATED OPERABLE BY
PERFORMANCE OF A CYCLING TEST AND VERIFICATION OF ISOLATION TIME. THIS
REQUIREMENT WAS NOT MET WITHIN THE T/S REQUIRED 4 NOUR TIME PERIOD. THE PLANT
WAS IN MODE 1 - POWER OPERATION, 1001 REACTOR POWER AT THE TIME OF THE EVENT. ON
8/21/87 DURING A UTILITY PLANNER'S REVIEW OF THE WORK PACKAGE USED TO CORRECT
1.s t PACKING LEAK, IT WAS IDENTIFIED THAT A CYCLING TEST HAD NOT BEEN PERFORMED.
VERBAL COMMUNICATION BETWEEN THE RESPONSIBLE MAINTENANCE FOREMAN AND THE CONTROL
ROOM. TO AUTHORIIE WORK COMMENCEMENT AND COMPLETION. DID NOT PROVIDE ADEQUATE
INFORMATION TO INITIATE THE T/S CYCLE TEST REQUIREMENTS FOR THE VALVE. AT 1554
ON 8/21/87 BM.HV-C002 WAS SUCCESSFULLY CYCLE TESTED. THE APPLICABLE PLANT
PROCEDURE, WHICH SPECIFIES THE REQUIREMENTS FOR MAINTEN ANCE PACKAGES. WILL SE
REVISED TO MORE CLEARLY DEFINE THE CASES IN WHICN VERBAL AUTHORIEATIONS ARE
PERMITTED. PROCEDURAL REQUIREMENTS WILL BE REVIEWED BY ALL UTILITY PERSONNEL
AFFECTED BY THIS EVENI.

( 42] CALVERT CLIFFS 1 DOCKET 50-317 LER 87-007 REV 03
UPDATE ON ENVIRONMENTAL QUALIFICATION DISCREP ANCIES FOR SOLENOID VALVES RESULT IN
SHUTDOWN.
EVENT DATE: 040187 BEFORT DATE: 092987 HSSS: CE TYPE: PWR
OTHER UNITS INYCLVED: CALVERT CLIFFS 2 (PWR)

(NSIC 206550) DURING AN NRC INSPECTION OF OUR ENVIRONMENTAL QUALIFICATION (EQl
PROGRAM IN THE WEEK OF MARCH 23, 1987 TWO SOLEN 0!D VALVES ON EACH CALVERT CLIFFS
UNIT WERE FOUND TO HAVE TAPED SPLICES WNICH HAD WOT BEEN QUALIFIED. IMMEDIATE
CORRECTIVE ACTION WAS TAKEN TO REPLACE THE TAPED SPLICES WITH QUALIFIEC HEAT
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SHAINK TUBINJ ON THE DATE OF DISCOVERY (MARCH 27, 1907). AS A RESULT OF FURTHER
INSPECTIONS SY BALTIMORE GAS 6 ELECTRIC (BGLE) ON OTHER UNIT 2 10 CFR 50.49
EQUIPMENT, BG4E MANAGEMENT DECIDED TO SHUT DOWN UNIT 1 FROM 1004 POWER, MODE 1
OPERATION, TO MODE 5 (LESS THAN 200 DEGREES FAHRENHEIT) ON APRIL 1, 1997. UNIT 2
WAS IN A REFUELING OUTAGE AT THE TIME. AN EXTENSIVE INSPECTION PROGRAM WAS
UNDERTAKEN TO LOOK IN DETAIL AT EQUIPMENT WITHIN THE SCOPE OF 10 CFR 50.49. ALL

10 CFR 50.49 EQUIPMENT FOR UNITS 1 AND 2 WAS DETERMINED TO BE OPERABLE AND WOULD
HAVE REMAINED OPERABLE DURING ALL POSTULATED DESIGN BASIS EVENTS. ALL IDENTIFIED
DISCREPANCIES WERE RESOLVED OR CORRECTED. AS A RESULT OF THESE DISCREPANCIES.
INTERIUM UPGRADED EQ PROGRAM CONTROLS HAVE BEEN ESTABLISHED TO PREVENT
RECURRENCE. THESE INCLUDE INTERIM METHODS TO PROVIDE CLEAR COKMUNICATIONS OF EQ
MAINTENANCE REQUIREMENTS TO FIELD CRAFT PERSONNEL AND ADDITIONAL REVIEWS OF
PLANNED MAINTENANCE BY DESIGN ENGINEERING PERSONNEL OR QUALIFIED EQUIPMENT

. QUALIFICATION REVIEWERS.
I

j | 431 CALVERT CLIFFS 2 DOCKET 50-318 LER 87-002 BEV 01
UPDATE ON FAILURE OF LEAD / LAG CIRCUIT IN FEEDWATER REGULATING VALVE CONTROL'

SYSTEM LEADS TO LOW STE AM GENERATOR WATER LEVEL REACTOR TRIP.
EVPNT DATE: 022887 REPORT DATE: 091787 NSSS: CE TYPE: PWR*

VENDOR: ROCHESTER INSTRUMENT SYSTEMS, INC.

(NSIC 2063153 ON FEBRUARY 28, 1987. AT 2356 THE STEAM GENERATOR DOWNCOMER LEVEL
' LEAD / LAG UNIT OF THE e21 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 FERDWATER CONTROL SYSTEM
AUTOMATICALLY RESPONDED, IN A PROPER MANNER, SY CLOSING 021 FRV. THE CLOSED FRV
CAUSED e21 STEAM GENERATOR LEVEL TO DECREASE AT A RATE OF APPROKIKATELY 0.4
INCHES PER SECOND. THE CLOSING OF 021 FRV ALSO CAUSED A HIGH DIFFERENTIAL
PRESSURE ACROSS THE VALVE. THE RAPID INCREASE IN FRV DIFFERENTIAL PRESSURE
CAUSED 022 STEAM GENERATOR FRED PUMP (SGFP) TO AUTOMATICALLY REDUCE SPEED t021
SGFP WAS IN MANUAL CONTROL). CONTROL ROOM OPERATORS WERE ALERTED WHEN 022 SGFP

j TURSINE SPEED HOLD OR SYSTFM TROUBLE ALARM SOUNDED. OPERATORS TOOK ACTION TO
: FEED THE STEAM GENDRATOR BUT, APPROXIMATELY 15 SECONDS AFTER THE ALARM, THE
| REACTOR TRIPPED ON LOW STEAM GENERATOR WATER LEVEL. ALL DEACTOR SArtTY SYSTEMS
i FUNCUNCTIONED AS EXPECTED. BOTH STEAM GENERATOR FEED PUMPS TRIPPED SHORTLY AFTER
. THE REACTOR TRIP ON HIGH DISCHARGE PRESSURE. AUXILIARY FREDWATER ACTUATION
! OCCURRED. EMERGENCY OPERATING PROCEDURES WERE CARRIED OUT AND THE PLANT WAS
I RETURNED TO A STABLE CONDITION.

1 ! 441 CATAWBA 1 DOCKET 50-413 LER 86-048 REV 01
UPDATE ON THREE CONTAINMENT PURGE SYSTEM ISOLATIONS DUE TO PROCEDURE DEFICIENCY.
EVENT DATE: 082406 REPORT DATE: 082887 WSSS: WE TYPE: PWR

(NSIC 206027) TNI CONTAINMENT PURGE IVPl SYSTFM AUTOMATICALLY ISOLATED ON THREE j;

! SEPARATE OCCASIONS, DUE TO CONTAINMENT GASEOUS RADIOACTIVITY LEVELS EXCEEDING THE
TRIP SETPOINT OF THE CONTAINMENT GAS MONITOR (IEMP39L). VP WAS ISOLATED AT 1620

i HOURS. ON AUGUST 24, 1986, 1320 NOURS, ON AUGUST 25, 1986, AND AT 1250 NOURS, ON
AUGUST 26, 1906. EACM VP ISOLATION OCCURRED JUST AFTER A STEAM CthERATOR (S/C)

1 MANWAY DIAPHRAGM MAD BEEN REMOVED FROM THE S/GS FOR AN EDDY CURRENT INSPECTION OF
THE PR! NARY SIDE. AFTER EACM VP ISQLATION, THE TRIP SETPOINT FOR 1EMP39L WAS
BAISED IN ACCORDANCE WITH TECHNICAL SPECIFICATIONS AND CONTAINMFNT PURGE WAS

,

REINITIATED. THE UNIT WAS IN MODE 6 kEFUELIWG, AT THE TIME OF THESE INCIDENTS. !

| THESE INCIDENTS ARE ASSIGNED CAUSE CODE D. DEFECTIVE PROCEDURE. THE HEALTH
PHYSICS (MP) PROCEDURE. CONTROL OF WORK IN CONTAINMENT. DID NOT ADDRESS THE<

4
RELEASE OF BADICACTIVE GASES DURING 6/G DIAPNBAGM REMOVAL, AND TME 3FFECT THIS
WOULD NAVE ON 1 EMF 39L AND VP. THE HEALTH AND SAFETY OF THE PUBLIC hERE UNAFFECTED l

*

] BY THIS INCIDENT.
] l
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[ 45) CATAWBA 1 DOCKET 50-413 LER 87-005 REV 02
UPDATE ON UNIT SHUTDOWNS DUE TO DESIGN DEFICIENCY WITH CONTAINMENT AIR RETURN
FANS.
EVENT DATE: 013087 REPORT DATE: 090907 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: CATAWBA 2 (PWR) ;

(NSIC 206085) ON JANUARY 30, 1987, UNITS 1 AND 2 ENTERED TECHNICAL SPECIFICATICU
3.0.3 FOLLOWING THE DETERMINATION THAT THE CONTAINMENT AIR RETURN AND NYDPDGEN
SKIMMER SYSTEMS WERE INOPERABLE. IT WAS DETERMINED THAT THE SYSTEMS W9RE
INOPERABLE DUE TO THE POSSIBILITY THAT THE CONTAINMENT AIM RETURN FANS (CARP'88
COULD BE RENDERED INOPERABLE IN THE EVENT OF A CONTAINMENT SPRAY ACTUATION WHERE
THE CARF FITS WOULD BE FLOODED WITH COLLECTED SPRAY. ON BOTH UNITS. DEFLECT!VE
CURBS WERE INSTALLED ON THE REACTOR BUILDING CPERATING DECK TO PREVENT COLLECTED -

'SPRAY FROM FUNNELING INTO THE FAN PITS. UNIT 1 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 ENTF)1ED. THE SYSTEMS HAD BEEN UNKNOWINGLY
INOPERABLE SINCE INITIAL FUEL LOAD ON BOTH UNITS. THIS INCIDENT IS ASSIGNED CAUSk
CODE B. DESIGN MANUFACTURING. CONSTRUCTION / INSTALLATION DEFICIENCY. NO DEVICES
TO PREVENT FUNNELING OF COLLECTED CONTAINMENT SPRAY INTO CARF P!TS WERE SPECIFIED '

'

ON DESIGN DRAW!Nur. THE CARF INOPERABILITY DID NOT IN ANY WAY INCREASE THE
PROBASILIT" 0F A DESIGN BASIS ACCIDENT (DBA). NOR WOULD IT HAVE AFFECTED ACTUAL
CORE (ONDITICHb CR CREATED AN EVENT THAT LEAD TO DEGRADED CORE CONDITIONS. i

i

| 46) CATAWBA 1 DOCKET 50-413 LER 87-033 i

FAILURE TO VERIFT OPERABILITY OF DIESEL GENERATOR 1B DUE TO A PERSONNEL ERROR. i

EVENT DATE: 040607 REPORT DATE: 090287 NSSS: WE TYPE: PWR

(NSIC 206219) ON APRIL 6 1987. AT 1708 HOURS. THE OPERABILITY OF DIESEL
GENERATOR (D/GI 15 WAS NOT VERIFIED WITHIN THE TIME LIMIT REQUIRED BY TECFNICAL !
SPECIFICATIONS. THIS INCIDENT WAS DISCOVERED ON AUGUST 3 1987. THE REQUIRED
WEEKLY SURVE!LLANCE WAS MISSED AGAIN ON SEVEN SEPARATE OCCASIONS BEFORE DISCOVERY I

0F THE INCIDENT. THE MISSED SURVEILLANCES RESULTED WHEN A D/G START ATTEMPT WAS
RECLASSIFIED FROM AN INVALID TEST TO A VALID FAILURE (SEE !!R C86.12-1) AND NOT
PROPERLY ACCOUNTED FOR. AFTER DISCOVERY OF THE INCIDENT. THE WEEKLY CPERABILITY
SURVE!LLANCES WERE BEGUN AT 1525 HOURS ON AUGUST 3 1987. THE UNIT WAS AT 1001 |
POWER AT THE TIME OF DISCOVERY OF THIS INCIDENT. THIS INCIDENT IS CLAS$! PIED AS
EVENT CAUSE CODE A, PERSONNEL ERROR. CNE ERROR OCCURRED WHEN A LETTER WAS
WRITTEN WHICH ASSIGNED A FAILUBE TO THE WRONG D/G. ANOTHER ERROR OCCURRED WHEN
THE USE OF AN UNCONTROLLED COPY OF A LOGBOOK RESULTED IN A D/G FAILUBE BEING
UNACCOUNTED FOR. VIOLATING TECHNICAL SPECIFICAT!cNS. THE THIRD ERROR OCCURRED
DUE TO THE FAILURE TO RECOGNIEE 1HE NEED TO ADJUST THE D/G TEST FREQUENCY AS
REQUIRED BY TECHNICAL SPECIFICAT!cNS. THIS INCIDENT AND THE IMPORTANCE OF
ACCURATELY TRACKING THE D/G TESTS WERE DISCUSSED WITH THE APPROPRTATE PERSONNEL
WHO WERE REMINDED TO USE ONLY THE CONTROLLED COPY OF THE D/G LOG 300KS WHEN
TRACKING D/G TEST RESULTS. THE HEALTH AND SAFETY OF THE PUBLIC WERE UNAFFECTED
BY THIS INCIDENT.

( 47| CATAWBA 1 DOCKET 50-413 LER 87-026
MANUAL REACTOR TRIP FOLLOWING MAIN FEEDWATER PUMP SPEED DECREASE DUE TO A
MANUFACTURING DEFICIENCY.
EVENT DATE: 070687 REPORT DATE: 080587 MSSS: WE TYPE: PWR

(HSIC 205716) ON JULY 6 1987, AT 1513:31 HOURS. WITH THE UNIT AT 1005 POWER.
MAIN FEEDWATER PUMP TURBINE (CFPfl it SUDDENLY DECREASED SPEED. WHICH STABILIEED
AT APPROXIMATELY 3000 RPM. CFPT 1A SPEED AUTOMATICALLY INCREASED TO ITS MAXIMUM
ATTEMPTING 70 COMPENSATE FOR THE CFPT 18 RUNBACK. THE COMBINED CFPT SPEEDS COULD
NOT SUPPLY ENOUGH FEEDWATER AT 1005 POWER. AND STEAM GENERATOR (S/G) WATER LEVELS
BEGAN TO DECREASE RAPIDLY. CONTROL ROOM PERSONNEL WERE ALERTED BY THE FEED
FLOW / STEAM FLOW MISMATCH ALARM AND BEGAN 6 KAWUAL TUR51NE 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, CFFT 18 TRIPPED ON LOW
SUCTION FLOW AND MOTOR DRIVEN AUXILIARY FEEDWATER (CAI kUMP LB WAS STARTED
MANUALLY TO INCREASE FEEDWATER FLOW TO THE S/GS. FOLLOWING RECE!PT OF THE S/G C
LO LO LEVEL ALERT ANNUNCIATOR. THE DECISION WAS MADE TO MANUALLY TRIP THE
REACTOR. THE UNIT WAS STABILI!ED IN MODE 3. HOT STANDBY, AND RETURNED TO MODE 1,
POWER OPERATION, ON JULY 8, 1987 THIS INCIDENT IS CLASSIFIED AS EVENT CAUSE CODE
3, DESIGN, MANUFACTURING, CONSTRUCTION / INSTALLATION DEFICIENCY. A PIECE OF
UNINSULATED SCRAP WIRE WAS DISCOVERED BETWEEN THE FREQUENCY TO VOLTAGE (F/V)
CONVERT 0R CHIP AND THE CIRCUIT BOARD ON WHICH IT WAS MOUNTED.

| 48| CATAWBA 1 DOCKET 50-413 LER 87-028
REACTOR TRIP ON INADVERTENTLY SIMULATED TURBINE TRIP DUE TO FA! LUBE OF;

j INTERMEDIATE STOP VALVE DURING TESTING.
' EVENT DATE: 071187 REPORT DATE: 001087 NSSS: WE TYPE: PWR

| (NSIC 205794) ON JULY 11, 1997. AT 0254:21:691 HOURS, WITH UNIT 1 AT |

J APPROXIMATELY 94. POWER, THE REACTOR AUTOMATICALLY TRIPPED ON AN INADVERTENTLY

l SIMULATED TURBINE TRIP. DUKE POWER PERSONNEL WERE IN THE PROCESS OF CONDUCTING ,

i THE WEEKLY MAIN TURBINE VALVE MOVEMENT PROCEDURE WHEN THE DISK DUMP VALVE FOR |

INTERMEDIATE STOP VALVE NUMBER 6 IS SUSPECTED TO HAVE NOT RESEATED. THIS CAUSED
EMERGENCY TRIP SYSTEM (ETS) HEADER PRES $URE TO DECREASE (INDICATING TURBINE
TRIP), 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 BREN CLAS$1FIED EVENT
CAUSE CODE X, 0THER. THE FAILURE OF THE DISK DUMP VALVE FOR INTERMEDIATE STOP
YALVE NO. 6 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 DUMP VALVES. DURING THE NEXT REFUELING OUTAGE FOR EACH UNIT, ALL DISK DUMP
VALVES WILL BE INSPECTED AND MODIFIED IF NECESSARY. THE HEALTH AND SAFETY OF THE
PUBLIC WERE UNAFFECTED BY THIS INCIDENT.

[ 491 CATAWBA 1 DOCKET 50-413 LER 87-030
INADEQUATE RETEST PERFORMED RESULTING IN A TECHNICAL SPECIFICATION VIOLATION DUE I

i TO INSUFFICIENT RETEST POLICY. i

EVENT DATE: 072687 REPORT DATE: 082607 NSSS: WE TYPE: PWR
i.

' (NSIC 206006) ON JULY 26, 1987, AT 1630 HOURS. THE SAFETY INJECTION PUMPS TO COLD !
j LEG ACCUMULATOR FILL VALVE WAS DECLARED OPERABLE FOLLOWING MAINTENANCE ACTIVITY !

'WITHOUT THE PROPER PRETEST HAV!NG BEEN PERFORMED. THE VALVE HAD BEEN DECLARED3

3 INOPERABLE BECAUSE IT WOULD NOT CLOSE FROM THE CONTROL ROOM, DUKE POWER
I TECHNICIANS INCREASED THE TORQUE SETTING ON THE VALVE ACTUATOR AND LATER REPLACED
1 THE TORQUE SWITCH SETTING IT TO THE MAXIMUM VALUE. FOLLOWING THE MAINTENANCE I
j ACTIVITY THE VALVE WAS STROKE TIME TESTED, AND IT WAS DECLARED OPERABLE. THE

{ FOLLOWING DAY, IT WAS DETEEMINED THAT A TYPE C LEAK RATE TEST WAS REQUIRED '

'

FOLLOWING REPLACEMENT OF THE TORQUE SWITCH. THE UNIT WAS AT 1004 POWER AT THE ;

i TIME OF THIS INCIDENT. THIS INCIDENT HAS BEEN CLASSIFIED EVENT CAUSE CODE E, |

J MANAGEMENT / QUALITY ASSURANCE DEFICIENCY. PRIOR TO THIS INCIDENT, DUKE POWER DID |
NOT HAVE A POLICY FOR FRETEST REQUIREMENTS FOLLOWING REPLACEMENT OF TORQUE l

SWITCHES. THE PREVIOUS POLICY ONLY ADDRESSED CHANGES TO THE TORQUE SETTING.
! FOLLOWING THE DETERMINATION THAT A TYPE C LEAK RATE TEST WAS REQUIRED. THE VALVE
I WAS DECLARED INOPERABLE, AND THE APPROPRI ATE LEAK RATE TEST WAS PERFORMED. THE
1 HEALTH AND SAFETY OF THE PUBLIC WERE UNAFFECTED BY THIS INCIDENT. '
'
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'( 50) CATAWBA 1 DOCKET 50-413 LER 87-031
VENT RADIATION MONITOR UNKNOWINGLY INOPERABLE DUE TO INADEQUATE LOGGING POLICY. i

EVENT DATE: 072887 REPORT DATE: 082787 HS$3 WE TYPE: PWR
t

(NSIC 206087) ON JULY 29 1987. AT APPROXIMATELY 1341 BOURS. THE UNIT 1 VENT GAS f
RADIAT!0H MONITOR WAS DISCOVERED TO BE INOPERABLE DUE TO A NON-CONSERVATIVE HICH !

RADIATION ALARM SETPOINT. THE SETPOINT HAD BEEN CHANGED THREE DAYS EARLIER WHEN |

THE RADIATION MONITOR (EMF) HAD BEEN DECLARED INOPERABLE DUE TO A MALFUNCTION!NG
CAS SAMPLE PUMP. WHEN THE EMP WAS DECLARED OPERABLE ON JULY E7 1987 THE
SETPOINT WAS NOT RETURNED TO ITS NORMAL VALUE. CONSEQUENTLY. A TECHNICAL
SPECIFICATION VIOLATION OCCURRED AT 0032 NOURS ON JULY 28 WHEN THE REQUIEED GRAB |

| SAMPLES WERE NOT TAKEN WHILE THE EMP WAS UNKNOWINGLY INOPERABLE. THE UNIT WAS AT I

! 1004 POWER DURING THIS INCIDENT. THIS INCIDENT IS CLASS! PIED AS EVENT CAUSE CODE !

) E. MANAGTMENT/0UALITY ASSURANCE DEFICIENCY. THE SHIFT SUPERVISOR AND UNIT
! SUPERVISOR ON DUTY WHEN THE SETPOINT WAS FIRST CHANGED DID NOT DOCUMENT THE y

CHANGE IN THE TECHNICAL SPECIFICATION ACTION ITEMS LOG (TSAIL) REMARKS COLUMN.
i

i
BUT THEY DID DOCUMENT IT IN THE CONTROL BOOM, UNIT SUPERV!a0R. AND EMP SETPOINT i

LOG BOOKS. THE SHIFT SUPERVISOR CH DUTY WHEN THE EMP WAS DECLARED OPERABLE
'

'

CHECKED ONLY THE TSAIL. AND HE DID NOT REALIEE THAT THE SETPCINT HAD BEEN
ICHANGED. THE SETPOINT WAS RESTORED TO ITS ORIGINAL VALUE UPON DISCOVERY TWO DAYS

f LATER. THE INCIDENT WILL BE DISCUSSED WITH ALL SHIFT SUPERVISORS AND POLICY WILL
" BE CLARIFIED. THE HEALTH AND SAFETY OF THE PUBLIC WERE UNAFFECTED BY THIS EVENT.

[ 51] CATAWBA 1 DOCKET 50-413 LER 87-032
BOTH TRAINS OF VITAL BATTERIES INOPERABLE DUE TO MISSED RETEST REQUIREMENTS. !
EVENT DATE: 072987 REPORT DATE: 082887 NSSS: WE TYPE: PWR ;

(NSIC 2060001 ON JULY 29 1987. AT 1220 HOURS. A DUKE POWER ENGINEER DETERMINED
THAT BATTERY BANKS 1 ESC AND 1EBD IN THE 125 VDC VITAL INSTRUMENTATION AND CONTROL

f POWER (EPL) SYSTEM WERE INOPERABLE. WHILE REVIEWING COMPLETED WORK REQUESTS |
| ORIGINATED TO CLEAN OR REPLACE THE BATTERIES' INTERCELL CONNECTORS (STRAPS). THE
| ENGINEER DISCOVERED THAT 1 ESC AND 1EBD HAD BEEN DECLARED OPERABLE WITHOUT THE
I REQUIRED INTERCELL RESISTANCE READINGS BEING TAKEN ON JULY 21, 1987 AT 2245 I

I HOURS. AND ON JULY 24 1987 AT 1700 HOURS. RESPECTIVELY. THIS RESULTED IN AN i
; INOPERABLE BATTERY BANK IN BOTH TRAIN A AND TRAIN B AND ENTRY INTO TECHNICAL

'
i

} SPECIFICATI0H 3.0.3. THE UNIT WAS AT 1004 POWER AT THE TIME OF THIS INCIDENT.
THIS INCIDENT MAS BEEN CLASS!FIED AS EVENT CAUSE CODE E. MANAGEMENT / QUALITY |]

1 ASSURANCE DEFICIENCY. SUFFICIENT INFORMATION AND GUIDELINES DID HOT EX.1T IN |

) PLANNING FOR DETERMINING PRETEST REQUIREMENTS OR TO DETERMINE THE PROPER '

s PROCEDURES NECESSARY TO SATISFY PRETEST REQUIREMENT 3. SATTERY BANKS 1EBC AND
i 1EBD WERE IMMEDIATELY DECLARED INOPERABLE AND THE INTERCELL RES!$TANCE READINGS

WERE SATISFACTORILY TAKEN. A PROCEDURE CHANGE WAS INCORPORATED IN THE BATTERY
I PREVENTATIVE MAINTENANCE PROCEDURE ADDING A STEP TO PERFORM THE INTERCELL
l RESISTANCE MEASUREMENTS WNENEVER ANY STRAPS ARE REMOVED. THE HEALTH AND SAFETY
| OF THE PUBLIC WERE UNAFFECTED BY TH18 EVENT.
.

I 52) CATAWBA 2 DOCKET 50 414 LER 87 014
UNEXPECTED STEAM GENEkATOR LOW LOW LEVEL SIGNAL ACTUATED DURING KAIN STEAM VALVE

)
TESTING DUE TO UNKNOLN CAUSE.

I EVENT DATE: 032987 REPORT DATE: 042887 NSSS: WE TYPE: PWR
VENDOR: DRAGON VALVE. INC.

(NSIC 206586) ON MARCH 29, 1987 At 00the 58 HOURS. AN UNEXPECTED STEAM GENERATOR
(S/G) 2A LOW LOW LEVEL SIGNAL OCCURRED DURANG STROKE TESTINC OF S/G 2A MAIN STEAM

,

i ISOLATION VA!VE. THE LOW LOW LEVEL SIGNAL OCCURRED IMMEDIATELY AFTER THE VALVE
4 WAS OPENED SY THE CONTROL ROOM OPERATOR. PLANT RESPONSE WAS MIN! MAL AS THE UNIT
I WAS IN MODE 5. COLD SHUTDOWN. CONTROL ROOM OPERATORS SUBSEQUENTLY REALIGNED
I AFFECTED BLOWDOWN AND AUX 1LIARY FEEDWATER VALVES. AN UNSUCCESSFUL ATTEMPT WAS |
| MADE TO RECREATE THE INCIDENT ON THE NEXT SHIFT. A MALFUNCTIONING EXC535 FLOW

l
.

I
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CHECK VALVE WAS DISCOVERED WHICH WOULD HAVE PRODUCED A FALSE LOW LOW LEVEL CH CNE
CHANNEL OF NARROW RANGE LEVEL INSTRUMENTATION. THE CHECK VALVE WAS SUBSEQUENTLY
REPLACED. THIS INCIDENT !$ CLASSIFIED AS EVENT CAUSE CODE X, OTHER, DUE TO THE
UNKNOWW CAUSE OF THE SECOND CHANNEL OF NARROW RANGE LEVEL BEING ALARMED. A
CONTRIBUTING EVENT CAUSE CODE X. OTHER, IS ALSO ASSIGNED DUE TO THE MALFUNCTION

j OF THE EXCESS FLOW CHECK VALVE PLACING ONE CNANNEL IN A CONDITION TO PROVIDE A
FALSE LEVEL SIGNAL, PLANT CONDITIONS PRESENT DURING THE INCIDENT ARE NOT
ENCOUNTERED DURING POWER OPERATION, AND SUCH INCIDENT WOULD NOT BE EXPECTED. THE

1 HEALTH AND SAFETY OF THE PUBLIC WERE UNAFFECTED BY THIS INCIDENT.
i

:|
I 53) CATAWBA 2 DOCKET $0-414 LER 87-015 REV 02i

I UPDATE ON CONTAINMENT AIR RETURN ISCLATION DAMPERS ACTUATED DUE TO DEFECT!YE l

1 PROCEDURE. !

] EVENT DATE: 040687 REPORT DATE: 101987 NSSS: WE TYPE: PWR j
j 1

j (NSIC 206546) CH APRIL 6, 1997, AT 1439.41 HOURS. THE CCHTAINMENT AIR RETURN FAN
|

| B ISCLATION DAMPER UNEXPECTEDLY CPENED, WHICN CONSTITUTED AN ENGINEERED SAFEGUARD
j FEATURE ACTUATION. DUKE POWER STATION PERSONNEL WERE IN THE PROCESS OF
4 CONDUCTING THE CONTAINMENT AIR RETURN FAN 28 AND HYDROGEN SK!MMER FAN 28
; PERFORMANCE TEST PROCEDURE. THE UNIT WAS IN MODE 3. HOT STANDBY, AT THE TIME OF

THIS INCIDENT. THIS INCIDENT IS CLASS!FIED AS EVENT CAUSE CODE D. DEFECTIVE
PROCEDURE. THE CONTAINMENT AIR RETURN FAN 23 AND HYDROGEN SKIMMER FAN 2B<

PERFORMANCE TEST PROCEDURE DID NOT CONTAIN INSTRUCTIONS TO RESET THE ACTUATION
I SIGNAL FOR THE ISOLATION DAMPER. THIS ALLOWED THE ISOLATION DAMPER TO CPEN WHEN I
I

THE REQUIRED LOGIC WAS COMPLETED DURING THE PERFORMANCE OF ANOTHER SECTION OF THE
PROCEDURE. CONTROL ROOM PERSONNEL CLOSED THE ISOLATION DAMPER. A PROCEDURE
CHANGE WAS INCORPORATED INTO THE CONTAINMENT AIR RETURN FANS AND HYDR 0 GEN SKIMMER
FAAS PERFORMANCE TEST PROCEDURES FOR BOTH UNITS TO RESET THE ACTUATION SIGNAL FOR
THE !$0LATION DAMPERS. THE PLANT WAS ALWAYS WITHIN ITS DESIGN BALIS AND THE
HEALTN AND SAFETY OF THE PUBLIC WERE NOT AFFECTEQ BY THIS INCIDENT.d

j i

; I 54: CATAWBA 2 DOCKET 50-414 LER 87 021 :
4 REACTOR TRIP RESULTS FROM CONDENSATE TRANSIENT DUE TO UNKNOWN CAUSE.

EVENT DATE: 072787 REPORT DATE: 082787 NSSS: WE TYPE: PWR i

I

J (NSIC 206220 ON JULY 27, 1987 UNIT 2 WAS OPERATING AT 901 POWER WNEN A i

CONDENSATE TRANSIENT OCCURRED WHICN RESULTED IN A REACTOR TRIP. DURING THE
:

; TRANSIENT, LONDENSATE BOOSTER PUMP SUCTION PRESSURE DECREASED $1GNIFICANTLY
|) CAUSING THE TM%FD NOTWELL PUMP TO START AUTOMATICALLY. MAIN FREDWATER PUMP

. SUCTION PRESSURE DECREASED, AND THE THIRD CONDENSATE BOOSTER PUMP STARTED
! AUTOMATICALLY. ALL CONDENSATE BOOSTER PUMPS TRIPPED. SUBSEQUENTLY, BOTN MAIN I
i FTEDWATER PUMPS TRIPPED CAUSING A TURBINE TRIP FOLLOWED BY THE REACTOR TRIP. THE !
l UNIT WAS STABILI!ED IN MODE 3. NOT STANDBY, FOLLOWING THE REACTOR TRIP. (
} CONDENSATE FLOW WAS REESTABLISHED BY OPENING THE CONDENSATE POLISNER BTPASS I~

VALVES. THIS INCIDENT IS CLASSIFIED AS EVENT CAUSE CODE X, CTNER. THE ;

INITIATING EVENT FOR THE CDNDENSATE TRANSIENT AND LOSS OF CONDENSATE FLOW IS |UNKNOWN. THE UNAVAILABILl?Y OF SECONDARY SYSTEM TRANSIENT MONITOR DATA NAS !
j PREVENTED DUKE POWER FROM DETERMINING THE INITI ATING CIRCUMST ANCES FOR TME
1 INCIDENT. AT THE PRESENT TIME. THE EVENT IS UNDERGOING CONTINUED INVESTIGATION,

|I

AND DUKE POWER WILL REPORT ANY ADDITIONAL FINDING UFON COMPLETION OF THE
;

INVESTIGATION IF APPROPRIATE. THE NEALTN AND SAFETY OF THE PUBLIC WERE
iUNAFFECTED BY THIS EVENT.

.l
:

i 1 551 CATAWBA 2 DOCKET 50-414 LER 87-022 i
. MAIN FEEDWATER ISCLATION AND AUXILIARY FEEDWATER AUTO START DUE TO DEBRIS IN A
| FEEDWATER CONTROL VALVE POSITIONER.
j EVENT DATE: 072887 REPORT DATE: 082807 NS$$a WE TYPE: PWR
] OTHER UNITS INVOLVED: CATAWSA 1 (PWR)
1 :
I :

i |

) |
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VENDOR FAIRCHILD IND. IPRODUCTS DIV)
FISHER CONTROLS CO.
MOORE PRODUCTS COMPANY

(NSIC 206009) ON JULY 20, 1997. AT APPROXIMATELY 0059 HOURS. WITH THE UNIT IN

| MODE 3, HOT STANDBY. AN AUTOMATIC MAIN FEEDWATER (CF) ISOLATION OCCURRED DUE TO A
HIGH HIGH STEAM GENERATOR (S/G) WATER LEVEL. THE CF ISCLATION CAUSED THE CF FUMP
TURBINE (CFPT) TO TRIP WHICH RESULTED IN THE MOTOR DRIVEN AUXILIARY FEEDWATER
(CA) PUMPS STARTING AUTOMATICALLY TO SUPP&Y FEEDWATER TO THE S/GS. AT THE TIME
OF THE !HCIDENT DUKE POWER PERSONNEL WERE IN THE PROCESS OF CHECKING THE
CALIBRATION OF THE ELECTRICAL TO PNEUMATIC IE/P) TRANSDUCER FOR 2CF37 S/G 2B CF

|
CONTROL VALVE. WHEN PERSONNEL CLOSED THE E/P TRANSDUCER'S CUTPUT ISOLATION r

VALVE. 2CF37 OPENED CAUSING OVERFRED AND THE SUBSEQUENT S/G 2B HIGH HIGH LEVEL.
CONTROL BOOM PERSONNEL ISOLATED 2CFJ7 RESTORED PROPER S/G LEVELS. REALIGNED THE
CF SYSTEM. RESTARTED CFPT 2A AND SECUkED THE MOTOR DRIVEN CA PUMPS. THIS
INCIDENT !$ CLASS!FIED AS EVENT CAUSE CODE E. MANAGEMENT / QUALITY ASSURANCE
DEFICIENCY. A PREVENTIVE MAINTENANCE PROGRAM HAD NOT BREN ESTABLISHED TO PREVENT
CONTAMINANTS IN THE INSTRUMENT AIR (VII SYSTEM FROM BUILDING UP AND CAUSING
MALFUNCTIONS OF THE CF CONTROL VALVES PNEUMATIC POSITIONING SYSTIA. DEBRIS WAS
DISCOVERED TO HAVE BUILT UP CN A PILOT VALVE SEAT INSIDE THE POSITIONER FOR 2CF37
WHICH CAULED THE VALVE TO OPEN DURING THE CALIBRATION CHECK.

[ 56) CATAWBA 2 DOCKET 50-414 LER 87-024
MAIN FREDWATER ISOLATION AND AUXILIARY FEEDWATER PUMP AUTO-START DUE TO A STEAM
GENERATOR CVERFILL CAUSED BY A MANAGEMENT DEFICIENCY.
EVENT DATE: 080787 REPORT DATE: 090407 NSSS: WE TYPE: PWR

INSIC 2060901 CN AUGUST 7 1997. AT APPROXIMATELY 1626 NOUS $. WITH THE UNIT IN
MODE 3. HOT STANDBY. AN AUTOMATIC MAIN FEEDWATER (CF) ISOLATION OCCURRED DUE TO A
HIGH HIGH STEAM GENERATOR (S/G) WATER LEVEL. THE CF ISOLATION CAUSED THE CF PUMP
TURBINE (CFPTl TO TRIP WHICH FESULTED IN A MOTOR DRIVEN AUXILIARY FEEDWATER (CAI
PUMP STARTING AUTOMATICALLY TO SUPPLY FEEDWATER TO THE $/GS. CONTROL ROOM
PERSONNEL HAD INTENTIONALLY RAIStD S/G WATER LEVELS TO A!D IN REDUCING REACTOR
COOLANT (NC) SYSTEM TEMPERATURE TO ACHIEVE MODE 4 NOT SHUTDOWN. BY 1649 HOURS.
AS REQUIRED BY TECHNICAL SPECIFICATIONS DUE TO AN INOFERABLE TURBINE DRIVEN (T/D)
CA PUMP. THE UNIT ENTERED MODE 4 AT 1642 HOURS. SEVEN MINUTES PRIOR TO EXCEEDING ;

THE TECHNICAL SPECIFICATION TIME LIMIT. S/G LEVELS WERE RESTORED TO NORMAL AND
THE CA SYSTEM RETURNED To hTANDBY READINESS. TMIS INCIDENT IS ATTRIBUTED TO A
MANAGEMENT DEFICIENCY. STATION SUPERY!$0RY FIRSONNEL CN SHIFT DELAYED INITIATION -

0F UNIT COOL DOWN. ALSO. THE INITIAL BATE OF UNIT COOL DOWN TO MODE 4 WAS LIMITED !
DUE TO THE BELIEF THAT THE CONDITION REQUIRING UNIT COOL DOWN WOULD BE CORRECTED. ;

TO FREVENT FUTURE OCCURRENCEL. DUKE POWER PERSONNEL WILL DISCUSS DEVELOPING !

CONSERVAT!YE C00LDOWN TIME ESTIMATES WHICH CONSIDER EXISTING EQUIPMENT !
LIMITATIONS. THE NEALTH AND SAFETY OF TME PUBLIC WERE UNAFFECTED BY THIS |
INCIDENT.

,

I| 57) CLINTON 1 DOCKET 50-461 LER 87-035 |
LAND USE CENSUS PERFORMED IN 1986 FAILS TO MEET REQUIREMENTS DUE TO DEFICIENT
SURVE!LLANCE PROCEDURE.
EVENT DATE: 072297 REPORT DATE: 081787 MS$$a GE TYPE: BWR l

(NSIC 205890) CAUSE - DEFICIENT SURVE!LLANCE FROCEDURES. ON 7/22/97 AT 1150
HOURS. WITN TME PLANT IN MODE 1 (POWER OPERATIONI AT APPROXIMATELY 504 REACTOR
F0WER. WHILE PREPARING To FERFORM THE ANNUAL ENVIRONMENTAL LAND USE CENSUS AS
REQUIRED BY TECHNICAL SPECIFICATION SURVEILLANCE 4.12.2 !? WAS DISCOVERED THAT
THE PREVIOUS LAND USE CENSUS PERFORMED IN JULY 1986. DID NOT MEET THE
REQUIREMENTS OF TECHNICAL SPECIFICATION 3.12.2. THE LAND USE CENSUS COMPLETED IN
JULY 1986. DID NOT PERFORM A GARDEN CENSUS WITHIN THE REQUIRED TWREE (3) MILE
RADIUS OF THE CLINTON POWER STATION. TECHNICAL SPECIFICATION 3.12.2 REQUIRES THAT

l
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ALL GARDENS WITHIN A THREE MILE RADIUS BE IDENTIFIED DURING THE ANNUAL LAND USE
CENSUS FOR PLANTS WITN (REGULATORY GUIDE 1.1115 MIXED MODE RELEASES. THE CAUSE
QF THIS EVENT !$ ATTRIBUTED TO UTILITY PERSONNEL ERROR DUE TO A DCFICIENT'

I SURVE!LLANCE PROCEDURE. CORRECTIVE ACTION INCLUDED PERFORMANCE OF THE LAND USE
I CENSUS TO TECHNICAL SPECIFICATION 3.12.2 REQUIREMENTS. AN ASSESSMENT OF THE
] SAFETY CONSEQUENCES AND IMPLICATIONS OF THIS EVENT DETERMINED THAT FA! LURE TO
j IDENTIFY LOCAT!0NS WHERE BROADLEAF YEGETATION IS GROWN DOES NOT ADVERSELY IMPACT

] THE SAFETY OF CPERATIONS OF THE CLINTON POWER STATION. THE EVENT IS REPORTABLE
j UNDER THE PROVISIONS OF 10CFR50.73tAlt2)tIntBI DUE TO AN OPERATION OR CONDITION
4 PROHIBITED BY THE PLANT'S TECH SPECS.

; [ $$) CLINTON 1 DOCKET 50-481 LER 87-049
VIOLATION OF THE PLANT's TECMWICAL SPECIFICATIONS DUE TO UTILITY PERSONNEL EBROR
RESULTING FROM EXCEEDING THE DAILY tyRVE!LLANCE INTERVAL.

EVENT DATE: 091987 REPORT DATE: 091087 H5SS GE TYPds BWR
4

(NSIC 206191) ON AUGUST 19, 1907, At 0300 NOURS, WITH THE PLANT IN MOVE 1 (POWER
OPERATION), AT APPROXIMATELY 304 REACTOR POWER, A CONTROL ROCH OPERATOR,

abCNTIFIED THAT TECHNICAL SPECIFICATIONS WERE VIOLATED IN THAT TWC CHANNEL TESTS
WERE NOT PERFORMED WITHIN THE REQUIRED TIME INTERVAL OF 24 HOURS. 1HE OPERATOR
DETE". MINED DURING PERFORMANCE OF THE SHIFT CHECK 0FF LOG THAT SURVEILLANCE
903).11 AVERAGE POWER RANGE MONITORS FLOW BIASED POWER - PERCENT FLOW LMANNEL
CHE;K NAD NOT BEEN PERFORMED IN THE PREVIOUS 34 HOURS AND 33 MINUTES, AND4

S UT.VE IL L ANC E 9030.01C021 RCD PATTERN CONTROLLER LOW POWER SETPOINT C11-N654AtBI,

i CHANNEL FUNCTIONAL CHECKLIST MAD NOT BREN PERFORMED IN THE PREVIOUS 35 HOURS AND
'

3'> MINUTES. THE CAUSE OF THIS EVENT IS ATTRIBUTED TO UTILITY PERSONNEL ERROR AS |
A RESULT OF CONFUSION DURING THE TRANSITION FROM AN 0 HOUR SHIFT CHECKOFF LOG

, FREQUENCY TO A 12 NOUR $NIFT CHECKOFF LOG FREQUENCY. THE TWO SURVIILLANCES WERE
I !MMEDIATELY PERFORMED SATISFACTORILY. AN ASSESSMENT OF THE SAFETY IMPLICATION
, AND SIGNIFICANCE DETERMINED THAT THE FVENT WAS NOT SIGNIFICANT TO THE SAFETY OF j
! OPERATIONS OF THE CLINTON POWER STAT!0N. THIS EVENT IS REPORTABLE UNDER ;

! 10CFR50.73tAlt21tIntBI DUE TO AN OPERATION PRON!BITED BY THE PLANT'S TECHNICAL ;

SPECIFICATIONS. |

| !
'

i
; i 19] CLINTON 1 DOCKET 50-461 LER 87-050 |

| AUTOMATIC ACTUATION OF THE REACTOR PROTECTION SYSTEM DUE TO UTILITY NON-LICENSED !

OPERATOR ERROR RESULTING FROM A DEFICIENT PROCEDURE. 1,

i EVENT DATE: 002587 REPORT DATE: 091887 NSSS: GE TYPE: BWR F

!
(NSIC 2061928 ON AUGUST 25, 1987 AT 0736 MOURS W!!H THE PLANT IN MODE 1 tPOWER
OPERATICW) AT AFFROXIMATELY E34 REACTOR POWER AND WORMAL OPERATING TEMPERATURE i

AND PRES $URE. THE TURBINE GENERATOR TRIPPED ON LOW CONDENSER VACUUM RESULTING IN fA REACTOR SCRAM. OPERATIONS PERSONNEL WERE IN THE PROCESS OF SNIFTING FROM THE |
*B' TRAIN STEAM JET AIR EJECTOES (SJAEl TO THE 'A' TRAIN SJAE. THIS WAS TME I

FIRST ATTEMPT TO CHANGE TRAINS DURING OPERATION. WITH BOTH TRAINS IN PARALLEL ,

SERVICE, THE OPERATORS CLOSED THE *B' SJAE SUCTION VALVE AND WERE SECURING
DRIVING STEAM WNEN CONDENSER VACUUM BEGAN DECREASING. A POSSIBLE BACEFLOW PATM f

! WAS BELIEVED TO BE CAUSING TNI VACUUM LOSS. THE 'B' TRAIN RECOMBINER MANUAL i

? OUTLET VALVE WAS THEN CLOSED BUT VACUUM CONTINUED TO DECREASE. THE DECISION WAS !
f MADE TO RESTORE THE *B' SJAE TO SERVICE: NOWEVER, TNE TURBINE GENERATOR TRIFFED.
1 REACTOR SCRAM PROCEDURES WERE IMPLEMENTED. TWE CAUSE OF THIS EVENT IS ATTRIBUTED i

l TO UTILITY NON LICENSED OPERATOR ERROR RESULTING FROM A DEFICIENT VALVE LINEUP !
I PROCEDURE. TWE PROCEDURE MAS BEEN REVISED. AN ASSESSMENT OF TME SAFETY |
! IMPLICATION AND SIGNIFICANCE DETERMINED THAT THE EVENT WAS NOT SIGNIFICANT TO THE
i SAFETY OF OPERATIONS OF THE CLINTON POWER STATION.

! ,

I
:

)

4 ;

: I
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( 60) CLINTON 1 DOCKET $0 461 LER 87 051
VIOLATION OF THE PLANT'S TECHNICAL SPECIFICATIONS DUE TO UTILITY PERSONNEL IRROR |
RESULTING FROM A PROCEDURAL DEFICIENCY. I

EVENT DATE: 082887 REPORT DATE: 091787 N888: GE TYPE: BWR
P

(NSIC 2061933 ON AUGUST 28 1987. AT APPROXIMATELY 0200 HOURS WITH THE PLANT IN
MODE i (POWER OPERATION). AT APPROXIMATELY 10% POWER. IT WAS IDENTIFIED THAT THE *

ROD PATTERN CONTROL SYSTEM. ROD WITNDRAWAL LIMITER HIGN POWER SETPOINT CHANNEL
FUNCTIONAL TEST WAS NOT PERFORMED WITNIN ONE HOUR PRIOR TO CONTROL RCD MOVEMENT |
IN MODE 1 AS REQUIRED BY TECHNICAL SPECIFICATIONS. IT WAS SURSEQUENTLY
DETERMINED THAT THE S AM E EVENT NAD OCCURRED ON AUGUST 17 1987 AND MAY HAVE
OCCURRED ON JULY 18, 1987 THE CAUSE OF THE EVENT IS ATTRIBUTED TO UTILITY

! LICENSED OPERAf0R ERROR RESULTING FROM A PROCEDURAL DEFICIENCY. THE CHANNEL
-; FUNCTIONAL TEST WAS COMPLETED SAT!8 FACTOR!LY AND THE APPROPRIATE PROCEDURE WAS

REVISED. THE SAFETY IMPACT OF THE EVENT !$ ASSESSED A8 INS!GNIFICANT $1NCE THE
j SURVE!LLANCE TEST WAS SATISFACTORILY COMPLETED SUBSEQUENT TO THE EVENT. THIS |
| EVENT IS REPORTABLE UNDER 10CFR50.73(A : 28 tints) DUE TO AN CPERATION PRON!BITED i

? BY THE PLANT'S TECHNICAL SPECIFICATIONS. ;

J i

i
[ 61) CLINTON 1 DOCKET 50 461 LER 87 052
REACTOR CORE ISOLATICW COOLING ISOLATION RESULTING FROM FAILURE TO RECOGNIRE THE
NIGH POTENTIAL FOR ACTUATION PRIOR TO TROUBLESH00 TING. [
EVENT DATE: 090247 REPORT DATE 092487 NSSS: GE TYPE: BWR i

l (NS!C 206465) ON 9/2/07. AT 1840 HOURS WITH THE PLANT IN MODE 1 (POWER OPERATION)'

AT NORMAL OPERATING TEMPERATURE AND PRESSURE AND 64% REACTOR POWER. THE REACTOR F

i CORE ISCLATION COOLING (RCICI STEAM INBOARD ISOLATION VALVE AUTOMATICALLY [!$0 LATED. THE !$0LATION OCCURRED DURING TROUBLESN00 TING TO ISOLATE ERRATIC i

)' DIVISION 2 BCIC STEAM FLOW INDICATION THAT WAS CAUSING SPURIOUS NIGH FLOW SP!KES.
j CONTROL AND INSTRUMENTATION (Cl!) TECHNICIANS WERE THROTTLTNG THE TRANSMITTER
i ISCLATION VALVES AS A POSSIBLE SOLUTION. WHEN THE INDICATION INCREASED AND THE ,

l
TMBEE SECOND DELAY FOR THE RCIC INBOARD ISOLATION FUNCTION AND RCIC TURBINE TRIP L
SIGNAL TIMhD OUT. THE TURBINE WAS IN STANDBY AND NOT RUNNING. OPERATIONS
IMPLEMENTED THE AUTOMATIC ISOLATION PROCEDURE FOR RCIC AND DECLARED RCIC
INOPERABLE. THE CAUSE OF THE EVENT IS ATTRIBUTED TO UTILITY PERSONNEL EBROR ;

RESULTING FROM A FAILURE TO RECOGNIEE THE NIGN POTENTIAL FOR ACTUATION PRIOR TO |
MANIPULATING THE INSTRUMENT ISQLATION VALVES. C41 TECHNICIANS AND OFERATIONS i

SUPERVISION NAVE BEEN TRAINED ON THE REQUIREMENT TO INCLUDE POTENTIAL ENGINEERED f
SAFETY FEATURE lESP) ACTUATIONS IN THE IMPACT MATRIX OF THE WORK DOCUMENT. THE i
SAFETY SIGNIFICANCE OF THIS EVENT WAS ASSESSED AS INSIGNIFICANT SINCE THE WIGN l

PRESSURE CORE SPRAY SYSTEM WOULD FUNCTION AS AN ADEQUATE BACEUP SYSTEM.

( 621 CLINTON 1 DOCEET 50 461 LER 87 053
VIOLATION OF THE PLANT'S TECHNICAL SPECIFICATIONS DUE TO INCOMPLETE SURVE!LLANCE
PERFORMANCE RESULTING IN FAILURE TO BYPASS VALVE THERMAL OVERLOAD PROTECTION,
EVENT DATE: 091287 REPORT DATE: 100187 NSSS: GE TYPE: BWR

(NSIC 206601) ON SEPTEMBER 12 1987 AT 0545 NOUR$. WITN THE PLANT IN M00E i
(POWER OPERATION) AT NORMAL OPERATING TEMPERATURE AND PRESSURE AND APPROXIMATELY
73% REACTOR POWER. A CONTROL ROOM OPERATOR IDENTIFIFD A TECHNICAL SPECIFICATION
VIOLATION. THERMAL OVERLOAD PROTECTION FOR THE FIRE PROTECTION SYSTEM DIVISION 2
CONTAINMENT !$0LATION VALVES WAS NOT IN THE BYPAS$ (NORMAtt STATUS SINCE
APPROXIKATELY 1930 HOURS ON SEPTEMBER 11 1987. WHEN TME OVERLOAD PROTECT!QN WAS
TAKEN OUT OF SYPASS FOR THE THREE MONTH YALVE OPERABILITY SURVEILLANCE OF THE
FIRE PROTECTION DRYWELL INBOARD ISOLATION VALVE. TECNNICAL SPECIFICATION 3.8.4.2
PERMITS THERMAL OVERLOAD PROTECTION NOT TO SE BYPASSED l'OR A MAXIMUM PERIOD OF
EIGHT NOUR$. THE TECHNICAL SPECIFICATION MAS VIOLATED FROM 0330 NOURS UNTIL 0545
NOURS ON SEPTEMBER 12. 1987. THE CAUSE OF TNIS EVENT IS ATTRIBUTED TO UTILITY
LICENSED OPERATOR ERROR RESULTING FROM A CONFUSING PROCEDURE. THE OPERATOR
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PLACED THE THERMAL OVERLOAD PROTECTION IN THE SYPASS STATUS IMMEDIATELY. THE
: PROCEDURE WILL BE REVISED TO PREVENT FUTURE CONFUSION. THE SAFETY SIGNIFICANCE
j OF TN!S EVENT WAS ASSESSED AS INSIGN!P! CANT SINCE THE DIVISION 1 FIRE PROTECTION

SYSTEM ISOLATION VALVES WERE OPERABLE AND PROVIDE ADEQUATE REDUNDANCY.*

| | 6)! CONNECTICUT YANKEE DOCKET 50-213 LER 87-014
tNADEQUATE CONTRACTOR TRAINING / AWARENESS RESULTS IN INOPERABLE FIRE BARRIERS. .

EVENT DATE 081107 REPORT DATE: 091097 NSSS: WE TYPEe PWR |

(NSIC 2050301 DURING THE PERIOD BETWEEN AUJUST 11 1987 AND AUGUST 14 1987 WITH |
'

THE PLANT SNUT DOWN IN MODE 5, THREE FIRE BARRIER BREACMES OCCURRED DURING QUTAGE |'
CONSTRUCTION ACTIVITIES IN THE SWITCMGEAR ROOM. EACH INCIDENT RESULTED IN THE I

|

AFFECTED FIRE BARRIER BEING DECLARED INOPERABLE. UPON DISCOVERY. EACM BREACM WAS
I '

TEMPORARILY RESEALED AND THE CONTINUOUS FIRE WATCH WAS SPECIFICf.LLY ADVISED OF
I THE EXISTENCE OF THE BREACNital. DURING THIS PERIOD. A CONTINVOUS FIRE WATCH WAS
4 STATIONED IN THE SWITCNGEAR ROOM BECAUSE THE NALON FIRR SUPPRES$10N SYSTEM WAS !

J
OUT OF SERVICE. IN ADDITION. A 20 MINUTE FIRE PATROL WAS COVERING THE SWITCNGEAR

1 ROOM AND ADJACENT FIRE 80NES. THE CAUSE OF THESE EVENTS WAS INADEQUATE l

j CONTRACTOR AWARENESS OF PLANT FIRE BARRIER REQUIREMENTS AND INSUFFICIENT REVIEW i

BY THE JOB SUPERVISOR OF THE POTENTIAL EFFECTS OF THE WORK ACTIVITIES ON FIRE;

I BARRIERS AND PENETRATION SEALS. LONG-TERM CORRECTIVE ACTIONS INVOLVE PERMANENTLY '

i RESEALING THE OPENINGS AND THE ENNANCEMENT OF EMPLOYER / CONTRACTOR TRAINING !
l PROGRAMS TO MORE CLEARLY INDICATE THE EEQUIREMENTS FOR MAINTAINING FIRE BARRIER

INTEGRITY. THIS EVENT IS REPORTABLE PER 10CFR50.73tAlt2)(!) S!NCE IT INVOLVES A,

| CONDITION FRON!BITED BY TECHNICAL SPECIFICATIONS.
!

( 64) CONNECTICUT YANKEE DOCKET 50-213 LER 87-015 i

| PERSONNEL ERROR CAUSES TEMPORARY LOSS OF SPENT FUEL FIT COOLING PUMPS POWER. t

' EVENT DATE: 001487 REPORT DATE: 091187 NSSS: WE TYPE: PWR '

f VENDORI GENERAL ELECTRIC CO. ,

I
'

(NSIC 2060313 ON AUGUST 14 1995 AT 1415 NOURS WITH TME PLANT SMUTDOWN IN MODE 6,4

| A MAINTENANCE ELECTRICIAN INADVERTENTLY CAUSED A PARTIAL LOSS OF MON-VITAL 400
VOLT POWER. THIS EVENT RESULTED IN A COMPLETE LOSS OF NORRAL POWER TO THE SPENT)

j FUEL PIT COOLING SYSTEM AND THE SPENT FUEL BUILDING CRAME WITH A FUEL ASSEMBLY ,'

SUSPENDED FROM THE CRANE. THE EVENT ALSO RESULTED IM OVERNEATING AND FAILUME OF ;

f TWO UNDERVOLTAGE RELAYS. SPERATORS RECOGNIEED TNE LOSS OF SPENT FUEL P!T '

j COOLING. AND THE FACT TNAT ADEQUATE TIME WAS AVAILABLE TO RESTott POWER TO THE
SYSTEM USIN3 A PROPERLY REVIEWED AND APPROVID JUMPER CONTROL SWEET. THE JUMPER j
CCNTROL SWEET WAS APPROVEQ BY THE PLANT CPERATIONS REVIEW C0KMITTER AND SPENT '

j FUEL PIT COOLING WAS RESTORED AT 1545 NOVRS. THE LOSS OF COOLING EXISTED FOR 80
- MINUTES AND RESULTED IN AN INCREASE IN 2 PENT FUEL PIT TEMPERATURE OF 6 DEGREES [
] FAWRENNEIT. NO TEMPERATURE LIMITS WERE EXCEEDED. THE CAUSE OF THE EVENT WAS {

|-
PERSONNEL IRROR. CORRICTIVE MEASURES INCLUDE BETTER TRAINING. AND INCREASED I

SUPERVISORY INVOLVEMENT. PROBLEMS EXPERIENCED WITH THE CENERAL ELECTRIC NBA I

j RELAYS INVOLVED IN TNIS EVENT ARE CURRENTLY UNDER EVALUATION AND THE RESULTS WILL ;

BE FORWARDED IN A SUPPLEMENTAL REPORT. TN!S EVENT MAS BIEN CLASS!FIED AS '

i

i REPORTABLE UNDER 10CFR50.73(AntaltV)tti WITH THE ASSISTANCE OF NBC STAFF. [
'

i

l i
j ( 65) COOK 1 DOCKET 50-315 LER 87-012 REY 01
| UPDATE ON TYPE 5 6 C CONTAINMENT LEAK RATE TEST FAILURE DUE TO A RIPPED DI APMRAGM .

| AND AN UNDETERMINED CAUSE. |
I EVENT DATE: 070207 REPORT DATE: 101687 NSSS: WE TYPE: PWR
l YENDOR: ITT GRINNELL
}
l (NSIC 206519) TNIS IS A SUPPLEMENTAL REPORT SUBMITTED TO PROVIDE ADDITIONAL ;

f INFORKATION REGARDIN3 THE SUBJECT VIOLATICE REPORTED ON JULY 24, 1987. OM JV!Y 2, i
j 1987 TME AS-FOUND RESULTS OF TYPE C TESTING PERFORMED CN TWO KANUAL CONTA!NMENT j

i
.

\

!

> I
| {
: ,
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!$0LATION DIAPNEAGM VALVES BETWEEN THE REACTOR COOLANT DRAIN TAMK AND REFUELING
WATRR PURIFICATION PUMP 3 REFLECTED AN EXCESSIVE LEAK RATE. TN!S RESULTED IN THE

'

ACCUMULATED LEAKAGE FOR ALL PENETRATIONS AND VALVES SUBJECT TO TYPE 86C TESTS
| EXCEEDING TME ALLOWED LIMIT OF 0.60 LA 0F TECH SPEC 3.6.1.25. THE CAUSE OF CNE

OF THE VALVE FAILURES WAS DETERMINED TO BE A RIPPED DIAPNRAGM. NO DEFINITIVE
CAUSE FOR THE OTNMR VALVE FAILURE CAN SE DETERMINED. SUBSEQUENT REPATR8 TO BOTH !

VALVES CORBBCTED THE LEAKAGE PROBLEM. TNESE VALVES WILL DE TESTED ON AN fINCREASED FREQUENCY IN CBDER TO MONITOR THB!R PERFORMANCE. THE RESULT 5 WILL BE g

USED TO DETERMINE FUTURE REFAIR/ REPLACEMENT ACTIONS. THE AS.LEFT LEAKAGE RATE FOR |
TWE VALVE 8 WAS BELOW THE APPLICABLE IS! GUIDELINE LEAKAGE LIMITS AND THE COMBINED (,

AS.LEFT LEARAGB FOR ALL PENETRATIONS AND VALVES SUBJECT TO TYPE B AND C TESTING I
i

! WAS CALCULATED TO BE 0.046 LA, WHICM 38 WELL BELOW TMS TECM SPEC LIMIT OF 0.60 LA. I

1 k

1 i
{ ( 66) COOK 1 DOCKET 50 315 LER 87 014 ?

| FAILVRE TO COMPLY WITN TECHNICAL SPECIFICATION REQUIREMENTS DUE TO PROCEDURAL I

j DEFICIENCIES.
? IVENT DATE: 001287 REPORT DATES 091187 NSSS WE TYPE PWR
| QTHER UNITS INVOLVED: COOK 2 (PWR) ;
i i

qNSIC 2060533 DURING A PLANT INITIAf?D SAFETY SYSTEM FUNCTIONAL INSPECTION 88SFI) !
! 0F THE AUXf'.! AR* FREDWATER SYSTEM (AFWI, (AUGUST 1987) SEVERAL DISCREPANCIES WERE
1 NOTED CONCERN!NG THE TIME RESPONSE TESTING OF CERTAIN Ark SYSTEM COMPONENTS. TME h
| PROCEDURES DID NOT LITERALLY COMPLY WITN THE TECHNICAL SPECIFICATION (T/S) I

REQUIREMENTS FOR THE TESTING OF THE TURBINE AND MOTOR DRIVEN AUXILIARY FRED PUMPS !1

I AND THE EMERGENCY DIESEL GENERATOR $. SUBSEQUENT TESTING AND REV!BWS OF PAST DATA I

| FOR UNIT 2 PROVID THAT ALL COMPONENTS FUNCTIONEl, AS DESIGNED AND WITNIN THE f
j OVERALL TIME RESPONSE REQUIRED BY T/S. UNIT 1 TESTING WILL BE COMPLETED PRIOR TO ,

i ENTERING MODE 3 (NOT STANDSYi AFTER THE CURRENT REFUELING OUTAGE. TO PREVENT

] RECCURRENCE. THE APPLICABLE SURVE!LLANCE FROCEDURES WILL SE REVISED PRIOR TO THE
i NEIT SCNEDULED SURVE!LLANCE. A REEVALUATION WILL DE PERFORMED OF THE EXTENSIVE
! PROCEDURAL REVIEW CONDUCTED IN 1986 TO IDENTIFY SUCN DISCREPANCIES. ANY' NON-COMPLYING Cowp!TIONS WILL DE REPORTED AS REQUIRED BY 10 CFR 50.73. A REVIEW

OF THE DATA INDICATES TNAT A SIGN!PICANT SAFETY PROBLRM AS DEFINED IN 10 CFR
| 50.59 DID NOT EXIST. A SUPPLEMENTAL LER WILL BE SUBMITTED IF THE UNIT 1 DATA
'

INDICATES TNAT A SAFETY PROBLEM OCCURRED: NOWEVER. TME RESULTS ARE EXPECTED TO DE
fCOMPARABLE.

i !
j i 67) COOK 1 DOCKET $0 315 LBR 87-015 i

REFUEL!NG MAN!PULATOR CRANE LIMITING CONDITIONS FOR OPERAT!CN NOT VERIFIED DUE TO
USE OF AN INADEQUATELY CALIBRATED INSTRUMENT.
EVENT DATE: 081387 REPORT DATE: 091187 WS$$8 WE TYPE PWR
OTHER UNITS INVOLVED # COOK 2 (PWRb
VENDOR: DILLON, W.C. & CO., INC. j

(NSIC 2060541 CN AUGUST 9, 1987. DURING FUEL MOVEMENT IN UNIT ONE. A MALFUNCTICW
OF THE REFUELING MAN!PULATOR CRANE '.0AD CELL. LED TO THE DISCOVERY THAT THE LOAD
CELL NAD NOT SEEN ADEQUATELY CALIBRATED. FURTNER INVESTIGATION DETRAMINED TNAT
NI!!NER TNE UNIT ONE OR UNIT TWO LOAD CELL NAD BEEN ADEQVATELY CALIBRATED SINCE

) THE INITIAL CALIBRATION. TN!S EVENT WAS DETERMINED TO DE REPORTABLE ON AUGUST
I I, 1987. TECHNICAL 8PECIFICATION 3.9.6 REQUIRES A MIN! MUM CRANE CAFACITY OF 3350'

'

POUNDS AND AN CVERLOAD CUTOFF LIMIT OF 2850 POVWDS OR LESS. SINCE TWE
INSTRVMENTS USED TO PROVE OPERABILITY WERE NOT ADEQUATELY CALIBRATED. COMPLIANCE
WITN TWE LIMITING CONDITIONS FOR CPERATION WAS NOT ADEQUATELY DEMONSTRATED. TWE
LOAD CELLS WERE NOT ADEQUATILY CAL!sRATED DUE TO NOT PERFORMING WWAT IS NOW*

l
CONSIDERED TO BE AN ACCEPTABLE CALIBRATICW. FUEL MOVEMENT WAS RE-STARTED AFTER
TWE UNIT TWO LUAD CELL WAS PROPERLY CALIBRATED AND INSTALLED IN UNIT CNE

| FOLLOWING A SATISFACTORY MAN!PULATOR CRANE SURVE!LLANCE TEST. PRO-CEDURE CHANGES
WILL BE MADE TO REQUIRE AN ACCEPTABLE CALIBRAT!CN OF TWE LOAD CELLS PRIOR TO EACMi

i

4

|
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REFUELING. PROCEDURE CHANGES WILL ALE 3 BE MADE TO ESTADLISH CONSERVATIVE
SURVEILLANCE ACCEPTANCE CRITERIA TO ALLOW FOR INSTRUMENT TOLERANCES.

[ 68] COOK 1 DOCKET $0-315 LER 87-016
ECCS FLOW IMBALANCE CAUDED 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 I IN MODE 6
(REFUELING) AS- FOUND DATA OBTAINED WHILE PERFORMING ROUTINE SURVEILLANCE ON THE
BORIC ACID INJECTION SYSTEM, REFLECTED AN UNACCEPTABLE FLOW DISTRIBUTION AS
COMPARED TO TECHNICAL SPECIFICATION (T/S) 4.5.2H. NO CAUSE GTHER THAN NORMAL
SYSTEM FLUCTPATION, COMBINED WITH STANDARD INSTRUMENTATION / MEASUREMENT ERROR
COULD BE IDENTIFIED AS THE REASON THE TECHNICAL SPECIFICATION LIMITS COULD NOT BE
MET. THE JYSTFM WAS SUBSEQUENTLY BALANCED ON SEPTEMBER 3, 1987, IN ACCORDANCE

WITH T/S 4.5.2H. THE ISSUE WILL BE INTEGRATED INTO OUR TECHNICAL SPECIFICATION
UPGP ADE PROGRAM WHICH WILL ASSURE THAT IT IS APPROPRIATELY CONSIDERED FOR A
PROPOSED AMENDMENT TO THE TECHN7 CAL SPECIFICATIONS. AN ENGINEERING ANALYSIS
INDICATES THAT THE BORIC ACID IdJECTIOM SYSTEM WOULD HAVE FUNCTIONdD AS DESIGNED
DURING AN ACCIDENT. ADEQUATE COOLING WAS ANAILABLE 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 LOCA IS ACTUALLY THE RESIDUAL HEAT
REMOVAL SYSTEM. IT WAS CONCLUDED THAT THIS EVENT DID NOT RESULT IN A CONDITION
THAT POSED A SIGNIFICANT SAFET) PROBLEM AS DEFINED IN 10 CFR 50.59.

,

[ 69] COOK 1 DOCKET 53-315 LER 87-017
FAILURE TO INCORPORATE CHANGES TO PRESSURIEER LEVEL PROTECTION SET VALUES INTO
PROCEDURES.
EVENT DATE: 081587 REPORT DATE: 091687 NSSS: WE TYPE: PWR

(NSIC 206056) ON AUGUST 7, 1987 IT WAS DISCOVERED THAT THE VALUES FOR THE
TRANSMITTER SPAN FOR THE PRESSURIEER LEVEL WERE INCORRECT IN CALIBRATION
PROCEDURES 1 THP 6030 IMP.108, 109 AND 110 "PRESSURIEER LEVEL PROTECTION SET FOR
CHANNELS I, II AND III," RESPECTIVELY. THE CORRECT VALUES WERE CONTAINED IN
ENGINEERING CONTROL PROCEDURE (ECP) 12-NI-01 APPROVED AND ISSUED ON JANUARY 28,
1977. THESE VALUES HAD NEVER BEEN INCORPORATED INTO UNIT ONE PROCEDU.ES. IT WAS
DETERMINED ON AUGUST 15, 1987 THAT THE UNIT ONE HIGH PRESSURIEER LbfEL REACTOR
TRIP SETPOINT OF 91 PERCENT WAS THE EQUIVALENT OF 93.0027 PERCENT OF INDICATED
SPAN AS DETERMINED BY THE ECP VALUES. THIS IS OUTSIDE THE TECHNICAL
SPECIFICATION ALLOWA8LE VALUE OF LESS THAN OR EQUAL TO 93 PERCENT. THE REASON

! FOR THE ERROR WAS DEFECTIVE PROCEDURES ALTHOUGH THE ACTUAL CAUSE FOR THE
CONDIi!ON IS UNKNOWN DUE TO THE TIME FRAME INVOLVED. THE UNIT ONE PROCEDURES
WERE C..NGED TO REFLECT THE ECP VALUES AND THE PRESSURIERR LEVEL TRANSMITTERS !

WERE RECALIBRATED WITH IMP.109 AND 110 BEING COMPLETED ON AUGUST 10, 1987 AND
IMP.100 BEING COMPtETED ON AVGUST 20, 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: 041087 REPORT DATE: 091787 NSSS: WE TYPE: PWR
4

(NSIC 206057) ON AUGUST 18, 1987, AT 1120 HOURS, NITH THE UNIT IN THE REFUELING '

MODE AND THE REACTOR VESSEL HEAD IN PLACE, BUT NOT BOLTED, THE RESIDUAL HEAT *

REMOVAL SYSTEM (RHRS) FLOW (REACTOR COOLANT SYSTEM (RCS) COOLING LOOP) WAS
REDUCED TO LESS THAN 3000 GALLONS PER MINUTE (GPM) AS REQUIRED BY PROCEDURES TO

| DRAIN THE RCS TO HALF-LOOP LEVEL FOR REQUIRED MAINTENANCE. THIS IS DONE TO
I PREVENT AIR BINDING OF THE RHRS PUMP. ALTHOUGH MEETING THE INTENT OF TECHNICAL

SPECIFICATION 3.9.8.1 FOR REFUELING MODE RHRS, THE SURVEILLANCE REQUIREMENT OF |

*

|

|
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3000 GPM WAS NOT MET. THE ACTION STATEMENT FOR T.S. 3.9.8.1 REQUIRES THAT
CONTAINMENT INTEGRITY BE ESTABLISHED WITHIN FOUR HOURS IF THERE IS NO OPERATING
(GREATER THAN OR EQUAL TO 3000 GPM) RHRS LOOP. THIS WAS NOT DONE DUE TO THE
REQUIREMENT NOT BEING RECOGNIEED. THIS EVFNT WAS CAUSED BY THE PROCEDURAL
INADEQUACY WHICH ALLOWED FOR REDUCTION OF THE RCS FLOW BELOW 3000 GPM. THE
REQUIREhENT WAS RECOGNIEED At 2030 HOURS WHILE TAKING SURVEILLANCE READINGS. THE
RCS LEVEL WAS THEN INCREASED TO ALLOW GREATER THAN 3000 GPM FLOW. THE REQUIRED
FLOW WAS ESTABLISHED AT 2050 HOURS. THE APPROPRIATE PROCEDURES WILL BE CHANGED
AS NEEDED PRIUR TO THE NEXT REFUELING IN ORDER TO ENSURE THE REQUIREMENTS OF T.S.
3.9.8.1 ARE ADDRESSED.

[ 71] COOK 1 DOCKET 50-315 LER 87-018
FIRE RATED A*9EMBLIES AND DAMPERS INOPERABLE DUE TO INCORRECT APPLICATION OF
SURVEILLANC. WEQUIREMENT FOR INSPECTING FIRE SEALS.
EVENT DATE: 082687 REPORT DATE: 092507 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: COOK 2 (PWR)
VENDOR: AIRSTREAM PROD DIV

(HSIC 206518) ON AUGUST 2o, 1987 AT 1615 HOURS, WITH UNIT 1 IN MODE 5 (COLD
SHUTDOWN) AND UNIT 2 IN MODE 1 (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
4.7.10.1.A AND 4.7.10.1.8 WERE PERFORMED ON 10 PEECFMT OF THE FIRE RATED
ASSEMBLIES (WALLS, FLOORS, CEILINGS, CABLE TRAY ENCLOSURES) AND DAMPERS. THE
UNTESTED FIRE RATED ASSEMBLIES WERE TECHNICALLY INOPERABLE FROM 03/29/07 UNTIL
08/29/87, WHEN THE SURVEILLANCE AC71VITY WAS COMPLETED. THE UNTESTED FIRE
DAMPERS WERE TECHNICALL'.' INOPERABLE FROM 07/01/87 UNTIL 08/29/87 WHEN THE
SURVEILLAFCE ACTIVITY PAS COMPLETED ON ALL BUT ONE DAMPER. THE FINAL DAMPER WAS
TESTED ON 09/14/97. THIS EVENT WAS CAUSED BY PERSONNEL ERROR (NON-LICENSED
SUPERV!SOR) IN THAT THE 10 PERCENT TEST REQUIRtMENT OF SURVEILLANCE 4.7.10.1.C
FOR $3ALED PENETRATIONS WAS INCORRECTLY APPLIEP TO SURVEILLANCES 4.7.10.1..\ AND
4.7.10.1.B. SURVEILLANCE PROCEDURES CURRENT 3./ IN PLACE HAVE BEEN REVIEWED AND
DETERMINED TO BE ADEQUATE TO CORRECTLY DIRECT PERFORMANCE OF THE REQUIRED
INSPECTIONS. FUTURE SURVEILLANCES PEP. FORMED FOR THESE ACTIVITIES WILL INCLUDE
ALL FIRE RATED ASSEMBLIES AND DAMPERS.

[ 72] COOK 2 DOCKET 50-316 LER 87-005
RADIATION MONITOR INOPERABLE WITHOUT TECH SPEC REQUIRED COMPENSATORY SAMPLE DUE
TO PERSONNEL ERROR.
EVENT DATE: 082587 REPORT DATE: 092487 NSSS: WE TYPE: PWR
VENDOR: EBERLINE INSTRUMENT CORP.

(NSIC 206454) ON AUGUST 25, 1987, AT 1225 HOURS, DURING PERFORMANCE OF SHIFT
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, If17. AN ADMINISTRATIVELY REQUIRED SHIFT
SURVEILLANCE PERFORMED AT APPROX 7MATELY 0230 HOURS DID HOT DISCOVER THE
IHOPERABILITY DUE TO MISCOMMUNICATION BETWEEN THE TWO LICENSED OPERATORS
PERFORMING THE SURVEILLANCtu (PERSONNEL ERROR). THIS MISUNDERSTANDING RESULTED |

IIN THE EIGHT HOUR GRAB SAMPLE, REQUIRED BY TECHNICAL SPECIFICATION 3.3.3.10 NOT
BEING OBTAINED UNTIL 1306 HOURS. SRA-2800 WAS RESTORED TO OPERABLE STATUS AT 1317
HOURS. CONTRIBUTING TO THIS EVENT WAS AN EQUIPMENT FAILURE OM THE UNIT 2
RADIATION MONITORING SYSTEM (RMS) WHICH REQUIRED THAT RMS DATA BE OBTAINED IN THE
UNIT 1 CONTROL ROOM. THIS FAILURE PREVENTED A PERIODIC OBSEEVATION OF RMS STATUS
IN THE UNIT 2 CONTROL ROOM AND DISRUPTED THE NORMAL SURVEILLANCE ROUTINE. A l

PREVIOUSLY APPROVED DESIGN CHANGE WILL IMPROVE THE CONTROL 90011 RMS INDICATION
CAPABILITY. THE INVOLVED PERSONNEL WERE COUNSELED ON THE IMP 0kTANCE OF CLEAR AND
CONCISE COMMUNICATIONS.

|

|
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[ 73) COOK 2 DOCKET $0-316 LER 87-010
ICE BUILDUP IN ICE CONDENSER FLOW 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 PROST AND ICE BUILDUP ON THE
LATTICE FRAMES OF GREATER THAN 3/8 INCH IN A TOTAL OF FORTY-SIX FLOW 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 EASKETS
ADJACENT TO THE WALLS. TECHNICAL SPECIFICATION (T/S) 4.6.5.1.8.3 LIMITS FROST OR
ICE BUILDUP IN FLOW PASSAGES TO A NOMINAL THICKNESS OF 3/8 INCH. ACCORDING TO
THIS T/S, BUILDUP EXCEEDING THIS LIMIT IN TWO OR MORE FLOW PASSAGES PER BAY IS i

EVIDENCE OF ABNORMAL DEGRADATION. THOUGH THE EV!.4UATION HAS CONCLUDED THAT THE I

DEGRADATION IS NOT SERIOUS. IT IS BELIEVED THAT ISSUANCE OF THIS VOLUNTARY LER IS
APPROPRIATE SINCE SOME DEGRADATION HAS BEEN IDENTIFIED. ACTIONS TAKEN TO CORRECT
THE ABNORMAL DEGRADATION INCLUDED A DEPROST OF THE ICE CONDENSER AND AN INTERNAL
INVESTIGATION OF THE EVENT. TH'; INTERNAL INVESTIGATION, AIDED BY A PREVIOUS j
WESTINGHOUSE EVALUATION, INDICATED THAT THERE WERE NO SAFETY CONCERNS, THAT IS,
THAT THE ICE CONDENSER REMAINED IN A CONFIGURATION IN WHICH IT WOULD HAVE
PERFORMED ITS INTENDED SAFETY FUNCTION.

( 74) COOPER DOCKET 50-298 LER 87oC09
UNANTICIPATED REACTOR SCRAM AND GROUP ISOLATIONS DUE TO LOW REACTOR VESSEL WATER
LEVEL CAUSED BY INADVERTENT MANUAL TRIP CF THE OPERATING REACTOR FF.?DWATER PUMP.
EVENT DATE: 021887 REPORT 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 TR1PPED BY A
STATION OPERATOR FROM THE LOCAL CONTROL STATION. THE STATION OPERATOR
(UNLICENSED OPERATOR) KAJ BEEN DISPATCHED, SUBSEQUENT TO DISCUSSIONS AND REVIEW
WITH LICENSED CONTROL ROOM OPERATORS OF THE PROCEDURAL REQUIREMENTS, TO CONDUCT A
LOCAL TRIP TEST OF THE STAND 8Y REACTOR FEED PUMP TURBINE WHICH WAS IN THE INITIAL
STAGES OF BEING PLACED IN SERVICE. UPON ENTERING THE FCED PUMP ROOM, HE
APPARENTLY BECAME DISORIENTED WITH RESPECT TO NORTH-SOUTH DIRECTION AND PUMP
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 EVENT 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.

( 75) 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 FA! LING TO TEST FULLY.
EVENT DATE: 080887 REPORT DATEt 091587 NSSS: GE TYPE: BWR
VENDOR: HILLER, RALPH A., CO.i

(NSIC 206048) ON AUGUST 8, 1987, AT 2:30 AM, ONE OF THE TWO PRESSURE SUPPRESSION
CHANBER - REACTOR BUILDING VACUUM BREAKER VALVES (PC-243AV, A 20" AIR OPERATED
BUTTERFL) VALVE) REPOSITIONED FROM ITS NORMALLY CLOSED TO A PARTIALLY OPEN

'
POSITION WHEN A GASKET ON THE IN-LINE AIR FILTER / PILOT AIR REGULATOR FAILED.
SUBSEQUENTLY, A SLOW UICREASE IN PRIMARY CONTAINMENT PRESSURE WAS OBSERVED WHICH,
UPON FURTHER INVESTIGATION, WAS DETERMINED TO BE DUE TO THE FACT THAT THE
CORRESPONDING PRESSURE SUPPRESSION CHAMBER REACTOR BUILDING VACUUM RELIEF VALVE
(CV-13 WHICH IS A 20" WAFER CHECK VALVE) WAS NOT FULLY SEATED. A PIANT SHUTDOWN
WAS INITIATED AND A NOTIFICATION OF UNUSUAL EVENT (NOUEl WAS DECLARED BASED UPON i

AN APPARENT LOSS OF PRIMARY CONTAINMENT INTEGRITY. THE CAUSE OF THE EVENT WAS

4
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DETERMINED TO BE DUE TO VACUUM BREAKER RELIEF VALVE CV-13 NOT BEING FULLY SEATED
WHICH, IN TURN, WAS DUE TO LACK OF A PRESCRIBED TECHNIQUE FOR TEST PERFORMANCE IN
THE SURVEILLANCE TEST PROCEDURE. THE CAUSE OF THE IN-LINE AIR FILTER / PILOT AIR
REGULATOR GASKET FAILURE IS NOT KNOWN. IMMEDIATE CORRECTIVE ACTIONS TAKEN
INCLUDED DISPATCHING OPERATIONS PERSONNEL TO THE VICINITY OF THE MALFUNCTIONING
VALVES AND MANUALLY CAUSING THE VACUUM RELIEF WATER CHECK VALVE TO SEAT.

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

EVENT DATE: 080387 REPORT DATE: 090287 NSSS: BW TY12: PWR

(NSIC 206302) ON AUGUST 3, 1987, CRYSTAL RIVER UNIT 3 WAS IN HOT STANDBY (MODE
3). DURING A REVIF.W OF STATION NON-CONFORMING OPERATIONS REPORTS (NCORS) ON
INSTRUMENT DRIPT, 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 IS BASED, ARE THE OIL PRESSURES WITHIN EACH TURBINE'S CONTROL
SYSTEM. THE VALUEC 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 HECESSITATED 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: 08088' REPORT DATE: 090487 NSSS: BW TYPE: PWR

(NSIC 206283) ON AUGUST 8, 1987, CRYSTAL RIVER UNIT 3 WAS SHUT DOWN TO HOT
STANDBY CONDITIONS TO ALLOW MAINTENANCE ON A FAILED CONTROL ROD DRIVE MECHANISM
(CRDM). OPERATION HAD SECURED THE STEAM SUPPLY TO THE TURBINE DRIVEN EMEP.GENCY
FEEDWATER PUMP (EFP) DURING COOLDOWN IN ACCORDANCE WITH PLANT PROCEDURES. PLANT
TECHNICAL SPECIFICATIONS REQUIRE TWO OPERABLE EPPS DURING POWER OPERATION,
STARTUP, 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 SPECIFICATIONS. THEREFORE, OPERATORS
COOLOD THE PLANT TO HOT SHUTDOWN CONDITIONS IN ORDER TO COMPLY WITH APPLICABLE
TECHNICAL SPECIFICATION ACTION STATEMENTS. ANALYSIS WILL BE PERFORMED TO CLARIFY
EMERGENCY FEEDWATER FLOW REQUIREMENTS AND EFP FLOW CAPABILITIES AT LOW REACTOR

*

COOLANT SYSTEM TEMPERATURES AND LOW EPP STEAM SUPPLY PRESSURES. THE RESULTS OF
THIS ANALYSIS MAY ALLOW THE TURBINE DRIVEN EFW PUMP TO REMAIN OPERABLE DURING
SIMILAR SITUATIONS IN THE FUTURE.

( 78) DAVIS-BESSE 1 DOCKET 50-346 LER 87-010
UNIT TRIP FROM FULL POWER DURING A SEVERE THUNDERSTORM.
EVENT DATE: 082187 REPORT DATE: 091887 NSSS: BW TYPE: PWR

(NSIC 206069) ON AUGUST 21, 1987 AT 2258 HOURS, DURING A SEVERE THUNDERSTORM, TPt
UNIT EXPERIENCED A TRIP FROM 100 PERCENT REACTOR THERMAL POWER. THE POST-TRIP
RESPONSE WA7 HORMAL WITH EXCEPTION OF A FASTER THAN NORMAL REACTOR COOLANT SYSTEM
(RCS) TEMPERATURE AND PRESSURE REDUCTION. THE MAlli CONTRIBUTOR WAS THE EXCESSIVE
STEAM LOAD WHEN THE 2ND STAGE REHEAT STEAM SUPPLY VALVE TO THE 01 MOISTURE
SEPARATOR REHEATER FAILED TO AUTOMATICALLY CLOSE AFTER 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 POWER GRID WHICH CAUSED A SUDDEN SHIFT IN THE TURBINE-GENERATOR SHAFT
POSITION AND RESULTANT VIBRATION SPIKES AT THE BEARINGS. THE 89 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 FULL POWER OPERATION 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.

I 79| DIABLO CANYON 1 DOCKET 50-275 LER 87-012
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 1 IN MODE 1 (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 PLOW
INSTRUMENT (FI-36) WAS INDICATING 2000 GPM BUT THE ACTUAL PLOWRATE WAS
SUBSEQUENTLY DETERMINED TO BE APPROXIMATELY 1950 GPM. THE INCORRECT INDICATION
WAS dud TO A FLOW INSTRUMENT BEING OUT-OF-TOLERANCE. THE CAUSE OF THIS EVENT WAS
ATTRIBUTED TO INSTRUMENT DRIFT RESULTING IN THE FLOW INSTRUMENT (FI-36)
INDICATING HIGHER THAN ACTUAL AND A FAILURE TO PERFORM AN EVALUATION OF THE )
RELATED TEST RESULTS WHEN THE OUT-OF-TOLERANCE CONDITION WAS IDENTIFIED. THIS l

EVENT WAS DISCOVERED AS THE RESULT OF A NONCONFORMANCE RFSOLUTION. THE
RESOLUTION REQUIRED THE REVIEW OF PREVIOUSLY PERFORMED SURVEILLANCE TESTS TO
DETERMINE THE IMPACT ON TEST RESULTS OF INSTRUMENTS THAT WERE FOUND TO BE l

OUT-OF-TOLERANCE. AT THE TIME OF DISCOVERY OF THIS EVENT, FLOW INSTRUMENT FI-36

WAS READING WITHIN TOLERANCE AND THE SURVEILLANCE REQUIREMENT WAS BEING MET.

[ 801 DIABLO CANYON 1 DOCKET 50-275 LER 87-013
CONTAINMENT VENTILATION ISULATION INITIATION DUE TO PERSONNEL ERROR.
EVENT DATE: 082487 REPORT DATE: 092387 NSSS: WE TYPE: PWR

(HSIC 206449) ON AUGUST 24, 1987, AT 1347 PDT, WITH THE UNIT IN MODE 1 (POWEM
OPERATION) AN AUTOMATIC INITIATION OF THE CONTAINMENT VENTILATION ISOLATION
SYSTEM CVIS OCCURRED. THE SAMPLE LINE ISOLATION VALVES FOR GASEOUS RADIATION
MONITORS (RM) RMit 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)(II), A 4-h0UR HON-EMERGENCY EVENT REPORT WAS MADE
AT 1825 PDT, AUGUST 24, 1987. THIS EVENT WAS CAUSED BY A IICENSED SENIOR CPERATOR

PERFORMING A SOURCE CHECK ON THE INCORRECT RADIATION NONITOR PRIOR TO A LIQUID
RADWASTE DISCHARGE. THE CVIS WAS RESET AT 1347 PDT, AUGUST 24, 1987. THE
OPERATOR WAS COUNSELED CONCERNING HIS IMPROPER ACTION. AN INCIDENT REPORT WAS
ISSUED ON THIS EVENT AND WILL BE REVIEWED WITH CPERATORS TO EMPHASIEE THE
IMPORTANCE OF VERIFYING EQUIPMENT PRIOR TO ACTUATING ANY FUNCTIONS ASSOCIATED
WITH TESTING.

| 81] DIABLO CANYOH 1 DOCKET 50-275 LER 87-014
INADVERTENT START OF DIESEL GENERATOR 1-3 WHEN OPERATOR PULLED WRONG FUSE WHILE
RETURNING A VITAL BUS FEEDER BREAKER TO OPERABILITY FOLLOWING PLANNED MAINTENANCE.
EVENT DATE: 082587 REPORT DATE: 092487 NSSS: WE TYPE: PWR

(NSIC 206450) ON AUGUST 25, 1987, AT 2121 PDT, WITH THE UNIT IN MODE 1 (POWER
OPERATION), DIESEL GENERATOR 1-3 AUTOSTARTED AND LOADED ONTO 4 KV BUS F. THE
AUTOSEQUENCED LOADS DID NOT LOAD ONTO THE BUS. THE CONTROL ROOM OPERATOR. WHILE
PERFORMING HIS VELIFICATION OF OPERATING EQUIPMENF, OBSERVED THAT THE CHARGING
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PUMP HAD STOPPED. THE CONTROL ROOM OPERATOR IMMEDIATELY STARTED A CHARGING PUMP
TO PROVIDE REACTOR COOLANT PUMP SEAL INJECTION. AFTER THE BUS WAS TRANSFERRED i

BACK 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.

j REINITIATING THE BREAKER CLOSE SIGNAL ALLOWED THE BREAFERS 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 1 (POWER
OPERATION), DIESEL GENERATOR (DG) 2-2 AUTOMATICALLY STARTED AND LOADED ONTO THE
VITAL 4 KV BUS H. THE 4 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 EFFECTS OF THE
OPENED BUS POTENTIAL FUSE AND THE SEVERED WIRE PREVENTED THE BUS STRIPPING SIGNAL
FROM RESETTING. UiIS PREVENTED AUTOMATIC OR MANUAL LOADING OF THE REMAINING 4 KV
LOADS ONTO BUS H. AT 2307 PDT, THE BUS POTENTIAL FUSE 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 LER 87-020
ENTRY INTO TECHNICAL SPECIFICATION 3.0.3 DUE TO BOTH TRAINS OF AUXILIARY BUILDING
VENTILATION BEING INOPERABLE.
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 1 (POWER OPERATION) AT 100 PERCENT POWER, BOTH
TRAINS OF THE AUXILIARY BUILDING VENTILATION SYSTEM WERE INOPERABLE, RESULTING IN
VIOLATION OF TECHNICAL SPECIFICATION (TS) 3.7.6.1 AND ENTRY INTO TS 3.0.3. IN |
BOTH CASES, SUPPLY FAN 5-34 HAD BEEN MANUALLY SECURED, AND THE FLOW SENSOR FOR

I

THE OPERATING FAN S-33 SENSED A "NO-FLOW" CONDITION, TRIPPING FAN S-33. THE MOST
PROBABLE CAUSE IS THAT A PLOW PATH FROM THE DISCHARGE PLENUM TO THE INTAKE ROOM ;
ALLOWED PRESSURE TO EQUALIEE ENOUGH TO GIVE AN APPARENT "NO-FLOW" CONDITION. THE !

FLOW PATH FOR THE AUGUST 18 EVENT INVOLVED BACKFLOW THROUGH THE PARALLEL PAN
S-34'S DAMPERS, AND THE SEPTEMBER 1 EVENT INVOLVED BACKFLOW THROUGH THE DOOR

r
BETWEEN THE DISCHARGE PLENUM AND THE IHTAKE ROOM. ON AUGUST 18, 1987, AT 1355
PDT, TS 3.0.3 WAS CXITED 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 OPERATION. 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 IS COMPLETE.
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( 84] DRESDEN 2 DOCKET 50-237 LER 87-022
NUMBER OF OPERABLE APRM DOWNSCALE TRIP CHANNELS LESS THAN ALLOWADLE DUE TO
BYPASSING OF APRM 4 WHILE IRM 16 WAS IN BYPASS.
EVENT DATE: 091887 REPORT DATE: 091587 NSSS: GE TYPE: BWR
VENDOR: GENERAL ELECTRIC CO.

(NSIC 2064286 ON AUGUST 18, 1987 AT 0019 HOURS WITH UNIT 2 IN THE RUN MODE AT 941
POWER, AVERAG? POWER RANGE MONITOR (APRM) 4 GENERATED A SPURIOUS HIGH HIGH 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 4 WAS PLACED IN
BYPASS. IRM 16 HAD PREVIOUSLY BEEN BYPASSED DUE TO ERPATIC READINGS. HAVING
APRM 4 AND IRM 16 SIMULTANEOUSLY IN BYPASS REDUCED THE NUMBER OF OPERABLE APRM
DOWNSCALE TRIP FUNCTIONS IN THE "B" RPS CHANNEL 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 OF THIS EVENT WAS AN ADMINISTRATIVE DEFICIENCY AS THERE WERE NO
ADMINISTRATIVE CONTROLS RESTRICTING THE COMBINATIONS OF APRMS AND IRMS THAT COULD
BE SYPASSED. IKMEDIATE 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 RELIEF FROM THIS REQUIREMENT.

( 85] DRESDEN 2 DOCKET 50-237 LER 87-024
REACTOR SCRAM CN LOW LEVEL DUE TO 2A FEEDWATER REGULATING VALVE FAILURE.
EVENT DATE: 082187 REPORT DATE: 092187 NSSS: GE TYPE: BWR

| VENDOR: COPES-VULCAN, INC.

(NSIC 206326) ON AUGUST 21, 1987 AT 175b HOURS WITH UNIT 2 AT APPROXIMATELY 2350
MW THERMAL (931 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 FEEDWATER
REGULATING VALVE (FWRV). THE STEM AND PLUG ASSEMBLY OF THE 2A FWRV SEPARATED DUE
TO A FATIGUE CRACK. CORRECTIVE ACTIONS ENTAILED REPLACEMENT OF THE STEM / PLUG
ASSEMBLY WITH A NEW WELDED STEM / PLUG. ALSO TO PREVENT RECURRENCE A NEW TRIM
PACKAGE INCORPORATING A LIGHTER PLUG THAT IS LESS SUSCEPTIBLE TO FATIGUE CRACKING
WILL BE CONSIDERED AS REPLACEMENT PARTS IN THE FUTURE. THIS DECISION WILL BE
MADE FOLLOWING THE TESTING BEING PERFORMED ON UNIT 3 AS A RESULT OF THE 8/7/87
UNIT 3 SCRAM DUE TO FEEDWATER SYSTEM OSCILLATING. THE SAFETY SIGNIFICANCE WAS
MINIMAL SINCE ALL EMERGENCY CORE COOLING SYSTEMS WERE AVAILABLE, HOWEVER, NO
ACTUATION WAS NECESSARY. THE FEEDWATER LEVEL CONTROL SYSTEM REKAINED CAPABLE OF
MANUAL CONTROL OF REACTOR LEVEL AT ALL TIMES AND THE REACTOR SCRAMMED AT THE
SPECIFIED CONSERVATIVE SETPOINT, FIVE (5) PREVIOUS OCCURRENCES WERE REPORTED BY
LICENSEE EVENT REPORTS 687-12 AND 884-10 ON DOCKET 050249 AND #84-23, 887-16,

,

e84-9 ON DOCKET 050237 i

i

( 86] DRESDEN 2 DOCKET 50-237 LER 87-027
FUNCTIONAL TEST OF RPS MOTOR GENERATOR SET. !

,

EVENT DATE: 091687 REPORT DATE: 092887 NSSS: GE TYPE: BWR !

(NSIC 206560) ON SEPTEMBER 16, 1987 AT 0000 HOURS. WITH THW REACTOR IN THE RUN |
MODE AT 935 POWER, IT WAS FOUND THAT THE SIX (6) MONTH FUNCTIONAL TEST OF THE

r

REACTOR PROTECTION SYSTEM (RPS) MOTOR-GENERATOR (MG) SET ELECTRICAL PROTECTION ,

ASSEMBLIES (EPAS) HAD EXCEEDED THE CRITICAL DATE. THIS SURVEILLANCE, DRESDEN I

TECHNICAL SURVEILLANCE (DTS) 500-2, IS REQUIRED BY TECH SPEC 4.1..A.3.A. THE ROOT i

CAUSE OF THE EVENT WAS DETERMINED TO BE PERSONNEL ERROR ON THE PART OF THE i

COGNIEANT TECH STAFF SYSTEMS ENGINEER. DTS 500-2 WAS PERFORMED UPON DISCOVERY OF |

THE VIOLATION. BECAUSE THE RPS SYSTEM FUNCTIONED SATISFACTORILY THE EVENT WAS l

DEEMED TO BE OF MINIMAL SAFETY SIGNIFICANCE. CORRECTIVE ACTION INCLUDED '

DISCUSSION OF THIS EVENT WITH THE COGNIEANT SYSTEMS ENGINEER AND THE MECHANICAL

'
I

!

1

|

r
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AND ELECTRICAL SYSTEMS GROUP LEADERS, IN ORDER TO EMPHASIEE THEIR RESPONSIBILITY
TO COMPLETE SURVEILLANCES IN A TIMELY MANNER. IN ADDITION, A CRITICAL DATE
SURVEILLANCE LIST WILL BE ISSUED WEEKLY TO APPLICABLE DEPARTMENT M* ADS BY THE
SURVEILLANCE COORDINATOR. A LETTER DESCRIBING THIS EVEW* AND EMPHASIEING THE
RESPONSIBILITIES OF TECH STAFF ENGINEERS AND GROUP 71ADERS WAS ALSO ISSUED TO ALL
TECH STAFF PERSONNEL.

[ 87) DRESDEN 3 DOCKET 50-249 LER 87-013
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 NSSS: 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 305 THERMAL
AND A UNIT SHUTDOWN IN PROGRESS, SIGNIFICANT OSCILLATIONS IN FEEDWATER AND
CONDENSATE SYSTEM PRESSURES WERE OBSERVED. A 3A FEEDWATER REGULATING VALVE
(FWRV) LOCKOUT WAS RECEIVED IN ADDITION TO HIGH VIBRATION AIARMS 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
FWRV AIR SUPPLY SOLENOID VALVE. FURTHER TESTING IS EXPECTED TO DETERMINE THE
CAUSE OF THE FEEDWATER OSCILLATIONS AND GROUP V ISOLATION. THE PIPING AND AIR
OPERATOR WERE REPAIRED AND THE SOLEHOID VALVE WAS REPLACED. THE SAFETY
SIGNIFICANCE WAS MINIKAL 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 87-041
ACCIDENT RANGE MONITOR IS INOPERABLE BECAUSE OF DELETED SYSTEM PARAMETERS.
EVENT DATE: 032987 REPORT DATE: 092687 NSSS: GE TYPE: BWR
VENDOR: EBERLINE INSTRUMENT CORP.

(NSIC 206460) A REVIEW OF THE STANDBY GAS TREATMENT SYSTEM (SGTS) DIVISION II
ACCIDENT RANGE MONITOR (AXM3 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 REPORT. 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 PEhFORMED FOR THE SYSTEM PARTICULATE,
IODINE AND HOBLE 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 I

RADIATION MONITOR AVAILABILITY.
|

[ 89) FERMI 2 DOCKET 50-341 LER 87-034 REY 01
UPDATE ON INADEQUATE SCHEDULING OF FIRE BRIGADE PRACTICE DUE TO MISINTERPRETATION
OF THE REQUIREMENT.
EVENT DATE: 073087 REPORT DATE: 100987 NSSS: GE TYPE: BWR
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(NSIC 206523) ON JULY 30, 1987 IT WAS DISCOVERED THAT FIRE BRIGADE PRACTICE
SESSIONS WERE NOT BEING HELD AT INTERVALS OF ONE YEAR AS REQUIRED BY THE FIRE
BRIGADE PROCEDURE. INSTEAD FIRE BRIGADE PRACTICE SESSIONS WERE BEING HELD ON A
ONCE PER CALENDAR YEAR BASIS FROM APRIL TO OCTOBER. THE CAUSE OF THIS EVENT WAS
A MISINTERPRETATION OF THE REQUIREMENTS FOR FIRE BRIGADE TRAINING SCHEDULE. TO
PREVENT RECURRENCE. THE FIRE PROTECTION PROGRAM WILL BE REVISED TO INCLUDE A
TWENTY FIVE PERCENT EXTENSION INTERVAL. THIS REVISION HAS BEEN SUBMITTED TO THE
NUCLEAR REGULATORY COMMISSION FOR REVIEW AND APPROVAL.

[ 90| FERMI 2 DOCKET 50-341 LER 87-035
REACTOR SHUTDOWN FOR EXCESSIVE VALVE LEAXAGE AND SUBSEQUENT SCRAM DUE TO
INTERMEDIATE RANGE MONITORS TRIPPING.
EVENT DATE: 073187 REPORT DATE: 083087 NSSS: GE TYPE: BWR
VENDOR: ANCHOR / DARLING VALVE CO.

(NSIC 206293) ON JULY 31, 1987 AT 0220 HOURS, AN UNUSUAL EVENT WAS DECLARED DUE
TO EXCESSIVE PRIMARY CONTAINMENT LEAKAGE THROUGH A CHECK VALVE, AND REACTOR
SHUTDOWN WAS INITIATED. AS THE OPERATOR WAS DEPRESSURISING THE REACTOR WHILE
STILL AT POWER, AN INJECTION OF COLD FEEDWATER OCCURRED. THIS COLD FEEDWATER
CAUSED AN INCREASE IN POSITIVE REACTIVITY. THE CHANGE IN REACTIVITY CAUSED AN
INCREASE IN REACTOR POWER LEVEL WHICH RESULTED IN AN UPSCALE TRIP OF THE
INTERMEDIATE RANGE MONITORS (IRMS). AS A RESULT, A REACTOR SCRAM OCCURRED AT
0311 HOURS. EXCESSIVE VALVE LEAKAGE WAS CAUSED BY RANDOM COMPONENT FAILURE. THE
SUBSEQUENT SCRAM WAS DUE TO THE REACTOR POWER LEVEL INCREASE IN THE IRM RANGE DUE
TO CHANGES IN FEEDWATER FLOW. THE CHECK VALVE WAS REPAIRED AND TESTED. THE
OPERATING PROCEDURES WILL BE REVIEWED AND REVISED TO CLARIFY USE OF THE TURBINE
BYPASS VALVES. A DISCUSSION OF THE LESSONS LEARNED ABOUT THE REACTOR POWER LEVEL
SENSITIVITY TO CHANGES IN FEEDWATER FLOW WILL BE GIVEN TO THE OPERATORS.
ADDITIONAL TRAINING ON DEPRESSURIEATION WITH THE BYPASS VALVES WILL BE GIVEN.

[ 91) FERMI 2 DOCKET 50 341 LER 87-036
REACTOR SCRAM DUE TO LOW REACTOR PRESSURE VESSEL WATER LEVEL AS A RESULT OF
MISALIGNED RESIDUAL HEAT REMOVAL SYSTEM VALVES CAUSED BY OPERATOR ERROR.
EVENT DATE: 080287 REPORT DATE: 090187 NSSS: GE TYPE: BWR

(NSIC 206247) ON AUGUST 2, 1987, AT 1107 HOURS, A REACTOR SCRAM OCCURRED ON LOW
REACTOR VESSEL WATER LEVEL. DURING THE PERFORMANCE OF A FILL AND VENT OPERATION
OF THE RESIDUAL HEAT REMOVAL (RHR) SYSTEM DIVISION I, AN IMPROPER VALVE LINE UP
CAUSED REACTOR WATER TO BE DIVERTED FROM THE REACTOR VESSEL TO THE SUPPRESSION
POOL. ISOLATION OF RHR SHUTDOWN COOLING TERMINATED THE EVENT WHICH IS AN
ENGINEERED SAFETY FEATURE. TO PREVENT RECURRANCE, PLANT PERSONNEL HAVE BEEN
INSTRUCTED ON LESSONS LEARNED FROM THIS EVENT. PERSONNEL INVOLVED IN THIS EVENT
WERE GIVEN APPROPRIATE LEVELS OF DISCIPLINE.

( 92] FERMI 2 DOCKET 50-341 LER 87-037
INADVERTENT ACTUATION OF THE INBOARD MAIN STEAM ISOLATION VALVES DUE TO
PROCEDURAL INADEQUACY.
EVENT DATE: 080407 REPORT DATE: 090387 NSSS: GE TYPE: BWR

(NSIC 206248) ON AUGUST 4, 1987 AT 0516 HOURS, AN INADVERTANT CLOSURE OF THE
INBOARD MAIN STEAM ISOLATION VALVES (MSIVS) OCCURRED DURING A TRANSFER OF THE
REACTOR PROTECTION SYSTEM (RPS) BUS POWER SOURCES. THIS CLOSURE WAS CAUSED BY AN
INADEQUACY IN A PROCEDURE WHICH DID NOT INSTRUCT THE OPERATOR TO ENERGISE THE
INBOARD MSIVS' AC SOLENOIDS AFTER TRANSFERRING BUS POWER SOURCES. WHEN THE DC
SOLENOIDS WERE DE-ENERGISED DURING TRANSFER OF THE OTHER RPS BUSES THE CLOSURE
OCCURRED. WHEN THE OPERATOR RESET THE ISOLATION LOGIC, THE INBOARD MSIVS OPENED
SINCE THE OPERATOR DID NOT FIRST DEPRESS THE MANUAL "CLOSE" PUSH BUTTON. IN

4
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ORDER TO PREVENT RECURRENCE OF THIS EVENT THE OPERATING PROCEDURE WAS REVISED TO
REQUIRE ENERGIEATION 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 TO 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

i 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 FROM TRIPPING THE BREAKER. THE SLOT WHERE THE CRADLE BLADE

i

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 BREAYER CASE.

[ 94] FERMI 2 DOCKET 50-341 LER 87-038
INITIATION OF DIVISION I EMERGENCY EQUIPMENT COOLING WATER DUE TO INADEQUATE
SYSTEM DESIGN FOR PRESSURE COMPENSATION.
EVENT DATE: 081587 REPORT DATE: 091487 NSSS: GE TYPE: BWR {

!

(NSIC 2064183 ON AUGUST 15, 1987 AT 1921 HOURS, DURING POST MAINTENANCE TESTING i

0F THE RETURN HEADER ISOLATION VALVE FOR 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 j

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 DESCRIPTION OF THIS EVENT WILL BE ISSUED AS
REQUIRED READING TO CONTROL ROOM PERSONNEL.

I

[ 95] FERMI 2 DOCKET 50-341 LER 87-046 |

DEFICIENCIES IN RAYCHEM INSTALLATIONS POTENTIALLY IMPACT ACCIDENT SCENARIOS. '

'

EVENT DATE: 082007 REPORT DATE: 092087 NSSS: GE TYPE: BWR
VENDOR: RAYCHEM CORP.

(NSIC 206067) IN RESPONSE TO INFORMATION NOTICE 86-53, "!MPROPER INSTALLATION OF
HEAT SHRINKABLE TUBING", A WALKDOWN OF A S AMPLE OF RAYCHEM HEAT SHRINK
INSTALLATIONS WAS PERFORMED. THE WALKDOWN IDENTIFIED DEFICIENCIES ON SEVEN
COMPONENTS BASED UPON THEIR TERMINNTIONS' CONFIGURATIONS. THE POTENTIAL FOR
DEGRADED ENVIRONMENTAL QUALIFICATION OF THE ASSOCIATED SAFETY RELATED EQUIPMENT
WAS EVALUATEr. ALL OF THE DEFICIENT INSTALLATIONS WERE REPAIRED AND/OR REPLACED.
THIS CONDIT;CA WAS CAUSED BY INADEQUACIES IN THE TRAINING OF RAYCHEM INSTALLERS,
LACK OF INSPECTION REQUIREMENTS AND PREVIOUS SPECIFICATION DEFICIENCIES. THE
TRAINING PROGRAM WILL BE UPGRADED TO PROVIDE ADEQUATE INSTRUCTION AND INSPECTION
REQUIREMENTS IN THE FUTURE.

l

I
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[ 96] FERMI 2 DOCKET 50-341 LER 87-040 REV 01
UPDATE ON TRIP OF THE REACTOR PROTECTION SYSTEM MOTOR-GENERATOR SET FROM A
POSTULATED OVERVOLTAGE CONDITION.
EVENT DATE: 082787 RFPORT DATE: 102987 NSSS: GE TYPE: BWR

(NSIC 206582) CN 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 FOR THIS EVENT. A POSSIBLE CAUSE IS THE
PRESENCE OF CONTAMINANTS IN THE POTENTIOMETER FOR 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. j

1

[ 97] FERMI 2 DOCKET 50-341 LER 87-043 REV 01
UPDATE ON CONTROL CENTER HEATING VENTILATION AND AIR CONDITIONING SYSTEM ACTUATES
TO RECIRCULATION MODE.
EVENT DATE: 090287 REPORT DATE: 110387 NSSS: GE TYPE: BWR I

(NSIC 206576) ON SEPTEMBER 2, 19 8 7 AT 1442 HOURS. THE CONTROL CENTER HEATING,
VENTILATING AND AIR CONDITIONING DIVISION I SHIFTED FROM NORMAL TO RECIRCULATION

7
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
DOWHSCALE. A REVIEW OF THE RECORDER STRIP CHARTS FOR THE MONITORS SHOWS NO
DOWNSCALE TRIP ACTUALLY OCCURRED. THE INVESTIGATION IS CONTINUING TO DETERMINE
THE CAUSE OF THE 5 EVENT. ANY CORRECTIVE ACTIONS NECESSARY TO BE TAKEN WILL BE i

BASED UPON THE RESULTS OF THE INVESTIGATION.

L
'[ 98] FITZPATRICK DOCKET $0-333 LER 87-004 REY 01

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 OUTAGE, 6 TARGET ROCK ,

SAFETY / RELIEF VALVES (EIIS CODE AD) WERE REMOVED FO'R TESTING IN ACCORDANCE WITH
TECHNICAL SPECIFICATION 2.2.18. THREE VALVES HAD SETPOINT VALUES OUTSIDE THE [
ALLOWABLE TOLERANC3. MANUAL AND AUTOMATIC DEPRESSURIEATION SYSTEM (ADS) FUNCTIONS '

ARE NOT AFFECTED BY SETPOINT DRIFT. IN ADDITION, i VALVE FAILED A PILOT
DISC-TO-SEAT STICKING TEST. AS A RESULT, THE MANUAL OR ADS MODE OF THAT VALVE i

MAY HAVE BEEN AFFECTED. ALL THE PAILED VALVES HAVE BEEN OVERHAULED AND RETESTED.
CORRECT!YE 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 SPECIFICATIONS WILL BE PURSUED TO EXPAND ALLOWED SETPOINT
'TOLERANCE. LER 85-009 AND 85-013 ARE SIMILAR EVENTS.

(

( 99] FT. CALHOUN 1 DOCKET 50-285 LER 87-022 I

'

DEFECTS IN EFW STORAGE TANK MANUFACTURED BY EATON METAL PRODUCTS CORPORATION.
EVENT DATE: 041587 REPORT DATE: 092587 NSSS: CE TYPE: PWR I4

VENDOR: EATON METAL PRODUCTS CO. I

i
(NSIC 206453) DURING THE 1987 REFUELING OUTAGE. THE INTERIOR OF THE EMBRGENCY '

FEEDWATER STORAGE TANK (EFWST) WAS RECOATED. THE EFWST IS A VESSEL OF APPROX.
60,000 GAL CAPACITY WITH A NOMINAL THICKNESS OF 1 INCH. AND DESIGN PRESSURE OF 50

;

!.

.

I
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PSIG. THE TANK WAS HYDROSTATICALLY TESTED TO 75 PSIG FOLLOWING FABRICATION. THE
WELD CONTOURS ON THE INTERIOR WERE TOO ROUGH TO ENSURE GOOD COATING ADHESION, SO
OPPD GROUND THE WELD FLUSH. MAGNETIC PARTICLE EXAMINATIONS DETECTED SURFACE
CRACKING AND RADIOGRAPHS REVEALED EXTENSIVE SUS-SURFACE DEFECTS, INCLUDING SLAG I
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 FRACTURES, WITH NO
SIGNS OF FATIGUE, INDICATING THAT THE DEFECTS WERE NOT SERVICE INDUCED. A REPAIR

I PROCEDURE WAS DEVELOPED IN ACCORDANCE WITH TaiE REQUIREMENTS OF ASME AND WAS
APPROVED BY AN AUTHORIEED NUCLEAR INSPECTOR. REPAIRS HAVE BEEN COMPLETED AND THE

I TANK HAS BEEN RETURNED TO SERVICE. OTHER TANKS BUILT BY THE SAME MANUFACTURER
WERE REVIEWED AND IT WAS CONCLUDED THAT CATASTROPHIC FAILURES ARE UNLIKELY.
DOCUMENTATION OF THE REVIEW IS IN PROGRESS AND A LONG TERM PLAN TO EVALUATE OTHER

I TANKS IS BEING FORMULATED.

[100) FT. CALHOUN 1 DOCKET 50 285 LER 87-024
VIAS ACTUATION DURING CALIBRATION OF RADIATION MONITOR DUE TO DEFICIENT !

PROCEDURES. !
EVENT DATE: 081387 REPORT DATE: 091187 NSSS: CE TYPE: PWR I

(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 CONTPOL 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 ENERGIEED THE TEST EQUIPMENT, AN i

IMMEDIATE SIGNAL WAS INTRODUCED WHICH TRIPPED VIAS INADVERTENTLY. ALL PLANT
SYSTEMS INVOLVED IN THIS INCIDENT OPERATED WITHIN THEIR DESIGN BASIS WITH NO t

EQUIPMENT DAMAGE OR FAILURES. THE VIAS ENGINEERED SAFEGUARDS WERE IMMEDIATELY
RESET. NO VIOLATION OF TECHNICAL $PECIFICATIONS 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 IS 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: 092987 REPORT DATE: 102987 NSSS: GA TYPE: HTGR

(HSIC 206632) CAUSE - FAILURE OF LOGIC CH!P. ON 9/29/07, AT 1102 HOURS, WITH THE
REACTOR SHUTDOWN, LOOP I AND LOOP !! STEAM GENERATORS SUPPLIED BY EMERGENCY
CONDENSATE. AND ALL FOUR HELIUM CIRCULATORS WARMING ON STEAM. A LOOP I SHUTDOWN

| ACTUATION WAS INITIATED BY THE PLANT PROTEC71VE SYSTEM (PPS). THE ACTUATION
|

OCCURRED DURING RESULTS SURVEILLANCE TESTING OF THE LOOP I STEAM GENERATOR
PENETRATION HIGH PRESSURE TRIP SWITCHES PER TECH SPEC SURVEILLANCE SR

J 5.4.1.2.5.A-M/1.2.5.C=R. THE CAUSE OF THE LOOP I SHUTDOWN WAS FAILURE OF A E40
LOGIC CHIP IN PPS MODULE CS-1A1. THE FAILURE OF THE E40 LOGIC CHIP PLACED ONE
CHANNEL OF THE LOGIC CIRCUIT IN A TRIPPED CONDITION. WHEN THE ILC 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 WAS4

'

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 E40 LOGIC CHIP WAS REPLACED WITH AN OPERABLE SPARE MODULE
AND THE SURVEILLANCE WAS SUCCESSFULLY COMPLETED. THE FAULTY PPS MOLULE WAS 1

SUBSEQUENTLY REPAIRED BY REPLACING THE FAILED E40 LOGIC CHIP. I

;

,

i

4
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[102] GRAND GULF 1 DOCKET 50-416 LER 87-005 REV 02
UPDATE ON THREF MAIN STEAM LINE RADIATION MONITORS EXCEED TECHNICAL SPECIFICATION

, TRIP LIMIT.
I EVENT DATE: 041587 REPORT DATE: 093087 NSSS: GE TYPE: BWR

VENDOR: GENERAL ELECTRIC CO.

(NSIC 206577) ON APRIL 14 1987, KAIN 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 APRIL 15. MSL RADIATION MONITORS K610C AND K610D
WERE FOUND WITH SETPOINTS THAT ALSO EXCEEDED THE ALLOWABLE LIMIT. TECHNICAL
SPECIFICATION 3.3.2-2.2.5 REQUIRES THE MSL HIGH RADIATION TRIP SETPOINTS TO BE,

I SET LESS THAN 3 TIMES FULL POWER BACKGROUND WITH AN ALLOWABLE VALUE OF 3.6 TIMES
i FULL POWER BACKGROUND. THE INSTRUMENTS PROVIDE A REACTOR SCRAA SIGNAL. A

MECHANICAL VACUUM PUMP TRIP SIGNAL, AND AN MSL ISOLATION SIGNAL IF THE HIGH'

RADIATION TRIP SETPOINT IS REACHED ON EITHER THE A OR C CHANNEL AND CONCURRENTLY
i

| ON EITHER THE B OR D CHANNEL. AN OUTBOARD MSL DRAIN LINE ISOLATION AND AN
J OUTBOARD REACTOR SAMPLE LINE ISOLATION OCCUR IF THE HIGH RADIATION TRIP SETPOINT

IS REACHED ON THE A AND D CHANNELS. AN INBOARD MSL DRAIN LINE ISOLATION ANC AN
I INBOARD RE%CTOR 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 SUFFICIENT.

[103| GRAND GULF 1 DOCKET 50-416 LER 87-011
REDUNDANT ISOLATION VALVES SHARE COMMON POWER SOURCE DUE TO DESIGN ERROR.

; EVENT DATE: 072987 REPORT DATE: 082887 NSSS: GE TYPE: BWR

4 (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 UFSAR SECTION 6.2.4.1.H f

WHICH STATES THAT POWER OPERATED VALVES USED IN SERIES ARE TO BE DESIGNED SUCH i

THAT NO SINGLE EVENT CAN INTERRUPT MOTIVE POWER TO BOTH CLOSURE DEVICES. THE :
i

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 IS NORMALLY USED DURING REACTOR OPERATION. IN THIS MODE REACTOR -

WATER IS COOLED PRIOR TO ENTERING THE RWCU PUMP TO EXTEND PUMP SEAL LIFE. THE i,

RWCU PUMPS WERE SECURED AFTER THE DISCOVERY AND THE INBOARD ISOLATION VALVE WAS '

fCLOSED AND DEACTIVATED IN ACCORDANCE WITH THE TECHNICAL SPECIFICATION LCO. THE
RWCU SYSTEM IS 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 RWCV PERFORMANCE WHILE i

OPERATING IN THIS MODE. ALL MONITORED PARAMETERS WERE FOUND ACCEPTABLE. LONG '

TERM CORRECTIVE ACTION WILL BE TO CHANGE THE DIVISIONAL POWER SUPPLY FOR THE
INBOARD ISOLATION VALVE.

,

1

3
I

||
(104) GRAND GULF 1 DOCKET 50-416 LER 87-014 |

NEW FUEL CONTAINER DROPPED FROM TRANSFER CART DUE TO PERSONNEL ERROR. }

| EVENT DATE: 073187 REPORT DATE: 083107 MSSS: GE TYPE: BWR f
! (NSIC 206091) OH JULY 31, 1987 A CONTAINER OF TWO NEW FUEL BUNDLES TIPPED OFF A

TRANSFER CART AND FELL APPROXIMATELY 2 TO 2.5 FEET TO THE TURBINE DECK. THIS
'

OCCURRED AS THE CRANE OPERATOR WAS RA!$1NG THE DISCONNECTED SLINGS AWAY FROM THE .

I CONTAINER. AT LEAST ONE OF THE SLINGS HOOKED THE UNDERSIDE OF THE TRANSFER CART !
RAIS!NG ONE SIDE OF IT AND FLIPPING IT OVER. THE FUEL MANDLING CREW IMMEDIATELY {
NOTIFIED THEIR SUPERVISOR. THE HEALTH PHYSICIST WAS ON THE SCENE AND i

i; CONTINU0USLY MONITORED THE CONTAINER. NO INCREASE IN DOSE RATE OR CONTAMINATION L

ABOVE PREVIOUSLY RECORDED DATA WAS DETECTED. THE CAUSE OF THE EVENT WAS '

j DETERMINED TO BE INADEQUATE ATTENTION BY THE CRANE OPERATOR AND THE SIGNALMAN.
i

k

: !
t

i

1

i
I
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THE CRANE OPERATOR AND WIGNALMAN WERE REMOVED FROM THE FUEL HANDLING CREW AND ;
THEIR CERTIFICATIONS REMOVED. IN ADDITION, DISCIPLINARY ACTION WAS TAKEN AGAINET
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 FUEL VENDOR'S FACILITY. BOTH FUEL BUNDLES
EXHIBITED SOME EXTERNAL DAMAGE DUE TO DdFORMATION OF THE SPACER GRIDS. CERAMIC t

FUEL PELLETS WERE INSPECTED FROM SELECTED FUEL RODS. SOME PELLET CRACKING WAS
OBSERVED. DUE TO THE DAMAGE IDENTIFIED, THE TWO BUNDLES WILL BE REPLACED.

I
!

[105] GRAND GULF 1 DOCKET 50-416 LER 87-012
REACTOR SCRAM DUE TO TURBINE CONTROL VALVE FAST CLOSURE.
EVENT DAT!: 080687 REPORT DATE: 090387 NSSS: GE TYPE: BWR

1

| (NSIC 206274) ON AUGUST 6, 1987 AT APPROXIMATELY 0625, THE REACTOR SCRAMMED ON A
TURBINE CCNTROL VALVE FAST CLOSURE SIGNAL. THE EVENT WAS INITIATED BY A BACKUP r

PROTECTION SCHEME RELAY LOCATED IN THE SWITCHYARD CONTROL HOUSE. THE RELAY IS i

| DESIGNED TO OPEN THE GENERATOR CUTPUT BREAKERS ONLY WHEN THE GENERATOR 15
OFF-LINE. AN INVESTIGATION REVEALED THAT MOISTURE HAD COLLECTED IN THE TERMINAL'

CABINETS AND APPARENTLY SHORTED AN INTERLOCK SWITCH WHICH CAUSED THE RELAY TO
*

i ACTUATE AND TR1P THE TWO MAIN GENERATOR OUTPUT CIRCUIT BREAXERS. THIS RESULTED
| IN A TURBINE CONTROL VALVE FAST CLO5URE SCRAM INITIATION. THE SAFETY RELIEF

VALVE LOW-LOW SET LOGIC FUNCTIONED PRCPERLY TO CONTROL REACTOR PRES 5URE, LIFTING
VALVES 821-F051D, F0513 F047G, F051A, F047D, AND F051F. REACTOR PRES 5URE
REACHED A MAXIMUM OF 1107 PSIG. SINCE THE BACKUP PROTECTION SCHEME RELAY IS USED -

ONLY WHEN THE GENERATOR IS OFF-LINE, IT WAS REMOVED FROM SERVICE AND WILL REMAIN !

fOUT OF SERVICE UNTIL THE NEXT REFUELING OUTAGE. AT THAT TIME IT WILL BE
THOROUGHLY CHECAED AND ANY PROBLEMS WILL BE CORRECTED AS REQUIRED. PLANT RESTART i

WAS DELAYED DUE TO UNRELATED PROBLEMS DESCRIBED IN LER 87-013-0. THE PLANT
REACHED CRITICALITY ON AUGUST 9, 1987, AT APPROXIMATELY 1324. 5YNCHRONIEATION

1 OCCURRED ON AUGUST 10, 1987, AT APPROXIMATELY 1225.

[106] GRAND GULF 1 DOCKET 50-416 LER 87-013 REY 01
UPDATE ON VENTILATION DUCT SECTIONS NOT DESIGNED TO WITH5TAND A DESIGN BASIS
TORNADO CAUSED BY INADEQUATE DUCTWORK STIFFENERS. |
EVENT DATE: 080787 REPORT DATE: 101687 NS55: GE TYPE: BWR !

(NSIC 206524) ON AUGUST 7, 1987, SERI ENGINEERS DETERMINED THAT THE HVAC DUCTWORK
SECTIONS BETWEEN THREE TORNADO BACK DRAFT DAMPERS AND THE CONTROL BUILDING
PERIMETER WALL APPARENTLY WERE NOT DESIGNED TO WITHSTAND THE PRESSURE

I DIFFERENTIALS THAT COULD BE EXPERIENCED DUE TO THE EFFECTS OF A DESIGN BASIS
TORNADO. THIS FINDING WAS THE RESULT OF A SPECIAL EVALUATION PERFORMED ON 23
DUCTWORK SECTIONS AT WALL PENETRATIONS THAT REQUIRED PRESSURIEATION OR I

DEPRESSURIEATION PROTECTION. THE SPECIAL EVALUATION WAS INITIATED WHEN ENGINEERS
i WERE UNABLE TO LOCATE DOCUMENTATION TO SUPPORT THE ACCEPTABILITY OF CERTAIN '

DUCTWORK SECTIONS TO MEET TORNADO LOADING OR HIGH ENERGY LINE BREAK LOADINGa

j CONCERNS. THE PLANT WA5 IN HOT SHUTDOWN AT THE TIME OF THE FINDING. SERI
J DELAYED PLANT STARTUP UNTIL THE ISSUE WAS RESOLVED. ENGINEERS DETERMINED THAT !

ALL BUT THREE OF THE DUCTWORK SECTIONS WERE ACCEPTABLE. THESE THREE SECTIONS !

7 WERE MADE ACCEPTABLE BY INSTALLING INTERNAL DUCTWORK STIFFENERS. THE
MODIFICATIONS WERE COMPLETED ALLOWING THE PLANT TO RESTART ON AUGUST 9.

!

l (107] HATCH 1 DOCKET 50-321 LER 87-013
FEEDWATER CONTROLLER FAILS CAUSING FEEDWATER DECREASE RESULTING IN REACTOR SCRAM.
EVENT DATE: 080387 REPORT DATE: 090287 NESS GE TYPEn BWR

; OTHER UNITS INVOLVED MATCH 2 (BWR)
VENDOR: GENERAL ELECTRIC CO.

i

|

<
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(NSIC 2062451 ON 8/3/87 AT APPROXIMATELY 2007 CDT, UNIT 1 WAS IN THE RUN MODE AT
AN APPROXIMATE POWLA LEVEL OF 2433 MWT (APPROXIMATELY 100 PERCENT OF RATED
THERMAL POWERI. AT THAT TIME, THE MASTER FEEDWATER CONTROLLER CIRCUITRY (E!!S
CODE JK) FAILED. THIS FAILURE CAUSED A DECREASE IN THE REACTOR PEEDPUMPS (RPPS
EIIS CODE SJ) FLOW AND A DECREASE IN REACTOR WATER LEVEL. THE REACTOR WATER
LEVEL DECREASED TO THE REACTOR PROTECTION SYSTEM (RPS E!!S CODE JC) ACTUATION
SETPOINT AND A REACTOR SCRAM OCCURRED. THE ROOT CAUSE OF THIS EVENT IS EQUIPMENT
FAILURE. SPECIFICALLY, TWO CAPACITORS IN THE MASTER FREDWATER CONTROLLER
AMPLIFIER SHORT CIRCUITED. WHEN THESE TWO CAPACITORS SHORTED, THE VOLTAGE OUTPUT
SIGNAL TO THE INDIVIDtfAL FEEDPUMP CONTROLLERS WAS LOST. THIS CAUSED THE
FEEDPUMPS TO RAMP DOWN TO THEIR LOW SPEED STOPS. CORRECTIVE ACTIONS FOR THIS
EVENT INCLUDED: il REPLACING THE CAPACITORS AND RETURNING THE CIRCUIT BOARD TO
SERVICE, AND 2) INVESTIGATING SIMILAR PROBLEMS ON UNIT 2 AND REPLACING COMPONENTS.

1108] HATCH 1 DOCKET 50-321 LER 87-014
EQUIPMENT FAILURE AND INSTRUMENT DRIFT CAUSE MONITOR ACTIVATION AND ESF ACTUATION.
EVENT DATE: 080887 REPORT DATE: 090007 NSSS: GE TYPE: BWR
VENDOR: AMPEREX ELECTRONIC CORP.

GENERAL ELECTRIC CO.

(NSIC 206058) ON 8/8/07, 8/10/87, AND 8/13/87, UNIT 1 WAS IN THE RUN MODE AT AN
APPROXIMATE POWER LEVEL OF 2436 MWT (APPROXIMATELY 100 PERCENT OF RATED THERMAL
POWER). AT THESE TIMES, THE MAIN CONTROL ROOM ENVIRONMENTAL CONTROL (MCREC EIIS
CODE VII SYSTEM WENT INTO THE PRESSURIEATION MODE OF OPERATION. MCREC ENTERED
THIS MODE ON A RADIATION SIGNAL FROM A REFUELING FLOOR AREA RADIATION MONITOR
(ARM E!!S CODE IL). THE ROOT CAUSE OF THE FIRST TWO EVENTS IS EQUIPMENT FAILURE:
THE GEIGER-MUELLER (GM) TU8E'S OUTPUT SIGNAL BECAME ERRATIC DUE TO LEAKAGE OF THE
IONIEING GAS. THE CAUSE OF THE THIRD EVENT IS INSTRUMENT DRIFT IN THE GM TUBE
OUTPUT. CORRECTIVE ACTIONS FOR THESE EVENTS INCLUDED: 1) REP! ACING THE FAILED
GM TU8Er VERIFYING CORRECT INSTRUMENT SETPOINTS AND: OBSERVING THE INSTRUMENT FOR
FIVE HOURS. 2) CALIBRATING THE ARM AND CHECKING WIRING AND CABLE CONNECTIONS, 3)
RB-CALIBRATING AND INSTRUMENT!NG THE ARM AND MONITORING THE INSTRUMENTATION, 4)
CONTACTING THE GM MANUFACTURER FOR ADDITIONAL TESTING INFORMATION, AND 5)
DETERMINING THE FEASIBIt.ITY OF RAISING THE CURRENT ARM SETPOINTS.

(109] HATCH 1 DOCKET 50-321 LER 87-015
EQUIPMENT FAILURE CAUSES MONITOR ACTIVATION RESULTING IN ESF ACTUATION.
EVENT DATE: 082787 REPORT DATE: 092887 NSSS: GE TYPE: BWR
VENDOR: GENERAL ELECTRIC CO.

(NSIC 206492) ON 8/27/07 AND 8/28/07, UNIT 1 WAS IN THE RUN MODE AT AN
APPROXIMATE POWER OF 2436 MWT (APPROXIMATELY 100 PERCENT OF RATED THERMAL POWERI. '

AT THESE TIMES. THE MAIN CONTROL 300M ENVIRONMENTAL CONTROL (MCREC EIIS CODE VI)
SYSTEM LOGIC ACTUATED. THE MCREC LOGIC ACTUATED ON A RADIATION SIGNAL FROM A
REFUELING FLOOR AREA RADIATION MONITOR (ARM E!!S CODE IL) ON 8/27/07, AS A RESULT
OF THE LOGIC ACTUATION, AN ACTUAL PRESSURIEATION OCCURRED. THE MCREC SYSTEM WAS
LEFT IN THE PRESSURIEATION MODE AND WAS IN THIS CONDITION WHEN THE 8/28/97 EVENT
OCCURRED. THE ROOT CAUSE FOR THESE EVENTS IS EQUIPMENT FAILURE: THE
GEIGER-MUELLER (GM) TUBE IN THE ARM FAILED. THE FAILURE IS ATTRIBUTED TO
MIS-HANDLING DVRING SHIPMENT OR STORAGE. CORRECTIVE ACTIONS FOR THIS EVENT
INCLUDED: 1) CHECKING THE ARM LOOP AND PERFORMING CALIBRATIONS, 2) REPLACING THE
FAILED GM TUBE, 3) INSTALLING A RECORDER AND MONITORING INSTRUMENT RESPONSE, 4)
RETURNING THE MCREC SYSTEM TO ITS NORMAL MODE OF OPERATION, 5) PERFORMING
ENGINEERING INVESTIGATIONS, AND 6) DETERMINING THE FEAS!81LITY OF RAISING THE
CURRENT ARM SETPOINTS.

I
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(110] HATCH 2 DOCKET $0-366 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 (EIIS CODE EE) POWER WAS LOST. THIS RESULTED IN A
DECREASE IN THE REACTOR FEEDWATER PUMPS FLOW AND A DECREASE IN REACTOR WATER I

LEVEL. THE REACTOR WATEN LEVEL DECREASED TO THE REACTOR PROTECTION SYSTEM (RPS (
EIIS CODE JC) ACTUATION SETPOINT AND A REACTOR SCRAM OCCURRED. THE ROOT CAUSE OF !

THIS EVENT IS ELECTRICAL EQUIPMENT FAILURE. SPECIFICALLY, CIRCUIT BREAKER CB-4
WOULD OPEN UNDER UNDULY LOW FORCE CONDITIONS. IT WAS CONCLUDED AFTER FIELD
TESTING AND CONSULTATION WITH THE MANtfrALTURER THAT THE TRIPPING MECHANISM WAS

',

WEAK. CORRECTIVE ACTIONS FOR THIS EVENT INCLUDED: 1) INSTALLING JUMPERS AND ;
REMOVING EQUIPMENT FROM SERVICE, 2) DESIGNING AND INSTALLING BARRIER BOXES, 31

|VERIFYING TRIP INSTRUMENTATION AND LEVEL TRANSMITTERS IN CALIBRATION, 41 VENTING
INSTRUMENT LINES AND TRANSMITTERS, 5) DERFORMING EVALUATIONS TO PRECLUDE AIR ,

POCKETS AND SPIKING IN INSTRUMENT LINE3, AND 6) VERIFYING CERTAIN OTHER SYSTEMS r

DO NOT HAVE LOW SUCTION TRIPS. THE RESULTS OF THE THE EVALUATIONS WILL BE I

PRESENTED IN AN UPDATE TO THIS LER THAT IS SCHEDULED FOR 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 NSSS: GE TYPE: BWR

(NSIC 206072) ON 8/18/87 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 (E!!S CODE AD)
FLOW ELEMENT WITH A FLOW TRANSMITTER. THE LEAKAGE WAS A NON-ISOLABLE FAULT 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 AFFECTED EONE (HAE) ADJACENT TO A
SOCKET WELD. THE ROOT CAUSE FOR THE FAILURE WILL BE EVALUATED ONCE THE FAILED
AREA 15 ANALYEED. CORRECTIVE ACTION FOR THIS EVENT INCLUDED: il SHUTTING THE

i 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 5) SCHEDULING REMOVAL AND METALLURGICAL ANALYSIS OF THE FAILED AREA.
THE ANALYS!$ RESULTS WILL BE PRESENTED IN AN UPDATE TO THIS LER WHICH WILL BE
DEVELOPED BY APPROXIMATELY 4/25/00.

J (112] HATCH 2 DOCKET 50-366 LER 87 011
) PROCEDURE NCN COMPLIANCE RESULTS IN FAILU&E TO REVISE PROCEDURE AND MISSED

SURVEILLANCE.
j EVENT DATEI 090287 REPORT DATE: 100287 NSSS: GE TYPE: BWR

j (NSIC 206599) OH 9/2/07 AT APPROXIMATELY 1830 CDT, UNIT 2 WAS IN THE RUN MODE AT
] A POWER LEYEL OF APPROXIMATELY 2205 MWT (APPROXIMATELY 90 PERCENT OF RATED
i THERMAL POWER). AT THAT TIME, PERSONNEL IN THE PROCEDURES UPGRADE PROGRAM (PUP)
| DETERMINED THAT NOT ALL OF THE SURVE!LLANCE REQUIREMENTS OF TECHNICAL
I SPECIFICATIONS AMENDMENT 71 HAD BEEN INCORPORATED INTO APPLICABLE SURVEILLANCE
! PROCEDURES. AS SUCH, SOME SURVEILLANCE REQUIREMENTS FOR THE MAIN CONTROL ROOM
l ENVIRONMENTAL CONTROL (MCREC E!!S CODE VII SYSTEM WERE MISSED AND THIS IS A

CONDITION PROHIBITED BY THE TECHNICAL SPECIFICATIONS. THE CAUSE OF THIS EVENT IS

i

i

i

i

!
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;

FAILURE ON THE PART OF MAINTENANCE SUPERVISORY PERSONNEL TO COMPLETELY FOLLOW THE
ADMINISTRATIVE CONTROL REQUIREMENTS GOVERNING INCORPORATION OF TECHNICAL
SPECIFICATIONS AMENDMENT REQUIREMENTS INTO APPLICABLE PROCEDURES. CORRECTIVE
ACTIONS FOR THIS EVENT INCLUDED: 1) TEMPORARILY REVISING THE SURVEILLANCE
PROCEDURE AND SATISFACTORILY PERFORMING THE REVISED PROCEDURE, 2) COUNSELING
INVOLVED SUPERVISORY PERSONNEL, 3) REVIEWING EXISTING ADMINISTRATIVE CONTROL
PROCEDURES, 43 SUBMITTING THE SURVEILLANCE PROCEDURE FOR PERMANENT REVISION, AND
5) REVIEWING OTHER SURVEILLANCE PROCEDURES.

[113] HOPE CREEK 1 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 HSSS: 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
!$0 LATED, THE "B" CONTROL ROOM EMERGENCY FILTRATION (CREF) UNIT AVTO-STARTED. A

CHECK OF THE RADIATION MONITORING SYSTEM (RMS) DETERMINED THAT RADIATION LEVELS
WERE NORMAL AT THE TINE 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 IEC FUNCTIONAL TEST (PT)
WAS BEING PERFORMED ON THE DAYWELL 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 FT. ATTEMPTS '.O REPEAT THE
CIRCUMSTANCES WHICH CAUSED THE CRV RADIATION MONITOR TO ALARM HAVE PROVEN
UNSUCCESSFUL. AND AS A RESULT, NO DEFINITE CORRECTIVE ACTIONS CAN BE ASSIGNED.

-I

[114] HOPE CREEK 1 DOCKET 50-354 LER 87-033
i UNANTICIPATED INITIATION OF "E" FRVS RECIRCULATION FAN DUE TO MALFUNCTIONING

SWITCHES.
EVENT DATE: 073087 REPORT DATE: 083187 NSSS: Gb TYPE: BWR

(NSIC 206285) ON JULY 30, 1987 AT C716 HOURS THE PLANT WAS IN OPERATIONAL
CCHDITION 1 (POWER OPERATION) AT 1005 POWER, GENERATING 1071 MWE WHEN AN
UNANTICIPATED START OF THE "E" FILTRATION, RECIRCULATION AND VENTILATION SYSTEM
(FRVS) OCCURRED. THE ROOT CAUSE OF THIS OCCURRENCE WAS DETERMINED TO BE DIRTY
CONTACTS IN LOW FLOW SWITCHES IN THE "A" AND "B" FRVS TRAINS. THE CONTACTS WERE
CLEANED AND THE SWITCHES WERE RESTORED TO SERVICE.

'
;

i
' [115| HOPE CREEK 1 DOCKET 50-354 LER 87-034

REACTOR SCRAM DUE TO INADVERTENT DE-ENERGIEING OF 120VAC INVERTER.
EVENT DATE: 073087 REPORT DATE: 093187 NSSS: GE TYPE BWR
VENDOR: CYBEREX INC.

i
4 (NSIC 206294) A REACTOR SCRAM OCCURRED WHEN A 120 VAC UNINTERRUPTABLE POWER

SUPPLY (UPS) INVERTER WHICH POWERS THE FEEDWATER CONTROL CABINET BECAME t

DE-ENERGIRED DURING THE COURSE OF ROUTINE MAINTENANCE. THE RESULTANT LOSS OF ;4

PEEDWATER CONTROL CAUSED THE REACTOR TO SCRAM ON LOW LEVEL AT +12.5" DECREASING. !
4

!
i SUBSEQUENT INVESTIGATION DETERMINED THAT THE INVERTER BECAME DE-ENERGIEED WHEN IT
i WAS BEING RETURNED TO A NORMAL CONFIGURATION. A SWITCHING ERROR CAUSED THE
I INVERTER MAIN POWER SUPPLY FUSE TO BLOW. SEVERAL FACTORS 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 i

THE INVERTER WAS ALSO DE-ENERGI8ED. THESE ACTIONS COMBINED TO REMOVE THE INTIRE ,

)' |INVERTER FROM SERVICE. CORRECTIVE ACTIONS INCLUDED VERIFYING FAULT INDICATING
,

LAMPS ON ALL INVERTERS WERE INSTALLED, REVISING THE INVERTER OPERATING PROCEDURE,
|

1 ,

|

! I
:
i,

! !

i
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COUNSELLING THE OPERATOR INVOLVED, AND ENHANCING OPERATOR TRAINING ON INVERTER
OPERATIONS. '

[116) HOPE CREEK 1 DOCKET 50-354 LER 87-035
UNANTICIPATED START OF "B" SLCS PUMP CAUSE UNDETERMINED.
EVENT DATE: 080487 REPORT DATE: 090387 NSSSs GE TYPE: BWR
VENDOR: STRUTHERS DUNN, INC.

,

1

(NSIC 206255) ON AUGUST 4, 1987 AT 2144 HOURS THE PLANT WAS IN OPERATIONAL
CONDITION 1 (POWER OPERATION) AT 1004 POWER PRODUCING 1065 MWE WHEN THE "B"
STANDBY LIQUID CONTROL SYSTEM (SLCS) PUMP STARTED, THE SQUIB VALVE FIRED AND THE
REACTOR WATER CLEANUP (RWCU) ISOLATED. THE OPERATOR SECURED THE SLCS PUMP. AT
2210 HOURS THE "B" SLCS PUMP STARTED AGAIN AND WAS AGAIN STOPPED. THE RWCU
ISOLATED A SECOND TIME. THE ROOT CAUSE OF THIS OCCURRENCE HAS NOT BEEN
DETERMINED, HOWEVER A RELAY IM THE SLCS PUMP START CIRCUIT WAS OBSERVED TO
EXHIBIT RESONANT IMPEDANCE WHICH WAS HYPOTHESIEED TO HAVE ORIGINATED IN THE
REDUNDANT REACTOR CONTROL SYSTEM (RRCS) SELF-TEST PULSES. THIS RESONANT
IMPEDANCE MAY HAVE CONTRIBUTED TO THE SPURIOUS ACTUATION OF THE SYSTEM. THE SLCS
PIPING WAS FLUSHED AND THE OPENT SQUIB WAS REPLACED IN THE SLCS PUMP START VALVE.
THE RRCS PUMP START RELAYS WHICH HAD EXHIBITED RESONANT IMPEDANCE WERE REPLACED
WITH RELAYS OF ANOTHER MANUFACTURER WHICH DO NOT EXHIBIT THIS CHARACTERISTIC.

[117) HOPE CREEK 1 DOCKET 50-354 LER 87-036 '

LOSS OF CONTROL POWER TO HPCI, RHR AND CORE SPRAY LOGIC CIRCUITS - ROOT CAUSE
UNDER INVESTIGATION.
EVENT DATE: 080487 REPORT DATE: 090387 NSSS: GE TYPE: BWR
VENDORt TOPAE ELECTRONICS

(NSIC 206256) ON AUGUST 4, 1987 AT 2030 HOURS. THE PLANT WAS IN OPERATIONAL
CONDITION 1 (POWER OPERATION) AT 1004 POWER GENERATING 1067 MWE, WHEN SEVERAL
"A" CHANNEL CLASS 15 125 VDC LOADS FROM THE "A" DISTRIBUTION PANEL WERE DE-
ENERGI!ED. THE BREAKERS FOR THE AFFECTED SYSTEMS WERE THEN OPENED AND RESET.
THESE ACTIONS RESTORED POWER TO ALL SYSTEMS THAT HAD LOST 125 VDC. THE ROOT
CAUSE OF THIS OCCURRENCE IS STILL UNDER INVESTIGATION. CORRECTIVE ACTIONS WILL
INCLUDE PROCEDURE REVISIONS AS NECESSARY AND FURTHER INVESTIGATION OF THE
CHARACTERISTICS OF THE BATTERY CHARTERS AND THE TOPAE INVERTERS AT THE NEXT
PLANNED QUTAGE.

|

f [118) HOPE CREEK 1 DOCKET 50-354 LER 87-037
| REACTOR SCRAM AND HIGH PRESSURE COOLANT INJECTION DUE TO PROCEDURAL DEFICIENCY.
! EVENT DATE: 091687 REPORT DATE: 091587 NSSS: GE TYPE: BWR
!

(NSIC 206417) ON AUGUST 16, 1987 AT c207 HOURS THE PLANT WAS IN OPERATIONAL
CONDITION 1 (POWER OPERATION) AT 851 e'FtB GEMERATING 905 MWE. WHILE IN THE
PROCESS OF RETURNING THE "C" REACTOR 104L a UMP (RFP) TO SERVICE FOLLOWING
MAINTENANCE, ALL FEEDWATER PUMPS TRIPPED DUE TO A LOSS OF CONDENBER VACUUM, AND A

i LOW VESSEL WATER LEVEL SCRAM LEVEL 3, +12.5" DECREASING AND SUBSEQUENT HIGH
| PRESSURE COOLANT INJECTION (HPCI) INJECTION OCCURRED. THE LOSS OF CONDENSER
, VACUUM WAS CAUSED BY OPEN!HG THE "C" REACTOR FEED PUMP TURBINE (RFPfl EXHAUST'

VALVE WITH A BLOWN RUPTURE DISK IN THE RFPT EXHAUST LINE. INVESTIGATION
SUBSEQUENT TO THE SCRAM DETERMINED THAT THE PRIMARY CAUSE OF THE EVENT WAS A
DEFICIENT FEEDWATER SYSTEM OPERATING PROCEDURE. THE PROCEDURE DID NOT CONTAIN
ADEQUATE GUIDANCE FOR REMOVING AND RETURNING AN RFP TO SERVICE DURING POWER
OPERATION. IMMEDIATE CORRECTIVE ACTIONS CONSISTED OF REVISING THE AFFECTED
PROCEDURE. LONGER TERM CORRECTIVE ACTIONS INCLUDE EVALUATING CONDENSER VACUUM
SETPOINTS AND PERFORMING A DYNAMIC RESPONSE TEST OF THE RFP AND MAIN TURBINE TO
ENSURE PROPER RESPONSE OF THE RFP'S AND MAIN TURBINE TO A LOSS OF CONDENSER
VACUUM.
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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 - PERSONNEL ERROR.
EVENT DATE: 081887 REPORT DATE: 091787 HSSS: GE TYPE: BWR

(NSIC 206071) ON AUGUST 18, 1987 AT 1520 HOURS THE PLANT WAS IN OPERATICNAL
CONDITION 1 (POWER 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. THE MISSED
SURVEILLATCE WAS COMPLETED SATISFACTORILY AT 1640 HOURS AND THE TECHNICAL
SPECIFICATION ACTION STATEMENTS WERE CLEARED. THE ROOT CAUSES OF THIS OCCURRENCE
ARE (1) THE FAILURE TO ISSUE THE WORK ORDER FOR THE SURVEILLANCE TO THE
DEPARTMENT RESPONSIBLE FOR PERFORMING THE SURVEILLANCE TEST IN A TIMELY MANNER
AND (2) THE FAILURE 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 1 DOCKET 50-354 LER 87-039
REACTOR SCRAM WHILE PERFORMING TURBINE OVERSPEED OPERABILITY TEST DUE TO PRESSURE
TRANSIENT IN TURBINE ELECTR0 HYDRAULIC CONTROL SYSTEM.
EVENT DATE: 082987 REPORT DATE: 092887 NSSS: GE TYPE: BWR

(NSIC 206496) A REACTOR SCRAM OCCURRED WHILE PERFORMING A TURBINE OVERSPEED
PROTECTION OPERABILITY TEST. COMBINED INTERMEDIATE VALVE (CIV) 45 WAS BEING
STROKED CLOSED, AND A TRANSIENT OF UNDETERMINED ORIGIN IN THE EM8RGENCY TRIP
SYSTEM (ETS) CAUSED THE TURBINE CONTROL VALVES TO FASTCLOSE, RESULTING IN THE I

SCRAM. THE SUBJECT TEST WAS REPEATED A NUMBER OF TIMES SUBSEQUENT TO THE EVENT
IN AN ATTEMPT TO DJTERMINE 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 /ETS 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 305
POWER WHEN PERFORMING THE TURBINE OVERSPEED PROTECTION OPERABILITY TEST.

[121] LA SALLE 1 DOCKET 50-373 LER 87-028 j

SPURICUS AMMONIA DETECTION TRIP DUE TO DESIGN DEFICIENCY IN THE CHEMCASSETTE TAPE
MECHANISM.
EVENT DATE: 081387 REPORT DATE: 091087 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: LA SALLE 2 (BWR)
VENDOR: M D A SCIENTIFIC, INC.

(NSIC 206320) AT 0513 HOURS ON AUGUST 13, 1987. WITH UNIT 1 IN OPERATIONAL
CONDIT70N 5 (REFUEL) AND UNIT 2 IN OPERATIONAL CONDITION 1 (RUN) AT 991 POWER,
THE *B" CONTROL ROOM HVAC SYSTEM (VC) "B" AMMONIA DETECTOR (OXY-VC165YB) TRIPPED.
PER DESIGN, AN ENGINEERED SAFETY FEATURE (ESP) ACTUATION OCCURRED WHICH RESULTED
IN THE FCLLOWING: THE "B" YC "ODOR EATER" (CHARCOAL ADSORBERI WAS PLACED INTO
OPERATION AND THE MINIMUM OUTSIDE AIR DAMPERS CLOSED. THE CHEMCASSETTE TAPS WAS
FOUND BROKEN IN THE TAKEUP SPOOL DUE TO A DESIGN DEFICIENCY IN THE CHEMCASSETTE
TAPE KACHANISM. THE CHEMCASSETTE TAPE WAS READJUSTED AND THE DETECTOR WAS RESET
AT 10J6 HOURS THE SAME DAY. THIS EVENT IS REPORTABLE PURSUANT TO THE I

REQUIREMENTS OF 10CFR50.73(A)(2)(IV) DUE TO THE ACTUATION OF AN ESP SYSTEM.
1

;

|
|

|
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[122] LA SALLE 1 DOCKET 50-373 LER 87-029 i

REACTOR WATER CLEANUP OUTBOARD ISOLATION VALVE CLOSURE DUE TO PROCEDURAL
DEFICIENCY.
EVENT DATE: 082987 REPORT DATE: 091787 NSSS: GE TYPE: BWR

(NSIC 206321) AT 0630 HOURS ON AUGUST 29, 1987, WITH UNIT 1 IN COLD SHUTDOWN, A
JUMPER, WHICH DEFEATED THE REACTOR WATER CLEANUP (RWCU) FILTER /DEMINERALIEER 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 SAFETY CONSEQUENCES OF THIS EVENT WERE MINIMAL SINCE THE RWCU !
| OUTBOARD ISOLATION VALVE CLOSED PER DESIGN UFON DE-ENERGISATION OF THE OUTBOARD

ISOLATION LOGIC. TO PREVENT FUTURE GROUNDING EVENTS DURING LOP-MB-01, THE HIGH i
'INLET TEMPERATURE ISOLATION WILL BE DEFEATED IN A DIFFERENT PANEL LOCATION. THE

. NEW PANEL LOCATION WILL MAKE JUMPER INSTALLATION AND REMOVAL BASIER. IN ,

f 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 t

i 10CFR50.73(A)(2)(IV) DUE TO AN ENGINEERED SAFETY FEATURE (ESP) ACTUATION. [
i (

i
'

[123] LA SALLE 1 DOCKET 50-373 LER 87-030
] REACTOR SCRAM WHILE SHUTDOWN DURING SURVEILLANCE DUE TO COMMUNICATION ERROR.

EVENT DATE: 090287 REPORT DATE: 092887 NSSS: GE TYPE: BWR
; |

!
(NSIC 206612) AT 0814 HOUPS ON SEPTEMBER 2, 1987, WITH UNIT 1 IN OPERATIONAL
CONDITION 4 (COLD SHUTDOWN), ELECTRICAL MAINTENANCE (EM) PERSONNEL WERE {
PERFORMING STATION SURVEILLANCE (LES-RP-107, "CONTROL ROD DRIVEN (CRD) CHARGING r

WATER HEADER PRESSURE TIME DELAY RELAY CALIBRATION AND FUNCTIONAL TEST." DURING ;
THE COURSE OF THE SURVEILLANCE, HALF SCRAMS ARE GENERATED AS EACH TIME DELAY t

RELAY IS TESTED. A FULL SCRAM OCCURRED WHEN A HALP SCRAM CONDITION HAD NOT BEEN |

RESET PRIOR TO PERFORMING THE TEST ON A RELAY IN THE REMAINING (ENERGIEED) '

REACTOR PROTECTION SYSTEM (RPS) CHANNEL. THE CAUSE OF THIS EVENT WAS INADEQUATE
COMMUNICATION BETWEEN THE ELECTRICIAN PERFORMING THE SURVEILLANCE AND THE UNIT j
OPERATOR. THE SAFETY CONSEQUENCES OF THIS EVENT WERE MINIMAL SINCE RPS RESPONDED

'

PER DESIGN TO A LOW CRD CHARGING WATER HEADER PRESSURE SIGNAL. SINCE A!.L CONTROL I
3

'

RODS WERE FULLY INSERTED AT THE TIME OF THIS EVENT, NO ROD MOTION OCCURRID AS A !
'RESULT OF THE SCRAM. THIS EVENT IS REPORTABLE PURSUANT TO THE REQUIREMENT OF
f

' 10CFR50.73(A)(2)(!V) DUE TO THE AUTOMATIC ACTUATION OF THE AEACTOR PROTECTION
SYSTEM.

'
t

| |124] LA SALLE 2 DOCKET 50-374 LER 87-017
} SPECIAL REPORT NOT SUBMITTED WITHIN REQUIRED TIME FRAME DUE TO PERSONNEL IRROR.

{j EVENT DATE: 082787 REPORT DATE: 092587 MSSS: GE TYPE: BWR
j s

I (NSIC 206558) ON JUNE 29, 1987 AT 1400 HOURS WITH UNIT 2 IN OPERATIONAL CONDITION !

I' 1 (RUN) AT 6 4 % POWER, THE DRYWELL TEMPERATURE MONITORING PROGRAM PROCEDURES,
i LTP-300-17 AND LTP-300-177, WERE PERFORMED PER THE STATION SURVE!LLANCE |

j SCHEDULE. THE TEMPERATURF DATA IS GATHERED AND REVIEWED BY STATION PERSONNEL, AND {
I ON A QUARTERLY BASIS IS TRANSMITTED OFFSITE TO Tile BOILING WATER REACTOR (BWR)
] ENGINEERING CROUP FOR REVIEW. AN OFFSITE REVIEW DETECTED THAT THE SET OF UNIT 2

DRYWELL TEMPERATURE READINGS ON JUNE 29, 198? WERE HIGHER THAN PREVIOUS READINGS.
,

j AN ADDITIONAL REVIEW BY STATION PERSONNEL ON AUGUST 27, 1987 DISCOVERED THAT

i SENSOR iTE-VP204, LOCATED IN THE VICINITY OF SAFETY RELIEF VALVES D AND J, READ
1 AMBIENT AIR TEMPERATURE OF 153 DEGREES P WHICH EXCdEDED TECH SPEC TABLE 3.7.7-1
1 LIMIT OF 150 DEGREES F AND NO SPECIAL REPORT HAS BEEN SUBMITTED AS REQUIRED BY
i TECH SPEC 3.7.7.A. THE FAILURE TO SUBMIT A SPECIAL REPORT WAS CAUSED ?v

I
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,

PERSONNEL ERROR IN THAT THE PERSONNEL PERFORMING THE PROCEDURE BELIEVED A REPORT
ALREADY EXISTED FOR THE EVENT. PERSONNEL WHO PERFORM AND RRVIEW THE DRYWELL
MONITORING PROCEDURES WERE TAILGATED ON THIS EVENT.

1125) 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: 083187 NSS5: 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 !$ INOPERABLE. A UTILITY EMPLOYED CHEMISTRY
TECHNICIAN, THROUGH A PERSONAL OVERSIGHT, FAILED TO RECOGNIEE THAT A GRAB SAMPLE
WAS REQUIRED TU BE TAKEN FROM 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 A5 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
ANALYEED AND RADIOACTIVITY LEVELS WERE FOUND TO BE LESS THAN THE LOWER LIMIT OF
DETECTICH. THE RESPONSIBLE INDIVIDUAL WAS COUNSELED AND ALL SHIFT CHEMISTRY
TECHNICIANS WERE INSTRUCTED BY CHEMISTRY SUPERVISION As TO THE IMPORTANCE OF
SAMPLING ON TIME AND OF PROPER COMMUNICATION DURING SHIFT TURNOVER.

[126] LIMERICK 1 DOCKET 50-352 LER 87-038
,

NUCLEAR STEAM SUPPLY SHUT 0FF SYSTEM INBOARD ISOLATION DUE TO A PERSONNEL ERROR.'

EVENT DATE: 080287 REPORT DATE: 090187 NSSS: GE TYPE: BWR

(NSIC 206251) ON AUGUST 2, 1987 AT 1223 HOURS, DURING A REFUEL OUTAGE VARIOUS
NUCLEAR STEAM SUPPLY SHUTOFF SYSTEM (NSSSS) ISOLATIONS, AN ENGINEERED SAFETY
FEATURE, OCCURRED WHEN FUSE B21-F15A, 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 FLOW 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 i

j 1227 HOURS THE DWCW ISOLATION $1GNAL WAS BYPASSED AND COOLINC WATER WAS RESTORED. ,

AT 1255 THE BLOWN FUSE WAS REPLACED, ALL ISOLATION SIGNALS WERE REGET AND THE
TEMPORARY CIRCUIT ALTERATION (TCA) WAS RE-APPLIED WITHOUT FURTHER INCIDENT.
THERE WERE NO ADVERSE CONSEQUENCES AND NO RELEASE OF RADIOACTIVE MATERIAL AS A
RESULT OF THIS EVENT. THE CAUSE OF THIS EVENT WAS A PERSONNEL RE2UR WHEN A
UTILITY EMPLOYED ENGINEER INADVERTENTLY CAUSED A SHORT TO GROUND DURING THE TCA ,

INSTALLATION. THE ENGINEER WHO APPLIED THE TCA WA5 COUNSELED ON THE IMPORTANCE ;

OF THE CAREFUL INSTALLATION OF OF A TCA.

|

4 [127] LIMERICK 1 DOCKET 50-352 LER 97-040
HUCLEAR STEAM SUPPLY SHUTOFF SYSTEM GROUP I ISOLATION DUE TO FAULTY WIRE
CONNECTION.
EVENT DATEI 080407 REPORT DATE: 090387 NSSSI GE TYPE: BWR

! (NSIC 206253) ON AUGUST 4, 1987 AT 1454 HOURS, AN ACTUATION OF THE GROUP ! I
NUCLEAR STEAM SUPPLY SHUTOFF SYSTEM (NS$55) OCCURRED. IN ORDER TO SUPPORT OUTAGE |
TURBINE TESTING, THE MAIN TURBINE (MT) WAS RESET, PRESSURIEING THE EMERGENCY TRIP

,

SYSTEM (ETS) HYDRAULICS. WHEN THE KAIN TURBINE RESET OCCURRED THE MAIN STOP
1 VALVES (MSYS) UNEXPECTEDLY OPENED, RE5ULTING IN A "LOW CONDENSER VACUUM" GROUP I

[
!$0LATION. A FAULTY CONNECTION TO AN ELECTRO HYDRAULIC CONTROL (EHC) LOGIC BOARD '

| WAS FOUND TO HAVE CAUSED THE MSYS TO OPEN. THE ISOLATION WAS RESET, AND THE I

FAULTY CONNECTION WAS IDENTIFIED AND REPAIRED. ALL GROUP I ISOLATION VALVES WERE p

} I

1 .

!
1

i

i

__ - - .- _- .- --. _-. - -- - - - - - . _



47

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 87-042
ACTUATION OF ENGINEERED SAFETY FEATURES DUE TO A PERSONNEL ERROR.
EVENT DATE: 081887 REPORT DATE: 091787 NSSS: GE TYPE: BWR

(NSIC 206070) ON AUGUST 18, 1987 AT 0341 HOURS A DIVISION 4 LOSS 01 COOLANT
ACCIDENT (LOCA) SIGNAL OCCURRED. A SPURIOUS HIGH DRYWELL PRES $URE SIGNAL
COMBINED WITH AN EXISTING LOW REACTOR PRESSURE RESULTED IN THE LOCA SIGNAL. THE
SIGNAL CAUSED A NUMBER OF AUTOMATIC ENGINEERED SAFETY FEATURES TO OCCUR. ALL
SYSTEMS WERE VERIFIED TO HAVE FUNCTIONED AS DESIGNED AND WERE RETURNED TO NORMAL j

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 FOLLOW APPROVED
! PROCEDURES WAS THE CAUSE OF THE EVENT. THE VENDOR TECHNICIANS INVOLVED WERE

COUNSELED REGARDING THE IMPORTANCE OF FOLLOWING PROCEDURES. IN ADDITION, THIS
l EVENT WAS REVIEWED WITH INSTRUMENT AND CONTROL TECHNICIANS AT AN *ALL HANDS"

MEETING TO EMPHASIEE THE SERICUSNESS OF THE EVENT.

[129] LIMERICK 1 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-1-008-320-1 DID NOT COMPLY WITH TECHNICAL SPECIFICATION

,

SURVEILLANCE REQUIREMENT 4.3.7.4.2. THE EIGHTEEN MONTH SURVEILLANCE TEST FAILED '

TO INCLUDE A CHECK OF THE OPERABILITY OF THE REACTOR CORE ISOLATION COOLING
(RCIC) FLOW CONTROLLER FROM THE RSP. THE SURVEILLANCE TEST (ST) ALSO FAILED TO
TEST A DESIGN FUNCTION OF THE TRANSFER SWITCHES IN THAT IT DID NOT INCLUDE A
NEGATIVE CHECK OF THE TRANSFER SWITCHES' SECONDARY FUNCTION OF IS0LATING 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 BE
INCOMPLETE DUE TO CMISSION OF A SET OF RELAY CONTACTS FROM THE ST. THE CAUSE FOR
THE OMISSION OF THE RCIC FLCW CONTROLLER OPERABILITY CHECK WAS A COMMUNICATION
FAILURE BETWEEN TWO STATION ENGINEERING GROUPS WHEN THE ST WAS WRITTEN. THE
NEGATIVE CHECK FOR THE TRANSFER SWITCHES WAS NOT INCLUDED IN THE ST AS A RESULT
OF AN INTERPRETATION OF THE TECHNICAL SPECIFICATION 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 HAVE BEEN CORRECTED BY TEMPORARY PROCEDURE CHANGES WHICH
WILL BE MADE PERMANENT SY OCTOBER 31, 1987.

[130) LIMERICK 1 DOCKET 50-352 LER 87-043
MISSED SNUBBER SURVEILLANCE REQUIREMENT DUE TO A PERSONNEL ERROR WHICH RESULTED
IN A PROCEDURE DEFICIENCY.

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

i

(NSIC 206495) ON AUGUST 24, 1987 AT 1500 HOURS IT WAS DETERMINED THAT A SHUBBER
Oil THE HIGH PRESSURE COOLANT INJECTICH SYSTEM WAS NOT VISUALLY INSPECTED WITHIN
TEN MONTHS OF C0KMENCING POWER OPERATION AS REQUIRED BY TECHNICAL SPECIFICATION
SURVEILL ANC E REQUIR EMENT 4. 7. 4 DURING A VISUAL INSPECTION OF ALL SNUBBERS IN |
THE MAY 1986 SURVEILLANCE TEST CUTAGE SNUBBER EBD-106-E6-H31 (SNUBBER H311 WAS

i

NOT INSPECTED. SNUBBER EBD-105-E6-H12 (SNUBBER H12) WAS VISUALLY INSPECTED j
TWICE, ONCE MISTAKENLY FOR $NUBBER H31. THE CAUSE OF THIS OVERSIGHT WAS A
PERSONNEL ERROR WHICH RESULTED IN A PROCEDURAL DEFICIENCY IN THAT THE SERIAL

1
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NUMBER LISTED IN THE SURVEILLANCE TEST FOR SNUBBER H31 WAS INCORRECTLY LISTED AS
THE SERIAL NUMBER FOR SNUBBER H12. THIS NUMBER WAS INCORRECTLY ASSIGNED TO
SNUBBER H31 PRIOR TO COMPLETION OF THE STARTUP TEST PROGRAM AT LIMERICK
GENERATING STATION. SNUBBER H31 WAS VISUALLY INSPECTED AND FUNCTIONALLY TESTED
DURING JULY OF THE 1987 REFUEL OUTAGE AND WAS DETERMINED TO BE OPERABLE.
SURVE!LLANCE TEST 57-4-103-098-1 WHICH PROVIDES FOR VISUAL INSPECTION OF SNUBBER
H31 HAS BEEN REVISED TO INCLUDE THE CORRECT SERIAL NUMBER FOR THIS SNUBBER.
THERE WERE NO ADVERSE CONSEQUENCES AS A RESULT OF THIS EVENT. THERE WAS NO
RELEASE OF RADIOACTIVE MATERIAL AS A RESULT OF THIS EVENT.

[131] MAINE YANKEE DOCKET 50-309 LER 87-006 REV 01
UPDATE ON MANUAL REACTOR TRIP AFTER LOSS OF LEVEL CONTROL IN STEAM GENERATOR
CAUSED BY PERSONNEL ERROR.
EVENT DATE: 062787 REPORT DATE: 090987 NSSS: CE TYPE: PWR
VENDOR: ROCHESTER INSTRUMENT SYSTEMS, INC.

(NSIC 206313) ON JUNE 27, 1987, A MANUAL REACTOR TRIP WAS INITIATED DUE TO AN
UNCONTROLLABLE INCREASE IN STEAM GENERATOR e3 LEVEL. THE INCREASE IN STEAM
GENERATOR LEVEL OCCURRED WHEN AN INSTRUMENT AND CONTROLS TECHNICIAN WAS REPLACING
A COMPONENT IN THE FEEDWATER CONTROL CABINET. THE TECHNICIAN REMOVED OUTPUT LEADS
FROM THE FAILED TIME LAG UNIT AND INTERRUPTED THE CONTROL SIGNAL TO THE #3 MAIN
FEEDWATER REGULATING VALVE. THE VALVE FAILED OPEN CAUSING A RAPID RISE IN STEAM
GENERATOR LEVEL. THE REACTOR WAS KANUALLY TRIPPED AS STEAM GENERATOR LEVEL
APPROACHED THE AUTOMATIC TURBINE TRIP SETPOINT. ALL SYSTEMS RESPONDED PROPERLY
FOLLOWING THE PLANT TRIP. THE ROOT CAUSE OF THIS EVENT IS PERSONNEL ERROR. THE
IMPORTANCE OF PERFORMING THOROUGH CIRCUIT INVESTIGATIONS BEFORE CONDUCTING
TROUBLESHOOTING OR MAINTENANCE WILL BE EMPHASIEED TO ALL I4C PERSONNEL. A GOOD
WORK PRACTICES GUIDE WILL BE DEVELOPED TO PROVIDE GUIDANCE FOR INVESTIGATING
DISCREPANCIES BETWEEN DRAWINGS AND AS-BUILT CONDITIONS AND DOCUMENTATION OF THE
STATUS OF ONGOING JOBS.

[132] MCGUIRE 1 DOCKET 50-369 LER 87-014
DIESEL GENERATOR 1A CONTROL POWER CIRCUIT BREAKER WAS INADVERTENTLY LEFT OPEN DUE
TO PERSONNEL ERROR.
EVENT DATE: 072887 REPORT DATE: 083187 NSSS: WE TYPE: PWR

(NSIC 206261) ON JULY 30, 1987 AT 0530, OPERATIONS DISCOVERED THE CONTROL POWER
CIRCUIT BREAKER FOR DIESEL GENERATOR (D/G) 1A IN THE OPEN POSITION WHICH RENDERS
D/G 1A INOPERABLE. THIS RESULTED IN A TECHNICAL SPECIFICATION VIOLATION DUE TO
THE D/G BEING UNKNOWINGLY INOPERABLE FOR APPROXIMATELY 3 DAYS. THE CIRCUIT
BREAKER HAD BEEN OPEN SINCE 1000 ON JULY 26, 1987. THE CIRCUIT BREAKER WAS
CLOSED, AN O'PRABILITY TEST WAS SUCCESSFULLY PERFORMED, AND THE D/G WAS RETURNED
TO AN INO'IR.'3LE STATUS TO PERFORM ROUTINE PERIODIC MAINTENANCE. D/G 1A WAS
RETURNED TO OPERABLE STATUS AT 0645 ON JULY 31, 1987, UFON THE COMPLETION OF THE
PERIODIC MAINTENANCE ACTIVITY. UNIT 1 WAS IN MODE 1 POWER OPERATION, AT 1001
POWER, AT THE TIME OF THIS EVENT. THIS EVENT HAS BEEN CLASSIFIED AS A PERSONNEL
ERROR BECAUSE OPERATIONS PERSONNEL FAILED TO FOLLOW STATION AND GROUP DIRECTIVES
WHILE PERFORMING A PROCEDURE TO RESTORE CONTROL POWER TO THE D/G AFTER A PERIODIC
MAINTENANCR ACTIVITY. A CONTRIBUTORY CAUSE CLASSIFICATION OF MANAGEMENT
DEFICIENCY HAS ALSO BEEN ASSIGNED TO THIS EVENT BECAUSE THE INSTRUCT!0HS GIVEN TO
THE OPERATIONS PERSONNEL WERE NOT ADEQUATE TO ASSURE THE WORK WOULD BE DONE
CORRECTLY. THIS EVENT IC CONSIDERED TO BE OF NO SIGNIFICANCE WITH RESPECT TO THE
HEALTH AND SAFETY OF THE PUBLIC.

[133) MCGUIRE 1 DOCKET 50-369 LER 87-015
REQ'J! RED COMPENSATURY MEASURES WERE NOT TAKEN WHEN A DIESEL GENERATOR ROOM
FIRE / FLOOD BARRIER WAS BREACHED DUE TO TERSONNEL ERROR.
EVENT DATE: 080587 REPORT DATE: 090887 MSSS: WE TYPE: PWR

>
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(HSIC 206073) ON JULY 27, 1987 WITH UNIT 1 IN MODE 1, POWER OPERATION AT 1005
POWER, DUKE CONSTRUCTION AND MAINTENANCE (CMD) PERSGNNEL 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 FOAM FIRE / FLOOD PENETRATION NO. 1-733-3.1-1 AND DISCOVERED THAT
CMD HAD ALREADY CUT OFF THE 2 INCH PIPE ON BOTH SIDES OF THE PENETRATION.
PROJECTS NOTIFIED THE CONTROL ROOM AND THE PEhETRATION 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 FIRE / FLOOD BARRIER AND THE
BARRIER PENETRATION WAS FOAMED PER STATION PROCEDURE. THIS EVENT HAS BEEN
CLAS$1FIED AS PERSONNEL ERROR BECAUSE A CM3 SUPERVISOR FAILED TO NOTIFY CONTROL
ROOM PERSONNEL PER STATION DIRLCTIVE 2.11.5, THAT A FIRE /.*LOOD BARRIER WAS
BREACHED 50 THAT PROPER COMPENSATORY MEASURES COULD BE TAKEN. DUKE WILL PROVIDE
TRAINING TO ALL CMD-NORTH PERSONNET. ON MCGUIRE STATION DIRECTIVE 2.11.5, FIRE
PENETRATIONS.

|
|

1134] MCGUIRE 2 DOCKET 50-370 LER 87-010
FAILURE TO TEST A CONTAINMENT AIR LOCK SEAL OCCURRED DUE TO A DESIGN DEFICIENCY.
EVENT DATE: 073187 REPORT DATE: 090287 NSSS: WE TYPE: PWR

(NSIC 206262) ON JULY 31, 1987, INSTRUMENT AND ELECTRICAL PERSONNEL REPLACING THE
PHEUMATIC MODULE IN THE UNIT 2 UPPER PERSONNEL AIR LOCK AUTOMATIC LEAK RATC
MONITOR DISCOVERED A DEFICIENCY IN THE CONNECTIONS OF THE EQUIPMENT BEING
REPLACED. INTERFACE TUBING BETWEEN THE PNEUMATIC MODULE AND PERMANENT TUBING WAS
INCORRECTLY CONNECTED RESULTING IN THE AUTOMATIC LEAK 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 OUTER DOOR
SEALS. UNIT 2 WAS IN MODE 1, POWER OPERATION, AT 1005 POWER WHEN THIS CONDITION
WAS DISCOVERED) HOWEVER, THE UNIT HAD APPARENTLY OPERATED IN ALL MODES WITH THIS

CONDITION. THIS EVENT HAS B:EN CLASSIFIED AS A DESIGN DEFICIENCY DUE TO THE
INCOMPLETENESS OF THE DESIGN DOCUMENTS. THE DESIGN DOCUMENTS DESCRIBING THE

,

NECE3SARY TUBING ARRANGEMENT LACKED CLARITY AND ALLOWED ANYONE WORKING WITH THE

|EQUIPMENT TO FALSELY BELIEVE THAT IT WAS CORRECTLY INSTALLED. THE DESIGN
DOCUMENTS WERE CORRECTED AND TEMPORARY TUBING CHANGES WERE APPROVED FOR
IMPLEMENTATION TO ENABLE THE AUTOMATIC LEAK RATE MONITOR TO TEST BOTH DOOR $.
THIS EVENT IS CONSIDERED TO BE OF NO SIGNIFICANCE WITH RESPECT TO THE HEALTH AND
SAFETY OF THE PUBLIC.

(135] MCGUIRE 2 DOCKET 50-370 LER 87-013
A FIDE BARRIER WAS BREACHED WITHCUT COMPENSATORY ACTION DUE TO MANAGEMENT
DEFICIENCY AND INADEQUATE STATION DIRECTIVE AND PROCEDURE.
EVENT DATE: 081087 REPORT DATE: 092887 NSSS: WE TYPE: PWR

(NSIC 206498) ON AU3UST 5, 1987 AT 1900. MCGUIRE MAINTENANCE (MNT) AND INTEGRATED
1 SCHEDULING IIS) BECAME AWARE OF CUTS IN INSULATED BLANKETS SURROUNDING TWO

AUX!LIARY FEEDWATER VALVES. MNT WAS UNAWARE THE BLANKETS WERE FIR 4 BARRIERS AND
IS ASSUMED THE FIRE BLANKETS WOULD BE REPA! RED BEFORE THE VALVES WERE DECLARED

. OPCRABLE. DURING SHIFT TURNOVER, AT 1930, IS DISCUSSED THE FACT THAT THE FIRE
'

BLANKETS NEEDED REPAIR BUT IS DID NOT RECOGN!!E 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 THES TYPE IDENTIFYING THEM
AS TECH SPECS BARRIERS. A CLASSIFICATION 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 INFORPATION TO INCREASE
AWARENESS OF INSULATED BLANKET FIRE BARRIERS.

|136] MCGUIRE 2 DOCKET 50-370 LER 87-011
A HOLD DOWN BOLT WAS DISCOVERED MISSING FROM MISSILE SHIELD BLOCKS OVER THE
REACTOR CAVITY DUE TO DEFECTIVE PROCEDURE AhD INADQUATE INSTRUCTIONS.
EVENT DATE: 081487 REPORT DATE: 091487 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: MCGUIRE 1 (PWR)

(NSIC 206074) ON AUGUST 13, 1987, WITH UNIT 2 AT 1005 POWER, MAINT EN ANC E (MNT)
DISCOVERED FIVE 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 TI.E 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 FOUR OTHER BOLTS NOT INSTALLED. MNT REDRILLED THE BOLT HOLE AND
INSTALLED THE MISSING BOLT ALONG WITH THE OTHER BOLTS AND VERIFIED ALL TEN BOLTS |

WERE INSTALLED. OPERATIONS DECLARED THE SHIELD BLOCKS OPERABLE AGAIN AT 0407 ON I

AUGUST 16, 1987 AND UNIT 2 WAS BACK ON LINE AT 2345. MNT WILL MODIFY THE I

EXISTING PROCEDURE OR WRITE A NEW PROCEDURE TO PROVIDE DETAILED
REMOVAL / INSTALLATION INSTRUCTIONS FOR THE SHIELD BLOCKS. IF ADDITIONAL ACTIONS
ARE PLANNED, A SUFPLEMENTAL REPORT WILL BE SUBMITTED. A CLASSIFICATION OF
DEFECTIVE PROCEDURE HAS BEEN ASSIGNED TO THIS EVENT BECAUSE PROCEDURES WHICH ,

'

RELATE TO THE MISSILE SHIELDS DID NOT CONTAIN ANY DETAILED INSTRUCTIONS ON THE
PROPER INSTAT%ATION OF THE MISSILE SHIELD BLOCKS.

(137] MCGUIRE 2 DOCKET S0-370 LER 87-012
AN AUTOSTART OF AUXILIARY FEEDWATER SYSTEM DUE TO PROCEDURE DEFICIENCY - NOT
REQUIRING RESET OF BOTH MAIN FEEDWATER PUMPS PRIOR TO TESl!NG.
EVENT DATE: 081687 REPORT DATE: 091587 NSSS: WE TYPE: PWR ,

(NSIC 206075) ON AUGUST 16, 1987 AT 2028, WHEN OPERATIONS PERSONNEL WERE
PERFORMING STARTUP TESTING OF MAIN FEEDWATER (CF) PUMP 28, AN UNPLANNED
ENJINEERING SAFEGUARD FEATURES (ESP) ACTUATION OCCURRED. AN AUTOSTART SIGNAL TO I

THE AUXILIARY FEEDWATER (CA) MOTOR DRIVEN (M/D) PUMPS OCCURRED AS A RESULT CF THE !

INTENTIONAL TRIP OF CF PUMP 2B FOR TESTING WHEN CF PUMP 2A WAS IN THE TRIPPED
CONDITION. BOTH M/D CA PUMP 5 WERE RUNNING BECAUSE OF OPERATIONAL CONSIDERATIONS
PRIOR TO THE RECEIPT OF THE "LOSS OF BOTH MAIN FEEDWATER PUMPS" SIGNAL. ,

OPERATIONS IMMEDIATELY RESET CF PUMP 28 AND THE CA FLOW CONTROL VALVES, 23 |

SECONDS AFTER CF PUMP 28 HAD BEEN TRIPPED. S/G BLOWDOWN AND SAMPLE FLOW WERE
RESTORED AND CF PUMP 2A WAS RESET. NO SIGNIFICANT CHANGES IN STEAM GENERATOR
(8/GI LEVEL WERE OBSERVED. UNIT 2 WAS IN MODE 2, STARTUP, AT il POWER AT THE !
TIME OF THE EVENT. THE CAUSE OF THE EVENT HAS BEEN CLASSIFIED AS DEFECTIVE
PROCEDURE, SECAUSE THE CONDENSATE AND FEEDWATER SYSTEMS OPERATING PROCEDURE USED
FOR THE CF PUMP STARTUP TESTING D!D NOT INCLUDE RESETTING BOTH CF PUMPS PRIOR TO '

,

' TRIFFING ONE OF THE CF PUMPS. PROCEDURES WERE CHANGED TO PREVENT THE
REOCCURRENCE OF THIS EVENT.

!

|138] MILLSTCHE 1 DOCKET 50-245 lek 06 018 REV 01 I

UPDATE ON REACTOR PROTECTION SYSTEM INITIATION FROM IRM NOISE SPIKE.
EVENT DATE: 052486 REPORT DATE: 093087 NSSS: GE TYPE: BWR

1

(HSIC 206574) ON MAY 24, 1986. AT 1853 HOURS, WHILE THE UNIT WAS SHUTDOWN (0
i

j P31G, 164 DIGREES FAHRENHEITI. A SOURCE RANGE MONITOR (SRM) WAS BEING WITHDRAWM !

1 WHEN AN AUTOMATIC ACTUATION OF THE REACTOR PROTECTION SYSTFM (RPS) OCCURRED. SRM
21 WAS bEING WITHDRAWN WHEN A NOISE SPIKE ON THE INTERMEDIATM 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 FOLLOW UP REPORT BE SUBMITTED. THERE WERE
NO SAFETY CONSEQUENCES RESULTING FROM THE RPS ACTUATION SINCE THE UNIT WAS
SHUTDOWN. APPROXIMATELY 50% OF ALL SRM/IRM DRIVE RELAYS HAVE BEEN REPLACED
DURING THE 1987 REFUELING OUTAGE. THE REMAINING RELAY REPLACEMENT WILL BE
POSTPONED TO THE NEXT AVAILABLE OPPORTUNITY WHEN THE PLANT IS SHUTDOWN OR IN A
REFUELING OUTAGE. THE POWER SUPPLY TO THE SRM/IRM DRIVE RELAYS HAS TO BE
DE-ENERGIEED TO REPLACE THE RELAYS. DE-ENERGIEING THE POWER SUPPLY WILL REMOVE
THE CAPABILITY TO DRIVE THE SRM/IRM IK THE CORE TO MONITOR NEUTRON FLUX LEVELS AT
LOW POWER OR SHUTDOWN CONDITIONS.

|

! (139] MILLSTONE 1 DOCKET 50-245 LER 87-001 REV 01
| UPDATE ON 4160V DISTRIBUTION LOAD CENTER INSULATION REPLACED DUE TO A
! MANUFACTURING DEFECT. [

EVENT DATE: 011387 REPORT DATE: 090987 NSSS: GE TYPE: BWR (
VENDOR: GENERAL ELECTRIC CO.

INSIC 206033) ON JANUARY 13, 1987 AT 1100 HOURS, VISUAL INSPECTIONS PERFORMED ON
ALL 4160 VAC LOAD CENTERS AND THEIR ASSOCIATED BUS TIES REVEALED CRACKING ALONG
THE NORICONTAL NORYL INSULATORS. THE PROBLEM WAS ATTRIBUTED TO A GENERAL
ELECTRIC CO. MANUFACTURING DEFECT. THERE WERE NO SAFETY CONSEQUENCES RESULTING l

FROM THIS OCCURRENCE. IN AUGUST OF 1987, THE BUS INSULATION ON 6 OUT OF 0 4160
VAC BUSES, WAS REPLACED WITH BAYBLEND INSULATION WHILE THE UNIT WAS IN A
SCHEDULED REFUELING OUTAGE. BAYBLEND INSULATION WAS RECOMMENDED BY GdHERAL
ELECTRIC CO. TO BE THE SUITABLE REPLACEMENT FOR NORYL INSCLATION. TWO 4160 VAC
LOAD CENTERS AND ALL 4160 VAC BUS TIES WERE NOT REPLACED. IT WAS DETERMINED THAT
THE INSULATION CRACKING ON THESE BUSES WAS ACCEPTABLE TO MAINTAIN THE BUSES
ENERGIEED TO SUPPORT CRITICAL OUTAGE PLANT MODIFICATIONS AND POSTPONED TO THE
NEXT REFUELING OUTAGE FOR REPLACEMENT.

(140] MILLSTONE 1 DOCKET 50 245 LER 87-012 REV 01
UPDATE ON DIESEL GENERATOR CEILING FIRE COATING DEGRADATION.
EVENT DATE: 051987 REPORT DATE: 092987 NSSS: GE TYPE: BWR

(NSIC 206481) ON MAY 19, 1987, AT 1130 HOURS, WITH THE PLANT AT 1001 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 OVERHEAD FIREPROOFING
BLANKET MATERIAL WAS INADEQUATE TO PROVIDE THE 3 HOUR FIRE RESISTANCE RATING.
THE PRIMARY CAUSE FOR THIS INADEQUACY CAN NOT BE DETERMINED THROUGH AVAILABLE
DOCUMENTATION. $1NCE THE DISCOVERY, A CONTINU0US FIRE WATCH HAS BEEN ESTABLISHED

,

IN THE ENCLOSURE AND STEPS HAVE BEEN TAKEN TO BEGIN INSTALLING A REPLACEMENT
LAYER OF FIREPROOFING MATERIAL BEFORE THE END OF THE UPCOMING REFUELING OUTAGE.
INSTALLATION OF THE REPLACEMENT LAYER OF FIREC0ATING WAS STARTED IN AUGUST, 1987,
AFTER THE 1987 REFUELING OUTAGE. THE REPLACEMENT FIRECOATING INSTALLATION WAS
COMPLETED ON 9/18/87. AFTER A POST INSTALLATION INSPECTION VERIFIED THE COATING
WAS SATISFACTORY, THE CONTINUQUS FIRE WATCH WAS DISCONTINUED AND NORMAL FIRE,

DETECTION AND DELUGE SYSTEMS WERE DECLARED OPERATIONAL.

J

(141| MILLSTONE 1 DOCKET 50-245 LER 87-015 REY 01 |,

UPDATE ON LOCAL LEAK RATE TEST FAILURES. ;

EVENT DATE: 060607 REPORT DATE: 092987 NSSS: GE TYPE: BWR |
VENDOR: ALLIS CHALMERS

CHAPMAN VALVE & MFG |

#

CRANE COMPANY
MASONEILAN INTERNATIONAL, INC.

,

i

,
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i
) TARGET ROCK CORP.
j 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.P.2.C. TESTING OF ALL PRIMARY CONTAINMENT ISOLATION4

j VALVES, CABLE PENETRATIONS AND MANWAYS AS REQUIRED BY 10CFR50 AFFENDIK J REVEALED
i ADDITIONAL ISOLATION VALVES THAT DID NOT MBET THE LOCAL LEAK RATE TEST
* REQUIREMENT. ALL VALVES THAT FAILED TO MEET THE LOCAL LEAKAGE RATE TEST
{ REQUIREMENTS WERE SATISFACTORILY RETESTED SUBSEQUENT TO REPAIRS. THERE WERE NO
j CONSEQUENCES.

)
| [142] MILLSTONE 1 DOCKET $0-245 LER 87-026
"

HYDRAULIC SNUBBER FAILURES CAUSED BY VARIOUS MECHANICAL AND ADJUSTMENT
DEFICIENCIES.
EVENT DATE: 080387 REPORT DATE: 090147 MSSSI GE TYPE: BWR

j VENDOR: BERGEN-PATTERSON PIPE SUFFORT CORPORATION
] ITT GRINNELL
i

) (NSIC 206237) DURING THE 1987 REFUEL OUTAGE. 105 OF THE TOTAL NUMBER OF SAFETY
RELATED HYDRAULIC AND MECMANICAL SNUBBERS IN USE AT THE PLANT WERE FUNCTIONALLY |

4

| TESTED. FOR EVERY FAILURE IDENTIFIED IN THIS REPRESENTATIVE SAMPLE. AN j
i ADDITIONAL 10% WERE FUNCTIONALLY TESTED. THIS TESTING CONTINUED UNTIL NO I

ADDITIONAL INOFERABLE SMUBBERS WERE DISCOVERED. OF THE TOTAL NUMBER OF SNUBBERS4

TESTED DURING THE 1987 REFUEL OUTAGE. THERE WERE NO FAILURES FOR MECHANICAL
| SNUBBERS AND A TOTAL OF NINE (9) FAILURES FOR HYDRAULIC SNUBBERS. AS A RESULT OF
) THE MINE FAILED HYDRAULIC SNUBBERS. 1005 OF THE HYJRAULIC SNUBBERS WERE

FUNCTIONALLY TESTED DURING THE 1987 REFUEL OUTAGE. ALL SAFETY RELATED HYDRAULIC<

| AND MECHANICAL SNUBBERS WERE VISUALLY INSPECTED AND FOUND ACCEPTABLE. THE NINE
(9) FAILED HYDRAULIC SNUBBERS WERE FURTNER EXAMINED AMD FOUND TO HAVE VARIOUS4

MECHANICAL AND ADJUSTMENT DEFICIENCIES. THE DEFICIENCIES WERE CORRECTED AND THE ;,

SNUBBERS WERE RETESTED FOR FUNCTIONAL ACCEPTABILITY.
!

(143] MILLSTONE 1 DOCKET 50-245 LER 87-032
1

TURB1NE FIRST STAGE PRESSURE BYPASS SWITCHES FAILED DUE TO SBT FOINT DRIFT. I
l EVENT DATE: 081187 REPORT DATE: 091087 NSS8: GE TYPE: BWR
1 VINDOR: BARKSDALE CONPANY f
i 6

t (NSIC 206035) ON AUGUST 11, 1987, AT 1940 NOURS, WNILE TME UNIT WAS IN A COLD f
; SHUTDOWN CONDITION (0 PSIG, 180 DEGREES FAMRENNEIT) DURING A REFUEL OUTAGE. A L
: ROUTIME SURVE!LLANCE WAS PERFORMED ON TME TURBINE FIRST STAGE PPBSSURE BYPASS |5

SWITCHES. THESE SWITCHES PROVIDE INFUT TO THE REACTOR PROTECTION SYSTEM (SYSTEM [
] CODE JC) TO BYFA38 TME LOAD REJECT SCRAM FUNCTION AT POWER LEVELS LESS TNAM 454. }

ALL FOUR OF THE SUBJECT SWITCNES (MANUFACTURERI BARK 8 DALE. MODEL: 527 1288-CS, !
RANCE: 50 1200 PSIG) FAILED TO MEET TECNNICAL 8PECIP! CATION SETFO!NT !

| REQUIREMENTS. THE SETPOINT DRIFT WA8 ATTRIBUTED TO RELAXATION OF TNR BOURDON TURE l
j DURING THE EXTANDED PERIOD OF DEPRESSUp!IATION ASSOCIATED WITN TME REPUBL OUTAGE.

[(REVIEW OF PAST MISTORY MA8 REVEALED TNAT SWITCNRS OF TNIS TYPE Apt PRONE TO t
,

;
SETPOINT DRIFT PROBLEMS.) AT THE TIME TME EVENT WAS IDENT! PIED. TME PRESSURE l

| SWITCNRS WERE RE CALIBRATED WITN ADDITIONAL MARGIN TO PRECLUDE SETPOINT DRIFT I
| FROM EXCEEDING TECHNICAL SPECIFICA?!ON SETPOINT REQUIREMENTS.

[i

!
j (144] MILLSTOWB 1 DOCKET 50-345 LBR 87-033 |

INADVERTENT ACTUATION OF 'A' LOW PRESSURE COOLANT INJECTION SUBBYSTEM DUE TO !
:

l PERSONNEL BRROR. (i EVENT DATE: 081287 REPORT DATE: 091187 N888: GE TYPE BWR i

! i

i |
1 i

j i

h|

!
i

,
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(NSTC 206036) ON AUGUST 12, 1987, AT 1030 NOURS, WITN THE REACTOR IN A COLD
SNUTDOWN CONDITION (0 PSIG, 160 DEGPERS FAMRENWRIT), A ROUTINE SURVEILLANCE WAS
PERFORMED ON THE AUTOMATIC PRB25URE RELIBF (APR) SYSTEM (SYSTEM CODE 38). DURING
PERFORMANCE OF THIS TEST. THE TEST TECHNICIAN ERRONEOUSLY CONNECTED A TEST PLUG
TO THE WRONG JACK. THIS RESULTED IN AN INADVERTENT INITIATION OF TME "A" LOW

I PRESSURE COOLANT INJECTION (LPCI) SUBSYSTEM (SYSTEM CODE BC), CONSISTING OF TME
! "A" AND "C" LPCI PUMPS AND ASSOCIATED "A" LOOP VALVES. INJECTION OF WATER TO TME
! VESSEL RESULTED IN AN INCREASE IN LEVEL OF APPROXIMATELY 50", AT WNICM TIME THE

| AFFECTED PUMPS WERE SECURED.

[145) MILLSTONE 1 DOCRET 50-245 LER 87-028
REACTOR SCRAM WHILE PREFORMING SURVEZLLANCE.
EVENT DATE: 081307 REPORT DATE: 091107 MSSS: GE TYPRI BWR

(NSIC 206034) ON AUGUST 13, 1987 AT 1220 HOURS, WWILE PERFORMING THE MAIN STRAM
ISOLATION VALVE CLOSURE FUNCTIONAL TEST DURING A PLANNED REFUELING OUTAGE (137
DEGREES FAMRENNEIT, O PSIG), A REACTOR SCRAM OCCURRED. THE SCRAM WAS THE RESULT
OF THE PERFORMANCE OF A PROCEDURE ET AP BEFORE TME INITIAL CONDITIONS FOR TNE
PROCEDURE WERE SATISFIED. ALL CONTROL RODS WERE FULLY INSERTED PRIOR TO TMIS
EVENT AND NO SAFETY CONSEQUENCES RESULTED FROM THIS EVENT.

[146] MILLSTONE 1 DOCRET 50-245 LER 87-035
MISSED SURVEILLANCE ON FIRE DETECTION SYSTEM DUE TO PERSONNEL BEROR.
EVENT DATE: 082187 REPORT DATE: 091087 NSSS: GE TYPE: BWR

(NSIC 206037) ON AUGUST 21, 1987, AT 1130 NOURS, WWILE OPERATING AT 975 POWER
(530 DEGREES F AND 1020 PSIGI, IT WAS DISCOVERED THAT SIX TECHNICAL SPECIFICATION
FIRE DETECTION SYSTEMS (IC) WERE NOT COMPLETELY ELECTRICALLY SUPERVISED.
TECHNICAL SPECIFICATION SECTION 4.12.E.2 REQUIRES TNAT NON-SUPERVISED CIRCUITS
BETWEEN THE REQUIRED DETECTION INSTRUMENTS AND TME CONTROL ROOM SE DEMONSTRATED
CPERABLE AT LEAST ONCE PER 31 DAYS. THESE FIRE DETECTION SYbfBMS WERE BEING
SURVIILLED ON A SIX MONTH FREQUENCY UNDER THE TECHNICAL SPECIFICATION
REQUIREMENTS FOR ELECIRICALLY SUPERVISED FIRE DETECTION SYSTEMS, THEREFORE, SIX
FIRE DETECTION SYSTEMS WERE FOUND TO BE OVERDUE FOR THEIR REQUIRED SURVIILLANCES.
UPON OBSERVATION OF THE OVERDUE SURVEILLANCE, THE SIX FIRE DETECTION SYSTEMS
WERE TESTED AND DEMONSTRATED OPERABLE.

[147] MILLSTONE 1 DOCKET 50-245 LER 87-036
REACTOR SCRAM DURING APRM SURVE!LLANCE TESTING.
EVENT DATE 002687 REPORT DATE: 092587 MSS 8s GE TYPE: BWR

(N81C 2064473 ON AUGUST 26, 1987 AT 1059 NOURS, INSTRUMENT TECNN!CIAN ERROR
DURING PERFORMANCE OF SURVEILLANCE PROCEDURE SP 404C, APRM CALIBRATION AND
FUNCTIONAL TEST, RESULTED IN A REACTOR SCRAM PROM FULL DOWER. IN NOBRAL RESPONSB
70 THE SCRAM. THE STANDBY GAS TREATMENT SYSTEM INIT!ATED DUE TO A GROUP !!
180LATION ON REACTOR VESSEL LOW WATER LEVEL. THERE WERE NO SAFETT CONSEQUENCES.

[140) MILLSTONE 1 DOCRET S0-24l LER 87-030
REACTOR SCRAM ON LOW AIR NBADER PRESSURE.
EVENT DATE: 090387 REPORT DATE: 100207 NSSS GB TYPBs SWR

| VENDOR : INGERSOLL-RAND CO.
|

( (N8!C 206500) ON SEPTEMBER 3, 1997 AT 1421 MOURS, WHILE OPERATING AT 1004 POWER,
A REACTOR SCRAM OCCURRED DUE TO LOW SCRAM AIR NEADER PRESSURE TNAT RESULTED PROM
A LOSS OF INSTRUMENT AIR (LD) PRESSURE. AS A RESULT OF TME SCRAM, A LOW BEACTOR
WATER LEVEL EXISTED WN!CM CAUSED A GROUP !! ISOLATION SIGNAL, AND MENCE TNE
INITIATION OF THE STAND 5Y GAS TREATMENT SYSTEN (SSGTI (BN). TNE REACTOR WAS
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BROUGHT TO A SAFE SHUTDOWN AND THERE WERE NO SAFETY CONSEQUENCES AS A RESULT OF
THIS EVENT.

[139| MILLSTONE 3 DOCKET 50-423 !.E R 86-050 REV 02
UPDATE ON AREA TEMPERATURE ELEMENT IN MAlH STEAM VALVE BUILDING EXCEEDING LIMITS.
EVENT DATE: 090286 REPORT DATE: 092587 NSSS: WE TYPE: PWR

(NSIC 206478) THIS SPECIAL RRPORT REVISION IS BEING SUBMITTED TO PRO /IDE AN
UPDATED STATUS TO SPECIAL REPORT LER 86-050-01. SPECIAL REPORT LER 86-050-01 WAS
SUBMITTED PUR$UANT TO PLANT TECHNICAL SPECIFICATIONS 3.7.14B AND 6.9.2 TO DEPORT
AREA TEMPERATURE EXCURSIONS IN THE MAIN STEAM VALVE BUILDING. PLANT TECHNICAL

! SPECIFICATION 3.7.148 REQUIRES THAT A SPECIAL REPORT BE SUBMITTED TO THE NRC IF
ONE OR MORE ARCAS EXCEED THE SPECIFIED TEMPERATURE LIMIT BY LESS THAN 20 DEGREES
FAHRENHEIT FOR MORE THAN $ HOURS. LER 86-050-01 REPORTED THAT MAIN STEAM VALVE
BUILDING AREA MS-01 HAD EXCEEDED THE 120 DEGREE FAHRENHEIT SP5CIFIED LIMIT ON
NUMEROUS OCCASIONS. AREA TEMPERATURE ELETENT 3ECS-TE119 LOCATED ON THE TOP
FLOOR ELEVATION 71'-2" IS THE ONLt ELEMENT WITHIN THE BUILDING EXCERDING THE
LIMITS. AT 0139 CN 9/2/86 3ECS-TE119 REACHED A TEMPERATURE OF 120.5 DEGREES

J FAHRENHEIT. THE PLANT F'ITERED 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
1 SUPPLEMENT TO THIS REPORT WILL BE ISSUED BY 10/01/88. THIS SPECIAL REPORT IS

BEING SUBMITTED PURSUANT TO PLAT (T TECENICAL SPECIFICATIONS 3. 7.14 B AND 6. 9. 2.
!

. [150) MILLSTONE 3 DOCKET 50-423 LER 87-033
i REFUELING WATER STORAGE TANK LEVEL BELOW PLANT TECHNICAL SPECIFICATIONS DUE TO
I INCORRECT LEVEL TRANSMITTEP CALIBRATION AND PERSONNEL ERROR.
'

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

(NSIC 206092) ON AUGUST 14, 1987 AT 1400 HOURS, 1005 POWER, IT WAS CONFIRMED THAT
THERE WAS A CALIBRATION ERROR OF APPROXIMATELY 17.000 GALLONS IN THE
NON-CONSEAVATIVE DIRECTION FOR THE REFUELING WATER STORAGE TANK (RWST) LEVELa

'

TRANSMITTERS. THE DISCOVERY WAS MADE A DAY EARLIER WHILE INVESTIGATING THE RWST
! LOW LEVEL ALARM. THE ERROR WAS CAUSED BY AN INCORRECT ASSUMPTION MADE DURING

INIT!AL CALIBRATION. IMAEDIATE OPERATOR ACTION WAS TO VERIFY THAT LEVELS IN THE
d RWST WERE ABOVE THE MINIMUM REQUIREMENT. AS CORRECTIVE ACTION TH/ LICENSEE HAS
'

RECALIBRATED THE LEVEL TRANSMITTR'S AND HAS VERIFIED THAT SIMILAR CALIBRATION
ERRORS DO NOT EXIST IN TTE OTHER SAFETY RELATED TANKS. ON AUGUST 22, 1987 AT

| 0705 HOURE, 1004 POWER, A SHIFT SUPERVISOR DISCOVERED THl.T RWST LEVEL WAS 33.000
GALLONS BE.OW THE MINIMUM REQUIREMENT. IMMEDIATE OPERATOR ACTION WAS TO RESTORE
RWST LEVEL ABOVE THE REQUIREMENTS OF THE TECHNICAL SPECIFICATIONS. THE LOW LEVEL

'
WAS ATTRIBUTED TO THE BORAT10N OF THE SPENT FUEL POOL COOLING AND PURIFICATION

) DEMINERALIEER ON AUGUST 20, 1987 USING THE RWST AS THE WATER SOURCE. AS
1 CORRECTIVE ACTION IMPROVED GUIDANCE AND COMMUNICATION HAS BREN PROVIDED IN THE

PROCEDURE FOR BORATING THE SPC DEMINERALIEER.
)

1 [151) WIF. MILE POINT 1 DOCKET 53-220 LER 87-013
*

REACTOR Bbl & DING EMERGENCY VENTILATION INITIATION CARTED BY RELAY FAILURE.
EVENT DATE: 080287 REPORT DATE: 090187 NSSS: GE TYPEt BWR
VENDOR: GENERAL ELECTRIC CO.

(NSIC 206236) ON AUGUST 2, 1987 NINE MILE POINT UNIT 1 (NMP1) WAS OPERATING AT
895 POWER WITH THE MODE SWITCH IN THE "RUW" POSITION. AT 1300 HOURS THE UNIT
EXPERIENCED A TRIP OF REACTOR PROTECTION SYSTEM (RPSI MOTOM GENERATOR (MG) SET

i 162. SUBSEQUEWTLY. RPS BUS 11 WAS DEENERGIEED. THIS RESULTED IN A ONE-HALP SCRAM,
J REACTOR BUILDING EMERGENCY VENTILATION (RBEV) INITIATION, CONTROL ROOM EMERGENCY

VE'!TILATION (CRFV) INITIATION. AND AN ISOLATION OF THE REAJOOR WATER CLEANUP
SYSTEM (RWCU). UPOH INVESTIGATION, IT WAS FOUND THAT THE COIL OF THE PNUEKATIC

. - - -, - _ _ -
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TIMING RELAY IN THE PRIMARY PROTECTIVE RELAYING CIRCUIT OF MG SET 162 HAD FAILED.
THIS CAUSED THE FUSE IN THAT CIRCUIT TO BLOW. DEENERGIIING ONE OF TWO SERIES
CONTACTORS AND ISOLATING RPS BUS 11 FROM ITS POWER SUPPLY. IMMEDIATE CORRECTIVE j

ACTION INCLUDED TRANSFERRING RPS BUS 11 TO THE MAINTENANCE BUS. RESETTING THE
ONE-MALF SCRAM, RESTORING THE NORMAL REACTOR BUILDING AND CONTROL ROOM
VENTILATION, AND RETURNING THE RWCU TO UK3VICE. SUBSEQUENT CORRECTIVE ACTION '

CONSISTED OF REPLACING THE BLOWN FUSE AND THE PNUEMATIC TIMING RELAY UNDER A,

i STATION WORK REQUEST, AND RETURNIHG RPS RUS 11 TO MG SET 162. ADDITIONAL
CORRECTIVE ACTION IS NOT DEEMED NEC11SSARY AT THIS TIME.

|152) NINE MILE POINT 2 DOCKET 50-410 LER 87-032 REV 01 i

UPDATE ON REACTOR CLEANUP SYSTEM ISULATION ON HIGH DIFFERENTIAL FLOW CSCILLATIONS
DUE TO DESIGN AND CONSTRUCTION DEFICIENCIES.
EVENT DATE: 061287 REPORT DATE: 991187 NSSS: GE TYPE: BWR

(NSIC 136081) ON JUNE 12, 1987 AI 2121 NOURS, NINE MILE POINT UNIT 2 (NMP2)
EXPERIPNCED ACTUATION OF AN ENGINEERED SAFETY FEATURE (ESP). SPECIFICALLY,
ISOLATION OF THE REACTOR WATER CLEANUP (RWCU) SYSTEM. AT THE TIME OF THE EVENT,
THE PLANT WAS IN HOT SHUTDOWN CONDIT!DN WITH THE REACTOR MODE SWITCH IN
"$HUTDOWN". REACTOR PRESSURE AND TEMPERATURE WERE APPROXIMATELY 583 POUNDS PER
SQUARE INCH GAUGE (PSIG) AND 482F, RESPECTIVELY. ALTHOUGh AT THE TIME OF THE
EVENT NO CONCLUSIONS COULD BE MADE, THE ROOT CAUSE OF THIS EVENT HAS BIEN
DETERMINED TO BE A COMBINATION OF DESIGN AND CCHSTRUCTION DEFICIENCIES. THE
CORRECTIVE ACTIONS FOR THIS EVENT ARE: 1. THE RWCU SUCTION FLOW ELEMENT HAS BREN
PROPERLY ORIENTED. 2. THE FLEX HOSES WILL BE REMOVED AND THE BLOCKING GLOBE
VALVES RE-ORIENTED. 3. A SPECIAL TASK FORCE HAS BEEN ASSIGNED TO EVALUATE AND
TROUBLESHOOT THE RWCU FLOW TRANSMITTER PROBLEMS. 4. THE REJECT FLOW TRANSMITTER
ORIFICE ELEMENT WILL BE RELOCATED.

(153) NINE MILE POINT 2 DOCKE1 50-410 LER 87-038
REACTOR CORE Is0LATION COOLING STEAM SUPPLY IS0!4 TION VALVE CLOSED DUE TO DESIGN
DEFICIENCY.

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

(HSIC 206268) ON AUGUST 7 1987 AT 1450 WITH THE REACTOR AT 175 POWER AND THEMODE SWITCH IN "RUN', NINE MILE POINT UNIT 2 (NMP2) EXPERIENCED AN ENGINEERED |
SAFETY FEATURE (ESP) ACTUATION. THIS EVENT CONSISTED OF A REACTOR CORE ISOLATION '

COOLING (RCIC) PRIMARY COM7A!WMENT VALVE ISOLATION. RCIC STEAM SUPPLY OUTBOARD
ISOLATION YALVE 21CS*MOV121 CLOSEL DUE TO A FALSE RCIC HIGH STRAM FLOW / INSTRUMENT jLINE EVEAK SIGNAL. THE MOST PROBABLE CAUSE OF THE SIGNAL WAS PRESSURE i

OSCILLATIONS IN THE RCIC STEAM SUPPLY LINE. THE ROOT CAUSE OF THE EVENT HAS BEEN |
DETERMINED TO BE A DESIGN DEFICIENCY. THE SETPOINT OF THE TRIP UNIT PRODUCING '

THE ISCLATION HAS BEEN EVALUATED AS BEING TOO RESTRICTIVE ALLOWING PREESURE
OSCILLATIONS IN THE 5;EAM SUPPLY TO ISOLATE THE RCIC TURBINE. IMMEDIATE
C0kRECTIVE ACTION WAS TO WALK DOWN THE RCIC'S STEAM LINE TO IDENTIFY ANY LEAKS.
NONE WERE FOUND. A WORK REQUEST (WR 123778) WAS THEN ISSUED TO INVESTIGATE THE
EVENT AND TRACK CORRECTIVE ACTIONS. AN ENGINEERING AND DESIGN COORDINATION
RRPORT (E8DCR C95102) WAS LATER SUBMITTED TO REVISE THE ISCLATION TRIP UNIT
SETPOINTS.

[154] NINE MILE POINT 2 DOCKET 50-410 LER 87-049 l
| TWO STANDBY GAS TREATMENT SYSTEM INITIATIONS DUE TO A LOW FLOW CONDITION.

EVENT DATE: 082507 REPORT DATE: 092387 NSSS: GE TYPE: BWR

(NSIC 206476) ON AUGUST 25, 1987 AT 0645 WITH THE REACTOR AT APPROXIMATELY 225 4

POWER AND THE MODE SWITCH IN "RUN*, NINE MILE POINT UNIT 2 (NMP2) EXPERIENCED AN
ENGINEERED SAFETY FEATURE (ESP) ACTUATION. THIS EVENT CONSISTED OF AN AUTOMATIC
INITIATION OF THE STANDBY GAS TREATMENT SYSTEM (SBGTS) AND AN EMERGENCY

_
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RECIRCULATION UNIT COOLER. AT 0834 THE SAME DAY, WITH THE REACTCR AT
APPROXIMATELY 225 POWER AND THE MODE SWITCH IN "RVN*, NMP2 EXPERIENCED A SECOND
ESF ACTUATION. THIS EVENT ALSO CONSISTED 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 IS ATTRIBUTED TO A COGNITIVE PERSONNEL ERROR. THE CAUSE OF THE

; SECOND EVENT IS UNKNOWN, AND THE INVESTIGATION IS ONGOING. A SUPPLEMENT TO LER
87-49 WILL BE SUBMITTED BY NOVEMBER 30, 1987. CORRECTIVE ACTION WILL INCLUDE
REACTOR BUILDING VENTILATION SYSTEM (HVRI TRAINING FOR OPERATORS AND AM
INDEFENDPNT EVALUATION OF THE SBGTS AUTOMATIC INITIATION LOGIC.8

[155] NINE MILE POINT 2 DOCKET 50-410 LER 87-050
AUTOMATIC INITIA!!0N OF THE STANDBY GAS TREATMENT SYSTEM DUE TO A PERSONNEL WRROR
CAUSED BY IMPROPER COMMUNICATIONS.
IVENT DATE: 082907 REPORT DATE: 092587 MS$$a GE TYPE: BWR

(NSIC 206475) ON AUGUST, 29, 1987 AT 0016 WITH THE REACTOR IN RUN (OPERATIONAL
'

CONDITION 1) AND AT A POWER f,EVEL 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 MONITORS. THE SSGTS SYSTEM WAS

j SECUP.ED BY 0028 THAT SAME DAY, INDINC TFE EVENT. THE ROOT CAUSE FOR THIS EVENT
i IS PERSONNEL ERROR DUE TO IMPROPER COMMUNICATION. THE CORRECTIVE ACTIONS FOR I

i THIS EVENT ARE: 1. A TRAINING MODIFICATION RECOMMENDATION (TMR) HAS BREN |
INITIATED, REQUESTING COMMUNICATIONS TRAINING FOR OPERATORS AND TECHNICIANS. 2. 1

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 LESSONS LEARNED BOOK.

1 (156] NORTH ANNA 1 DOCKET 50-338 LER 85-031 ,

CONTROL RCOM BOTTLED AIR SYSTEM INOPERABLE. ;<

EVENT DATE: 102985 REPORT DATE: 021486 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: NORTH ANA 2 (PWR) i

f

4 NSIC 2064371 ON JANUARY 19, 1986 WITH UNIT 1 IN MODE 1 FPCWER OPERATION). THE
I UNIT 1 CONTROL ROOM BOTTLED AIR SYSTEM WAS DISCOVERED TO BE INOPERABLE SINCE
l OCTOBEP 22, 1985. THE SYSTEM WAS IMMEDIATELY RETURNED TO OPERABLE STATUS. THE |
| ACTION STATEMENT WAS NOT RNTERED ON OCTOBER 22, 1985 BECAUSE OPERATIONS PERSONNEL [
i DID NOT REALIEE A TAG OUT HAD RENDERED THE SYSTEM INOPERABLE. THE ACTION !

I STATEMENT EXPIRED WITHIN SEVEN DAYS. SINCE CONTINUED OPERATION AND 3MPROPER I

[ ENTRY INTO AN APPLICABLE MODE WAS PROHIBITED BY THE PLANTS TECH SPECS, THIS EVENT
1 IS REPORTABLE PURSUANT TO 10 CFR 50.73(A)(2)(Il(Bl. THROUGNOUT THIS EVENT THE
1 UNIT 1 TRAIN B. AND UNIT 2 BOTTLED AIR SYSTEM REMAINED OPERABLE, AND COULD ALSO '

BE MANUALLY ACTUATED. THE CONTROL ROOM EMERGENCY VENTILATION SYSTEM, DESIGNED TO (,

BACKUP THE BOTTLED AIR SYSTEM FOR LONG TERM CONTROL ROOM MABITABILITY, ALSO '
<

REMAINED UPERABLE. CORRECTIVE ACTION TO PREVENT RECURRENCE WILL INCLUDE A i

! DISCUS $10N 3F THIS EVENT AS PART OF LICENSED OFERATOR RETRAINING. IN ADDITION, I
; GUIDELINES WILL BW PROVIDED AS TO WHICH COMPONENTS, WHEN TAKEN OUT OF SERVICE,
1 WILL RENDER THE SYSTEM INOPERABLE AND REQUIRE ENTRY INTO THE ACTION STATEMENT.
! ALSO. AN ONG0'NG INVESTIGATION, TO DETERMINE THE ROOT CAUSE OF THIS EVENT WILL !

CONTINUE..

[1571 NORTH ANNA 1 DOCKET 50-338 LER 87-007 REV 01
UPDATE ON LOSS OF RESIDUAL HEAT REMOVAL CAPABILITY DUE TO A BLOWN FUSE. Is

i EVENT DATES 042287 REPORT DATE: 100907 NS$$a WE TYPE PWR
j VENDOA SO',ID STATE CONTROLS, INC. ;

I ;

j (NSIC 206522) AT 1530 HOURS ON APRIL 22, 1987 WITH UNIT 1 IN MODE 5, THE !

I
r

i

r

'
!

j
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RESIDUAL HEAT REMOVAL (RHR) SUCTION LINE WAS ISOLATED WHEN MOV-1701 CLOSED DUE TO i

A LOSS OF POWER TO THE 120 VAC VITAL BUS (VB) 1-III. MOV-1701 BEING CLOSED
RESULTED A TEMPORARY LOSS OF THE RHR SYSTEM. THEREFORE, THIS EVENT IS REPORTABLE
PUR$UANT TO 10CFR50.73(A)(2)(VII)(B). AT 1515 HOURP ON APRIL 22, 1987 DURING
THE PERFORMANCE OF A PERIODIC TEST, THE 1-III INVERTER FAILED, RESULTING IN A
LOSS OF POWER TO VR 1-III. VITAL BUS 1-!!! SUPPLIES POWER TO AN AUXILIARY RELAY
FOR PRESSURE CHANNEL P-1403 WHICH PROVIDES THE LOGIC TO CLOSE MOV-1701 ON HIGH
RCS PRESSURE. WHEN THIS AUXILIARY RELAY WAS DE-ENERGIIED AN AUTO CLOSURE SIGNAL
WAS SENT TO MOV-1701, THLJEBY CLOSING MOV-1701. POWER WAS QUICKLY RELFORED TO VB
1-III, MOV-1701 WAS REOPENED AND RHR FLOW WAS RESTORED. THE CAUSE OF THE
INVERTER FAILUPE WAS DETERMINED TO BE A BLOWN FUSE. TO PREVENT RECURRENCE OF THIS
TYPE EVENT, NORTH ANNA IS ACTIVELY PURSUING A TECHNICAL SPECIFICATION CHANGE TO
ELIMINATE TMIS RNR INTERLOCK.

,

(158] NORTH ANNA 1 DOCKET 50-338 LER 87-009 REV 01
UPDATF ON MAIN STEAM SAFETY VALVES SETPOINTS BELOW TECHNICAL SPECIFICATION
MINIMUM.

| EVENT DATE: 050007 REPORT DATE: 091787 NSSS: WE TYPE PWR
| VENDOR: CROSBY VALVE 6 GAGE CO.

(NSIC 206457) AT 1100 HOURS ON MAY 8, 1987, WITH UNIT 1 IN MODE 6 ELEVEN (11) OF
FIFTEEN (15) MAIN STEAM LINE CODE SAFETY VALVES (MSSVS) "AS FOUND" SETPOINT
PRESSURES WERE BELOW THE MINIMUM VALUE ALLOWED BY TECHNICAL SPECIFICATION
3.7.1.1. THIS EVEFT IS REPORTABLE PURSUANT TO 10CFR$0.73(A)(2)(!)(B). ON MAY 1,
1987 ALL 15 MSSVS WERE PENT TO WYLE LASS FOR TESTING. ELEVEN OF THE FIFTEEN |

, (15) MSSVS FAILED THE SETPOINT PRESSURE TEST, ALL ELEVEN MSSYS 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
*iNAL LEAK TEST FOLLOWING INSPECTION. CLEANING, AND REFURBISHMENT. A SAFETY
EVALUATION HAS BEEN PERFORMED FOR THIS EVENT, AND THE RESULTS CONCLUDE THAT THE
S*.FETY ANALYSIS CONTAINED IN CHAPTER 15 OF THE UFSAR IS STILL BOUNDING AND AN

! UNREVIEWED SAFETY QUESTION AS DEFINED IN 10CFR50.59 WAS NOT CREATED.

i (159) NORTH ANNA 1 DOCKET 50-338 LER 87-016
INOPERABLE TURBINE OVERSPEED PROTECTION SYSTEM DUE TO INCORRECTLY REEASSEMBLED
INTERCEPT AND REHEAT STOP VALVES.
EVENT DATE: 081487 REPORT DATE: 091487 NSSS: WE TYPE: PWR

(NSIC 206065) ON AUGUST 14, 1987, AT 1200 HOURS WITH UNIT 1 IN MODE 5, IT WAS; ,

; DE*thMINED THAT REDUNDANT BUTTERFLY VALVES IN THE TURBINE OVERSPEED *ROTECTION |'

SYSTEM WOULD NOT HAVE PROPERLY ISOLATED STEAM FROM THE UNIT 1 *B" MOISTURE
| SEPARATCP REHFATER (MSR) TO THE NO. 1 LOW PRESSURE TURBINE DUE TO THE VALVES
| BEING INCopptCTLY REASSEMBLIED. THE UNIT 1 "B" REHEAT STOP VALVE WAS DETERMINED

TO BE INOPERABLE AT 1300 HOURS ON JULY 8, 198". THE NUCLEAR REGULATORY
COMMISSION (NRC) WAS NOTIFIED AND CONCURRED WITH CONTINUED OPERATION THROUGH JULY
10, 1987 PROVIDED STEAM FLOW WAS ISOLATED FROM THE *B" MSR TO THE LOW PRESSURE
TURBINE UTILIEING THE REDUNDANT *B" INTERCEPT VALVE. IT WAS NOT KNOWN AT THAT

j TIME THAT THE "B" INTERCEPT VALVE WAE NOT FUNCTIONING PROPERLY. THE !
I INOFERABILITY OF THE *B" INTERCEPT VALVE WAS DETERMINED UPON AN INSPECTION AT i

1200 NOURS. ON AUGUST 14, 1987. DURING THE OPERATION FROM JUNE 29, 1987, AT 0229 ^

| HOURS TO JULY 10, 1987 AT 2400 HOURS. TURBINE OVERSPEED PROTECTION WAS NOT
PROVIDED AS REQUIRED BY TECHNICAL SPECIFICATION 3.7.1.7. THIS EVENT IS (

j REPORTABLE PUR$UANT TO 10CFR50.73 (A)(2)(II(B). THE ROOT CAUSE OF THE INCOR?tCT !
REASSEMBLY WAS DETERMINED TO BE INADEQUATE MAINTENANCE PROCEDURES, AND A FAILURE I<

TO SPECIFY COMPONENTS FOR REASSEMBLY.a

1

i

;

_
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[160] NORTH ANNA 1 DOCKET 50-336 LER 87-018 REV 01
UPDATE ON NON-ENVIRONMENTALLY QUALIFIED LIMITORQUE MOTOR.
EVENT DATE: 081987 REPORT DATE: 100907 NSSS: WE TYPE: PWR

(HSIC 206568) AT 1106 HOURS ON AUGUST 19, 1987 WITH UNIT 1 IN MODE 5A
LIMITORQUE MOTOR ON A MOTOR OPERATED VALVE (1-SW MOV-103C) USED TO ISOLATE
SERVICE WATER (SW) TO THE INLET OF A RECIRCULATION SPRAY tRS) HEAT EXCH ANGER , WAS
DETERMINED TO LACK ENVIRONMENTAL QUALIFICATION DOCUMENTATION. PURSUANT TO
GENERIC LETTER 85-15, THIS EVENT IS REPORTABLE UNDER 10CFR50.73tA)(2)(1)(B). THE
VALVE MOTOR, INSTALLED ON JUNE 15, 1987 HAD BEEN REMOVED FROM A SPARE MOV TAGGED
AS ENVIRONMENTALLY QUALIFIED. THE CAUSE OF THIS EVENT HAS BEEN ATTRIBUTED TO
INADEQUATE TRAINIhG AND PROCEDURAL CONTROL'J ON ENVIRONMENTAL QUALIFICATION
REQUIREMENTS AT THE TIME THE SPARE MOV WAS RECEIVED IN 1984. AS AN IMMEDIATE
CORRECTIVE ACTION, THE MOTOR WAS REPLACED WITH A MOTOR WHICH HAS ENVIRONMENTAL
QUALIFICATION DOCUMENTATION. SINCE OCTOBER OF 1984, ADEQUATE TRAINING AND
PROCEDURAL CONTROLS HAVE BEEN ESTABLISdED AND WILL PREVENT RECURRENCE OF THIS
TYPE EVENT. ANY ADDITIONAL ENVIRONMENTAL QUALIFICATION TRAININO NEEDS WILL BE
ASSESSED FOR PERSONNEL PERFORMING PURCHASE ORDER MATERIAL REVIEWS AND APPROVALS
AND PERSONNEL PERFORMING RECEIPT INSPECTIONS As IT APPLIES TO THEIR DISCIPLINE.
NO SIGNIFICANT SAFETY CONSEQUKHCES EXISTED DURING THIS EVENT BECAUSE 1-SW-MOV-

| 103C REMAINED OPEN. ALSO, ALTERNATE METHODS WERE AVAILABLE TO ISOLATE THE RS ;

HEAT E.iCHANGER IN THE EVENT OF TUBE LEAKAGE.'

!

[161] NORTH ANNA 2 DOCKET 50-339 LER 85-011
i NOBLE GAS HIGH RANGE EFFLUENT MONITORS 2NOPERABLE.
I EVENT DATE: 091285 REPORT DATE: 112585 NSSS: WE TYPE: PWR

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

i

(NSIC 206438) ON NOVEMBER 9, 1985 AT 0300 HOURS. THE 'A' VENTILATION STACK HIGH
RANGE RADIATION MONITOR WAS DECLARED INOPERABLE BECAUSE THE MICROPROCESSOR ;

KEYBOARD WOULD NOT FUNCTION. THE MONITOR WAS RETURNED TO SERVICE ON NOVEMBER 13,
1985 AT 1357 HOURS FOLLOWING REPLACEMENT OF THE MICROPROCESSOR CPU BOARD. CN
NOVEMBER 12, 1985 AT 1428 HOURS THE PROCESS VENT HIGH RANGE RADIATION MONITOR
WAS REMOVED FROM 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 HOVEMBER 22, 1985 AT 1424 HOURS. DURING EACH OF THESE EVENTS, UNIT 1 1

'

WAS IN MODE 5 AND UNIT 2 WAS IN MODE 1 AT 100 PERCENT POWER. WHILE THE MONITORS
WERE OUT OF SERVICE, THE PRE-PLANNED ALTERNATE MONITORING METHOD WAS UTILIEED.

I EACH OF THESE HIGH RANGE MONITORS WERE 0"T OF SERVICE FOR GREATER THAN 72 HOURS I

AND ARR REPORTABLE PURSUANT TO ACTION STATEMENT 35 OF TECH SPEC 3.3.3.1

.t

J (162) NCRTH ANNA 2 DOCKET 50-339 LER 87-002
CHARGING PUMP DISCHARGE CHECK VALVE HANGS OPEN DUE TO INSOLUBLE GRAAULAR TYPEi

I 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 TOj

SHUT FOLLOWING PUMP SHUTDOWN. THIS RESULTED IN THE LOSS OF CHARGING AND SEAL
INJECTION FLOW DUE TO BACKFLOW THROUGH 2-CH-P-iC. THE CAUSE OF THE CHECK VALVE
HANGING OPEN WAS EXCESSIVE GRIT IN THE HANGER BRACKET BUSHINGS. AS A CORRECTIVE

i ACTION, THE BUSHINGS WERE REPLACED. 2-CH-P-1C WAS RETURNED TO SERVICE AT 1610
HOURS ON APRIL 3, 1987. THIS REPORT !$ BEING SUBMITTED AS A VOLUNTARY LER DUE TO
THE POTENTIAL FOR LOSS OF HIGH HEAD S AFETY INJECTION FLOWPATH.

1

1
i

|

,

1
I
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(163] NORTH ANNA 2 DOCKET 50-339 LER 87-006
REACTOR TRIP CAUSED BY A FAILURE OP INTERMEDIATE RANGE DETECTOR.
EVENT DATE: 082487 REPORT DATE: 092287 NSSS: WE TYPE: PWR
VENDOR: WESTINGHOUSE ELECTRIC CORP.

i

(NSIC 206458) ON AUGUST 24, 1987 AT 0111 HOURS, WITH UNIT 2 IN MODE 3, AND i

SUBCRITICAL FOLLOWING 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 l
'

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 OUTPUT SPIKED AND EXCEEDED THE TRIP 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 REPORTABLE PURSUANT TO THE i

REQUIREMENTS OF 10CFR50.73(Alt 2)(IV). i

i
,

(164) OYSTER CREEK DOCKET 50-219 LER 87-030
LIGHTNING ARRESTOR INSULATOR FAILURE INDUCED VOLTAGE TRANSIENT CAUSES CONTAINMENT,

I ISOLATICH AND SBGTS INITIATION DUE TO AUTOMATIC BUS TRANSFER TIME EXCEEDING RPS
RELAY DROPOUT TIME.
EVENT DATE: 042287 * JPORT DATE: 091187 NSSS: 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 DEENERGIEE, CAUSING THE

i CONTAINMENT ISOLATIONS AND SBGTS INITIATION. AT THE TIME OF THIS EVENT, THE
i

REACTOR MODE SWITCH WAS LOCKED IN THE SHUTDOWN POSITION, THE VESSEL HEAD HAD BEEN
REMOVED AND THE VESSEL AND REACTOR CAVITY HAD BEEN FLOODED IN PREPARATION FOR
REFUELING. THE SHORTEST TRANSFER TIME ACHIEVABLE WITH THE AUTOMATIC TRANSFER,

SWITCH EXCEEDS THE DROPOUT TIME FOR THE RPS RELAYS. THE ISOLATION 81GNAL WASj
RESET AND SBGTS WAS SECURED FOLLOWING THE EVENT. THE SAFETY SIGNIFICANCE OF THIS,

EVENT IS MINIMAL AS ONLY A CHALLENGE TO CONTAINMENT ISOLATION AND SBGTS
INITIATION LOGIC CIRCUITS OCCURRED. TO PREVENT RECURRENCE OF THIS EVENT,
ENGINEERING HAS PROPOSED A CONTINUOUS POWER SUPPLY BE CONNECTED TO THE CIRCUIT

'

WHICH CONTAINS THE RELAYS THAT CAUSE CONTAINMENT !$0LATIONS AND SBGTS INITIATIONS
WHEN CERTAIN POWER INTERRUPTIONS OCCUR.

I

l (165] OYSTER CREEK DOCKET 50-219 LER 87 029
f HIGH REACTOR PRESSURE SCR AM DUE TO AIR LEAK FROM DISLODGED AIR TEST PILOT VALVE
'

CAUSED BY INCORRECT MOUNTING CAP SCREW LENGTH.
EVENT DATE: 073087 REPORT DATE: 090387 NSSS: GE TYPE: BWR
VENDOR: AUTOMATIC VALVE COMPANY

|

j (NSIC 206235) ON JULY 30, 1987 AT 0500 HOURS A HIGH REACTOR PRESSURE SCRAM
OCCURRED WHEN AN AIR LEAK CAUSED A MAIN STEAM ISOLATION VALVE eMSIV) TO CLOSE
WITH REACTOR POWER GREATER THAN THE LEVEL WHERE ONE MAIN STEAM LINE ALONE IS
SUFFICIENT TO MAINTAIN REACTOR PRESSURE BELOW THE SCRAM SETPOINT. THE PLANT WAS
OPERATING AT APPROXIMATELY 97% RATED POWER PRIOR TO THIS EVENT WITH REACTOR
PRESSURE AT 1020 PSIG AND REACTOR TEMPERATURE AT 524F. DURING A 5% CLOSURE TEST
OF MSIV NSO4A, THE AIR TEST PILOT VALVE PARTIALLY DISLODGED FROM ITS MOUNTING

1 CAUSING THE MSIV TO CLOSE BEYOND 55 AND STABILIEE AT AN INTERMEDIATE POSITION. i

THIS PRODUCED A LOW CONTROL AIR PRESSURE ALARM. THE OPERATORS QUICKLY DIAGNOSED |
THE PROBLEM AND BEGAN REDUCING POWER AND STARTED TWO ADDITIONAL AIR COMPRESSOR $.
FIFTEEN MINUTES HAD ELAPSED AND REACTOR POWER HAD BEEN REDUCED TO APPROXIMATELY |

i

| 70% WHEN THE AIR TEST PILOT VALVE DISLODGED COMPLETELY CLOSING THE MSIV. THIS

: l

I, |

i
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CAUSED A HIGH REACTOR PRESSURE SCRAM. THE CAUSE OF THIS EVENT IS THE AIR TEST
! PILOT VALVE MOUNTING CAP SCREWS WERE 1/4 INCH SHORTER THAN VENDOR SPECIFICATIONS.

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 ,

j PROCEDURE WILL BE REVISED TO IDENTIFY THE PROPER LENGTH SCREWS FOR FUTURE
MAINTENANCE.

;

[166] OYSTER CREEK DOCKET 50-219 LER 87-027
ELECTRICAL STORM INDUCED CONTAINMENT ISOLATION AND STAND 8Y GAS TREATMENT SYSTEM
INITIATION DUE TO AUTOMATIC BUS TRANSFER TIME EXCEEDING RPS RELAY DROPOUT TIME.
EVENT DATE: 073187 REPORT DATE: 082887 NSS$s GE 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 STANDBY GAS TREATMENT SYSTEM (SSGTS) INITIATIONS OCCURRED AS A RESULT OF AN
AUTOMATIC ELECTRICAL BUS TRANSFER CAUSED BY A LIGHTNING STRIKE OF THE 34.5 KV

l OFFSITE POWER SUPPLY. AT THE TIME THE REACTOR WAS IN THE REFUEL MODE AND WAS IN
THE PROCESS OF A CONTROLLED COOLDOWN FOLLOWING A SCRAM WHICH OCCURRED JULY 30,

| 1987 AT 0459 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 1 (VACP-1) TO TRANSFER TO ITS ALTERNATE

. POWER SUPPLY. THE POWER SUPPLY TRANSFERS CAUSED SEVERAL REACTOR PROTECTION SYSTEM
) (RPS) RELAYS TO DE-ENERGIER, CAUSING THE CONTAINMENT ISOLATIONS AND SBGTS

,

'

INITIATIONS. THE ISOLATION SIGNAL WAS RESET MANUALLY EACH TIME AND SBGTS WAS
j SECURED. THE SAFETY SIGNIFICANCE OF THIS EVENT IS MINIMAL AS ONLY A CHALLENGE TO

THE CONTAINMENT ISOLATIONS AND SBGTS OCCURRED. A PREVIOUS EVALUATION DISCOVERED,

j THAT THE SHORTEST TRANSFER TIME ACHIEVABLE WITH THE INSTALLED ALTERNATE POWER
! AUTOMATIC TRANSFER SWITCH EXCEEDS THE DROPOUT TIME FOR THE ASSOCIATED RPS RELAYS.

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

EVENT DATE: 080287 REPORT DATE: 090487 MSSS: GE TYPE: BWR
1 -

1 (NSIC 206427) ON 8/2/07 AT 0340 MRS A MAIN STEAM ISOLATION VALVE (MSIV) CLOSURE l

! WAS INADVERTENTLY INITIATED DURING AN INTERMEDIATE RANGE NEUTRON MONITOR (IRM)
5 ,

FRONT PANEL SURVEILLANCE. AT THE TIME THE PLANT WAS IN THE REFUEL MODE WITH !
l REACTOR COOLANT TEMPERATURE AT 110F. TO TEST THE OPERATION OF THE IRM RANGE 10 t

i INTERLOCK WITH THE MAIN STEAM LINE LOW PRESSURE MSIV AUTOMATIC CLOSURE SIGNAL, ;I

ONE CHANNEL OF THE REACTOR PROTECTION SYSTEM (RPS) IS JUMPERED TO PREVENT MSIV !

CLOSURE WHILE A TRIP SIGNAL IS INTRODUCED. WHEN TECHNICIANS INSTALLED THE f
| REQUIRED JUMPERS AND TESTED THEM FOR TIGHTNESS. ONE END OF ONE JUMPER FELL OPP iAND SHORTED TO GROUND, SLOWING AM RPS FUSE. THIS CAUSED AN MSIV ISOLATION SIGNAL [
] IN RPS CHANNEL 2. WHEN ANOTHER ISOLATION SIGNAL WAS INTENTIONALLY INTRODUCED
i LATER IN THE SURVEILLANCE AN MSIV CLOSURE OCCURRED. INVESTIGATION UNCOVERING THE [BLOWN FUSE, WHICH WAS REPLACED, AND THE SURVEILLANCE WAS COMPLETED AT 0418 NRS.

|| THE ROOT CAUSE OF THE EVENT IS THAT THE CIRCUIT BRING TESTED IS NOT CONFIGURED TO
FACILITATE TESTING. CONTRIBUTING CAUSIS WERE THE JUMPERING TECHNIQUE OF THE
TECHNICIAN AND FAILURE OF THE CONTROL ROOM OPERATORS TO FULLY INVESTIGATE A

i SUSPECTED ACTUATION. THIS EVOLUTION IS NOT PERFORMED DURING POWER OPERATIONS AND f! AN MSIV CLOSURE WHILE SHUT DOWN HAS MINIMAL EFFECT ON THE REACTOR. THEREFORE THE .

SAFETY SIGNIFICANCE OF THIS EVENT IS MINIMAL.
.

[
f

(168) OYSTER CREEK DOCKET 50-219 LER 87-032 ,

HYDROGEN ANALYIER NOT CALIBRATED IN ACCORDANCE WITH TECH SPEC REQUIREMENTS DUE TO (
INADEQUATE REVIEW OF TECH $53C AMENDMENTYSTER CREEK. t

EVENT DATE: 082487 REPORT OATE: 092587 NSSS: GE TYPE: BWR
l
l+

i !

'

!

[

! i
i
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(NSIC 206480) ON AUGUST 24, 1987 AT APPROXIMATELY 1615 HOURS, IT WAS DISCOVERED
THAT THE AUGMENTED OFFGAS SYSTEM H2 ANALYEER HAD BREN CALIBRATED USING A STANDARD
GAS SAMPLE OF A KNOWN VOLUME OF H2 IN AIR RATHER THAN IN N2 AS REQUIRED BY
TECHNICAL SPECIFICATIONS (TS). THE PLANT HAD BEEN OPERATING IN VARIOUS POWER
LEVELS AND MODES DURING THE TIME PERIOD THE H2 ANALYEER WAS NOT CALIBRATED IN
ACCORDANCE WITH TS REQUIREMENTS. THIS QUARTERLY TS REQUIREMENT WAS PART OF THE
RADIOLOGICAL EFFLUENT TECHNICAL SPECIFICATIONS (RETS) AMENDMENT WHICH BECAME
EFFECTIVE NOVEMBER 20, 1986. ON SEPTEMBER 5, 1987 THE ADG SYSTEM H2 ANALYEER
WAS CALIBRATED IN ACCORDANCE WITH TS REQUIREMENTS USING A NEWLY DEVELOPED
PROCEDURE. THE ROOT CAUSE OF THIS EVENT WAS PERSONNEL ERROR IN THAT THE PLANT
ENGINEERING REVIEW OF THE RETS AMENDMENT DID NOT IDENTIFY THE RETS INCONSISTENCY
WITH THE EXISTING H2 ANALYEER CALIBRATION METHOD NOR DID THEY INITIALLY IDENTIFY
THE NEED FOR A PROCEDURE TO BE DEVELOPED FOR THIS CALIBRATION. FOR CORRECTIVE
ACTION THIS LER WILL BE REQUIRED READING FOR ALL INVOLVED DEPARTMENTS TO STRESS
THE IMPORTANCE OF A THOROUGH REVIEW OF PLANT PROCEDURES AND PRACTICES FOR
COMPLIANCE WITH TS CHANGES. SINCE THIS EVENT, OYSTER CREEK LICENSING MANAGEMENT
HAS ALTERED ITS POLICY AND IS ISSUING LICENSING ACTIONS ITEMS FOR TRACKING
REQUISITE PROCEDURE CHANGES RESULTING FROM TS CHANGES.

[169) OYSTER CRERK DOCKET 50-219 LER 87-031
VIOLATION OF HIGH RADIATION AREA TECHNICAL SPECIFICATIONS CAUSED BY PERSONNEL
ERROR DURING RESPONSE TO FIRE ALARM.
EVENT DATE: 082787 REPORT DATE: 092587 NSSS: GE TYPE: BWR

(NSIC 206479) ON 8/27/87 AT 2250 HOURS PLANT PERSONNEL VIOLATED HIGH RADIATION
AREA TECH SPECS AND PROCEDURES. AT THE TIME. THE PLANT WAS OPERATING AT 995
POWER. AT 2239 HOURS A MAIN TRANSFORMER / TURBINE AREA FIRE ALARM WAS RECE!VED IN
THE CONTROL ROOM. OPERATORS INVESTIGATED AND FOUND NO FIRE AT THE MAIN
TRANSFORMER. AT 2242 HOURS A MOISTURE SEPARATOR HIGH WATER LEVEL ALARM WAS
RECEIVED AND A SUPERVISOR (SENIOR REACTOR OPERATOR LICENSED) JOINED AN
INVESTIGATING CONTROL ROOM OPERATOR AT THE CONDENSER BAY ENTRANCE. THE SPRINKLER
SYSTEM TO THE CONDENSER BAY WAS MANUALLY ISOLATED BECAUSE THE SUPERVISOR
SUSPECTED THAT THE FIRE WATER WAS SPRAYING ON INSTRUMENTATION AND CAUSING IT TO
BEHAVE ERRATICALLY, THREATENING A TURBINE TRIP. BEFORE THE REQUESTED
RADIOLOGICAL CONTROLS TECHNICIAN ARRIVED THE SUPERVISOR DIRECTED THE CONTROL ROOM
OPERATOR TO CLIMB OVER THE LOCKED HIGH RADIATION AREA DOOR AND OPEN IT FROM THE
INSIDE. THE SUPERVISOR BELIEVED THE THREAT OF A POSSIBLE FIRE CONDITION
OUTWEIGHED THE HIGH RADIATION AREA ACCESS REQUIREMENTS. THE CAUSE OF THE EVENT
WAS PERSONNEL ERROR, AND THE SAFETY SIGNIFICANCE WAS DETERMINED TO BE MINIMAL.
NO OVEREXPOSURES OF PERSONNEL RESULTED. CORRECTIVE ACTIONS INCLUDE OPERATOR
TRAINING, PROVISION OF MONITORING EQUIPMENT TO OPERATIONS PERSONNEL FOR EMERGENCY
USE, AND REVIEW OF THIS EVENT WITH ALL OPERATORS AND THEIR SUPERVISORS.

[170] PALISADES DOCKET 50-255 LER 87-025
ELECTRO.HDYRAULIC CONTROL FLUID SUPPLY LINE FAILURE RESULTS IN MANUAL REACTOR
TRIP.
EVENT DATE: 081787 REPORT DATE: 091687 NSSS: CE TYPE: PWR
VENDOR: TELEFLEX. INC.

(NSIC 206038) ON AUGUST 17, 1987 AT 0404 CONTROL ROOM OPERATORS MANUALLY
INITIATED A REACTOR TRIP FOLLOWING THE FAILURE OF AN ELECTRO-HYDRAULIC CONTROL
(EHC) SYSTEM SUPPLY LINE (TG PSX). THE REACTOR WAS CRITICAL WITH THE PLANT
OPERATING AT 60 PERCENT OF RATED POWER AT THE TIME OF THE EVENT. SHORTLY BEFORE
0404 THE TURBINE GENERATOR GOVERNOR VALVES (TGIFVC) BEGAN TO CLOSE DUE TO A
RAPID LOSS IN EHC SYSTEM FLUID PRESSURE. AS PRIMARY COOLANT SYSTEM PRESSURE
BEGAN TO INCREASE IN RESPONSE TO COVERNOR VALVE CLOSURE, THE REACTOR WAS MANUALLY
TRIPPED. INVESTIGATION INTO THE LOSS OF EHC FLUID DETERMINED THAT A FLEXIBLE
FLUID SUPPLY HOSE TO GOVERNOR VALVE CV-0576 HAD RUPTURED. THE CAUSE OF THE
FAILURE WAS DETERMINED TO BE VIBRATION INDUCED FRETTING OF THE HOSES BRAIDED
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STAINLESS STEEL SHEATH AT A POINT WHERE TWO HOSES WERE IN CONTACT. THIS FRETTING
CAUSED THE STAINLESS STEEL WIRES TO BE ABRADED AND EXHIBIT A "KNIFE-EDGE"
APPEARANCE. THEREBY WEAKENING THE HOSE AND INCREASING SUSCEPTIBILITY TO RUPTURE.
THE FLEXIBLE HOSE WAS REMOVED FROM ALL FOUR TURBINE GENERATOR GOVERNOR VALVES.
DYE PENETRANT EXAMINATIONS WERE PERFORMED ON THE FLARED ENDS OF THE RIGID
STAINLESS STEEL TUBING REMOVED PRIOR TO FLEXIBLE HOSE INSTALLATION. NO POSITIVE
INDICATIONS OF CRACKING WERE REVEALED. THIS RIGID TUBING WAS THEN REINSTALLED
AND THE FLEXIBLE HOSE RESTRAINTS REMOVED.

[171] PALISADES DOCKET 50-255 LER 87-026
LEAKING AIRLOCK DOOR RESULTS IN CO'4TAINMENT INTEGRITY VIOLATION..

EVENT DATE: 082,07 REPORT DATE: 092187 NSSS: CE TYPE: PWR
VENDOF WOOLLEY, W. J. COMPANY

(NSIC 206039) ON AUGUST 21, 1987 AT APPROXIMATELY 0930 AN AUXILIARY OPERATOR
(AO) ENTERING THE ESCAPE AIRLOCK (NH1AL) IDENTIFIED AUDIBLE AIR LEAKAGE FROM
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 NAS EN'JRING THE ESCAPE AIRLOCK DURING INITIAL
PREPARATIONS FOR PERFORMING $0-48, "ESCAPE AIRLOCK PENETRATION LEAK TEST". 50-48
HAD BEEN SUCCES$ FULLY PERFORMED ON AUGUST 14, 1987, HOWEVER, WAS BEING PERFORMED
AGAIN DUE TO CONTAINMENT ENTRIES BEING KADE VIA THE ESCAPE AIRLOCK IN SUPPORT ON
PERSONNEL AIRLOCK REPAIRS. ONCE THE LEAKAGE WAS IDENTIFIED, CONTAINMENT ENTRIES
WERE MADE VIA THE PERSONNEL AIRLOCK. THE LCAKAGE WAS ELIMINATED BY ADJUSTING THE
SEALING SURFACE TO ATTAIN A CONTINUOUS SEAL BEAD. THE LEAKAGE HAS BEEN
ATTRIDUTED TO A PROCEDURAL DEFICIENCY. EXISTING PROCEDURES DO NOT IDENTIFY THE
NEED FOR SEAL ADJUSTMENT AFTER STRONGBACK REMOVAL DURING S0-4B PERFORMANCE.
PROCEDURES ARE BEING MODIFIED TO INCLUDE A POST-TESTING RESTORATION STEP.,

[172] PALISADES DOCKET 50-255 LER 87-027
i MAIN GENERATOR VOLTAGF REGULATOR FAILURE RESULTS IN REACTOR TRIP.

] EVENT DATE: 082387 REPORT DATE: 092287 NSSS: CE TYPE: PWR
VENDOR: WESTINGHOUSE ELECTRIC SUPPLY COMPANY

| (NSIC 206040) ON AUGUST 23, 1987 AT 0630, AN AUTOMATIC REACTOR TRIP OCCURRED DUE
; TO A LOSS OF FIELD IN THE MAIN GENERATOR (TLIPMG). THE REACTOR WAS CRITICAL WITH
! THE PLANT OPERATING AT 93 PERCENT OF RATED POWER AT THE TIME 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 FIELD WAS CAUSED BY THE FAILURE'

| OF A BIAS SUPPLY POTENTIOMETER IN THE VOLTAGE REGULATOR TRINISTAT POWER
' AMPLIFIER. SUBSEQUENTLY, AMPLIFIER OUTPUT ESSENTIALLY WENT TO EERO, CAUSING

UNDER-EXCITATION OF THE MAIN GENERATOR AND TRIPPING OF THE MAIN TURBIHE WHICH
l 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 50-255 LER 87-028
1 MAIN FEEDWATER PUMP START RESULTS IN REACTOR CRITICAL WITH PCS LESS THAN 525
l DEGREES F.

| EVENT DATE: 082587 REPORT DATE: 092487 NSSS: CE TYPE: PWR
4 i

i (NSIC 206448) ON AUGUST 25, 1987 AT 1315, WITH THE REACTOR CRITICAL. THE PRIMARY
g

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 IS

!

i
1
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BEING REPORTED AS AN OPERATIONAL CONDITION PROHIBIT 3D BY PLANT TECHNICAL
SPECIFICATION 3.1.3C. THE PCS TEMPERATURE DECREASE WAS CAUSED BY THE STARTING OF
MAIN FEEDWATER 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 PART OF THE ROUTINE PROCEDURE FOR RETURNING THE
SECONDARY SYSTEM TO SERVICE. THE PCS TEMPERATURE DROP WAS ALLEVIATED BY
WITHDRAWING CONTROL RODS, THEREBY INCREASING REACTIVITY AND PCS TEMPERATURE.

(1741 PALISADES DOCKET $0-255 LER 87-029
PERSONNEL ERROR RESULTS IN INADVERTENT AUXILIARY FEEDWATER SYSTEM ACTUATION.
EVENT DATE: 090197 REPORT DATE: 092887 NS$$a CE TYPE: PWR

(HSIC 206483) ON SEPTEMBER 1, 1987 AT 1310 THE AUXILIARY FREDWATER ACTUATION
SYSTEM (AFAS) WAS INADVERTENTLY ACTUATED. THIS RESULTED IN STARTING AUXILIARY
FEEDWATER PUMPS, P-8A AND P-SC (SJ P). THE ACTUATION OCCURRED DURING THE
PERFORMANCE OF TECHNICAL SPECIFICATION SURVEILLANCE PROCEDURE MI-39, "AUXILIARY
PEEDWATER ACTUATION LOGIC TEST". THE REACTOR WAS CRITICAL WITH THE PLANT
OPERATING AT D2 PERCENT OF RATED POWER AT THE TIME OF THE EVENT. THE INSTRUMENT
AND CONTROL TECHNICIAN PERFORMING MI-39 INADVERTENTLY PRESSED TWO STEAM GENERATOR
$1GNAL CHANNEL SSNSORS INSTEAD OF A SIGNAL CHANNEL AND ACTUATION CHANNEL SENSOR.
AS THE TWO SIGNAL CHANNEL SENSORS WERE PRESSED, AFAS WAS ACTUATED AND P-SA AND
P-SC STARTED. THE FEEDWATER PUMP ACTUATIONS WERE ACKNOWLEDGED BY CONTROL ROOM

, OPERATORS WHO SECURED THE FEEDWATER PUMPS. THE AUXILIARY FEEDWATER PUMPS RAN FOR
I APPROXIMATSLY THIRTY SECONDS BEFORE BEING SECURED. THE SURVEILLANCE PROCEDURE IS

,

BEING REVIEWED TO DETERMINE IF ENHANCEMENTS 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.

[175) PALISADES DOCKET 50-255 LER 87-030
SAFETY INJECTION TANK S AMPLING NOT PERFORMED IN ACCORDANCE WITH TECH SPEC.
EVENT DATE: 090387 REPORT DATE: 093087 NSSS: CE TYPE: PWR ;

(NSIC 206484) DURING AN AUPIT OF THE PALISADES PLANT CHEMISTRY PROGRAM ON
SEPTEMBER 3, 1987, QUALITY ASSURANCE PERSOhNEL IDENTIFIED THAT SAFETY INJECTION i

($1) TANK, T-828 (BPsTK) WAS NOT BEING SAMPLED FOR BORON CONCENTRATION AT THE |
FREQUENCY SPECIFIED IN PALISADES TECHNICAL SPECIFICATIONS (TS). A FOOTNOTE |
WITMIN TABLE 4.2.1 OF TS REQUIRES THAT T-828 BE SAMPLED WEEKLY FOR 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 92 PERCENT OF RATED POWER WHEN THE DISCREPANCY WAS IDENTIFIED. THE
REQUIRFMENT TO SAMPLE SI TANK T-828 WEEKLY WAS INSTITUTED WITH THE ISSUANCE OF
LICENEE AMENDMENT 74. THIS FREQUENCY WAS TO BE MAINTAINED FOR THE REMAINDER OF

| CYCLE 5 OPERATION UNTIL A LEAKING CHECK VALVE COULD BE REPAIRED. THE INTENT OF
|

! THIS AMENDMENT WAS MET AND WEEKLY SAMPLING DISCONTINUED IN JULY 1984. THE WEEKLY |
SAMPLING REQUIREMENT WAS TO BE DELETED FROM TS WITH THE ISSUANCE OF LICENSE I

f AMENDMENT 101 HOWEVER, DUE TO AN OVERSIGHT WHEN PREPARING THE SUPPORTING TS )
CHANGE REQUEST, THE REQUIREMENT WAS NOT DELETED. $1 TANK T-825 WAS CONSEQUENTLY )
SAMPLED AFTER THE DISCREPANCY WAS IDENTIFIED.

[176] PALO VERDE 1 DOCKET 50-528 LER 87-001 REV 01
UPDATE ON ESF ACTUATION CAUSED BY A VOLTAGE SPIKE CONCURRENT WITH LOW RADIATION
MONITOR SETPOINT.

|EVENT DATE: 020387 REPORT DATE: 091887 NSSS: CE TYPE: PWR '

VENDOR: KAMAN SCIENCES CORP. 1

!

(NSIC 206472) THIS IS A SUPPLEMENT TO LER 1-07-001-00 SUBMITTED ON MARCH 2, 1987. |

ON FEBRUARY 3, 1987 AT 0232 MST, PALO YERDE UNIT 1 WAS IN MODE 5 (COLD SHUTDOWN) f
WHEN A CONTROL ROOM ELSENTIAL FILTRATION ACTUATION SIGNAL (CREFAS) WAS ACTUATED

]

i
,

I

)

_ _ - _ _ - - .



.. _ ~ _ _ ._. _ _ .--

64

ON CHANNELS A AND B. THE ROOT CAUSE OF THE ACTUATION WAS A VOLTAGE SPIKE,
BELIEVED TO BE CAUSED BY EQUIPMENT NOISE IN RADIATION MONITORING UNIT 29,
COMPOUNDED BY AN EXCES$7VELY CONSERVATIVE SETPOINT (APPROXIMATELY 1 DECADE LESS
TRAN THE ESTABLISHED TECHNICAL SPECIFICATION VALUE). EQUIPMENT NOISE IS AN
EXPECTED OCCURRENCE AND WOULD NOT HAVE 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 t-85-011-02 AND 1-85-031-01.

| [1771 PALO VERDE 1 DOCKET 50-528 LER 87-023
CHANNEL CHECK NOT PERFORMED DUE TO PERSONNEL ERROR.
EVENT DATE: 080287 REPORT DATE: 083187 NSSS: CE TYPES PWR

(NSIC 206281) ON AUGUST 10, 1987 IT NAS DISCOVERED THAT AT 2238 MST ON AUGUST 2,
1987 PALO VERDE UNIT 1 WAS IN MODE 1 (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

I 415T-11E33 (MODE 1 SURVEILLANCE LOGS). THE OPLRATOR 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 REALIEE 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 1-85-041-00.

;

1178) PALO VERDE 1 DOCKET 50-528 LER 87-018
3 REACTOR TRIP OCCURS DURING SHUTDOWN DUE TO PRESSURE BOUNDARY LEAKAGE.

EVENT DATE: 082747 REPORT DATE: 092587 NSSS: CE TYPE: PWR

(NSIC 206508) AT APPROXIMATELY 2037 ON AUGUST 27, 1987 PALO VERDE UNIT 1 WAS IN
MODE 1 (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 POSSIBLE REACTOR COOLANT
SYSTEM (RCS) PRESSURE BOUNDARY LEAK. THE PRESENCE OF A PRESSURE BOUNDARY LEAK
WAS CONFIRMED AFTER THE UNIT WAS STABILISED IN MODE 3 (HOT STANDBYl. THE ROOT

! CAUSE OF THE REACTOR TRIP WAS A DEFICIENT PROCEDURE. TO PREVENT RECURRENCE i

} PROCEDURAL ENHANCEMENTS HAVE BEEN IMPLEMENTED. THE CAUSE OF THE LEAK WAS A i

CRACKED WELD ON THE UPSTREAM SIDE OF THE ISOLATION VALVE FOR THE FLANGED '

; REFUELING WATER LEVEL INDICATION. THE ROOT CAUSE FOR THE CRACKED WELD APPEARS TO
BE A FATIGUE FAILURE, HOWEVER FURTHER ANALYSIS IS STILL BEING CONDUCTED. AS

J CORRECTIVE ACTION THE VALVE WAS CUT CUT AND REPLACED. FURTHER CORRECTIVE ACTIONS
i WILL DEPEND ON THE RESULTS OF THE ROOT CAUSE EVALUATION AND WILL BE ADDRESSED IN -

'A SUPPLEMENT TO THIS REPORT.

| [179) PALO VERDE 1 DOCKET $0-528 LER 87-024
i CORE OPERATING LIMIT SUPERVISORY SYSTEM RENDERED INOPERABLE DUE TO REVERSED
! CIRCUIT CARDS.

EV2NT DATE: 090287 REPORT DATE: 100187 NSSS: CE TYPE PWR i

VENDOR: HONEYWELL CORP.
.

(NSIC 206525) ON SEPTEMBER 2, 1987 AT 0815 MST, WITH UNIT 1 IN MODE 1 (POWER
OPERATION) OPERATING AT APPROXIMATELY 59 PERCENT POWER, IT WAS IDENTIFIED THAT !4

TWO DMA INTERFACE CARDS PROVIDING INPUT TO THE CORE OPERATING LIMIT SUPERVISORY I

j

l
i

f
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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 0815

i

ON SEPTEMBER 2, 1987. THE ROOT CAUSE OF THE EVENT HAS BEEN DETERMINED TO BE A
COGNITIVE PERSONNEL ERROR BY A COMPUTER TECHNICIAN WHO INADVERTENTLY REVERSED THE
TWO CARDS DURING TROUBLESHOOTING UNDER APPROVED WORK ORDER DOCUMENTS. THE p

TECHNICIAN DID NOT OBTAIN INDEPENDENT VERIFICATION OF THE SERIAL NUMBERS AND '

ADDRESSES FOR THE CARDS WHICH WERE DEING CHANGED DURING THE TROUBLESHOOTING
EFFORTS. THIS IS CONTRARY TO AN APPROVED PROCEDURE (WORK ORDER). AS IMMEDIATE i

CORRECTIVE ACTION, THE CARDS WERE RETURWED TO THEIR CORRECT LOCATIONS AND COLS$ l
WAS RESTORED TO AN OPERABLE STATUS. THE COMPUTER TECHNICIAN HAS BEEN COUNSELLED

'

CN THE IMPORTANCE OF THE ACCURACY OF HIS WORK AND WHEN IT IS NECESSARY TO HAVE L

INDEPENDENT VERIFICATIONS CONDUCTED.

(180) PALO VERDE 2 DOCKET 50-529 LER 87-015
ESF ACTUATION CAUSED BY SPURIOUS ALARM / TRIP SIGNAL ON RADIATION MONITOR.
EVENT DATE: 081687 REPORT DATE: 090387 NSSS: CE TYPE: PWR

(NSIC 206312) ON AUGUST 16, 1987 AT 0609 MST, PALO VERDE UNIT 2 WAS IN MODE 1
(PCWER OPERATION) AT 100 PERCENT POWER WHEN A CONTROL ROOM ESSENTIAL 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 $1GNAL ON THE *B" 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 IS CURRENTLY IN PROGRESS TO DETERMINE THE CAUSE OF THE EVENT, WHICH
WILL INCLUDE AN EVALUATION TO DETERMIN. IF UTILIEATION OF THE PIC WAS A
CONTRIBUTING FACTOR. 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 CONFIGURATION, AND THE TRAIN *B"
CREFAS WAS PLACED IN BYPASS PENDING FURTHER EVALUATION. OTHER EVENTS INVOLVING

) CREFAS ACTUATIONS HAVE BEEN REPORTED. HOWEVER. THESE EVENTS DID NOT INVOLVE THE i
SEQUENCE OF ACTIVITIES NOTED ABOVE AND ARE NOT CONSIDERED SIMILAR EVENTS.

[101) PALO VERDE 3 DOCKET 50-530 LER 87 001 REV 01
UPDATE ON ENGINEERED SAFETY FEATURE ACTUATION. 1

fEVENT DATE: 0!2887 REPORT DATE: 091887 HSSS: CE TYPE: PWR
VENDOR: ELGAR, CORP.

i,

(NSIC 206473) THIS IS A SUPPLEMENT TO LER 3-87-001-00. AT APPR0x!MATELY 1301 MST !j

CN MARCH 28, 1987 PALO VERDE UNIT 3 WAS PREPARING TO ENTER MODE 6 (REFUELING)d

WHEN CONTROL ROOM ESSENTIAL FILTRATION ACTUATION $1GNALS ECREFAS) AND CONTAINMENT ;,

PURGE ISOLATION ACTUATION SIGNALS (CPIAS) WERE RECEIVED ON BOTH CHANNELS OF THE |
| BALANCE OF PLANT ENGINEERED SAFETY FEATURES ACTUATION SYSTEM (BOP ESFASI. THESE |
) BOP ESFAS ACTUATIONS WERE ANNUNCIATED IN THE CONTROL ROOM ON THE MAIN CONTROL I

| BOARD. ALL ASSOCIATED EQUIPMENT RESPONDED AS DESIGNED. CONTROL ROOM PERSONNEL {
i SECURED ALL ACTUATED EQUIPMENT IN ACCORDANCE WITH APPROVED PROCEDURES BY 1413 MST
; ON MARCH 24, 1987. BOTH CHANNELS OF CREFAS AND CPIAS WERE UNAVAILABLE FOR 1 HOUR L

,

] AND 12 MINUTES. AT APPROXIMATELY 1301 MST, IMMEDIATELY PRIOR TO THE BOP ESFAS '

ACTUATION, A *PNL 26 AC UNDV/GND* TRIP WAS RECEIVED ON DISTRIBUTION PANEL 26 ANDi

r'

*120VDC INV B AC/DC STATUS * TROUBLE ALARM WAS RECEIVED FOR INVERTER *B*. THE !

! STATIC TRANSFER SWITCH AUTOMATICALLY TRANSFERRED FROM THE *B* INVERTRR TO THE 120
| VAC VOLTAGE REGULATOR. IMMEDIATELY FOLLOWING THE STATIC TRANSFER SWITCH ;
' OPERATION, BOTH CHANNELS OF CREFAS AND CPIAS WERE ACTUATED ON THE BOP ESFAS l

) SYSTEM. THE ROOT CAUSE OF THIS EVENT WAS ATTRIBUTED TO THE SLOW STATIC TRANSFER
4 SWITCH OPERATION 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 EV

i
4

,
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(182| PALO VERDE 3 DOCKET 50-530 LER 87-002 REV 01
UPDATE ON ENGINEERED SAFETY FEATURE ACTUATION CAUSED BY IMPROPER CALIBRATION OF A

! STATIC TRANSFER SWITCH AND FAULTY DC CONVERTER BOARD.
} EVENT DATE: 061587 REPORT DATE: 091887 MSSS: CE TYPE: PWR
j VENDOR ELGAk. CORP.

(NSIC 206474) THIS IS A SUPPLEMENT TO LER 3-87-002. AT APPROXIMATELY 0611 MST ON
JUNE 15. 1987 PALO VERDE UNIT 3 WAS IN MODE $ (COLD SMUTDOWNI WHEN CONTROL ROOM'

ESSENTIAL FILTRATION ACTUATION SIGNALS (CREFAS) AND CONTAINMENT PURGE ISOLATION
4 ACTUATION SIGNALS (CPIAS) WERE RECEIVED ON BOTH CHANNELS OF THE BALANCE OF PLANT

ENGINEERED SAFETY FEATURES ACTUATION SYSTEM (BOP ESPAS). THESE BOP ESPAS

|
ACTUATIONS WERE ANNUNCIATED IN THE CONTROL ROOM ON THE MAIN CONTROL ROARD. ALL

j ASSOCIATED EQUIPMENT RESPONDED AS DESIGNED. CONTROL ROOM PERSONNEL SECURED ALL
. ACTUATED EQU1PMENT IN ACCORDANCE WITH APPROVED PROCEDURES BY 0657 MST ON JUNE 15
I 1987. THE DURATION OF TH!$ EVENT WAS APPROXIMATELY 46 MINUTES. AT APPROXIMATELY
I 0611 MST. THE DISTRIBUTION PANEL D36 MOMENTARILY LOST POWER AND A *120VAC INV 3
l AC/DC STATUS * TROUBLE ALARM WAS RECE!VED FOR INVERTER *B". AS DESIGNED. THE
i STATIC TRANSFER SWITCH AUTOMATICALLY TRANSFERRED FROM THE *B" INVERTER 70 THE 120
! V AC VOLTAGE REGULATOR. IMMEDIATELY FOLLOWING THE STATIC TRANSFRR SWITCM

OPERATION. 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
i SWITCH CALIERATION AT AN UNNECESSARILY HIGH VALUE AND A FAULTY DC TO DC CONVERTER

BOARD. I
)

I (103) PALO VERDE 3 DOCKET 50-530 LER 87-003
4 VALVE BOLTING NONCONFORMANCES COULD POTENTIALLY RESULT IN THE INABILITY OF TWO

SHUTDOWN COOLING SYSTEM VALVES TO PERFORM THEIR FUNCTIONS.
EVENT DATE: 092987 REPORT DATE: 100287 MSSS: CE TYPE: PWR
OTHER UNITS INVOLVED: PALO VERDE 1 (PWR1 ,

PALO VERDE 2 (PWR) '

|! VENDOR: BORG-WARNER CORP.

f| LIMITORQUE CORP.
! |
1 (NS!C 206526) ON 9/29/87. WITH UNIT 3 IN MODE 5 (COLD SHUTDOWN 1 A CONDITION WAS :

IDENTIFIED THAT IF LEFT UNCORRECTED COULD HAVE RESULTED IN THE IMPROPER !q
OPERATION OF TWO UNIT 3 SHUTDOWN COOLING ISOLATION VALVES IN REDUNDANT TRAINS. [,

| THIS DETERMINATION RESULTED FROM AN ENGINEERING EVALUATION REQUEST WHICH MAD BREN (
j DISPOSITIONED TO RESOLVE IDENTIFIED VALVE YOKE TO MOTOR OPERATOR BOLTING i

NONCONFORMANCES. THE ROOT CAUSE OF THIS EVENT MAS BREN DETERMINED TO DE VENDOR {;
8 ERROR. TWO VALVEP SUPPLIED TO THE ARIEONA NUCLEAR POWER PROJECT (AMPPI DID NOT ;

HAVE THE REQUIRED DESIGN CHANGES IMPLEMENTED PRIOR TO SMIPMENT NOR DID THE VENDOR L'

PROVIDE NOTIFICATION OF THESE CHANGES TO AMPP. THE CAUSE FOR THE VENDOR BRROR !
HAS NOT SEEN DETERMINED AT THIS TIME. AS CORRECTIVE ACTION, TME 'AS-INSTALLED * t

[ SOLTING MAS BREN REPLACED WITH ALTERNATIVE BOLTING KATERIAL. AN INSPECT!0N WAS i

f| CONDUCTED TO ENSURE THAT THE SIMILAR SNUTDOWN COOLING ISCLATION VALVES IN UNITS 1
j AND 2 NAD ADEQUATE DESIGN MARGIN AND WERE ACCEPTABLE FOR CONTINUED CPERATION. f
! THE RESULTS OF THE INSPECTION INDICATE THAT NO MODIFICATIONS ARE REQUIRED AT THIS |*

TIME. IN ORDER TO PREVENT RECURRENCE. A QUALITY ASSURANCE AND AN ENGINEERING i

! REPRESENTATIVE WILL CONDUCT AN IVALUATION AT THE VENDOR'S FACILITIES TO DETERMINE '

'
THE EXTENT OF THESE DEFICIENCIES AND THE POTENTIAL FOR TRANSPORTABILITY TO OTHER i

f
VALVES SUPPLIED BY VENDOR.

i !

(1841 PEACH SOTTOM 2 DOCKET 50-277 LBR 87-015
PRIMARY CONTAINMENT ISOLATION DUE TO PARTIAL LOSS OF 0FFSITE POWER. ;,

j EVENT DATE 081687 REPORT DATE: 091587 MSSS: GE TYPE: 5WR !
OTHER UNITS INVOLVED: PEACH BOTTOM 3 (BWR) j

(NSIC 206043) ON AUGUST 16, 1987. AT 0501 MOURS WITH BOTH UNITS IN COLD SNUTDOWN.,

1 A PRIKARY CCNTAINMENT ISOLATION SYSTEM (PCIS) GROUP !! INBOARD ISOLATION OCCURRED
I

1 i
t t

}
'

i

r
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OH 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 220-05
LINE. BECAUSE OF TEMPORARY WIRING OF THE PROTECTIVE RELAYS ON THE 220-05 LINE,
THE FAULT WAS NOT ISOLATED AND RESULTED IN THE ? RIPPING OF THE 220-08 LINE WHICH
IS 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 FAST TRANSFER FUNCTIONED AS DE31GNED. THE DIESEL ;

GENERATORS WERE AVAILABLE BUT UNCHALLENGED. THE PCIS FUNCTIONED PROPERLY IN
RESPONSE TO THE FAST TRANSFER. THERE WERE NO ADVERSE CONSEQUENCES AS A RESULT OF
THIS EVENT. THE NO. 2 STARTUP SOUROJ WAS RESTORED WITHIN 3 MINUTES AND THE
ISOLATION AND HALF SCRAM SIGNALS WERE RESET WITHIN 13 MINUTES. THE TEMPORARY .

WIRING OF THE PROTECTIVE RELAYS WAS REVISED AND THE TREE WHICH CAUSED THE FAULT !

WAS REMOVED. THIS EVENT IS REPORTABLE DUE TO THE ACTUATION OF THE PCIS, AN
ENGINEERED SAFITY FEATURE. i

|

[185] PEACH BOTTOM 2 DOCKET 50-277 LER 87-013
LOSS OF POWER TO THE 'A' RHR SYSTEM LOGIC SUS AND PCIS GROUP IIB ISOLATION DUE TO
PERSONNEL ERROR. ,

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

l
INSIC 206451) ON AUGUST 20, 1987. AT 1015 HOURS AND 1035 HOURS. A PRIMARY
CONTAINMENT ISOLATION SYSTEM (PCIS) GROUP IIB ISOLATION OCCURRED WHILE OPERATING
THE RESIDUAL HEAT REMOVAL SYSTEM IN THE SHUTDOWN COOLING MODE. THESE ACTIONSi

) OCCURRED AS THE RESULT OF INSTRUMENTATION AND CONTROLS TECHNICI ANS FAILING TO
RECOGNIEE THE IMPLICATIONS OF ALL WORK ACTIONS WHILE REPLACING HFA RELAYS AND ,

j RELAY COILS IN A SAFETY RELATED CABINET. THIS FAILURE RESULTED IN A REPOSITIONED |
ELECTRICAL CONDUIT GROUNDING AN ELECTRICAL RELAY. THIS GROUNDED RELAY BLEW FUSE' +

(10A-F2Al AND RESULTED IN A SUBSEQUENT LOSS-OF-POWER TO THE 'A' RESIDUAL HEAT
'

I REMOVAL SYSTEM LOGIC BUS. THE LOSS-OF-POWER RESULTED IN DE- ENERGIEATION OF
RELAY 10-K114A AND SURSEQUENT CLOSURE OF THE SHUTDOWN COOLING MODE SUCTION i

I VALVES. THERE WERE NO ADVERSE CONSEQUENCES AS A RESULT OF THIS EVENT. THERE WAS j

NO OBSERVABLE CHANGE IN REACTOR COOLANT TEMPERATURE. THE FUSE WAS REPLACED AND'

,
THE ALARMS AND PCIS ISOLATION SIGNAL WERE RESET. THE SHUTDOWN COOLING MODE WAS ;

! REESTABLISHED BY 1138 HOURS. THE APPROPRIATE INSTRUMENTATION AND CONTROLS '

| TECHNICIANS WILL BE PROVIDED INSTRUCTION TO AVOID A REPEAT OF THIS EVENT.
1 r

i I

(186| PEACH BOTTOM 2 DOCKET 50-277 LER 87-018 .

I SHUTDOWN COOLING ISOLATION WHEN BLOCKING WAS RE-APPLIED DUE TO PROGRAMMATIC '

DEFICIENCY. J

q EVENT DATE: 082887 REPORT DATE: 093087 NSSS: GE TYPE: BWR j

i
'

]
(NSIC 206488) ON AUGUST 28, 1987 AT 1048 HOUps THE SHUTDOWN COOLING SUCTION
VALVES AUTOMATICALLY CLOSED AND THE 'D' RESIDUAL HEAT REMOVAL tRHRn PUMP TRIPPED.;
THE CAUSE OF THE ISOLATION WAS THE DRENERGIEATION OF THE 'A' RHR LOGIC WHEN A ,

'

TEMPORARILY CLEARED SAFETY BLOCK WAS RE-APPLIED. IT WAS NOT RECOGN!1ED THAT
REAPPLICATION OF THE SAFETY BLOCK, WHICH HAD BEEN TEMPORARILY CLEARED SEVERAL |

MONTHS EARLIER. WOULD CAUSE THE ISOLATION. THERE WERE NO ADVERSE SAFETY
| CONSEQUENCES. SHUTDOWN COOLING WAS RETURNED TO SERVICE WITHIN EIGHT MINUTES AND ,

THE REACTOR WATER CLEANUP SYSTEM REMAINED IN SERVICE DURING THAT PERIOD TO REMOVE )i

) DECAY MEAT. A WEAKNESS IN THE BLOCKING AND PERMITS PROGRAM ALLOWED THIS TO |
'

| OCCUR. THERE ARE NO SPECIFIED PRECAUTIONS TO ASSURE THAT RE- APPLICATION OF
1 APPROVED BLOCKING IS ACCEPTABLE GIVEN POSSIBLE CHANGES IN PLANT CONDITIONS. THE

BLOCKING AND PERMITS PROGRAM IS BEING REVIEWED TO IDENTIFY IMPROVEMENTS WHICH
WOULD PREVENT RECURRENCE OF THIS EVENT AND SIMILAR EVENTS.

!
:
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(1871 PERRY 1 DOCKET 50-440 LER 47-055
FAILED AVERAGE POWER RANGE MONITOR PAGE FLOW CARD RESULTS IN REACTOR PROTECTION

| SYSTEM ACTUATION.
EVENT DATE: 072987 REPORT DATE: 082887 NSSS: GE TYPE: BWR

' VENDOR: GENERAL ELECTRIC CO.

(NSIC 206279) ON JULY 29, 1987 AT 0957 A REACTOR PROTECTION SYSTEM (RPS)
ACTUATION OCCURRED DUE TO A TRIP SIGNAL CENERATED BY A NEUTRON MONITORING SYSTEM
AVERAGE POWER RANGE MONITOR (APRM). PLANT INSTRUMENTATION AND CONTROL PERSONNEL
WERE PERFORMING A WORK ORDER TO REPLACE THE APRM PLOW CARDS FOR ALL EIGHT APRMS
WITH NEW CARDS SUPPLIED BY GENERAL ELECTRIC. ALSO DURING THIS TIME, A RPS

| CHANNEL A/C TRIP SIGNAL WAS PRESENT DUE TO TROUBLESHOOT!!'G OF A MAIN STEAM LINE
i RADIATION MONITOR. WHEN APRM D WAS TAKEN OUT OF SYPASS AFTER REPLACEMENT OF THF

APRM CARD. A RPS CHANNEL B/D TRIP SIGNAL WAS GENERATED. THE CONCURRENT RFS
CHANNEL TRIP SIGNALS RESULTED IN A COMPLETE RPS ACTUATION. NO CONTROL RCD
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 DUE TO MISSING MOUNTING
HARDWARE FOR THE SWITCH AS SUPPLIED BY GENERAL ELECTRIC. ALL APRM CARDS HAVE
BEEN REPLACED AND SUCCESSFULLY CALIBRATED FOR THE APRMS. GENERAL ELECTRIC HAS
REPLACED THE MOUNTING HARDWARE AND REPORTED THAT THE CARD TESTS SATISFACTORILY.
NO FURTHER CORRECTION ACTIONS ARE PLANNED.

(184] PERRY 1 DOCKET 50-440 LER 87-057
DEFICIENT CHANGE TO SURVEILLANCE INSTRUCTION RESULTS IN REACTOR PROTECTION SYSTEM>

ACTUATION DURING SCRAM DISCHARGE VOLUME SENSING LINE FLUSH.
EVENT DATE: 081387 REPORT DATE: 091187 NS$$s GE TYPE: BWR

; (NSIC 206105) ON AUGUST 13, 1987 AT 1125 FLUSHING OF A SCRAM DISCHARGE VOLUME
j (SDVI WATER LEVEL SENSING LINE CAUSED A FALSE HIGH SDV LEVEL SIGNAL AND REACTOR
! EROTECTION SYSTEM (BPS) ACTUATION. AT THE TIME OF THE EVENT, PLANT TECHNICIANS !

l WERE PERFORMING A FLUSH OF THE SDV LEVEL SENSING LINES IN JCCORDANCE WITH A j
'

RECENTLY ISSUED CH ANGE TO A SURVEILLANCE INSTRUCTION. THE NEW STEPS DIRECTED :

THAT FLUSH WATER BE INJECTED INTO A COMMON SENSING LINE FOR THE RPS CHANNEL C AND
'

D TRANSMITTERS, CAUSING AN INDICATED HIGH SDV LEVEL AND SATISFYING THE LOGIC TO
INITIATE THE RPS ACTUATION. NO ACTUAL CONTROL BOD MOVEMENT OCCURRED SINCE THE,

,'

CONTROL RODS WERE ALREADY INSERTED. THE ROOT CAUSE OF THIS EVENT WAS AN
)

} INADEQUATE INSTRUCTION FOR THE FLUSHING OF THE SENSING LINES. SURVEILLANCE
INSTRUCTIONS SVI-C11-T0045 A.B.C AND D WHICH CONTAINED THE FLUSHING STEPS NAVE,

i BEEN REY!$ED. THE CHANGE TO THESE INSTRUCTIONS ENSURES THAT AN RPS ACTUATION
) WILL NOT RESULT WHEN THE LINES ARE FLUSHED. IN ADDITION, THE INDIVIDUALS

i

*

1 kESPONSIBLE FOR THE TECHNICAL REVIEW OF THE ORIGINAL INSTRUCTION CHANGE HAVE BEEN
I COUNSELED TO MORE CAREFULLY CONSIDER TWE IMPACT OF ESP LOGIC WHEN PERFORMING |'

THEIR REVIEWS.

|

'(189] PERRY 1 DOCKET 50-440 LER 87-058
; CONTROL RODS WERE WITHDRAWN PRIOR TO PERFORMING SOURCE BANGE MONITORS SIGNAL TO

NOISE RATIO VERIFICATION IN VIOLATION OF TECHNICAL SPECIFICATIONS.
) EVENT DATE: 081587 REPORT DATE: 091187 NSS$4 GE TYPEL BWR

(NSIC 206186) AT 9/15/87 AT 1245 SEVEN CONTROL RODS WERE INDIVIDUALLY WITHDRAWN
PRIOR TO VERIFYING THE SIGNAL TO NOISE RATIO FOR THE SOURCE RANGE MONITORS (SRM) !

AS REQUIRED BY TECH SPEC 3.1.7.6. THE CONTROL RODS WERE SEING WITHDRAWN FOR |VENTING THE ASSOCIATED HYDRAULIC CONTROL UNIT (HCUI. VENTING WAS SUSPENDED AND |

$1GNAL TO NOISE RATIO CALCULATIONS WERE PERFORMED WITN SATISFACTORY RESULTS. THE {
EVENT WAS CAUSED BY PERSONNEL ERROR. THE OPERATORS WERE AWARE OF THE REQUIREMENT (FOR SEM OPERABILITY BUT OVERLOOKED THE $1GNAL TO NOISE RATIO VERIFICATION .

REQUIREMENT, WHEN PERFORMING FOST KAINTENANCE VENTING. ADDITIONALLY, THE SRM I

$3GNAL TO NOISE RATIO VERIFICATION IS PERFORMED AS PART OF THE TECH SPEC ROUNDS |
(TSR) WNEN IN OPERATIONAL CONDITION 5 BUT THE TSR DID NOT REQUIRE THE |

i
,

! !
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VERIFICATION IN OPERATIONAL CONDITIONS 3 OR 4 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 VERIF!t.'. TION IN OPERATIONAL CONDITIONS 3 AND 4. A

REVIEW OF THE TSR WILL BE CONDUC14D TO ENSURE ALL APPLICABLE SURVEILLANCES ARE
CAPTURED. ADDITIONALLY. A NOTE WILL BE ADDED TO THE SYSTEM OPERATING INSTRUCTION i

FOR VENTING CONTROL ROD HCU'S TO ALERT THE OPERATORS OF THE NEED TO PERFORM THE i

SRM SIGNAL TO NOISE RATIO CALCULATIONS. I

!

(190) PERRY 1 DOCKET $0-440 LER 87-059
REACTOR WATER CLEANUP CONTAINMENT ISOLATION DUE TO INDICATED HIGH DIFFERENTIAL t

FLOW WHILE ATTEMPTING TO BRING THE A FILTER /DEMINERALIERR IN SERVICE. f
EVENT DATES 082187 REPORT DATE: 091087 NSSSs CE TYPE: BWR ;

(NSIC 206107) ON AUGUST 21, 1987 AT 1033. AN UNEXPECTED REACTOR WATER CLEANUP
(RWCU) CCNTAINMENT ISOLATION OCCURRED DUE TO INDICATED MIGH DIFFERENTIAL FLOW.

'

WHEN AN ATTEMPT WAS MADE TO PLACE THE A FILTER /DEMINERALIEER IP/D) IN SERVICE BY |
THROTTLING THE A F/D FLOW CONTROL VALVE (FCV) AND THE F/D BYPASS VALVE. THE FCV e

FAILED TO THE OPEN LOSITION. THE VALVE FAILURE INDUCED A FLOW PERTURBATION IN
iTHE SYSTEM CAUSING AN INDICATED HIGH DIFFERENTIAL FLOW AND A SUBSEQUENT RWCU

ISOLATION. INVESTIGATION DETERMINED THAT THE CAUSE OF THIS EVENT WAS A [
'

PARTICULATE BUILDUP IF THE FCV POSITIONER AIR FLOW RESTRICTION ORIFICE BLOCKING
j THE INSTRUMENT CONTROL AIR AND CAUSING THE VALVE TO FAIL OPEN. THE PARTICULATE
j CONTAMINATION IS SELIEVED TO HAVE BREN INTRODUCED DURING THE JUST COMPLETED ;

i MAINTENANCE OUTAGE. IN WHICH MODIFICATION WORK REQUIRED THE INSTALLATION OF A |

j TEMPORARY AIR SUPPLY LINE. THE VALVE POSITIONER WAS REPLACED. THE AIR SUPPLY LINE !

WAS BLOWN DOWN, AND A PARTICLE COUNT ANALYSIS WAS PERFORMED ON THE AIR SUPPLY {d

6 LINE TO THE FCV. THE RESULTS OF THE PARTICLE COUNT WERE SATISFACTORY. THE FCV L

i 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. j

1

(1911 PERRY 1 DOCKET 50-440 LER 87-060 |
1 PERSONNEL ERRORS RESULT IN INOPERABLE EFFLUENT RADIATION MONITOR AND TECHNICAL I

I SPECIFICATION VIOLATION. i

| EVENT DATE: 002287 REPORT DATE: 091007 NSSS: GE TYPE: BWR

(NSIC 2061081 ON AUGUST 22 1987 AT 1010. THE TURBINE BUILDINU/ NEATER BAY ITB/HB) !
VENT RADIATION MONITOR WAS DISCOVERED TO HAVE BEEN IMOPERABLE FOR APPROXIMATELY

) 19 HOURS WITHOUT THE ACTIONS REQUIRED BY TECHNICAL SPECIFICATION 3.3.7.10 SEING [

] PERFORMED. THE TB/HB VENT ISOKINETIC SAMPLE PUMP WAS TO BE TAGGED OUT DUE TO ,

i IDENTIFIED METAL TO METAL VIBRATION NOISE. ACTIONS WERE TAKEN TO MEET THE ,

I TECHNICAL SPECIFICATION LIMITING CONDITIONS FOR OPERATION tLCO) FOR THIS PLANT |
I CONDITION. HOWEVER. THE PLANT OPERATORS MISTAKENLY TAGGED OUT THE 75/MB YENT l

i RADIATION MONITOR SAMPLE PUMP. THE ROOT CAUSE OF THIS EVENT W.\S PERSONNEL ERROR [

l DUE TO INATTENTION TO DETAIL. A PLANT OPERATOR TAGGED THE WRONG IQUIPMENT |

) OUT-OF-SERVICE. A SECOND PLANT CPERATOR PERFORMING THE INDEPENDENT VERIFICATION [

| FAILED TO IDENTIFY THE DISCREPANCY. AND THE CONTROL ROOM OPERATOR FAILED TO I

J RESPOND TO THE ALARM AND ANNUNCIATION AS REQUIRED BY THE ALARM RESPONSE f
INSTRUCTION. THE ANNUNCIATION WAS CLEARED DUE TO THE ALARM SEING MISTAKENLY4

) IDENTIFIED AS THE EXPECTED PUMP OUT-OF-SERVICE ALARM. UPON DISCOVERY. THE
CHEMISTRY UNIT WAS IMMEDIATELY NOTIFIED. THE TAGGING ERROR WAS CORRECTED, AND A
NOBLE GAS SAMPLE WAS DRAWN. THE CONTPOL ROOM OPERATOR AND TWE PLANT OPERATORS
INVOLVED IN THIS EVENT HAVE RECEIVED DISCIPLINARY ACTIONS. ;

,

[192) PERRY 1 DOCKET 50-440 LER 87-062
CONTAINMENT ISOLATION VALVE ENERGIEED IN VIOLATION OF TECHNICAL SPECIFILATICHS.
EVENT DATE: 082007 REPORT DATE: 092587 NSSS: GE TYPE: BWR

;

)
a

j
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(NSIC 206578) ON AUGUST 28, 1987 THE RESIDUAL HEAT REMOVAL (RNR) HEAD SPRAY
CONTAINMENT ISOLATION VALVE WAS ENERGIEED IN VIOLATION OF TECHNICAL SPECIFICATION r

3.6.4. THE HEAD SPRAY VALVE HAD BEEN TAKEN OUT OF SERVICE FOR CONTROL CIRCUITRY
! MODIFICATION ON AUGUST 26. AT THAT TIME. THE VALVE WAS DEACTIVATED AND SECURED

IN THE CLOSED POSITION FOR CONTAINMENT PENETRATION ISOLATION. AT 0940 ON AUGUST !
30, IT WAS DISCOVERED THAT PRIOR TO COMPLETION OF THE REQUIRED RETESTS. THE VALVEa

'

HAD BEEN ENERGIEED. THE VALVE WAS THEN DEENERGIEED BY OPENING THE RREAKER AND A '

! NEW TAGOUT WAS IMPLEMENTED TO MAINTAIN TECHNICAL SPECIFICATION COMPLIANCE. THE !
1

CAUSE OF THE EVENT WAS PERSONNEL ERROR. THE UNIT SUPERVISOR AUTHORIEING CLEARANCE
OF THE TAGOUT WAS NOT AWARE OF THE IMPACT REENERG!$ING THE VALVE HAD ON

1 CONTAIHMENT INTEGRITY REQUIREMENTS. THE OPERATOR INVOLVED WITH THE EVENT HAS
! BEEN COUNSELED REGARDING THE NEED FOR GREATER ATTENTION TO DETAIL AND A CLOSER
1 REVIEW OF WORK PACKAGES FOR IMPACT ON TECHNICAL GPECIFICATION REQUIREMENTS.

RETESTING OF THE HEAD SPRAY VALVE HAS BEEN COMPLETED.

[

! [193] PERRY 1 DOCKET 50-440 LER 87-061 i
I DRYWELL AIR LOCK CLOSING MECHANISM DESIGN CAUSES BUSHING FAILURE RESULTING IN AIR !

LOCK DOOR FAILURE AND TECHNICAL SPECIFICATION VIOLATION.
EVENT DATE: 083007 REPORT DATE: 092587 NS$$a GE TYPE: BWR
VENDOR: WOOLLEY, W. J. COMPANY

(NSIC 206464) ON AUGUST 30, 1987 AT 0415. IT WAS IDENTIFIED THAT TECHNICAL
SPECIFICATION 3.6.2.3 FOR THE DRYWELL AIR LOCK WAS VIOLATED WHEN THE INNER AIR
LOCK DOOR WAS NOT MAINTAINED CLOSED WITH THE OUTER AIR LOCK DOOR INOPERABLE. *

IN9PECTION OF THE AIR LOCK DOOR IDENTIFIED THAT A BUSHING IN THE CLOSING !
MECHANISM HAD FALLEN OUT, ALLOWING THE DOOR OPERATOR TO INDICATE THE CLOSED '

! POSITION WITHOUT THE CLOSING PINS ACTUALLY BEING ENGAGED. THE BUSHING WAS
1 REPLACED WHEN THE LATCHING MECHANISM WAS REALIGNED. FURTHER OPERATION OF THE |
| CLOSING LINKAGE WAS VERIFIED DURING EACH AIRLOCK USE UNTIL A NEW BUSHING AND
; RETAINING RING WAS INSTALLED. THE CAUSE OF THIS EVENT HAS BEEN ATTRIBUTED TO THE

DESIGN OF THE AIR LOCK DOOR CLOSING MECHANISM. DUE TO THE IMPROPER LINEUP OF THE
BUSHING HOLES, EXTRA STRESS IS APPLIED TO THE BUSHINGS CAUSING THEM TO FAIL. AS

| THE RESULT OF THIS EVENT, AN ENGINEERING DESIGN CHANGE HAS BREN INITIATED TO
CHANGE THE APPROPRIATE COMPONENTS OF THE AIR LOCK DOOR TO PROVIDE FOR PROPER

i

) ALIGNMENT OF THE BUSHING HOLES.

[194| POINT BEACH 2 DOCKET 50-301 LER 87-002
LOSS OF LOAD REACTOR TRIP DUE TO LIGHTNING STRIKE.
EVENT DATE: 081687 REPORT DATE: 091487 NSSS: WE TYPE: PWR

) (NS!C 206431) A UNIT 2 REACTOR TRIP OCCURRED FROM 1001 POWER AT 1955 HOURS ON
AUGUST 16, 1987. THE TRIP WAS CAtSED BY A LOSS OF ELECTRICAL LOAD. THE UNIT 2

, GENERATOR BREAKER OPENED DUE TO A L.GHTNING STRIKE NEAR THE PLANT CAUSING A
) FLASNOVER BETWEEN THE GROUND AND *B' AND POS$!BLY THE 'C' PHASES OF THE 345 KV
| LINE FOR THE UNIT 2 x01 TRANSFORMERS. AS A RESULT A TURBINE TRIP AND REACTOR
| TRIP OCCURRED. DUE TO THE NATURE OF THE TRANSIENT, AN AUTO BUS TRANSFER OF

NON-VITAL BUSES TO OFFSITE POWER DID NOT OCCUR RESULTING IN THE REACTOR COOLANT
PUMPS, CIRCULATING WATER PUMPS, MAIN FEED PUMP 3, CONDENSATE PUMPS AND TURBINEI
AUXILIAIRES BEING DEENERGISED. CONDENSER VACUUM WAS QUICKLY LOST. A FEW MINUTES

! AFTER THE TRIP, THE KAIN STEAM ISOLATION VALVES WERE CLOSED MANUALLY FROM THE
! CONTROL ROOM TO STOP THE FLOW OF STEAM TO THE TURBINE HALL. THE *B' MAIN STEAM

ISOLATION VALVES WERE CLOSED MANUALLY FROM THE CONTROL ROOM TO STOP THE FLOW OF
STEAM TO THE TURBINE HALL. THE 'B' KAIN STEAM ISOLATION VALVE CLOSED TO WITHIN 1

j INCH OF THE FULL CLOSED POSITION BUT WAS EASILY SEATED BY MANUAL OPERATOR ACTION.'

ALL OTHER EQJIPMENT OPERATED AS DESIGNED DURING THIS TRANSIENT. THIS INCIDENT
WAS CLASSIFIED As AN UNUSUAL EVENT. THE *B' AND *C' PHASE 19 KV/345 KV
TRANSFORMERS WERE INSPECTED AND TESTED AS WELL AS THE FAST BUS TRAN!FER.

1

1

1

'!
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(195) POINT BEACH 2 DOCKET 50-301 LER 87-003 I
MAIN STEAM ISOLATION VALVES OPEN WITHOUT TRIP POWER AVAILABLE. -

EVENT DATE: 001887 REFORT DATE: 091787 NSSS: WE TYPE: PWR $

(NSIC 206049) DURING A STARTUP OF UNIT 2 ON AUGUST 10 1997 THE UNIT'S TWO MAIN
STEAM ISOLATION VALVES (MSIVS) WERE DISCOVERED TO BE WITHOUT THE DC CONTROL POWER I

NEEDED TO TRIP THE VALVES CLOSED. THE VALVES WERE OPEN. THE REACTOR WAS AT 2
PERCENT POWER FOR ABOUT FIVE HCURS BEFORE THE CONDITION WAS DISCOVERED. UPON '

DISCOVEtY. THE OPERATOR IMMEDIATELY RESTORED CONTROL POWER TO THE VALVES THEREBY
RETURNING THE TRIP CIRCUITRY TO AN OPERABLE CONDITION. NO OTHER SAFETY SYSTEMS
RECEIVE POWER FROM THIS POWER SUPPLY. THE CAUSE OF THE MSIVS BEING OUT OF
SERVICE WAS PERSONNEL ERROR IN THAT THE POWER TO THE SOLENOID VALVES WAS NOT |

RESTORED CORRECTLY AFTER BEING REMOVED FROM SERVICE DURING OUTAGE MAINTENANCE. i
'AN INCIDENT INVESTIGATION TEAM WAS APPOINTED TO INVESTIGATE THIS EVENT AND REPORT

CONCLUb!ONS AND RECOMMENDATIONS. THIS LER INCLUDES THE PERTINENT FINDINGS OF THE |
INCIDENT INVESTIGATION TEAM.

>

(196] PRAIRIE ISLAND 1 DOCKET 50-282 LER 87-015 ,

| SEVERE WEATHER CAUSED AUTOMATIC START OF DIESEL GENERATOR AND OTHER EQUIPMENT
ACTUATIONS.
EVENT DATE: 072707 REPORT DATE: 002687 HSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: PRAIRIE ISLAND 2 (PWR)

|

(NSIC 205005) ON THE AFTERNOON OF JULY 27, 1987 BOTH UNITS WERE OPERATING AT t

i FULL POWER. D2 DIESEL GENERATOR WAS OUT OF SERVICE FOR APPENDIX R WORK. AT 1520 |
| SEVERE WEATHER MOVED INTO THE PLANT SITE AND AT ABOUT 1535 A TORNADO WAS SERN BY '

SITE PERSONNEL. SEVERAL CHANGES IN EQUIPMENT STATUS TOCK PLACE AS A RESULT OF
THE SEVERE WEATHER. AT 1545 A NOTIFICATION OF UNUSUAL EVENT WAS DECLARED. AT '

'

1814 THE NUE WAS TERMINATED. CAUSE OF THE EVENT WAS SEVERE WEATHER ON THE PLANT
! $1TE. THIS EVENT IS REPORTABLE UNDER 10CFR50.73tAlt2)tIV). PUBLIC HEALTH AND
j SAFETY WERE UNAFFECTED SINCE PLANT SYSTEMS RESPONDED AS REQUIRED. RESTORATIVE f
i EFFORTS WERE TIMELY AND PROPER THROUGHOUT THE EVENT. THE IMMEDIATE CORRECTIVE j

ACTIONS WERE TO RESTORE THE PLANT TO ITS PREVIOUS CONDITION. INSPECTION OF DL 'a

| DIESEL GENERATOR BEARINGS WILL BE DONE AT ITS FORTHCOMING PREVENTIVE MAINTENANCE |

j OUTAGE. LONG TERM ACTIONS ARE BEING STUDIED. A RELATED EVENT WAS REPORTED AS RO
j 80-20. :
'

l

! |
i (197] PRAIRIE ISLAND 1 DOCKET 50-202 LER 97-016 |
J PERSONNEL ERROR CAUSED LOSS OF OFFSITE POWER SOURCE AND AUTOMATIC START OF DIESEL '

l GENERATORS. !

EVENT DATE: 073187 REPORT DATE: 082807 NSSS: WE TYPE: PWR !
OTHER UNITS INVOLVED: PRAIRIE !$ LAND 2 (PWR) !

|

(NSIC 206202) IN THE EARLY MORNING OF JULY 31, 1987 BOTH UNITS WERE OPERATING AT |
FULL POWER. RELAY SPECIALISTS WERE INVESTIGATING POSSIBLE CAUSES FOR A PREVIOUS

'

f FALSE TRIPPING OF HO. 10 TRANSFORMER BACKUP RELAYING. AFTER PROPERLY REMOVING
j THE BACKUP RELAYING FROM SERVICE FOR THE TESTS. THE TEST EQUIPMENT WAS
q INADVERTENTLY CONNECTED TO THE 6H2 BREARER FAILURE RELAY. WHEN TEST CURRENT WAS
i APPLIED. AT ABOUT 0407 THE 6H2 BREAKER FAILURE DELAY OPERATED, RESULTING IN
j ISOLATION OF THE 161KV SUBSTATION. NO. 10 TRANSFORMER. AND NO. 1 RESERVE
i TRANSFORMER. THE LOSS OF NO. 1 RESERVE TR ANS FORMER INITIATED POWER RESTORATION
! SCHEMES ON THE UNIT 1 SAFEGUARDS BUSES AND AUTO-START OF BOTH DIESEL GENERATORS
,

(A DRY START). SINCE OFFSITE POWER WAS STILL AVAILABLE TO THE SAFEGUARDS BUSES.
] LOADING OF THE DIESEL GENERATORS WAS NOT REQUIRED. CAUSE OF THE EYPNT WAS
j PERSONNEL ERROR: TEST EQUIPMENT WAS CONNECTED TO THE WRONG RELAY. CNCE THE CAUSE
j OF THE TRIPPING WAS DETERMINED TO BE INADVERTENT OPERATION INITIATED BY TEST
j PERSONNEL. LOCKOUTS WERE RESET AND BREAKERS WERE RECLOSED TO RESTORE THE

J TRANSMISSION SYSTEM AND PLANT AUXILIARY POWER SOURCES TO NORMAL. THIS EVENT 15
1

i
i

l

( l

| i
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REPORTABLE UNDER 10CFR50.73tAlt2)(IVI. PUBLIC HEALTH AND SAFETY WERE UNAFFECTED
SINCE PLANT SYSTEMS RESPONDED AS REQUIRED.

|198) QUAD CITIES 1 DOCKET 50-254 LER 86-035
REACTOR CORE ISOLATION COOLING INOPERABLE DUE TO FAILED OVERSPEED METER.
EVENT DATE: 112686 REPORT DATE: 120186 NS$$a GE TYPE: BWR
VENDOR: GENERAL ELECTRIC CO.

INSIC 2065613 ON NOVEMBER 26, 1986, UNIT ONE WAS IN THE RUN MODE AT 95 PERCENT OF
RATED CORE THERMAL POWER. AT 0200 HOURS. THE REACTOR CORE ISOLATION COOLING
(RCIC) TURBINE OVERSPEED AND RCIC TURBINE TRIP ALARMS WERE RECEIVED WilILE RCIC
WAS NOT IN OPERATION. RCIC WAS DECLARED INOPERABLE AND APPROPRIATE SURVEILLANCES
WERE INITIATED PER TECH SPEC 4.5.E.2. THE CAUSE OF THIS EVENT WAS DETERMINED TO
BE A FAILED LIGHT BUL5 IN THE RCIC TUBING SPEED METER ON THE 901-4 PANEL. THE
BUL3 NAD REACHED ITS END OF LIFE. THE BURNT OUT BULB WAS REPLACED AND AT 0455
HOURS RCIC WAS AGAIN DETERMINED TO BE OPERABLE. THE RECURRING PROBLEMS WITH THE
RCIC ELECTRICAL OVERSPERD TRIP RELAY HAS CAUSED GENERAL ELECTRIC TO RECOMMEND
REMOV4L OF THE TRIP RELAY. ACTION ITEM RECORD 4 85-16 IS INVESTIGATING THIS
RECOMMENDATION. THIS REPORT IS SUBMITTED TO COMPLY WITM THE REQUIRES OF 10 CFR
50.73tAlt28tVit0), WHICH REQUIRES THE REPORTING OF ANY EVENT THAT COULD HAVE
PREVENTED THE FULFILLMENT OF THE SAFETY FUNCTION OF SYJTEMS NEEDED TO REMOVE
RESIDUAL HEAT.

(199) QUAD CITIES 1 DOCKET 50-254 LER 86-036
GASEQUS EFFLUENT PARTICULATE S AMPLES LOST SY OFFSITE LADORATORY.
EVENT DATE: 120486 REPORT DATE: 121986 NS$3 GE TYPE: BWR
OTHER UNITS INVOLVED: QUAD CITIES 2 (BWR)

(NSIC 2065621 TECH SPEC 4.8.A.1 REQUIRES THAT A REPRESENTATIVE SAMPLE OF GASEOUS
EFFLUENTS SMALL BE OBTAINED IN ACCORDANCE WITH THE S AMPLING AND ANALYSIS PROGRAM
SPECIPIED IN TABLE 4.8 1. CONTRARY TO THE TECH SPEC REQUIREMENTS. THE JULY,
1986. MONTHLY PARTICULATE S AMPLES FOR THE MAIN CHIMNEY AND THE UNIT ONE AND UNIT
TWO REACTOR VENT SYSTEMS WERE LOST THE S AMPLES WERE COLLECTED AND SENT TO
TELEDYNE ISOIOPES - MIDWEST FACILITY TO BE ANALYRED. WHEN THE RESULTS FOR THE
MONTH OF JULY WERE NOT REPORTED IN A TIMELY MANNER, TELEDYNE ISOTOPES WAS
CONTACTED. THE INQUIRY REVEALED THAT THEY COULD NOT LOCATE THE PARTICULATE
SAMPLES. THE MIS $1NG DATA WAS PROJECTED BY AVERAGING RECENT SAMPLE RESULTS.
NUCLEAR SERVICES TECHNICAL SUPPORT GROUP, WHICH SETS UP OFFSITE ANALYSIS
CONTRACTS, NAS BREW INFORMED OF THE SITUATION AND WILL REQUIRE ANY VENDOR TO NAVE
A S AMPLE TRACKING PROGRAM IMPLEMENTED. THIS REPORT IS SUBMITTED IN ACCORDANCE
WITH THE REQUIREMENTS OF 10 CFR 50.73tAlt2)(1). WHICH REQUIRES THE REPCRTING OF
ANY CPERATION OR CONDITION PROHIBITED SY THE TECN SPECS.

(2001 QUAD CITIES 1 DOCERT 50-254 LER 86-038
LOW VACUUM SCRAM DURING STARTUP DUE TO PERSONNEL ERROR.
EVENT DATE: 120906 REPORT DATE: 122386 NSSS: GE TYPE: SWR

(NSIC 206563) ON DECEMBER 9, 1986. UNIT ONE WAS IN THE PROCESS OF STARTING UP PER
QGP i-1 NORMAL UNIT STARTUP. UNIT ONE WAS AT 15 PERCENT THERMAL POWER AND 925
PSIG REACTOR PRESSURE. AT 1733 NOURS A REACTOR SCRAM OCCURRED DUE TO LOW
CONDENSER VACUUM. CONDENSER VACUUM HAD SEEN 81GNIFICANTLY LOWER THAN WORMAL
SINCE VACUVM HAD SEEN ESTABLISNED. THE DECISION WAS MADE TO CONTINUE THE UNIT
STARTUP EVEN THOUGN VACUUM WAS NOT ADEQUATE. THE DELIEF WAS THAT ROLLIN3 THE
TURBINE AND SYNCNRONIEING THE GENERATOR WOULD IMPROVE CONDENSER VACUUM BECAUSE
THE HEAT LOAD ON THE CONDENSER WOULD BE LESS. THE ROOT CAUSE FOR THIS EVENT WAS
DETERMINED TO BE PERSONNEL ERROR IN THAT IT WAS DECIDED THAT CONDENSER VACUUM
WOULD IMPROVE WHEN THE MAIN TURBINE WAS ROLLED AND THE GENERATOR WAS
SYNCNRONIIED. CONTRIBUTING TO THIS EVENT WAS FOOR COMMUNICATION AND PROCEDURE

.. .
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| DEFICIENCY. CORRECTIVE ACTION FOR THIS EVENT WILL INCLUDE DISCUSSIONS WITH THE !

] OPERATING PERSONNEL INVOLVkD. STRESSED AT THESE DISCUSSIONS WILL SE THE NEED TO
|1 ADNERE TO ALL PROCEDURES AND THE NEED TO GIVE ADBQUATE INFORMATION AT SHIFT ,

| TURNOVER AND WHEN SENDING P8RSONNEL OUT TO PERFORM A JOS. PROCEDURE QGP 1-1, I
j NORMAL UNIT STARTUP, IS ALSO BRING REVISED TO CLARIFY THE STEPS NEEDED TO START

,

UP THE OFF-GAS SYSTEM. THIS REPORT IS SUBMITTED TO COMPLY WITN I
'10CFR50.73tAlt2)tIV).

i ,

I '

4 |201) QUAD CITIES 1 DOCRET 50-254 LER A7-003 -

; RCIC IN0PERABLE DUE TO FLOW CONTROLLER FAILURE. |

| EVENT DATE 020507 REPORT DATE: 022587 MSSS: 05 TYPE: BWR |
. VENDOR GFMERAL ELECTRIC CO.

INSIC 206565) AT 1050 NOURS, ON FEBRUARY 5, 1987 UNIT ONE WAS IN THE RUN MUDE AT
100 PERCENT CORE THERMAL POWER. WHILE PERFORMING QOS 1300-82 (REACTOR CORE

I ISOLATION COOLING (RCIC) PUMP OPERABILITY TEST), IT WAS DISCOVERED TNAT TME FLOW
,

CONTROLLER DID NOT RESPOND TO AUTOMATIC FLOW CONTROL SIGNALS. NOWEVER, IT D!D [
1 WORK SATISFACTORILY IN MANUAL. RCIC WAS DECLARED INOPERABLE AND APPROPRIATE |
} NOTIFICATION PER 10CFR50.72 AND OPERABILITY TESTING PER TECM SPEC 3.5.E.2 WAS [
j COMPLETED. THE EXACT CAUSE FOR THIS FLOW CONTROLLER FAILURE MAS YET TO BE i

| DETERMINED. THE INSTRUMENT MAINTENANCE DEPARTMENT (IMD) IS TO TEAR DOWN THE I

! CONTROLLER PARTS THAT WERE REPLACED TO DETERMINE THE CAUSE AND THIS WILL BE i

) PEPORTED IN A SUPPLEMENT. A REPLACEMENT FLOW CONTROLLER, CONTAINING A NEW POWER
|SUPPLY AND SETPOINT TAPE CONTROLLER, WAS INSTALLED BY THE IMD. THE AMPLIFIER f

! PORTION OF THE ORIGINAL CONTROLLER WAS NOT REPLACED. RCIC WAS SUBSEQUENTLY !

$ DETERMINED TO BE OPERABLE THE SAME DAY, FEBRUARY 5, 1987 AT 1800 NOURS. THIS
j REPORT IS SUBMITTED TO SATISFY THE REQUIREMENTS OF 10CFR50.73tAlt26tv). i

i I

| (202) QUAD CITIES 1 DOCKET 50-254 LER 87-005
| TURBINE TRIP / REALTOR SCRAM DUE TO MOISTURE SEPARATOR NIGN LEVEL.

IEVENT DATE: 031707 REPORT DATE: 040787 NSSS: GE TYPE: BWR
VENDOR: FISMER GOVERNOR

| (NSIC 2065668 ON KARCH 17, 1987 QUAD CITIES UNIT ONE WAS AT 92 PERCBNT CORE
i

i THERMAL POWER. AT 1102 NQURS. A REACTOR SCRAM OCCURRED DUE TO TUR5INE STOP VALVE
j CLOSURE I.E., A TURBINE TRIP. THE TURBINE TRIP WAS CAUSED BY A MIGN LEVEL IN [
' 110!$TURE SEPARATOR $ 1C AND 1D. THE LEVEL CONTROL VALVE LCV 1-3500A FROM THE 18 j

M0!STURE SEPARATOR DRAIN TANK (MSDT) TO THE 1D1 NIGN PRESSURE FREDWATER NEATER *

! WAW STUCK CPEN. WWEN THIS VALVE WAS ISCLATED FOR REPA!RS, THE TWO OTHER LCVS I

FROM THE 13 MSDT TO THE ID2 AND 1D3 NEATERS AND THE EMERGENCY DRAIN VALVE FAILED {

TO COMPENSATE FOR TNIS ACTION. THIS CAUSED A HIGN LEVEL IN TWO MOISTURE {
SEPAP.ATORS WHICH RESULTED IN THE TURBINE TRIP AND REACTOR SCRAM. THE CAUSE FOR {TMIS EVENT WAS ATTRIBUTED TO THE LEVEL CONTROLLERS BEING OUT OF ADJUSTMENT. ;

CONTRIBUTING CAUSES WERE EQUIPMENT FAILURE (STUCK VALVE) AND INADEQUATE i
PREPARATION AND PLANNING PRIOR TO ISCLATING LCV 1-3508A. A PROGRAM WILL st

;
DEVELOPED TO TRACK SETPOINT CMANGES TO LEVEL CONTROL VALVES ON THIS AND OTNER 1

SYSTEMS. THE STUCK LCV WAS FREED AND STROKED SUCCESSFULLY SEVERAL TIMES. '

DISCUSSIONS WERE NELD WITN THE INDIVIDUALS INYOLVED. THIS REPORT IS SUSMITTED TO
'

COMPLY WITN 10CFR50.73tAlt2 43VI.
,
,

(203) QUAD CITIES 1 DOCKET 50 254 LER 87-006 !
NPCI INOPERABLE DUE TO LOOSE SOLENOID SOLDERED CONNECTION. !

EVENT DATE: 040307 REPORT DATEi 042487 NSSS: GE TYPE: BWR |

VENDOR: BARKSDALE COMPANY |

(NSIC 206567) ON APRIL 3, 1987. QUAD CITIES UNIT ONS WAS IN THE RVN MODE AT 100 |
PERCENT THERMAL POWER. AT 1345 NOURS, WHILE PERFORMING THE QUARTERLY MIGH '

PRESSURE COOLANT INJECTION (NPCII SYSTEM FLOW 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

i DECLARED INOPERABLE. APPROPRIATE SURVEILLANCES WERE INITIATED PER TECH SPEC
3.5.C.2 AND THE NRC WAS NOTIFIED AT 1635 HOURS. TROUBLESHOOTING Bf THE
ELECTRICAL MAINTENANCE DEPARTMENT REVEALED THAT A LOOSE SOLDERED CONNECTION CW

; THE SV-8 SOLENOID VALVE COIL HAD CAUSED THE PROBLEM. THE SV-8 SOLENOID VALVE !$
i ASSOCIATED WITH THE RESET MECHANISM THAT ALLOWS THE HPCI SYSTEM TO BE RESET
j REMOTELY FROM THE CONTROL ROOM. THE CONNECTION WAS LOOSE DUE TO THE NORMAL
J VIBRATION CREATED BY HPCI OPERATION. THE SOLENOID COIL WAS REPLACED AND BY
j TESTING IT WAS VERIFIED THAT THE HPCI TURBINE COULD BE RESET REMOTELY FROM THE
i CONTROL ROOM. AS A PREVENTAT!YE MEASURE, THE SV-8 AND SV-12 VALVE SOLENOIDS WILL

BE REPLACED ON BOTH UNIT ONE AND UNIT TWO HPCI 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 10CFR50.73tAlt2)(VI.
1

1204) QUAD CITIES 2 DOCKET 50-265 LER 86-018
,

ENGINEERED SAFETY FEATURE ACTUATION DUE TO RADIOGRAPHIC TESTING.
1 EVFNT DATE: 111386 REPORT DATE: 112686 NSSSs GE TYPE: BWR

(NSIC 206439) AT 1645 HOURS ON NOVEMBER 13 1986. WHILE UNIT TWO WAS SHUT DOWN
! FOR A REFUELING OUTAGE. THE REACTOR BUILDING VENTILATION (RBV) (VA) SYSTEM
' TRIPPED DUE TO A HIGN RADIATION LEVEL SENSED BY THE RBV EXHAUST DAMPERS CLOSED.

STANDBY CAS TREATMENT (SBGTI (BH) STARTED, AND THE CONTROL ROOM VENTILATION (VI)
! SYSTEM WENT ON 100 PERCENT RECIRCULATION. INVESTIGATION REVEALED THAT THE CAUSE
j FOR THIS EVENT WAS DUE TO CONTRACTOR PERSONNEL PERFORMING RADIOGRAPHY ON THE UNIT
| TWO STANDBY LIQUID CONTROL ISBLC) (BR) SYSTEM PIPING. AT 18 55 HOURS. RADIOGRAPHY
I WAS AGAIN REQUIRED ON THE UNIT TWO SBLC PIPING. THIS CAUSEC THE ACTUATION 3

MENTIONED AB0VE TO OCCUR AGAIN. APPROPRIATE NOTIFICATIONS WERE MADE AT 2030 |

) HOURS TO SATISFY THE REQUIREMENTS OF 10 CFR 50.72 AND THE NRC RESIDENT INSPECTOR |

| WAS NOTIFIED At 2100 HOURS. SINCE THE RADIOGRAPHY WAS REQUIRED TO VERIFY WELDING
PERFORMED ON THE SBLC SYSTEM. NO FURTHER CORRECTIVE ACTION IS CONSIDERED'

! NECESSARY. THIS REPORT IS SUBMITTED TO COMPLY WITH THE REQUIREMENTS OF 10 CFR
j 50.72tAlt28t!VI. ;

:
f

1

1205) QUAD CITIES 2 DOCKET 50-265 LER 86 019 f
4

! SINGLE CONTROL ROD SCRAM WHILE SHUTDOWN DUE TO REACTOR PROTECTION SYSTEM FUSE |

j REMOVAL.
'

t

; EVENT DATE: 112886 REPORT DATE: 121086 NSS$t GE TYPE: BWR j
i

j INSIC 2064401 CN NOVEMBER 28 1986 UNIT TWO WAS IN THE REFUEL MODE WITH THE f
REACTOR CORE COMPLETELY UNLCADED. REACTOR PROTECTION SYSTEM (RPS) CHANNEL 5 WAS |d

j OUT OF SERVICE WITH A SCRAM SIGNAL PRESENT TO PERFORM HFA RELAY REPLACEMENT. (
MAINTENANCE WAS REQUIRED ON A SOLENO!D VALVE (2-302-20A) IN THE SCRAM DISCHARGE ;

VOLUME (SDVI PORTION OF THE CONTROL ROD DRIVE (CBD) SYSTEM. TO ELECTRICALLY '
a

l DISARM THIS VALVE. A FUSE WAS REMOVED AT 1045 HOURS IN THE PANEL AfsOCIATED WITH !

) THE A RPS CHANNEL. THIS GENERATED A FULL SCRAM SIGNAL TO 47 CONTdOL RODS. ONE !

1 0F THESE 47 CONTROL RODS (K-3) WAS BEING WITHDRAWN AT THIS TIME TO PERFORM CRD j
! VENTING FOLLOWING MAINTENANCE. THE SCR AM SIGNAL CAUSED CONTROL ROD K-3 TO SCRAM r

INTO POSITION 00. THE ROOT CAUSP FOR THIS EVENT WAS A MANAGEMENT DEFICIENCY IN !'

THAT IT WAS NOT ANTICIPATED THAT THE RESULTS OF PERFORMING ALL THIS WORK
SIMULTANEOUSLY COULD RESULT IN AN ENGINEERED SAFETY FF.ATURE ACTUATION. 10 PREVENT

I RECURRENCES OF THIS NATURE. LISCUSSIONS WERE NELD WITH THOSE PEOPLE INVOLVED TO
I STRESS THE IMPORTANCE OF COMPLETE PLANNING AND PREPARATION FO*.ALL WORK TO BE
I PERFORMED. THIS EVENT IS BEING REPORTED TO COMPLY WITH THE REQUIREMENTS OF 10 L

(
'

CFR 50.73tAlt2) TIVI.

l ;

;

i

!
; l

|

} !
;

!,

! I
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(206) QUAD CITIES 2 LOCKET $0-265 LER 86-020
,

SPURICUS TRIP OF "B" R F.AC TO R BUILDING VENTILATION RADIATION MONITOR CAUSES ;

ISOLATION OF REACTOR EUILDING VENTILATION. *

EVENT DATES 121186 REPORT DATE: 010387 NSSS: GE TYPE: BWR
; VENDOR: GENERAL ELE';TRIC CO. I

!

(NSIC 206441) AT 2200 HOURS ON DECEMBER 11, 1986 UNIT TWO WAS IN THE REFUEL MODE
|

| AT 0 PERCENT CORE THERMAL POWER. FOLLOWING PERFORMANCE OF QIS 34-1 (REACTOR ;

BUILDING VENTI!ATION MONITORING CALIBRATION), THE UNIT TWO NUCLEAR STATION' ,

'
CPERATOR (NSO) RETURNED THE "B" REACTOR BUILDING VENTILATION RADIATION MONITOR TO
"NORMAL" FROM "BYPASS" AT THE INSTRUMENT MECHANIC'S REQUEST, WHEN THIS WAS DONE,

' THE REACTOR BUILDING YENTILATION ISCLATED AND THE "B" STANDBY CAS TREATMENT I

SYSTEM AUTGSTARTED. ATTEMPTS WERE MADE TO DUPLICATE THE EVENT, BUT WdRE f!

UNSUCCESSTUL. IN ADDITION, THE RADIATION MONITOR BYPASS SWITCH WAS CHECKED FOR :.

DISCONTINUITIES. NO PROBLEMS WERE FOUND. THIS IS CONSIDERED AN ISCLATED EVENT, i
;

AND NO FURTHER CORRECTIVE ACTION IS DEEMED NECESSARY. THIS REPORT IS BEINJ
SUBMITTED TO COMPLY WITH 10 CFR 50.73 (Alt 2)tIV), WHICH REQUIRES THE REPORTING OF |

,

j ANY FVENT OR CONDITION THAT RESULTED IN MANUAL OR AUTOMATIC ACTUATION OF ANY
j ENGINEED SAFETY FEATURE.
,

j (207) QUAD CITIES 2 DOCKET 50-265 LER 86-021 |

!.
ESP ACTUATION ON LOSS OF BUT 18 DUE TO PERSONNEL ERROR. t

EVENT DATE: 121986 REPORT DATE: 010887 NSSS: GE TYPE: BWR I

f (NSIC 206442) ON DECEMBER 19, 1986, QUAD CITIES UNIT TWO WAS 1N A REFUEL AND
MAINTENANCE OUTAGE WITH THE REACTOR MODE SWITCH IN SHUTDOWN. AT 1919 HOURS. AN |

- ENGINEERED SAFETY FEATURE (ESP) ACTUATION OCCURRED WHILE THE OPERATIONAL ANALYS13
| DEPARTMENT fQADI WAS PERFORMING TRIP CHECES ON THE BUS 23-1 TO BUS 28 CIRCUIT
! BREAKER. THE ESF ACTUATION INCLUDED A REACTOR SCRAM, GROUP I, II, AND !!!
'

ISOLATIONS AND A REACTOR BUILDING VENTILATION SYSTEM ISOLATION. THE ROOT CAUSE
| FOR THIS EVENT WAS DETERMINED TO BE PER$0NNEL ERROR. QAD PERSONNEL DID NOT

REALIEE THAT CIRCUIT BREAKER INTERLOCKS WERE STILL IN EFFECT EVEN THOUGH THE
BREAKER WAS RACKED CUT TO ITS "TEST * POSITION. WHEN THE BUS 23-1 TO BUS 28
BREAKER WAS CLOSED LOCALLY BY QAD WHILE IN THE TEST POSITICH, INTERLOCKS CAUSED
THE 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 FOR THIS EVENT WAS TO STOP
FURTHER TRIP CHECKS AND TO BESTORE POWER TO SUS 28 FROM BUS 29. POWER WAS
RESTORED AND ALL SYSTEMS WERE RETURNED TO NORMAL AT 1939 HOURS. FURTHER f

j CORRECTIVE ACTION WILL BE TO ADD A NOTE OF CAUTION TO THE QAD EVALUATICH !
' CHECKLIST (QAP 1500-87) TO WARN OF SITUATIONS OF THIS NATURE. THIS REP 0kT IS

SUBMITTED TO COMPLY WITH 10CFR 50.73tA)(29t!V). |
|

!

|208] RANCHO SECO DOCKET 50-312 LEt 85-016 REV 05 !'UPDATE ON SPURICUS CLOSURE OF DNR DROPLINE ISOLATION VALVE CAUSED BY IMPROPER
ROUTING SHIELDED INSTRUMENT CABLE. !
EVENT DATE: 080885 REPORT DATE: 092287 NS$3 BW TYPE: PWR

(NSIC 206445) ON AUGUST 8, AUGUST 14, AND SCPTEMBER 23. 1985. WHILE IN COLD |
SNUTDOWN, THE DECAY NEAT REMOYAL SYSTEM (DHS) SUCTION BLOCK VALVE (HV-20002) '

AUTOMATICALLY CLOSED ON A HIGH REACTOR COOLANT SYSTEM (RCS) PRES $URE SIGNAL, THUS
RESULTING IN A TEMPORARY LOSS OF THE DHS SYSTEM CAPABILITY. IN ALL THREE CASES,
DHS FLOW WAS RE-ESTABLISHED IN LESS THAN AN HOUR. HV-20002 IS DESIGNED TO CLOSE
AUTOMATICALLY WHEN THE RCS PRESSURE EXCEEDS 255 PSIG. THE RCS PRESSURE RECORDED I

BY OPERATIONS PrRSONNEL AT THE TIME OF THE EVENTS WAS APPROXIMATELY 230 PSIG. f
ALTHOUGH NO DEFINITE REASON FOR THE VALVE CLOSURE WAS DETERMINED, AN |

INVESTIGATICH OF THE EVENTS INDICATED THAT VOLTAGE SPIKES ON PRESSURE TRANSMITTER !

PT-21099 CIRCUITRY CAUSED THE BLOCK VALVE TO CLOSE. PT-21099 WAS REPLACED AND (
CALIBEATED DURING THE CYCLE 7 REFUELING OUTAGE AND A SUCCESSFUL MAINTENANCE TEST I

WAS PERFORMED FOLLOWING TME EVENTS TO ENSURE THE PROPER OPERABILITY OF THE DECAY

l
i

,l
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NEAT VALVE INTERLOCK AND ASSOCIATED INSTRUMENTATION. THE SPURICUS DECAY MEAT
230LAT20N SIGNAL WAS TRACED TO IMPROPERLY ROUTING SHIELDED INSTRUMENT CABLE
IIR180486A) THROUGH CHANNEL B POWER TRAYS AND CONDUIT TO A PBWETRATION, AS
DOCUMENTED IN NCR 8-5263 REVISION 3. THE VOLTAGE SPIKE ON THE PT-21099
INSTRUNINT CIRCUIT APPEARS. IN A TEST, WHEN THE POWER CIRCUIT TO MOTOR OPERATED
VALVE NY-20002 WAS ENERGIEED.

(209) RANCHO SECO DOCKET 50-312 LER 87 015 REY 01
UPDATE ON CAk30N DICXIDE PROTECTED FIRE 80NE3 DELUGE SYSTEMS LEFT DEACTIVATED AND
THE SONES UNATTENDED.
EVENT DATE: 020787 REPCPT DATE 101587 WSIS: BW TYPE: PWR

(NSIC 206540) DURING COLD $NUTDOWN CONDITIONS, 30TM OPERATIONS PERSONNEL AND
SECURITY PERSONNEL OBSERVED NUMEROUS CARD 04 EONES DBACTIVA7BD WNEW TNERE WAS NO
SAFETY CONCERN VOR PERSONNEL. THERE WERE NUP1ROUS OCCURRENCES WNEN PERSONNEL
DISABLED FIRE PROTECTION SUBSYSTEMS IN THE PLANT FOR PERSONNEL SAFETY REASONS,
BUT FAILED TO REACTIVATE TNEM FOR OVER AM NOUR AFTER TME PERSONNEL SAFETY CONCERN
WAS RESOLVED. IT SHOULD BE NOTED THAT THE DETECTION CAPABILITY FOR TME SONE WAS
NOT DISABLED BY THE CO2 SYSTEM BEING TURNED-0FF. THE RANCNO SECO FIRE NASARDS
ANALYSIS HYPOTHES!!ES THAT A FIRE IN ANY DESIGNATED AREA WILL CAUSE THE LOSS OF
ALL FUNCTICMS SUPPORTED BY BQUIPMENT AND CABLES IN TNAT AREA. IMMEDIATE
CORRECTIVE ACTION WAS TO REQUIRE AN HOURLY VERIFICATION TNAT PERSONNEL ARE, IN
FACT, IN THE DEACTIVATED CO2 Scut WHEN A SYSTEM IS DEACTIVATED.

[210) RANCHO SECO DOCKET 50-312 LBa 87-039
HIGH RADIATION AREA NOT PROPERLY 70ffED.
EVENT DATE: 082687 REPORT DATE: 091587 NSSS: SW TYPE: PWR

(MSIC 206052) ON AUGUST 26, 1987, AS A RESULT OF AN IN5PECTION OF THE REACTOR
BUILDING. AM NRC INSPECTOR ASKED TO SEE SURVEYS OF THE REACTOR NEAD LAYDOWN AREA.
AT APPR0XIMATELY 1030 NOURS, ON AUGUST 26, 1987, A RADIATION PROTECT!0W
TECHNICIAN CONDUCTED A RADIATION SURVEY IN3IDE THE REACTOR MEADSTAND AREA IN THE
REACTOR BUILDING. THE ARBA INSIDE THE HEADSTAND WAS FOUND TO MAVE A GENERAL AREA
DOSE RATE OF 300 MBEN/NRs HOWEVER, THE AREA WAS NOT POSTED AS A MIGN. RADIATION
ALIA. RADIATION PROTECTION MAD NOT PERFORMED ROUTINE SURVEYS INSIDE TME
MEADSTAND AREA SECAUSE THEY DID NOT CONSIDER IT A NORMAL OR ACCESSIBLE WORK ARRA.
THE REACTOR HEAD LAYDOWN ARIA WAS Po3TED AS 'RADI0 ACTIVE CONTAMINATED. DO NOT
ENTER WITHOUT RP APPROVAL.* FAILURE TO CONSPICUQUSLY POST THE REACTOR MEAD
LAYDOWN ARIA A5 A MIGM. RADIATION AREA 18 A VIOLATION OF TECNNICAL 8PECIFICATION
6.13.1.A. THE FOLLOWING CORRECTIVE ACTIONS WERE TAKEN AS A RESULT OF TNIS
INCIDENT: 1) THE REACTOR NEAD LAYDOWN AREA WAS POSTED AS A MIGN. RADIATION ABBA.
2) SURVEY 5 WERE TAKEN TO ENSURE THAT NO OTHER UNPOSTED MIGN. RADIATION AREAS EXIST
WITHIN THE REACTOR BUILDING. 31 ACTIONS NAVE BREN INITIATED TO DEFINE TNk TERM
' ACCESSIBLE' AND INCORPORATE THE DEFIN!T10M INTO APPROPRIATE RADIATION PROTECTION
PROCEDURE 5.

|211) RIVERBEND 1 DOCERT 50-458 LER 86-005 REV 01
UPDATE CW UNLADELED SWITCM CAUSES ACTIVATION OF WATER CURTAIN LEADING TO SCRAM.
EVENT DATE: 010786 REPORT DATE: 090907 N885: GE TYPE: BWR

INSIC 2060281 CN 1/7/86 AT 0847 WITH THE UNIT IN OPERATIONAL CONDITION 2
(STARTUPD, A FIRE PROTECTION WATER CURTAIN WAS INADVERTENTLY ACTUATED BY A
CONSTRUCT!0N EMPLOYEE. WATER FROM THIS ACTUATION RAN INTO TWO MOTOR CONTROL
CENTERS AND ThBOUGN AN UNSEALED PENETRATION IN THE FLOOR AND EVENTUALLY INTO A
LCAD CENTER ON THE NEXT LOWER ELEVA?!ON. TME RESULTING SHORT IN THE LOAD CENTER
CAUSED A TRANSFORMER TO BURN UP WNICH CAUSED THE BREAKER FEEDING THAT LOAD CENTER
TO TRIP. THIS BREAKER ALSO FED TWO ADDITIONAL LOAD CENTERt. TME LOSS OF WHICH
EVENTUALLY CAUSED A REACTOR TRIP ON HIGN INTERMEDIATE RANGE MONITORS.



- ___ - - _ - _ _ _ _ _ . _ _ _ _ _ _ _ _ _ - _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

77

INVESTIGATION INTO THE EVENT DETERMINED THAT THE SOLENOID ACTIVATION SWITCH WAS I

UNMARKED AND MISTAKENLY THOUGh2 TO ME A DOOR LATCH. THE IDENTIFICATION AND ,

'PROPER LABELING OF ALL SIMILAR SWITCHES HAS BEEN COMPLETED. THERE WERE NO SAFETY
CONSEQUENCES TO THE PUBLIC AS A RESULT OF Th!$ EVENT. l

.

[212] RIVERBEND 1 DOCKET 50-45E LER 86 020 REV 01 ,

UPDATE ON INCORRECT TRANSFORMER TAP SETTINGS RESULTING IN AN UNANALYtED CONDITION. !

EVENT DATE: 040486 REPORT DATE: 091507 NS$$t GE TYPE: BWR j

(NSIC 206029) OH 4/3/06 WITH THE UNIT IN OPERATIONAL CONDIT!0H 8 (COLD SHUTDOWHI, ,

A REVIEW WAS CONDUCTED OF THE SAFETY RELATED SYSTEM VOLTAGE PROFILE TESTING '

PROGRAM (SST 61. AS A RESULT OF THIS REVIEW, IT WAS DISCOVERED THAT THE CLASS it
TRANSFORMER TAP SETTINGS WERE NOT IN ACCORDANCE WITH THE SUPPORTING CALCULATIONS
WHICH WERE INTENDED TO OPT!MIEE THE VOLTAGE LEVELS AT THE SAFETY-RELATLD SUSES
FOR THE MAXIMUM AND MINIMUM LOAD CONDITIONS. A LIMITING CONDITION FOR OPERATION
WAS INITIATED ON 4/4/06 AT 1450 PROHIBITING PLANT OPERATIONS FROM ENTERING MODES
1, 2 AND 3 AND A DESIGN CHANGE WAS INITIATED TO CHANGE THE TRANSFORMER TAP [

SETTINGS IN ACCORDANCE WITH THE SUPPORTING CALCULATIONS. THE WORK WAS COMPLETED '

| AND THE LCO WAS CLEARED AT 1320 ON APRIL 9, 1986. NO SAFETY CONSEQUENCES
'

RESULTED FROM THE ABOVE CONDITION AND ThE HEALTH AND SAFETY OF THE PUBLIC WERE I'

NOT ENDANGERED.

1213] RIVERBEND 1 DOCERT 59-458 LER 87-016 l
, SPURIOUS AUTC START OF STANDBY GAS TREATMENT AND ANNULUS MIXING SYSTEMS CAUSED BY [
| LIGHTNIN3.

[
l EVENT DATE: 080587 REPORT DATE: 090387 NSSS: GE TYPE: BWR |
t -

| (NSIC 2062953 ON 8/5/87 AT 1831 WITH THE UNIT AT 91 PERCENT POWER (PLANT IN COAST '

DOWNI. AUTO STARTS OF THE ANNULUS MIXING (AMI AND STANDBY GAS TREATMENT ISBGT) I4

j SYSTEMS OCCURRED. A LIGHT POLE IN THE PARK!NG LOT ADJACENT TO TME PLANT WAS ,

q STRUCK BY LIGHTNING AT THE SAME TIME THE AUTO STARTS OCCURRED. THE AM AND SBGT ;

1 SYSTEMS WERE RETURNED TO THE!R NORMAL STANDBY LINEUF. IT IS ASSUMED THAT AN <

l ELECTRICAL ANOMALY CAUSED BY THE LIGHTNING STRIEE CAUSED THE AUTO STARTS OF THESE
l AYSTEMS. THE SAFETY AND HEALTH OF THE PUBLIC WERE NOT AFFECTED BY THIS EVENT -

| BECAVSE THEEE SYSTEMS OPERATED IN THE EMERGENCY MODE, WHICM IS TME SAFEST MODE OF !
'

OPERATION.
?
I

[214] RIVERBEND 1 DOCKET 50-458 LER 87-017 REV 01
UPDATE CH MISPOSITIONED INSTRUMENT VALVE RENDERS LEAK DETECTION SYSTEM INOPERABLE. !

EVENT DATE: 001107 REPORT DATE: 101407 NS$$s GE TYPEt SWR

(NSIC 206584) AT 2300 ON S/11/07 WITN THE UNIT AT APPROXIMATELY 91 PERCENT POWER, !4

) REACTOR CORE ISCLATION COOLING (RCICI TRANSMITTER 1851*N055E INSTRUMENT ISOLATION f
j VALVE WAS FOUND IN THE CLOSED POSITION CURING THE PERFORMANCC OF A SURVEltLANCE [
| TEST PROCEDURE. THIS CAUSED THE RCIC TURBINE EKHAUST DIAPHRAGM PORTION OF THE I

] DIVISION ! RCIC LEAK CETECTION SYSTEM !$0LATION LOGIC TO BE THCPERATIVE. N0 (
) CAUSE FOR THE MISPOSITIONED VALVE HAS BEEN IDENTIFIED. AT Q,810 ON 9/14/97, i

| INVESTIGATION INTO A NALF SCRAM $!GNAL WHICH WOULD NOT RESE2 REVFALED THAT AN ;
j !$0LATICH VALVE FOR A SCRAM DISCHARGE VOLUME ISDVI FLCAT SWITCH WAS CLOSED. AS A [

RESULT. THE FLOAT SWITCH WOULD NOT NAVE SENSED A HIGH SDV VATER LEVEL CONDITION [] UNTIL THE SCV LEVEL HAD RISEN ABOYE THE TECHNICAL SPECIFICATION ASLOWABLE TRIP
'

i

SETPOINT. AS CORRECTIVE ACTION, GENERAL MAINTENANCE PROCEDURE GmP -40w2 N AS BEEN j

REVISED TO CLARIFY THE DEFINITION OF INDEPENDENT VEF.1FIER. ADD!r!ONALLY, THE ;
i METHOD FCR VERIFYING VALVE POSITION WAS ADDED TO ENSTRE POSITIVE YERIFICATION OF 1

] THE AS-LEFT VALVE POSITION. INSTRUMENT VALVE LINEUPS SERVICIN3 SAFETY R4 LATED !

] INSTRUMENTS AND ALL OTHER INSTRUMENTS CONTAINED IN TECHNICAL SPECIFICATUCNS WILL f
j BE VERIFIED PRIOR TO START-UP FOLLOWING THE CURRENT &EFUELING OUTAGE. TTH E R E W AS

{
1 *

I I

1

4

l !
'

i
!

!
t
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NO $1GN!PICANT IMPACT ON THE HEALTH AND SAFETY OF THE PUBLIC AS A RESULT OF THESE
MISPOSITIONED INSTRUMENT VALVES.

,

[215) RIVERBEND 1 DOCKET $0-458 LER 87 018
{ DEFICIENT TRACKING OF DIESEL FUEL OIL SURVEILLANCES.

EVENT DATE: 090187 REPORT DATE: 092887 NSSS: GE TYPE: BWR

i
; (NSIC 206$04) ON 9/01/87, WITH THE UNIT AT APPROXIMATELY 84 PERCENT POWER. IT WAS
! DISCOVERED 7 HAT TWO CHEMICAL PROPERTIES (ASH WEIGHT AND DISTILLATION TEMPERATURE)
{ OF A DIESEL FUEL OIL SHIPMENT MADE TO RIVER SEND STATION (RBS) ON 6/25/07 DID NOT
i MEET THE ACCEPTANCE CRITERIA AS SPECIFIED BY THE RBS TECNNICAL SPECIFICATIONS.
1 ADDITIONALLY. THE RESULTS OF FUEL OIL TESTING AND ANALYSIS WERE NOT EVALUATED
| WITHIN 31 DAYS POLLOWING THE DELIVEFY, AS REQUIRED BY THE S AME TECHNICAL
| SPECIFICATION. THE DISCOVERY DATE OF 9/1/87 WAS 67 DAYS PAST THE DATE OF FUEL
} O!L DELIVER 1. S AMPLING AND ANALYSES WERE COMPLETED ON THE FUEL O!L STORAGE TANKS
4 WHERE THE SUSPECT FUEL OIL WAS OFF-LOADED WITH ACCEPTABLE RECULTS. AS SHOWN SY
I THIS ANALYSIS, ALL FUEL O!L THAT HAS SEEN USED OR IS CONTAINED WITHIN ANY DIESEL

FUEL O!L STORAGE TANK. DID MEET ACCEPTANCE CRITERIA. ADEQUATE CORRECTIVE ACTION
HAS SEEN TAKEN TO PRECLUDE THE POTENTIAL OF UNACCEPTABLE FUEL OIL BEING USED IN

i THE FUTURE. ADDITIONALLY. CORRECTIVE MEASURES HAVE BEEN ESTABLISHED 70 BETTER
j TRACK EVENT RELATED SURVE!LLANCES WITHIN THE CHEF"iTRY SECTION. THERE WAS NO

ADVERSE IMPACT ON THF HEALTH AND SAFETY OF THE LIC AS A RESULT OF THIS EVENT.

; (2161 ROBINSON 2 DOCKET $0-261 LER 87-022
REACTOR TRIP DVE TO INTERMEDIATE RANGE CHANNEL TRIP SETPOINT PROCEDURAL4

DEFICIENCY.
lEVENT DATE: 001087 REPORT DATE: 090807 NSSS: WE TYPE PWR

!
'

e VENDOR: WESTINGHOUSE ELECTRIC CORP.

(NSIC 206307) ON AUGUST 10 1987 AT 2334 HOURS. WITH UNIT NO. 2 IN STARTUP AT
j ABOUT EIGHT PERCENT POWER, INTERMEDIATE RANGE CHANNEL N-35 !NITIATED A HIGH FLUX
; REACTOR TRIP. THE NRC WAS NOTIFIED PUR$UANT TO 10CFR50.72tsit28tI!n. PRIOR TO |
] THE EVENT. THE REACTOR COOLANT AVERAGE TEMPERATURE (TAVGl WAS DECREASING AS THE

,

j UNIT WAS SYNCHORNIEED, PICKING UP AN INIT!AL LOAD OF ABOUT 35 MEGAWATTS. A
i

UTILITY LICENSED OPERATOR BEGAN WITHDRAWING RODS TO INCREASE TAVG. AND RECE!VED A,

RCD STOP $1GNAL. REACTOR POWER INCREASED DUE TO TAVG DECREASE. AND A HIGH FLUX
REACTOR TRIP RESULTED. INTERMEDIATE RANGE DETECTOR N-35 NAD JUST BREN REPLACED,
AND THE NIGH FLUX TRIP SETPOINT HAD TET TO BE DETERMINED. THE SETPOINT IS BASED |
ON DETECTOR CURRENT EQUIVALENT TO 254 OF FULL REACTOR POWER AS DETERMINED BY
STARTUP TESTING. THE EXISTING SETPOINT USED WAS THAT OF TME OLD DETECTOR. BUT ,

TME NEW CETECTORS RESPONSE WAS SIGNIFICANTLY HIGHER. CHANNEL W-35 REACHED THE [
CURRENT EQUIVALEWT TO THE OLD DETECTOR SETPOINT BEFORE THE AUTOMATIC TRIP COULD

'BE BYPASSED. THIS RESULTED IN THE REACTOR TRIP. POLLOWING THE TRIP, N-35 WAS
. CALIBRATED, AND THE PLANT RETURNED TO POWER OPERATION AT APPROXIMATEY Oe00 HOURS
j CN AUGUST 11, 1997.

I I
'

.

1 1217) SALEM 1 DOCKE' 50-272 LIR 87-006 REV 01 '

j UPDATE ON BOTH TRAINS OF HIGH HEAD $1 DECLARED INOPERABLE DUE TO INOPERABLE I

| CHARGIN3 PUMPS.
I EVENT DATE: 0$2587 REPORT DATE: 100637 NSSS: WE TYPE: PWR

VENDOR: GENERAL ELECTRIC CO.
.

(NSIC 206$20) CN MAY 25, 1987 AT 1607 HOURS. IT WAS OBSERVED THAT THE SPRING ;
'

! CHARGING MOTOR. FOR NO. 11 CENTRIFUGAL CNARGING PUMP (CCPI(508 4KV 3REAKER (GE ,
i MAGNE BLAST TYPE AM-4.16-3$0-2N, S/W 0224A6261-0113 WAS NOT ATTACHED TO THE ;

BREAKER FRAMEWORK. THE PUMP WAS SUBSFQUENTLY DECLARED INOPERABLE. PRIOR To
l DISCOVERY OF THE No. 11 CCP 3REAKER CONDITION, THE No. 12 CCP EMERGENCY POWER i

I'
SUPPLY (1C DIESEL GENERATOR (EK) HAD BEEN MADE UNAVAILABLE AS A RESULT OF A (

:

i t
4 :

}
l !

1

! i

|
.

'
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i
DESIGN CH9RGE IN PROGRESS. $!NCE NONE OF THE TECH SPEC 3.5.2 ACTION STATEMENTS i

CAN BE MET WHEN SOTH CENTRIFUGAL CHARGING PUMPS ARE DECLARED INOPERABLE (CNE OF
WHICH IS DECLARED INOPERABLE DUE TO AN INOPERABLE EMERGENCY POWER SUPPLY) TECH !

SPEC 3.0.5 WAS ENTERED. VISUAL EXAMINIATION OF 4KV 3REAKERS FOUR (4) 1/4 INCH
SOLTS REVEALED No ADDITIONAL LOOSE BOLTS. AS A RESULT OF PRELIMINART
INVESTIGATIONS OF THIS EVENT (MPRDS. NUCLEAR NETWORK. ETC.). PSE40 18 AWARE...

,

OF OTHER SPRING CHARGING MOTOR MOUNTING BOLT PROBLEMS AT OTHER PLANTE.
INVESTIGATION OF INPO SER 14-87 "BREAKER FAILURE DUE TO LOOSE MOUNTING SOLTS" NAS [

'

BEEN COMPLETED. THE BREAKER MANUFACTURER CONCURS THAT THIS QCCURRENCE WAS AN
!$0 LATED CASE. NOWEVER. THE MAINTENANCE PROCEDURE FOR INSPECTION AND TESTING OF ,

THIS BREAKER MAS BEEN MODIFIED TO DETAIL MOTOR BOLT TIGHTENING SPECIFICATIONS AND !

THE APPLICATION OF A LACQUER 70 INDICATE VIS!BLY IF A BOLT LOOSENS.

!

[218] SALEM 2 DOCKET 50 311 LER 86-009 REV 01 i

UPDATE ON LOSS OF NO. 22 STATION POWER TRANSFORMER. I
EVENT DATES 091106 REPORT DATE: 093087 NSSS WE TYPES PWR ;

YENDOR: 1-T-E CIRCUIT BREAKER (WESTINGHOUSE ELECTRIC CORP. :
i

f(NS!C 206611) ON 9/11/86. AT 1850 HOURS. DURING ROUTINE POWER OPERATION. A
REACTOR TRIP OCCURRED. THE FIRST CUT ANNUNC1ATOR WAS "REACTOR COOLANT LOW '

I FLOW / REACTOR COOLANT PUMP BREAKER OPEN AND P-8 (REACTOR ABC75 364 POWER)". THE
|iI PLANT WAS STABILISED IN MODE 3 (NOT STANDBY). THE INITIAT1HG CAUSA OF THE

i REACTOR TRIP /TURl!NE TRIP WAS !$0LATION OF NO. 22 STATION POWER TRANSFORMER (SPT)
! 13/4FV. DUE TO PNASE A AND PHASE B DIFFERENTIAL RELAY PROTECTION CPERATION. THE
! LOSS OF NO. 22 SPT RESULTED IN THE LOSS OF "F" & "G" 4KV GROUP BUSSES. LOSS OF i

TN2SE BUSSES CAUSED THE LOSS OF No. 23 AND NO. 24 REACTOR COOLANT PUMPS (RCP*S) '

; RESULTING IN THE REACTOR TRIP / TURBINE TRIP. SIMULTANEOUSLY. AN ELECTRICAL FAULT |

| IN 2F 4160/230V TRANSFORMER CCCURRED. THE FAULT RESULTED IN THE OPERATION CF
OVERCURRENT RELAY PROTECTION WHICH CPENED THE 4KV BREAKER 2F5D SUPPLYING THE 2F'

j 4160/230V TRANSFORMER. TESTING OF No. 22 SPT CONFIRMED THE TRANSFORMER SUSTA!NED
i AN INTERNAL FAULT. INVESTIGATION OF THE TWO FAILED TRANSFORMERS REVEALED DAKAGE i

i ATTRIBUTABLE TO TURN-70-TURN FAULTS IN BOTH TRANSFORMERS. THE DIRECT CAUSE OF |

j THE TURN-TO-TURN FAULTS COULD NOT BE IDENTIFIED. CORRECTIVE ACTIONS INCLUDED !
j CLARIFICATION AND EXPANSION OF REQUIRED INSPECTIONS FOR OIL FILLED AND DRY TYPE |
j TRANSFORMERS AND PERIODIC O!L AND GAS SAMPLING OF OIL FILLED TRANSFORMERS.

l
f

f [219] SALEM 2 DOCKET 50-311 LER 87 011 ShV 01 !
UPDATE ON REACTOR TRIP OCCURRED DUE TO A HIGH NIGN STEAM GENERATOR LEVEL2

j ATTRIBUTED TO PERSONNEL ERROR. '

EVENT DATE: 000607 REPORT DATE: 090087 NSSS: WE TTPE: PWR) j
! !
4 (NSIC 206050) ON AUGUST 6 1987 AT 0912 NOURS. A TURBINE TRIP / REACTOR TRIP

|
j CCCURRED DUE TO NO. 24 STE AM GENERATOR ($/06 NIGN-HIGH LEVEL. AT THE TIME OF THE j
i TRIP. A No. 24 S/G LEVEL CNANNEL !! FUNCTIONAL TEST WAS IN PROGRESS. OTHER THAN

t
! THE TRIP, NO ABNORMAL EVENTS WERE IDENTIFIED. THE ROOT CAUSE OF THE TRIP MAS

i
'SEEN ATTRIBUTED TO PERSONNEL ERROR. TNE NUCLEAR CONTROL OPERATOR DVRING THE

I FUNCTIONAL TEST DID NOT CORRECT A FRED-STEAM FLOW DEVIATION. A PERFORKANCE |
REVIEW OF THE NUCLEAR CONTROL CPERATOR HAS SERN COMPLETED. APPRolRIATE |' CORRECTIVE DISCIPLINE HAS BEEN INITIATED, A DISCUS $100 OF THIS EVENT WILL BE
INCLUDED IN TWE NEXT CYCLE OF OPERATOR REQUALIFICATION TRAINING AND WILL BE
CONSIDERED FOR INCLUSICH IN INITIAL OPERATOR TRAINING FOR THE S/G WATER LEVEL
CONTROL SYSTEM. ADDITIONALLY. A COPY OF THIS LER WILL BE INCORPORATED INTO THE
OPERATIONS DEPARTMENT NEW3 LETTER.

!
1

|

i
:

I
i
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1220] SAN ONOFRE i DOCKET 50-206 LIR 87-012
i CONTAINMENT AIR LOCK NATCH DRIVE FAILUBE CAUSES A BRIEF 3REACM OF CONTAINMENT

]
INTEGRITY.

; EVENT DATE: 002587 REPORT DATE: 092487 NSSS: WE TYPE: PWR
VENDOR: CNICAGO BRIDGE AND IRON COMPANY

| (WSIC 206446) ON AUGUST 25 1987. WITN UNIT 1 IN MODE 1 AT 921 POWER. AN ENTRY
] WAS MADE INTO CONTAINMENT VIA THE PERSONNEL AIR LOCK AT 0750. WHEN THE AIR LOCK
j CONTROLS WERE SUBSEQUENTLY OPERATED TO CLOSE THE AIR LOCK NATCM INSIDE OF
4 CONTAINMENT. THE NATCH DID NOT FULLY CLOSE DUE TO NATCH DRIVE FAILURE. TNIS

CONDITION WAS NOT OBSERVABLE AT THE LOCATION FROM WHICH THE NATCH WAS REING
CPERATED. At 0000. AS THE CUTER MATCH WAS BEING CPENED TO ADMIT ANOTHER PERSON
TO CONTA7NMENT. IT WAS OB&ZRVED TNAT THE INNER NATCH WAS NOT FULLY CLOSED. THE

| CUTER NATCH WAS IMMEDIATELY CLOSED AND CONTAINMENT INTEGRITY WAS RESTORED IN LESS
1 THAN 30 SECONDS. THE INNER AIR LOCK NATCH WAS MANUALLY CLOSED FROM INSIDE
4 CONTAINMENT AT 0925. DURING THE BRIEF PERIOD TNAT BOTW INNER AND QUTER AIR LOCK
l NATCHES WERE OPEN 83MULTAWROUSLY, THE UNIT WAS IN A CONDITION NOT FIRMITTED BY
j TECHNICAL SPECIFICATION (TS) LIMITING CONDITION FOR OPERATION (LCO)
j 3.6.1.tBl.tt). THE FAILED MATCH DRIVE MA1 SEEN REFAIRED AND CORRECTIVE ACTIONS
j MAVE SERN. OR WILL BE. IMPLEMENTED TO PREVENT RECURRENCE. THE NEALTH AND SAFETY
; CF FLAN 7 FEBSONNEL AND TME PUPLIC WERE NOT AFFECTED BY TN!S VENT.
1

(211] SAN ONOFRE 2 DOCKET 50 361 LER 87 010
j T0XIC GAS !$0LATION SFSTFM (TGIS) ACTUATION DURING FLOOR CLEANING. j
1 EVENT DATE: 080687 REFORT DATE: 083107 NS8S: CE TYPE: PWR

OTHER UNITS INVOLVED: SAN ONOFRE 3 (FWR)

(NSIC 2f5757) CN AUGUST 6. 1987. AT 1742. WITH UNITS 2 AND 3 AT 964 POWEB AND
100' FOAEN. 5tJkECTIVELY. TRAIN 'A' 0F THE T0XIC GAS ISOLATION SYSTMM ITGISI
(E!!$ SYSTEM CODE VII ACTUATED THE CONTROL ROOM EMERGENCY AIR CLEANVP SYSTEM

|
(CRi44US) (E!!S SY1 TEM CODE VII CN N!GM BUTAME GAS LEVEL. CREACUS OPERATED IN i

THE !$0LATICH MODE. A5 DE3!GNED. WHILE THE CAUSB FOR THE ACTUATION hMS I
'

INVESTIGATED. CONCRETE FLOOR CLEANING IN PREFARATION FOR FA!NTING WAD CORMENCED
' IN AREAS QUT8tDE THE CON'4ROL ROOM PRESSURE SOUNDARY INCLUDING IN TME VICINITY OF
| THE TGIS SAMPLE FO!NT AIR INLETS. AT 1747. AFTER TGIS BUTANE ANALYBER READINGS [

WERE vtR! PIED TO BE BELOW THE ACTUATION SETPOINT. TGIS WA8 RESET. AND CREACUS WAS i
RETUEFED TO THE STANDBY MODE. THERE WAS No S AFETY SIGNIFICANCE TO TMIS EVENT i

0!NCE ALL TGIS AND CREACUS COMPONENTS FUNCTIONED AS DESIGNED. CNEMICAL RELEASE |
FROM THE CLEAN!NG AGENT BEING USED IN THE ABBA 0F THE TGIS MONITOR E!!S COMPONENT [
CODE MON) SAMPLER AIR INLETS WAS DETERMINED TO WAVE CAUSBD TME ACTUATION. GRAS

| S AMPLES OF VAPOR ASSOCIATED WITH THE CLEAN!NG AGENT CONFRENED TNAT TME AGENT.
' CONSISTING OF ACETIC ACID, METMYLINE CMLORIDE. AND OTMER CN8MICAL8 PRODUCES -

NYDROCARBONS SENSITIVE TO THE SUTAME ANALYSER, CLEAMING WITN TWE AGENT WAS
DTICONTINVID IN THE AREA 0F THE AIR INLETS.

1 '

!

) [222] SAN ON0FRE 2 DOCKET 50 361 tsR 87 012
CONTROL ROOM !$0LATION SYSTEM (CRISI INADVERTENT ACTVATION DURING FUNCT!QNAL i
TESTING. [

| EVENT DATE: 080007 REPORT DATE: 090407 W888: CE TTFE PWR [
CTNER UNITS INVOLVED SAN ONOFRB 3 (FWR) }

i

i

| (NS!C 206250) CN AUGUST 0 1987. AT 1957. WITN UNIT 2 AT 95% F0WER AND VNIT 3 AT
100% POWER. TWE CONTROL ROOM IMERGENCY AIR CLEANVP SYSTEM (CSEACUS) WAS r

INADVERTENTLY ACTUATED WWILE PERFORMING TME 31. DAY FUNCTIONAL TEST ON CONTROL i

i ROOM !$0LATION SYSTEM ICRIS) TRAIN 5 RADIATION MONITOR. TNB CAUSE OF THE CRIS I
1

l.

ACTUATION WAS THE FAILURE OF TWE TECHNICIAN TO PLACE THE MONITOR BACK IN ' ALARM
DEFEAT * FB10R TO RELEASING THE * RESET / BYPASS * SWITCN. RECOGW!$1NG TN!8 ERROR.
THE TECHNICIAN IMMEDIATELY RESET THE CRIS AND RETURNED THE MONITOR 70 ' ALARM
DEFRAT*. CREACUS COMPONENTS OPERATED ACCORDING TO DESIGN WITN THE EXCEPTION OF

p

i
!

!

,

|
J ,

. - - - .
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CONTROL ROOM CABINET AREA EMERGENCY COOLING UNIT E-423 WHICH DID WOT START. ,

E-423 WAS SUBSEQUENTLY STARTED AND STOFFED BY PSING ITS CONTROL ROOM HANDSWITCH
AND ALSO BY MANUALLY INIT!AT4HG CRIS TRAIN 3. IT WAS CONCLUDED THAT THE FAN
FAILURE WAS ASSOCI ATED WITH THE IMMEDI ATE RESETTINJ OF CRIS BY THE TECHNICIAN.
THE TECHNICIAN INVOLVED WAS COUNSELED AND ALL OTHER TECHNICIANS INYCLVED WITN
RADIATION MONITOR TESTING WERE Sk!IFED ON THE EVENT. A $1MILAR INADVERIENT !

ACTUATION OF CRIS DURING PERFORMANCR OF THE SAME FUNCTIONAL TEST OCCURRED !

PREVIOUSLY AND WAS REPORTED IN !ER 94-077 A DESIGN CHANGE WILL INSTALL A I

KEYLOCK SWITCH FOR THE BYFASS ITNCTION AND A SPRING-LOADED SWITCH FOR THE RESET
FUNCTION.

|

[2231 SAN ONOFRE 3 DOCKET 50-362 LER 87-003 BEV 01
UPDATE ON RADICACTIVE PARTICLS$ IN AN UNRESYRICTED AREA. ,

EVENT DATE 020207 REPORT DATE: 093187 NSSS CE TYPE: PWR i

(NS!C 2062591 ON FEBRUARY 2. 1987. A FUEL FRAGMENT (PARTICLE) WAS INADVERTENTLY
REMOVED FROM THE SAN ONOFRE RESTRICTED ARRA BY A WORKER. THE PARTICLE WAS

i
' RETURNID TO THE RESTRICTED AREA AND LOCA!ED ON FEBRUARY 3, 1987, ON A CARMENT THE t

WORKER WAD WORN IN THE PLANT THE DAY BEFORE. HEALTH FNYSICS EMP) TECHW!CIANS HAD l
'SEEN UNABLE. THE DAY BEFORE. TO FIND THE PARTICLE EVEN THOUGH 17 AFFARENTLY MAD

REPEATEDLY ALARMED THE NEWLY INSTALLED AND HIGMLY BETA SENSITIVE PERSONNEL
MONITORING B00TMS. ON FEV9UARY 21 1987 AN NP TECHNICIAN DISCOVERED A PARTICLE
IN HIS NOME AS THE RE4VLT OF SELF-! NIT!ATED SURVEY. THE PARTICLE WAS RETURNED TO

f'
,

] THE SITE THE SAME DAY. THE ARTICLE MAY NAVE LEFT THE SITE ON THE INDIVIDUAL OR
CN ONE OF THE SURVEY INSTRUMENTS USED BY THE TECHNICIAN TO PERFORM THE NOME ,

SURVEY. THE CAUSE OF THIS EVENT WAS EVIDENTLY LACK OF THOROUGNNESS IN PER$0NNEL
OR EQUIPMENT MONITORING ON THE PART OF THE TRAINED AND KNOWLEDGEABLE TECHNICI AN. [,

! SUBSEQUENT TO THE FEBRUARY 2 OCCURREN?4. HP TECHNICIANS NAVE BEEN FROVIDED |

1 ADDITIONAL INSTRUCTION AND ADDITIONAL ADMIN 75TRATIVE CONTROLS HAVE BEEN DEVELOPED
j TO PRECLUDE FUTURE RELEASE OF POTENTIALLY LONTAMINATED INDIVIDUALS.
i f

1 .

! (224) SAN ONOFRE 3 DOCKET $0-362 LER 87-015 I

i CONTAINMENT FURGE ISCLATION SYSTEM ACTUATION DUE TO FA! LUBE OF AIRBORNE MONITOR
3RT-7007. i

EVENT DATE: 093007 REPORT DATE 092907 NS$$i CE TYPE: FWR j
VENDOR NUCLEAR MUL1UREMENTS CORP. j,

i I
(NSIC 2065981 CW 9/30/47. AT 0636 CONTAINMENT FURGE !$0LATION SYSTEM (CPIS) f
TRAIN *B' ACTUATED CN AN INSTRUMENT FAILURE $1GNAL FROM CONTAIMMENT A!BBORNE i

MONITOR 337-7007 t!ODINE CHANNEL). TWERE WAS NO PURGE IN FROGR ESS THEREFORE. !i

| CP!S COMFCNENTS D!D NOT ACTUATE. AT 1051, THE FAILED MONITOR WAS REMOVED FROM '

SERVICE. AND CFIS WAS RESET. IT WAS DETERMINED THAT THE DETECTOR FAILED DUE TO A !

FAILUBE OF THE PHOTCMULTIPLIES (FMI TUBE. CPIS TRAIN 'B' WAS RETURNED TO |

OPERABLE STATUS ON 9/8/07 FOLLOWING COMPLET!ON OF FM TUBE REPLACEMENT AND
SATISFACTORT FUNCTIONAL TESTING OF THE MON! TOR. A CALCULATION OF TME FAILUBE
BATE OF THE FM TUBES AT SAN ONOFRE AND A REVIEW OF VENDOR AND INDUdTRY DATA
DETERMINED THAT THE EXFIRIENCED FAILURE RATE IS WELL WITHIN THE EXPECTED FA! LUBE
RATE TYPICAL F05 TNIS EQUIPMENT. THEREFORE, ADDITIONAL CORRECT!YE ACTION IS NOT
WARRANTED AT TN!S TIME. THERE WAS NO SAFETT SIGNIFICANCE TO TN!S EVENT $1NCE, NAD
A CONTAINMENT FURGE BEEN IN PROGR ES S . THE INSTRUMENT FAILUBE WOULD NAVE RESULTED
IN CPIS PERFORMING ITS SAFETY FUNCTION. AS DESIGNED.

! 12251 SEABROOK 1 DOCERT 50-443 LER 87-015
INADVERTENT SAFETY INJECTION DUE TO INSFECT A MAIN CONTROL BOARD.
EVENT DATE: 081397 REPORT DATE: 091187 MSSS: WE TYPE: FWR

j VENDOR: WESTINGNOUSE ELECTRIC CORP.

(NS!C 2061491 CN 08/13/87 AT ii30FM EDT, MULitFLE ENGINEEBED SAFETY FEATURES

1

<

!
_ - _ _ _ _ _ - _ - _ _ _ _ _ __ _ _



82

(ESFS) ACTUATED UPON RECEIPT OF A LOW PRESSURIEER PRESSURE SIGNAL. THE JAUSE WAS
DETERMINED TO BE THE ACTUATION OF SAFETY INJECTION RESET CAUSED BY A MOMENTARY
CONTACT BOUNCE OF THE TRAIN B PRESSURIEER PRESSURE SAFETY INJECTION BLOCK / RESET
SWITCH RESULTING FROM AN IMPACT TO THE MAIN CONTROL BOARD. ONCE THE TRAIN B
SAFETY INJECTION SIGNAL WAS GENERATED, ALL SYSTEMS CPERATED AS DESIGNED. THE B
CENTRIFUGAL CHARGING PUMP AND EMERGENCY DIESEL GENERATOR STARTED, TRAIN B SAFETY
INJECTION SYSTEM HIGH AND LOW HEAD VALVES REALIGNED, A TRAIN B PHASE A
CONTAINMENT ISOLATION OCCURRED, A TRAIN B CONTAINMENT VENTILATION ISOLATION
SIGNAL WAS GENERATED, CONTROL BUILDING TRAIN B EMERGENCY AIR CLEANUP FAN STARTED,
AND MAIN FEEDWATER ISOLATION OCCURRED. APPROXIMATELY 10,000 GALLONS OF BORATED
WATER WERE INJECTED INTO THE REACTOR COOLANT SYSTEM. OPERATOFS RESPONDED IN
ACCORDANCE WITH SEABROOK STATION PROCEDURES. SAFETY INJECTION WAS PROPERLY ,

TERMINATED, AND ALL SYSTEMS WERE RETURNED TO NORMAL STATL'S. TO PREVENT
RECURRENCE, THE INSTALLATION PROCEDURES FOR THE MODIFICATION IN PROGRESS WERE
AMENDED TO REQUIRE THE SOLID STATE PROTECTION SYSTEM (SSPS) TO BE IN THE TEST4

MODE BEFORE PERFORMING SIMILAR WORK ACTIVITIES ON THE MAIN CONTROL BOARD (MCB).

[226] SEABROOK 1 DOCKET 50-443 LER 87-016
.

CONTROL ROOM MAKEUP VEhTILATION SYSTEM ISOLATION LOGIC DUE TO SYSTEM HARDWARE
DESIGN AND PROCEDURE INADEQUAOIES INOPERABLE.
EVENT DATE: 081987 REPORT DATE: 091887 NSSS: WE TYPE: PWR

(NSIC 206190) ON AUGUST 19, 1987, DURING THE PERFORMANCE OF THE MONTHLY TECHNICAL
SPECIFICATION SURVEILLANCE 4.3.3.1, IT WAS IDENTIFIED THAT TRAINS A 6 8 OF THE
CONTROL ROOM MAKEUP VENTILATION SUPPLY AND EXHAUST SUBSYSTEM WOULD NOT HAVE
PERFORMED THEIR INTENDED SAFETY FUNCTION. TECHNICAL SPECIFICATION SURVEILLANCE
4.3.3.1 REQUIRES THAT THE REDUNDANT RADIATION MONITORS BE CAPABLE OF ISOLATING
THE CONTROL ROOM MAKEUP VENTICATION SUPPLY UPON RECEIPT OF A HIGH RADIATION
SIGNAL FROM ANY OF THE RADIATION MONITORS. CONTRARY TO THIS, THE SURVEILLANCE OF
THE EAST AIR INTAKE MONITORS DID NOT PROVIDE THE ISOLATION SIGNALS WHEN A TEST
SIGNAL WAS INDUCED. UPON INVESTIGATION IT WAS DETERMINED THAT THE CONTROL LOGIC
WAS NOT PROPERLY ALIGNED TO "ARM" THE ISOLATION CIRCUIT. THUS RENDERING THE
ISOLATION FUNCTION INOPERABLE. THE ROOT CAUSE OF TH1 EVENT HAS BEEN ATTRIBUTED
TO SYSTEM HARDWARE DESIGN AND PROCEDURE INADEQUACIES. A REVIEW WAS PERFORMED AND
THERE WAS NO INDICATION THAT THE FUNCTION HAD BEEN ARMED SINCE THE PREVIOUS
SURVEILLANCE PERFORMED ON JULY 20, 1987. TO PREVENT RECURRENCE, A TEMPORARY
MODIFICATION HAS BEEN COMPLETED THAT ADDED AN INDICATOR LIGHT TO EACH OF THE
RADIATION MONITOR ISOLATION CIRCUITS TO INDICATE THE ARMED STATUS FOR THE CONTROL
LOGIC.

[1 ', SEQUOYAH 1 DOCKET 50-327 LER 85-031 REV 02
U); ATE ON AUXILIARY BUILDING ISOLATION OCCURRED AS A RESULT OF NIGH RADIATION
LEVELS FROM A CRACKED CVCS SAMPLZ LINE WELD DUE TO FATIGUE FAILURE.
EVENT DATE: 072985 REPORT DATE: 082987 NSSS: WE TYPE: PWR
01HER UNITS INYOLVED: SEQUOYAH 2 (PWR)

(HSIC 206426) THIS LER IS BEING REVISED TO INCLUDE ADDITIONAL INFORMATION ON THE
EVENT AND TO AMEND THE CORRECTIVE ACTION. THIS LER !$ REVISED IN ITS ENTIRETY TO
COMPLY WITH NUREG-10J2. ON JULY 29, 1985, WITH UNITS 1 AND 2 IN MODE 1 AT 100
PEDCENT POWER, AN AUXILIARY BUILDING ISOLATION OCCURRED AT 2225 CST. THE
ISOLATION WAS AUTOMATICALLY INITIATED BY HIGH RADIATION LEVELS WHICH WERE
DETECTED BY THE AUXILIARY BUILDING STACK VENTILATION MONITOR, RM-90-101. UPON
THE ISOLATION, THE AUXILIARY BUILDING GAS TREATMENT SYSTEM STARTED AND PROVIDED
FILTRATION OF EFFLUENTS EXITING THE BUILDING TO THE ENVIRONMENT. ALL RELEASES TO
THE ENVIRONMENT WERE WELL WITHIN THE OFFSITE DOSE LIMITS. THE LEAK WAS LOCATED
011 THE UNIT 2 LETDOWN LINE AT A SAMPLE LINE COM'ECTION WELD UPSTREAM OF VALVE
2-62-674 IN THE CHEMICAL AND VOLUME CONTROL SYsaEM. THIS SAMPLE LINE IS
DOWNSTREAM OF THE LETDOWN HEAT EXCHANGERS AND UPSTREAM OF THE VOLUME CONTROL
TANK. THE LEAK WAS ISOLATED, AND CLEANUP WAS INITIATED FOR APPROXIMATELY 600
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GALLONS OF REACTOR COOLANT FLUID WHICH DRAINED TO A COLLECTION TANK. THE CAUSE OF j

THE FAILURE OF THE METAL IN THE W3LD HEAT AFFECTED EONE WAS DETERMINED TO BE HIGH l

CYCLE, VIBRATION-INDUCED FATIGUE INITIATED FROM THE OUTSIDE DIAMETER OF THE PIPE.

[228] SEQUOYAH 1 DOCKET 50-327 LER 87-026 REV 01
UPDATE ON INADEQUATE RADIOLOGICAL CONTROL COVERAGE IN THE TRANSFER 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 SOLIDIFI3D RADWASTE WAS TRANSFERRED
WITHIN THE AUX. BUILDING FROM THE RAILROAD ACCESS BAY UP TO THE REFUELING FLOOR
TO BE LOWERED IPTO THE CASK DECONTAMINATION ROOM. DOSE RATES FROM THE LINER
EXCEEDED 1,000 MREM /HR. AT TWO TIMES IN THE TRANSFER PROCESS 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 RESULTING IN VIOLATION OF UNITS 1 & 2 TECH
SPEC 6.12.2. UPON REALIEING THAT POSITION CONTROL WAS NOT EXHIBITED, A RADCON

TECHNICIAN RESPONDED TO PROVIDED THE REQUIRED COVERAGE. THIS EVENT WAS THE
RESULT OF PERSONNEL ERROR WHEN FIRST, THE MOVEMENT OF THE LINER FBOM THE RAILROAD
BAY TO THE CASK DECONTAMINATION ROOM WAS NOT PROPERLY COVERED AS REQUIRED BY TECH
SPEC 6.12.2 AND RADIOLOGICAL CONTROL INSTRUCTION (RCI)-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 87-046

| THE POTENTIAL EXISTS FOR UNACCEPTABLE DILUTION OF THE ECCS DURING A LARGE BREAK
; LOCA DUE TO POSTULATdD NON-BORATED WATER ADDITION TO CONTAINMENT SUMP.

EVENT DATE: 072287 REPORT DATE: 091887 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: SEQUOYAH A (PWR)

(NSIC 205899) THIS LER IS BEING PROVIDED AS A VOLUNTARY REPORI TO INFORM NRC OF A
POTENTIAL ISbUE THAT HAS GENERIC IMPLICATIONS TO ALL WESTINGHOUSE PRESSURIZED
WATER REACTORS. TENNESSEE VALLEY AUTHORITY RECEIVED A TECHNICAL BULLETIN FROM
WESTINGHOUSE CONCERNING BORON CONCENTRATION REQUIREMENTS AFTER A LOSS OF COOLANT t

ACCIDENT (LOCA), ALL CONTROL RODS OUT (ARO), LONG-TERM COOLING MODE OF OPERATION.
THE BULLETIN STATES THAT THE RECENT TREND TOWARDS LUNGER RELOAD CYCLE LENGTHS
AND THE INTRODUCTION OF A POSITIVE MODERATOR TEMPERATURE COEFFICIENT AT LOWER
POWER LEVELS HAVE RESULTED IN THE NEED TO RECONFIRM THAT TFE REACTOR CORE REMAINS
SUBCRITICAL DURING A POST-LOCA, ARO, LONG-TERM COOLING MODE OF OPERA 710N. THE
CONCERN IS WHETHER THERE IS AN ACCEPTABLE BORON CONCENTRATION IN THE EMERGENCY
CORE COOLING SYSTEM TO HAINTAIN THE REACTOR CORE SUSCRITICAL DURING A LARGE BREAK
LOCA WITH THE ADDITION OF NONBORATED WATER TO THE PRIMARY CONTAINMENT SUMP. THE
ESSENTIAL RAW COOLING WATER, HIGH PRESSURE FIRE PROTECTION, PRIMARY WATER, AND
COMPONENT COOLING WATER PIPING SYSTEMS ARE POTENTIAL SOURCES FOR NONB0 RATED
WATER. AN EVALUATION IS PRESENTLY BEING PERFORMED TO DETERMINE IF THERE ARE ANY
SAFETY IMPLICATIONS AND IF AN CORRECTIVE ACTIONS WILL BE HECESSARY. CURRENT
INDICATICNS 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
POWEA SYSTEM BECAUSE OF A DESIGN ERROR.
EVENT DATE: 072387 REPORT DATE: 081887 HSSS: WE TYPE: PWR |
OTHER UNITS INVSLVED: SEQUOYAH 2 (PWR) |

I
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(NSIC 205897) THIS REPORT IS BEING SUBMITTED AS A "VOLUNTARY LER" TO IDENTIFY A
POTENTIAL PROBLEM WITH THE SEQUOYAH 1E AUXILIARY POWER SYSTEM AND TO KEEP HRC
INFORMED OF ONGOING ACTIVITIES AT SEQUOYAH NUCLEAR PLANT. A CONDITION ADVERSE TO
QUALITY WAS REPORTED ON APRIL 14, 1987, WITH BOTH UNITS 1 AND 2 IN MODE 5 (COLD
SHUTDOWN) DESCRIBING A C( r.DITION WHERE CALCULATIONS FOR FHE AUXILIARY ELECTRIC
POWER SYSTEM HAVE NOT INCLUDED THE EFFECT ON SAFETY-RELATED EQUIPMENT OF THE FIRE
PUMPS STARTING AND RUNNING DURING A LOSS OF COOLANT ACCIDENT (LOCA). THE FIRE
PUMPS ARE SUPPLIED POWER FROM THE CLASS 1E POWER SYSTEM) HOWEVER, THE DESIGN
BASIS FOR SEQUOYAH NUCLEAR PLANT DOES NOT INCLUDE A LOCA AND CONCURRENT FIRE.
DURING A LOCA, THE CONTAINMENT TEMPERATURE CAN BE HIGH ENOUGH TO CAUSE THE FIRE
PUMPS TO START DECAUSE OF THE ACTUATION OF THE TEMPERATURE SENSORS ON THE FIRE

# DETECTION SYSTEM. FIRE DETECTION SENSORS THAT DETECT IONIEED AIR CAN ALSO BE
ACTUATED BY LOCA CONDITIONS AND CAUSE THE FIRE PUMPS TO START. STARTING THE FIRE
PUMPS CONCURRENT WITH A LOCA COULD POTENTIALLY DEGRADE THE AUXILIARY ELECTRIC
POWER SYSTEM VOLTAGE AND THEREBY PREVENT SAFETY-RELATED EQUIPMENT FROM PERFORMING
ITS INTENDED FUNCTION. THE ROOT CAUSE OF THE CONDITION WAS A DESIGN ERROR WHEN
THE DESIGN ENGINEER FAILED TO CONSIDER THE POSSIBILITY OF INADVERTENTLY STARTING
THE FIRE PUMPS DURING A LOCA.

[231] SEQUOYAH 1 DOCKET 50-327 LER 87-052
DESIGN ERROR RESULTING IN NONREPRESENTATIVE LOAD TESTING OF DIRSEL GENERATORS.
EVENT DATE: 072387 REPORT DATE: 082287 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: SEQUOYAH 2 (PWk)
VENDOR: MORRISON-KNU7 SON COMPANY, INC.

(NSIC 205901i THIS REPORT IS BEING SUBMITTED AS A * VOLUNTARY LER" TO IDENTIFY
POTENTIAL PROBLEMS WITH THE EMERGENCY DIESEL GENERATORS AND TO KEEP NRC INFORMED
OF ONGOING ACTIVITIES AT SEQUOYAH NUCLEAR PLANT. A SIGNIFICANT CONDITION REPORT
(SCRI WAS INITIATED ON MARCH 20, 1986, WITH BOTH UNITS 1 AND 2 IN MODE 5 (COLD
SHUTDOWN), DESCRIBING A CONDITION WHESE THE CAPABILITY OF EMERGENCY DIESEL
GENERATOR 25-B TO RECOVER FROM THE TRANSIENT OF THE CONTAINMENT SPRAY PUMP
STARTING FOLLOWING A PHASE B CONTAINMENT ISOLATION WITH OTHER RANDOM LOADS
CONNECTED WAS UNCERTAIN. A REMOTE POSSIBILITY EXISTS THAT THE ELECTRIC BOARD ROOM
AIR HANDLING UNIT COULD START AT PRECISELY THE SAME TIME THAT THE CONTAINMENT
SPRAY PUMP STARTS AND RESULT IN THE SPEED OF THE DIESEL GENERATOR TO DROP BELOW
THE FIVE PERCENT LIMITATION DESCRIBED IN FINAL SAFETY ANALYSIS REPORT (FSAR). A
SECOND SCR WAS INITIATED ON JANUARY 14, 1987, WITH BOTH UNITS IN MODE 5. THAT
IDENTIFIED A PROBLEM WHERE THE DIESEL GENERATORS' CAPABILITY TO PROVIDE ADEQUATE
ONSIZE POWER HAD NOT BEEN DEMONSTRATED IN ACCORDANCE WITH THE FS AR. THE CAUSE OF
THESE CONDITIONS WAS A DESIGN ERROR. DESIG DESIGN ENGINEERS FAILED TO PROPERLY
EVALUATE THE INTEGRATED OPERATION AND RESPONSE OF THE DIESEL GENERATORS, THEIR
LDADING. AND TO SPECIFY THE CORRECT PREOPEAATIIONAL TEST.

[232| SEQUOYAN 1 DOCKET $0-327 LER 87-044
INADEQUATE COMMUNICATION BETWEEN DESIGN ORGANIEATIONS RESULTS IN POTENTIAL
PROBLEM WITH 1E ELECTRICAL EQUIPMENT DUE TO UNANALYEED FLOODING EFFECTS.
EVENT DATE: 072487 REPORT DATE: 081987 NSS9: WE TYPE: PWR
OTHER UNITS INVOLVED: SEQUOYAH 2 (PWR)

(NSIC 205898) THIS LUR IS BEING PROVIDED AS A VOLUNTARY REPORT TO INFORM NRC OF A
POTENTIALLY GENERIC ISSUE CONCERNING POSTULATED BREAKS IN MODERATE ENERGY LINES.
FLOODING EFFECTS OF MODERATE ENERGY LINE BREAKS (MELBS) WERE NOT ADEQUATELY
ANALYEED DUE TO INADEQUATE COMMUNICATION BETWEEN THE PIPE BREAK ANALYST AND THE
SYSTEM ENGINEERS RESPONSIBLE FOR PERFORMING THE ANALYSIS. AS A RESULT, TVA
CONTRACTED WITH SARGENT AND LUNDY TO PERFORM A STUDY OF MELBS. SARGENT AND LUNDY
HAS DETERMINED THAT FLOODING ASSOCIATED WITH MODERATE ENERGY LINE BREAXS (MELBS)
COULD POTENTIALLY SUBMERGE AND IMPAIR COMPONENTS REQUIRFD FOR SAFE SHU'tDOWN AND
THREATEN INTEGRIT'. OF CERTAIN STRUCTURES DUE TO INCREASED LOADING. ALL IDENTIFIED
CONCERNS RESULTING FROM THE MELS FLOODING STUDY HAVE BREN ADDRESSED BY TVA AND

_ _ _ _ _ _ _ _ _ . . _ _ _
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PREVIOUSLY REPORTED CR EVALUATED BY A REALISTIC ANALYSIS WHICH INDICATES NO
FAILURES ARE LIKELY TO OCCUR. TO COMPLY WITH TVA INTERNAL DESIGN STANDARDS,

CERTAIN ACTIONS (SUCH AS SEALING OF BUILDING WALLSI ARE BEING TAKEN TO MINIMIEE
THE IMPACT OF POTENTIAL MELBS BEFORE RESTART OF UNIT 2. OTHER ACTIONS (SUCl! AS
PROTECTING CADLES FROM #ATER) ARE BEIl4G IMPLEMENTED BEFORE RESTART FROM FUEL
CYCLE 5 FOR EITHER UNIT. ADDITIONAL ACTIONS HAVE BEEN TAKEN TC IMPROVE THE
COMMUNICATIONS ACROSS THE' ENGINEERING DISCIPLINES.

[233) SEQUOYAH 1 DOCKET 50-327 LER 87-037
,

THE CAPACITY OF THE ENGINEERED SAFETY FEATURES EQUIPMENT COOLERS HAS BEEN ;

DETERMINED INADEQUATE FOR LOCA CONDITIONS DUE TO KVAC CALCULATION ERRORS.
EVEHf 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 $ (COLD SHUTDOWN), A CONDITION ADVERSE

TO QUALITY WAS IDENTIFIED IN THAT THE CAPABILITY OF THE UNIT 1 AND VNIT 2
ENGINEEREM SAFETY FEATURES (ESP) ROOM COOLERS WAS INDETERMINATE, AND THAT A *

REVIEW OF MECHANICAL CALCULATIONS FOR 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, AND AIR CONDITIONING (HVAC) CALCULATIONS WERE
REGENERATED USI.1G THE LATEST SEQUOYAH HEAT LOAD DATA BASED ON A LOSS OF COOLANT
ACCIDENT (LOCAL CONDITION, WHICH ASSUMES ESF EQUIPMENT IS IN OPERATION AND THE
HVAC IS OPERATING IN THE EMERGENCY MODE. THE PROGRAM CONCLUDED THAT BASED ON THE
PRESENT REQUIREMENTS FOR ESSENTIAL RAW COOLING WATER (ERCW) FLOW TO THE COOLERS, |

THREE (PER TRAIN) AREA / ROOM COOLER CALCULATION RESULTS INDICATED THE CAPACITY OF t

THE COOLERS TO BE INADEQUATE. THE REMAINING 20 COOLERS HAD THE CAPACITY TO
PERFORM THEIR INTENDED FUNCTION BASED ON THE REGENERATED CALCULATICH RESULTS.

(234) SEQUOYAH 1 DOCKET SU-327 LER 87-041 REV 01
UPDATE ON LOSS OF RESIDUAL HEAT REMOVAL FLOW RESULTING FRCM MISPOSITIONING OF A
BREAKER DUE TO PERSONNEL ERROR.
EVENT DATE: 080487 REPORT DATE: 091487 NSSS: WE TYPE: PWR ,

(NSIC 206515) ON AUGUST 4, 1987, AT 2149 EDT, WITH UNIT 1 IN MODE 5 (O PERCENT
POWER, 2 PSIG, 133 DEGREES F), A MOMENTARY LOSS OF RESIDUAL HEAT REMOVAL (RHR) '

FLOW OCCURRED WHEN VALVE 1-FCV-74-2 INADVERTENTLY CLOSED, ISOLATING RHR PUMP 1A-A
SUCTION FROM THE REACTOR COOLANT SYSTEM LOOP 4 HOT LEG. TVE CONTROL ROOM
OPERATOR WAS IMMEDIATELY ALERTED TO THIS CONDITION BY ANNUNCIATION OF THE RHR
HIGH DISCHARGE, MINI-FLOW ALARM. THE OPERATOR ASSESSED THE POSITTON OF RHR
SUCTION VALVE 1-FCV-74-2 AND MANUALLY STOPPED RHR PUMP 1A-A. THE APPLICABLE
ACTION STATEMENT OF LIMITING CONDITION FOR OPERATION (LCO) 3.4.1.4 WAS ENTERED

'

AND ABNORMAL OPERATING INSTRUCTION (A018-14 WAS P1, ACED IN EFFECT FOR USA IN

RECOVERY OPERATIONS. RHR LOOP A FLOW WAS REESTABLISHED AT 2153 EDT ON AUGUST 4,
1987, BY REOPENING VALVE 1-PCV-7 4-J AND RESTARTING RHR PUMP 1A-A, AT WHICH TIME
LC0 3.4.1.4 WAS EXITED. THE RHR SYSTEM ISOLATION WAS CAUSED BY PERSONNEL ERROR
DURING INITIAL PLANT LINEUP FOR PERFORMANCE OF INSTRUMENT MAINTENANCE INSTRUCTION

,

(IMI)-99 RT-6998. A STUDENT ASSISTANT UNIT OPERATCR (AUO) WAS DISPATCHED TO 120V
AC VITAL INSTxUMENT POWER TO VERIFY THE POSIT 10N OF BREAKER 2 (THE CHECKLIST
CALLED FOR THE BREAKER TO BE CLOSED). THE AUO TRAINEE, FOR NO EXPfAINABLE
AEASON, OPkNED THE BREAKER AND THEN REALIE!NG HIS MISTAKES CLOSED IT BACK.

<

i
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[235) SEQUOYAH 1 DOCKET 50-327 led 87-053
INADVERTENT DIESEL GENERATOR START CAUSED BY PERSONNEL INATTENTION TO DETAIL AND |
LACK OF PROCEDURAL CLARITY DURING INSTALLATION OF A JUMPER. 1

EVENT DATE: 080587 REPORT DATE: 082887 HSSS: WE TYPE: PWR ,

OTHER UNITS INVOLVED: SEQUOYAH 2 (PWR) L

(NSIC 206292) ON 8/5/87 AT 0015 EST WITH UNITS 1 AND 2 IN MODE 5 (O PERCENT
POWER, 2 PSIG, 133 DEGREES F AND 0 PERCENT POWER, O PSIG, 119 DEGREES F, I
RESPECTIVELY, THE 18-B DIESEL GENERATOR WAS INADVERTENTLY STARTED DURING
CONNECTION OF A TEMPORARY JUMPER IN THE TRAIN 8 SOLID STATE PROTECTION SYSTEM
(SSPS) OUTPUT RELAY CABINET FOR THE PERFORMANCE OF INSTRUMENT MAINTENANCE |

INSTRUCTION (IMI)-99-RT6995, "RESPONSE TIME TESTING OF ENGINEERED SAFETY !

INJECTION SIGNAL WITH STATION BLACKOUT UNITS 1 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 LIFT 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 STARTED THE 18-5 DIESEL GENERATOR. THE OTHER THREE DIESEL
GENERATORS (1A-A, 2A-A, AND 25-8) DID NOT START BECAUSE OF THE COMMON START
CIRCUITRY BEING INHIBITED UNDER THE DIRECTION OF THIS PROCEDURE. 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 0041 EST,
INITI\L TEST CONDITIONS WERE REVERIFIED, AND THE TEST WAS CONTINVED.

[236) SEQUOYAH 1 DOCKET 50-327 LER 87-049
i INADEQUATE PROCEDURE DURING CONSTRUCTION RESULTED IN IMPROPERLY SIEED MOTOR

THERMAL OVERLOAD PROTECTION.
EVENT DATE: 080687 REPORT DATE: 090587 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: SEQUOYAH 2 (PWR)

1(NSIC 206435) ON OECEMBER 1, 1986, WITH BOTH UNITS 1 AND 2 IN MODE 5 (COLD '

SHUTDOWN), A SIGNIFICANT CONDITION REPORT (SCR) WAS INITIATED DESCRIBING A
CONDITION IN WHICH THE MOTOR OVERLOADS WERE IMPROPERLY SIEED ON MOTOR-OPERATED
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 INJTALLED OVERLOADS WOULD ALLOW THE MOTOR
STARTERS TO PERFORM THEIR SAFETY-RELATED ACTION WITHOUT UNCERTAIPTIES. THE

a OVERLOADS WERE INSTALLED WITHOUT CONSIDERING MINIMUM VOLTAGE LEVEL AND WERE SIEED
TO PROTECT THE VALVES IN THE EVENT THAT THEY MALFUNCTIONED RATHER THAN ENSURING
THAT THE SAFETY FUNCTION WAS FULFILLED. ADDITIONALLY, THE THERMAL OVERLOAD

DEVICES HAVE NOT YET BEEN FUNCTIONAL TESTED AT 10% DEGREES F. THEPROTECT' "
ROOT CAusc THIS CONDITION WAS AN INADEQUATE PROCEDURE DURING CONSTRUCTION.
THE CONSTRUc t ION ENGINEERS SELECTED OVERSIEED 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.

l [23?! SEQUOYAH 1 DOCKET 50-327 LER 87-055
LOSS OF AUXILIARY FERDWATER DUE TO INADEQUATE INSTALLATION OF INSTRUMENTATION
SENSE LINES.

| EVENT DATE: 080687 REPO.97 DATE: 090587 NSSS: WE TYPE: PWR
I OTHER UNITS INVOLVED: SEQUOYAH 2 (PWR)
1

) (NSIC 206308) TMIS REPORT IS BEING SUBMITTED AS A VOLUNTARY LER TO IDENTIFY A
i POTENTIAL PROBLEM WITH THE SEQUOYAH AUXILIARY FEEDWATER (APWI SYSTEM. ON FEBRUARY
| 17, 1987, SEQUOfAH PLANT PERSONNEL WERE NOTIFIED OF SIGNIFICANT CONDITION REPORT
I (SCR) SQNEEU3743, REVISION 0. AN SCR IS USED BY THE 91 VISION OF NUCLEAR

ENGINEERING (DNE) TO IDENTIFY CONDITIONS ADVERSE TO QUALITY. THIS SCR IS

,
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APPLICABLE TO UNITS 1 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 AFW SYSTEM FUNCTION 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 THIS
CONDITION HAS BEEN DETERMINED TO BE INADEQUATE DESIGN OUTPUT SPECIFICATI0MS FOR
INSTALLATION OF INSTRUMENT LINES. NO IMMEDIATE CORRECTIVE ACTION IS REQUIRED
BASED ON THE AFW SYSTEM NOT BEING REQUIRED IN THE PRESENT MODE OF OPERATION (MODE
5) FOR 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 DOCKET 50-327 LER 87-054
TECH SPEC ACTION REQUIREMENT NOT MET ON CONTROL RGOM ISOLATION RAD MONITORS
BECAUSE EQUIPMENT WAS INOPERABLE FOR REQUIRED T: STING.
EVENT DATE: 001087 REPORT DATE: 090887 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED 4 SEQUOYAH 2 (PWR)
VENDOR: GENERAL ATOMIC CO.

(NSIC 206433) ON 8/10/07 AT 1100 EST WITH UNITS 1 & 2 IN MODE 5 (0% POWER, 4
I PSIG, 130 F AND 0% POWER, 0 PSIG, 130 F. 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 RADIATION
MONITORING SYSTEM." IT WAS NECESSARY TO REMOVE THIS RADIATION MONITOR FROM
SERVICE BECAUSE OF THE TECH SPEC SURVE!!1ANCE REQUIREMENT (SR) FOR CHANNEL
CALIBRATION BEING DUE. TRAIN A CONTR0L ROOM ISOLATION RADIATION MONITOR
RADIATION MONITOR RM-90-125 WAS INOPERABLE BECAUSE OF A HIGH VOLTAGE SPECIAL TEST |

PERFORMANCE ON SELECTED 1E CABLES WITH POTENTIAL FOR 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 1 HOUR TO
INITIATE AND MAINTAIN OPERATION OF THE CONTROL ROOM EMERGENCY VENTILATION SYSTEM i

(CREVS) IN THE RECIRCULATION MODE OF OPERATION. THIS COULD NOT BE ACCOMPLISHED
AS BOTH TRAINS OF THE CREYS WERE INOPERABLE PENDING RESOLUTION OF A DESIGN l

'

DEFICIENCY, WHICH WAS PREVIOUSLY 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-90-125 AND THE DESIGN
DEFICIENCY ON THE CREVS ALL EXISTING CONCURRENTLY.

[239] SEQUOYAH 1 DOCKET 50-327 LIR 87-056
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: 091057 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: SEQUOYAH 2 (PWR) |

(NSIC 206432r WITH UNIT 1 IN MODE 5 (O PERCENT POWER, 3 PSIG, 130 DEGREES F) AND
UNIT 2 IN MODE $ (O PERCENT POWER, O PSIG, 132 DEGREES F), THE TECH SPEC LISTING
OF SECONDARY CONTAINMENT BYPASS LEAKAGE PATHS (TABLE 3.6-1) WAS DETERMINED TO BE
DEFICIENT. ON AUGUST 11, 1987 THIS DEFICIENCY WAS DETERMINED TO BE POTENTIALLY
REPORTABLE. THIS TABLE, WHICH SPECIFIES THE PENETRATIONS FOR CONSIDERATION IN

DETERMINING THE COMBINED BYPASS LEAKAGE RATE FOR 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 PA!T, THE POTENTIAL EXISTED FOR EXCEEDING THE TECH SPEC
ALLOWABLE LIMIT FOR COMBINED BYPASS LEAKAGE. BOTH THE UNIT 1 AND 2 TECH SPECS
CONTAIN THIS DEFICIENCY. THE ERRORS IN THE TECH SPEC BYPASS LEAK %GE TABLE
RESULTED PROM A LACK OF SPECIFIC DESIGN CRITERIA DEFINING SECONDARY CONTAIMMENT
BYPASS P E.4 ET RAT IC H S . WHEN A DESIGN BASIS FOR THE TECH SPEC LIST COULD NOT BE '

FOUND DURING A RECENT DESIGN REVIEW, A NEW BASIS WAS DEVELOPED Wi(ICH IDENTIFIED

1
1
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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 HSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: SEQUOYAH 2 (PWR)

(NSIC 206434) ON AUGUST 12, 1987, WITH UNITS 1 AND 2 IN MODE 5) O PERCENT POWER,
3 PSIG, 130 DEGREES F. AND 0 PERCENT POWER, O PSIG, 131 DEGREES F. RESPECTIVELY)
DURING AN ESSENTIAL RAW COOLING WATER SYSTEM INSPECTION BY NRC, IT WAS DETERMINED

THAT CERTAIN SKID-NSUNTED VALVES ASSOCIATED WITH SAFETY-RELATED EQUIPMENT WERE
NOT BEING CHECKED h/M 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 SCOPE OF THE TS SR. SAFETY-RELATED SKID-MOUNTED EQUIPMENT IS 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 IDENTIFIED. SURVEILLANCE INSTRUCTIONS
WILL THEN BE REVISED TO ADD THESE VALVES AND THE VALVES CHECKED FOR PROPER
POSITION.

[241) SEQUOYAH 1 DOCKET 50-327 LER 87-057
DURING PERFORMANCE OF A SPECIAL TEST INSTP.UCTION A CONTROL ROOM ISOLATION WAS

]INADVERTENTLY INITIATED DUE TO AN INDETERMINATE CAUSE.
i

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

(NSIC 206063) ON AUGUST 15, 1987, WITH UNITS 1 AND 2 IN MO3E 5 (0 PERCENT POWER)
3 PSIG, 131 DEGREES F AND 0 PERCENT POWkR, 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 FOR SPECIAL TEST
INSTRUCTION (5713-30, "DC HIGH VOLTAGE TEST FOR SELECTED 1E CABLE WITH POTENTIAL
FOR CABLE PULLBY DAMAGE FOR CONDUIT MC 1607A." AFTER VERIFICATION THAT THE SIGNAL
WAS SPURIOUS. THE CONTROL ROOM ISOLATION WAS SUBSEQUENTLY CLEARED 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 REPRODUCE 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 FAILURES OR NONCOMPLIANCES HAVE NOT BEEN IDENTIFIED.

(242] CEQUOYAH 2 DOCKET 50-328 LER 87-007
TECHNICAL SPECIFICATION REQUIREMENT NOT MET ON A CONTAINMENT HYDROGEN ANALYEER
DUE TO A COMBINATION OF DEFICIENCIES.
EVENT DATE: 081587 REPORT DATE: 091487 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: SEQUOYAH 1 (PWR)
VENDORS COMSIP DELPHI INC.

(NSIC 206456) ON AUGUST, 15 1987, WITH UNITS 1 AND 2 IN MODE 5 (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 FOR TRAIN A OF THE CONTAINMENT
HYDROGEN ANALYESR SYSTEM: 1) THE SAMPLE LINE TO LOWER CONTAINMENT WAS PARTIALLY
PLUGGED WITH A FOREIGN MATERIAL, 2) THE UPPER CONTAINMENT COULD NOT BE SAMPLED
SINCE A SAMPLE LINE 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 POTENTIALLY 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 ANALYEER MANUFACTURED TO RESLLVE CALIBRATIONAL
PROBLEMS. THE CAUSE OF THE PLbdGED SAMPLE LINE (WHICH HAS BEEN UNPLUGGED) HAS
NOT BEMN DETERMINED. THE EXCESS 1VE CONDENSATE TRAP LENGTH WAS DUE TO
INSUFFICIENT INSTALLATION INSTRUCTIONS. THE CAUSE OF THE LACK OF AN UPPER
CONTAINMENT TRAIN A JAMPLE LINE IS A CONSTRUCTION INSTALLATION DEFICIENCY. UPPER
CONTAINMENT SAMPLE TUBING HAS BEEN INSTALLED, AND THE EXCESSIVE TRAP LENGTH HAS
BEEN REMOVED BY REROUTING OF THE SAMPLE TUBING.

[243] SHEARON HARRIS 1 DOCKET 50-400 LER 87-044
TECHNICAL SPECIFICATION SURVEILLANCE FOR AXIAL FLUX DIFFERENCE 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 SHEARCH HARRIS NUCLEAR POWER PLANT WAS
OPERATING AT FULL POWER. AXIAL FLUX DIFFERENCE (AFD) MONITORING AND LOGGING WAS
ONGOING IN ACCORDANCE WITH TECHNICAL SPECIFICATIONS. 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 35 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.

[244] SHEARON HARRIS 1 DOCKET 50-400 LER 87-046
MAIN FEEDWATER RECIRCULATION PLOW CONTROL VALVE FAILED RESULTING IN A MAIN
FEEDWATER PUMP 'B' TRIP ON LOW FLOW ACTUATING AUXILIARY FEEDWATER SYSTEM.
EVENT DATE: 072287 REPORT DATE: 082087 NSSS: WE TYPE: PWR
VENDOR: MASONEILAN INTERNATIONAL, INC.

(NSIC 206266) THE PLANT WAS OPERATING AT 1 PERCENT REACTOR POWER IN MODE 2, PLANT
START-UP, OH JULY 22, 1987. ONLY ONE MAIN FEEDWATER PUMP, 'B', WAS IN SERVICE.
'B' MAIN FEEDWATER PUMP TRIPPED ON LOW-FLOW WHICH CAUSED THE AUTOMATIC START, AS
REQUIRED, OF BOTH MOTOR DRIVEN AUXILIARY FEEDWATER PUMPS. THE AUXILIARY
FEEDWATER PUMPS STARTED AND RAN AS REQUIRED TO SUPPLY WATER TO THE STEAM
GENERATOR $. PLANT TEMPERATURE AND PRESSURE REMAINED STABLE AT NORMAL NO LOAD
VALUES. AN OPERAIVR SUBSEQUENTLY STARTED THE 'A' MAIN FEEDWATER PUMP AND SECURED
THE AUXILIARY FEEDWATER PUMPS. THE CAUSE OF THE LOW FLOW WAS INVESTIGATED. THE
FEEDBACK LINKAGE ON THE 'B' FEEDWATER PUMP RECIRCULATION VALVE WAS FOUND 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 FAILURE WAS
VIBRATION 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 IS
REPORTABLE PER 10CFR50.73 (A)(2191V) AS AN AUTOMATIC ACTUATION OF AN ENGINEERED
SAFEGUARDS FEATURE.

_ - _-__ - - - - - _ _ _ _ . _ _ _ . _ _ . _ _ _ _ _ _ _ _ _ _ . _ _ _ _ _ _ _ _ _ _ - - _ - _ -
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(245) SHEARON HARRIS 1 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 HSSS: 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 1A WAS OUT OF SERVICE FOR
REPAIRS. INSTRUMENT AIR DRYER AS BYPASSED AT APPROXIMATFLY 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 1A 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 WITH LOW STEAM GENERATOR WATER LEVELS.

[246) SHEARON HARRIS 1 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 5, 1997. DURING THE PERIOD OF AUGUST 4, 1987 AT 2344 HOURS AND AUGUST 5,
1987 AT 0212 HOURS, THERE WERE FOUR 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 (IEC) TECHNICIANS TO CHECK THE SETPOINTS OF
THE PRESSURE SWITCHES ON THE DISCHARGE OF MFW PUMP 1A. 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 IS THAT DESIGN CHANGES ARE BEING PREPARED
FOR THE FEEDWATER 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 10CFR50.73(A)(2)(IV) AS AN ACTUATION
OF AN ENGINEERED SAFETY FEATURE (AUXILIARY FEEDWATER SYSTEM).

(247] SHEARON HARRIS 1 DOCKET 50-400 LER 87-043
TECHNICAL SPECIFICATION SURVEILLANCE FOR AXIAL FLUX DIFFERENCE MISSED DUE TO
PERSONNEL ERROR.
EVENT DATE: 081187 REPORT DATE: 091087 NSSS: WE TYPE PWR

(NS!C 206000) ON AUGUST 11, 1987 THE SHEARON HARRIS NUCLEAR POWER PLANT WAS
OPERATING AT FULL POWER. AXIAL FLUX DIFFERENCE (AFD) MONITORING AND LOGGING WAS
ONGOING IN ACCORDANCE WITH TECHNICAL SPECIFICATIONS. THIS LOGGING WAS NECESSARY
BECAUSE THE AUTOKATIC AFD 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

4
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TAKEN TO PREVENT RECURRENCE WERE: (1) THE OPERATOR WAS DISCIPLINED, (2) REPAIRS
ARE IN PROGRESS FOR THE AUTOMATIC AFD MONITOR, AND (3) ADDITIONAL GUIDANCE IS
BEING PROVIDED TO THE OPERATORS.

,

[248] SHEARON HARRIS 1 DOCKET 50-400 LBR 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. 057-1029 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
OST-1029 FOR VERIFICATION OF THEIR LOCKED CLOSED POSITION AS REQUIRED. THE
IMMEDIATE CORRECTIVE ACTION UPON DIdCOVERY WAS TO VERIFY THAT THE SIX VALVES WERE
IN THE CLOSED AND LOCKED POSITION AS REQUIRED, WHICH THEY WERE. ACTION TO PREVENT
RECURRENCE IS 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 10CFR50.73(A)(2)(I)(B) AS A VIOLATION OF TECHNICAL SPECIFICATIONS ACTION
ITEM 4.6.1.1.A.

[249] SHOREHAM DOCKET 50-322 LER 87-026
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 ENERGIIED THE CIRCUIT SIMULATING A MAIN TRANSFORMER BREAKER FAILURE.
THIS ENERGIEED THE HSST BACK-UP PROTECTION CIRCUIT, CAUSING LOSS OF THE NSST. AS l,

'i A RESULT OF THIS RELAY ACTUATION, A FAST TRANSFER OF THE EMERGENCY BUSES WAS
I 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 (RBSYS)/ CONTROL ROOM AIR CONDITIONING
(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 THE SYSTEMS
TO THE!R ORIGINAL CONFIGURATION PRIOR TO THE EVENT.

(250] SHOREHAM DOCKET 50-322 LER 87-027
INCORRECT COMPOSITING OF CONTINUOUS LIQUID RELEASES 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

l
'

,

|
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CONTINUOUS LIQUID RELEASES DID NOT ADEQUATELY MEET THE REQUIREMENTS FOR
REPRESENTATIVd 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 (CONTINUOUS LIQUID RELEASE
- GENERAL SAMPLING, ANALYSIS AND DATA STORAGE) WAS BEING UTILIEED 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 RELEASED 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.

[251] 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 NSSSI GE TYPE: BWR

(NSIC 206325) THIS REVISION PROVIDES ADDITIONAL NOTIFICATION ON THE INOPERABILITY
OF MONITORING INSTRUMENTATION AT THE 400 FT OFFSITE METEOROLOGICAL TOWER. THIS
REVISION IS SUBMITTED IN ACCORDANCE WITH SHOREHAM TECH SPECS 3.3.7.3 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 FOR TWO FERIODS BETWEEN 8/29/87 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. THE CABLE AND CONNECTORS
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.

[252] SOUTH TEXAS 1 DOCKET 50-498 LER 87-001
LACK OF SYSTEM KNOWLEDGE RESULTS IN IHOPERABLE UNIT VENT RADIATION MONITORS.
EVENT DATE: 082487 REPORT DATE: 092387 NSSS: WE TYPE: PWR
VENDOR: GENERAL ATOMIC CO.

(HSIC 206470) AT 2040 HOURS 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 HAD 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 OFFICE, WHEN THE PUMPS WERE APPARENTLY STOPPED BY AN
INAPPROPRIATE RESPONSE TO A LOSS OF PROCESS FLOW ALARM FROM THE MONITORS. THE
RESULTING LOSS OF SAMPLE FLOW ALARM WAS NOT NOTICED BY OPERATORS AMONG NUMEROUS
AND FREQUENT LOSS OF PROCESS FLOW ALARMS CAUSED BY MAINTENANCE ACTIVITIES BY
TECHNICIANS ON THE UNIT VENT MONITORS. CONTINUOUS AIR MONITORS WERE FUNCTIONINGt

! DURING THE EVENT AND, AS SUCH, NO TECHNICAL SPECIP! CATIONS WERE VIOLATED.
I

SUPPLEMENTARY TRAINING HAS BREN PERFORMED FOR 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.

1

!
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(2531 SOUTH TEXAS 1 DOCKET 50-498 LER 87-002
LOSS OF SAMPLE FLOW TO CONTAINMENT PURGE RADIATION MONITOR CAUSES CONTAINMENT
VENTILATION ISOLATION.
EVENT DATE: 082687 REPORT DATE: 092587 NSSS: WE TYPE: PWR

(NSIC 206471) ON AUGUST 26, 1987 AT 17:10 HOURS DURING INITIAL CORE LOAD, A
CONTAINMENT VENTILATION ISOLATION OCCURRED AS A RESULT OF LOSS OF SAMPLE FLOW TO
A REACTOR CONTAINMENT BUILDING PURGE RADIATION MONITOR. THE SUPPLEMENTARY PURGE
SYSTEM WHICH WAS IN OPERATION AT THE TIME WAS ISOLATED AS DESIGNED. SUBSEQUENT
INVESTIGATION OF THE CAUSE OF THE LOSS OF SAMPLE FLOW WAS NOT CONCLUSIVE. REVIEW
OF OPERATOR ACTIONS IN THE CONTROL ROOM, ALARM LOGS, AND ATTEMPTED REPRODUCTION
OF THE EVENT BY SIMULATED VIBRATION OF THE PUMP CONTROL RELAY WHICH COULD HAVE
CAUSED THE MONITOR TO LOSE SAMPLE FLOW REVEALED THAT THE MOST PROBABLE ROOT CAUSE
WAS UNAUTHORIEED LOCAL OPERATION OF THE MONITOR'S SKID-MOUNTED CONTROLS, POWER,
OR VALVES OR OPERATION FROM THE CONTROL ROOM PANEL. CORRECTIVE ACTIONS TO
PREVENT RECURRENCE INCLUDE CONSIDERATION OF ADDED SKID COMPONENT PROTECTION
DEVICES, ADDITION OF CONTROL ROOM RADIATION MONITOR CONSOLE PROTECTIVE COVERS.
ADDITIONAL TRAINING FOR PLANT PERSONNEL, AND CAUTION SIGNS AT THE MONITOR SKIDS.

[254] SOUTH TEXAS 1 DOCKET 50-498 LER 87-005
CONTROL ROOM VENTILATION AUTO-ACTUATION TO RECIRCULATION MODE DUE TO PERSONNEL
ERROR AND INCORRECT OPERATOR RESPONSE.
EVENT DATE: 090007 REPORT DATE: 100287 NSSS: WE TYPE: PWR

(NSIC 206507) AT APPROXIMATELY 1500 HOURS ON SEPTEMBER 4, 1987 WITH THE UNIT 1 IN
MODE 5. AN EMPLOYEE ACCIDENTLY TRIPPED AN AC BREAKER ON A NON-CLASS 1E VOLTAGE
REGULATING TRANSFORMER, CAUSING THE LOSS OF BACKUP POWER TO A NON-CLASS 1E
INVERTER. INCORRECT OPERATOR RESPONSE TO THE LOSS OF BACKUP POWER THEN RESULTED
IN THE LOSS OF CONTROL POWER TO THE CONTROL ROOM T0XIC GAS MONITOR ACTUATION
RELAYS. THIS CAUSED AN AUTO-ACTUATION OF THE CONTROL ROOM VENTILATION SYSTEM TO
THE RECIRCULATION MODE. THE ROOT CAUSE OF THIS EVENT IS THE LACK OF OPERATOR
KNOWLEDGE IN RESPONDING TO THE LOCAL ALARM ON THE INVERTER. THE CORRECTIVE
ACTIONS WILL INCLUDE TRAINING OF OPERATORS ON THE PROPER OPERATION OF INVERTER
SYSTEMS AND INSTALLING PROTECTIVE GUARDS ON THE BREAKERS IN HIGH TRAFFIC AREAS.

[255] SOUTH TEXAS 1 DOCKET 50-498 LER 87-006
CONTROL ROOM VENTILATION ACTUATION TO RECIRCULATION MODE DUE TO CONTROL ROOM
VENTILATION RADIATION MONITOR LOSS OF FLOW AS A RESULT OF PERSONNFL ERROR.
EVENT DATE: 090507 REPORT DATE: 100287 NSSS: WE TYPE: PWR

(NSIC 206604) AT 1210 HOURS ON SEPTEMBER 5, 1987 WITH THE PLANT IN MODE 5. WHILE
CHANGING A FILTER, A HEALTH PHYSICS (HP) TECHNICIAN ISOLAIED THE SAMPLE FLOW TO
THE CONTROL ROOM VENTILATION INTAKE RADIATION MONITOR CAUSING CONTROL ROOM
VENTILATION TO AUTOMATICALLY SHIFT TO THE RECIRCULATION MODE. THE CONTROL ROOM
VENTILATION ACTUATION IS AN ENGINEERED SAFETY FEATURE. THE CONTROL ROOM YERIFIED
THE AUTO-RECIRCULATION, AND AFTER HP RESTORED THE MONITOR SAMPLE FLOW, THE
CONTROL 900M REALIGNED THE CONTROL ROOM VENTILATION TO ITS NORMAL CONFIGURATION.
THE ROOT CAUSE OF THE OCCURRENCE WAS THAT THE HP TECHNICIAN CHANGING THE FILTER
USED THE INCORRECT PROCEDURE. ADDITIONALLY THE TECHNICIAN WAS NOT FAMILIAR
ENOUGH WITH THE RADIATICH MONITORING SYSTEM TO RECOGNISE THAT THE INCORRECT
PROCEDURE WAS BEING USED. TO PREVENT R2CURRENCE THE HP TECHNICIANS HAVE BEEN
TRAINED ON THE RADIATION MONITORING SYSTEM PROCEDURES.

[256) ST. LUCIE 2 DOCKET 50,389 LER 86-014
SURVEILLANCE INTERVAL FOR HOT SHUTDOWN CONTROL PANEL INSTRUMENTATION EXCEEDED DUE
TO PERSONNEL ERROR.
EVENT DATE: 100886 REPORT DATE: 110786 NSSS: CE TYPE: PWR

l
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(NSIC 206443) ON OCTOBER 8, 1986, IT WAS DIFCOVERED THAT THE TIME LIMIT FOR THE
PERFORMANCE OF THE EIGHTEEN MONTH HOT SHUTDOWN CONTROL PANEL (HSCP) EMEEJENCY
DIESEL GENERATOR (EDG) WATTMETER CALIBRATION SURVEILLANCE HAD BEEN EXCEEDED. THE
SURVEILLANCE WAS TO BE PERFORMED NO LATER THAN SEPTEMBER 6, 1986 AND SEPTEMBER
19, 1986 FOR THE 2A AND 25 HSCP EDG WATTMETERS, RESPECTIVELY. THE ROOT CAUSE OF
THE EVENT WAS A COGNITIVE PERSONNEL ERROR BY UTILITY MAINTENANCE PERSONNEL WHO
FAILED TO ADEQUATELY MONITOR THE REQUIRED SURVEILLANCE INTERVAL. FOR CORRECTIVE
ACTIONS, THE MAINTENANCE PERSONNEL HAVE CALIBRATED BOTH NSCP EDG WATTMETERS AND
ARE IMPLEMENTING A DEPARTMENTAL SURVEILLANCE / TESTING SCHEDULE PROCEDURE. PLANT
MANAGEMENT HA5 REEMPHASIEED THE IMPORTANCE OF COMPLETING ALL TECH SPEC
SURVEILLANCES IN A TIMELY MANNER.

(257) SUMMER 1 DOCKET 50-395 LER 86-018 REV 01
UPDATE ON PERSONNEL OVEREXPOSURE.
EVENT DATE: 110786 REPORT DATE: 010687 NSSS: WE TYPE: PWR

(NCIC 206444) ON NOVEMBER 7, 1986, RADIOACTIVE CONTAMINATION WA5 DETECTED ON A
VERY SMALL AREA OF THE BACK OF THE RIGHT HAND OF AN INDIVIDUAL EXITING THE
RADIATION CONTROL AREA. IMMEDIATE LICENSEE ACTIONS INCLUDED DECONTAMINATION OF
THE INDIVIDUAL AND FOLLOWUP SURVEYS IN THE AREAS IN WHICH HE WORKED. SKIN DOSE
CALCULATIONS WERE PERFORMED ASSUMING THE SOURCE TO BE COBALT 60. UTILIEING THE
METHOD SUGGESTED BY IEN 86-23, A DOSE EXCEEDING 75 RAD WAS CALCULATED.
RECOGNIEING THE HEALTH AWD WELL BEING OF THE INDIVIDUAL AS BEING FIRST AND
FOREMOST, AVAILABLE INFORMATION WAS COMPILED AND FORWARDED TO SEVERAL RECOGNIEED
EXPERTS IN THE FIELD OF POINT SOURCE CONTAMINATION AND RESULTING BIOLOGICAL
EFFECTS. IN ORDER TO PROVIDE A TIMELY REPORT, A CONSERVATIVE DOSE EQUIVALENT OF
42.8 REM TO THE EXTREMITY WAS SUBSEQUENTLY REPORTED. THE ONGOING STUDY AND
INVESTIGATION OF THE EVENT HAVE DETERMINED A DOSE EQUIVALENT WHICH MORE PROPERY
REFLECTS POTENTIAL BIOLOGICAL EFFECTS OF 0.43 REM. THE ORIGINAL CALCULATION WAS
BASED UPON VERY CONSERVATIVE METHODOLOGY AND ASSUMPTIONS ABOUT THE EXPOSURE. THE
REVISED CALCULATION REFLECTS THE INTENT OF 10CFR20.4(C). THE HEALTH OF THE
INDIVIDUAL AND THE SAFETY OF THE PLANT WERE UNAFFECTED BY THIS INCIDENT.

[258] SUMMER 1 DOCKET 50-395 LER 87-018
FIRE PROTECTION SURVEILLANCE NONCOMPLIANCE.
EVENT DATE: 072987 REPORT DATE: 082787 NSSS: WE TYPE: PWR

(NSIC 205871) AT 1910 HOURS, JULY 29, 1987, THE INTEGRATED FIRE AND SECURITY
(Ir&S) SYSTEM FAILED DUE TO SEVERE ELECTRICAL STORMS. THE SYSTEM WA5 RESTORED AT
0200 HOURS, JULY 30 WITH THE EXCEPTION OF ONE PANEL (LOOP REMOTE LR 91 WHICH WAS
IN BYPASS. LR9 WA5 SUBSEQUENTLY DECLARED OPERABLE AT 1830 HOURS, JULY 30. AT
1230 HOUR 3, JULY 30, IT WAS IDENTIFIED THAT CONTAINMENT TEMPERATURE HAD NOT BEEN
MONITORED BETWEEN THE HOURS OF 1910, JULY 29 TO 0200, JULY 30 AND THAT FIRE AREAS
MONITORED BY LR9 HAD NOT BEEN PATROLLED FROM 0200 UNTIL 1230 HOURS, JULY 30. THE
CONTROL ROOM SUPERVISOR FAILED TO PROPERLY DOCUMENT THE FAILURE OF THE IF45
SYSTEM AND FAILED TO INITIATE THE MONITORING OF THE CONTAINMENT AIR TEMPERATURE
AS A REQUIRED BY TECHNICAL SPECIFICATIONS. WHEN THE SYSTEM WAS RESTORED AT 0200
HOURS, WITH THE EXCEPTION OF LR9, CONTINUATION OF COMPENSATORY ACTION FOR THE
AREAS MONITORED BY LR9 WAS NOT VERIFIED DUE TO LACK OF PROCEDURAL GUIDANCE. THE
FOLLOWING CORRECTIVE ACTIONS WILL BE TAKEN AS A RESULT OF TH15 EVENT: 1. STATION
ADMINISTRATIVE PROCEDURE (SAP-131), "FIDE PROTECTION PROGRAM PLAN," WILL BE
REVISED TO ADDRESS ALL ASPECTS OF THE FIRE PROTECTION PROGRAM. 2. A FIRE
PROTECTION LEADER WILL BE ASSIGNED TO EACH SHIFT AND WILL BE THE "$1NGLE POINT
CONTACT * FOR ALL FIRE PROTECTION RELATED ACTIVITIES. 3. THE DUTY SHIFT
SUPERVISOR ATTENDED THE OPERATION AND WILL BRIEF EACH SHIFT.

- _ _ __-
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[259| SURRY 1 DOCKET 50-280 LER 87-002
COHTkOL/ RELAY ROOM CHILLER TRIPPED DUE TO INADEQUATE SERVICE WATER FLOW.
EVENT DATE: 0104B7 REPORT DATE: 091787 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: SURRY 2 (PWR)

(NSIC 2Co0443 ON JANUARY 4, 1987 AT 0610 HOURS, ONE OF THE THREE CONTHOL
ROOM / RELAY ROOM CHILLERS (1-VS-E-4C) (EIIS-CHU) TRIPPED ON HIGH CONDENSER
DISCHARGE PRESSURE. THE 'A' CHILLER UNIT HAD PREVIOUSLY BEEN REMOVED FROM
SERVICE FOR MAINTENANCE. THIS IS CONTRARY TO TECHNICAL SPECIFICATION 3.14 WHICH
REQUIRES ONE CONTROL / RELAY CHILLER TO BE OPERATING AND ANOTHER TO BE OPERADLE.
THE 'w' CHILLER WAS RETURNED TO SERVICE AT 0730 HOURS. AT THE TIME OF THESE
EVENTS, BOTH UNITS 1 AND 2 WERE AT COLD SHUTDOWN. THE CAUSE OF THE EVENT WAS
INSUFFICIENT SERVICE WATER (SW) (EIIS-BI) FLOW TO THE CONDENSER OF THE CONTROL
ROOM / RELAY ROOM CHILLER UNIT. IT IS BELIEVED THAT THE MANUAL SERV 1CE WATER
DISCHARGE ISOLATION VALVE WAS PARTIALLY OBSTRUCTED. THE VALVE WAS CYCLED SEVERALi

I TIMES, COOLING FLOW WAS REESTABLISHED AND THE CHILLER WAS RETURNED TO SERVICE AT
| 0730 HOURS. SERVICE WATER PRESSURE TO THE CONTROL / RELAY ROOM CHILLERS IS CHECKED

EVERY FOUR HOURS: AND THE SW STRAINERS ARE CLEANED WHENEVER SW PRESSURE 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 BEEN REPLACED.j

[260] $URRY 1 DOCKET 50-280 LER 87-009
CONTAINMENT ISOLATION VALVE INOPERABLE DUE TO MECHANICAL BINDING.
EVENT DATE: 033087 REPORT DATE: 042987 NSSS: WE TYPEr PWR
VENDOR: CROSBY VALVE

(NSIC 206572) ON MARCH 30, 1987 AT 0250 HOURS, WITH UNIT 1 AT 100% POWER.
OPERATIONS PERSONNEL PERFORMING A UNIT 1 CONTAINMENT SUMP IN-LEAKAGE TEST
DISCOVERED THAT THE INSIDE CONTAINMENT ISOLATION VALVE (1-DA-TV-100Al (EIIS-ISV)
FOR THE CONTAINMENT SUMP PUMPS (EZIS-P) WOULD NOT CLOSE. AT 0545 HOURS. THE
MANUAL ISOLATION VALVES FOR THE TRIP VALVE WERE CLOSED AND CONTAINMENT INTEGRITY
WAS SATIS! PIED. AT ALL TIMES DURING THIS EVENT, THE OUTSIDE CONTAINMENT TRIP
VALVE FOR THE CONTAINMENT SUMPS REMAINED OPERABLE. OPERATIONS PERSONNEL
DETERMINED THAT THE VALVE IS MECHANICALLY BOUND IN THL OPEN POSITION. THE VALVE
WILL BE DISA5SEMBLED DURING THE NEXT OUTAGE OF SUFFICIENT DURATION TO DETERMINE
THE FAILURE MECHANISM AND TO FACILITATE REPAIRS. UNTIL THAT TIME, THE MANUAL
ISOLATION VALVES WILL REMAIN CLOSED TO ENSURE CONTAINMENT INTEGRITY.

[261) SURRY 1 DOCKET 50-200 LER 87-011 REV 01
UPDATE ON REACTOR TRIP ON LOW RCS FLOW DUE TO FAILURE OF LOOP STOP VALVE.

I EVENT DATE: 051687 REPORT DATE: 101287 H555: WE TYPE: PWR
VENDOR: ANCHOR / DARLING VALVE CO.

(NSIC 2065211 ON MAY 16, 1987 AT 0824 HOURS, WITH UNIT 1 AT 100% POWER, A LOW
FLOW REACTOR TRIP OCCURRED WHEN "A" LOOP REACTOR COOLANT SYSTEM (RCSI (E!!S-AB)
FLOW DECREASED TO 47%. FOLLOWING THE REACTOR TRIP, THE SOURCE RANGE CHANNELS
(EIIS-DET) DID NOT AUTOMATICALLY REINSTATE. ALL OTHER PROTECTION AND CONTROL
SYSTEMS FUNCTIONED PROPERLY. OPERATORS FOLLOWED APPROPRIATE PLANT PROCEDURES AND
STABILI8ED THE PLANT FOLLOWING THE REACTOR TRIP. THIS EVENT OCCURRED WHEN THE
"A" HOT LEG LOOP STOP VALVE (EIIS-ISV) STEM FAILED, PERMITTING THE DISC TO DROP,
PARTIALLY BLOCKING LOOP FLOW. A METALLURGICAL ANALYSIS WAS PERFORMED WHICH
DETERMINED THAT THE STEM FAILURE WAS ATTRIBUTED TO STRESS CORROSION CRACKING.
THE STRESS CORROSION CRACKING WAS DUE TO A COMBINATION OF EXCESSIVE BACKSEATING
FORCE AND A PROCESS OF THERMAL AGING. AT THE NEXT OUTAGES OF SUFFICIENT
DURATION, SAMPLES FROM THE UNIT 1 AND UNIT 2 STEMS WILL UNDERGO METALLURGICAL
ANALYSIS, AND THE UNIT 2 STEMS WILL UNDERGO ULTRASONIC TESTING AS WAS PREVIOUSLY
PERFORMED ON UNIT 1 THE FAILURE OF SOURCE RANGE CHANNELS TO REINSTATE WAS DUE
TO THE UNDER COMPENS ATION OF THE INTERMEDI ATE R ANGE CHANNEL N!-36. THE SOURCE

.
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!
RANGE CHANNELS WERE MANUALLY REINSTATED, AND TECHNICIANS READJUSTED THE
INTERMEDIATE RANGE COMPENSATING VOLTAGE. .

!
l

[262] SURRY 1 DOCKET 50-280 LER 87-018
CONTROL / RELAY ROOM CHILLERS INOPERABLE DUE TO INADEQUATE SERVICE WATER FL3W.
EVENT DATE: 072987 REPORT DATE: 082887 MSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: SURRY 2 (PWR) i

j (NSIC 206241) ON JULY 29, 1987 AT 2155 HOURS, THE FREON RELIEF VALVE LIFTED ON
,

THE 'A' CONTROL / RELAY ROOM CHILLER (EI!5-CHU), AND THE CHILLER WAS DECLARED ;

INOPERABLE. THE 'C' CHILLER HAD PREVIOUSLY BEEN DECLARED IN0PERA8LE FOR THE SAME '

REASON, LEAVING ONLY 'B' CHILLER OPERATING. THIS IS CONTRARY TO TECHNICAL ;

SPECIFICATION 3.14 WHICH REQUIRES ONE CONTROL / RELAY ROOM CHILLER TO BE OPERATING j

j AND ANOTHER TO BE OPERABLE. THE 'C' CHILLER WAS RETURNED TO SERVICE AT 2236
HOURS, BUT IT TRIPPED AGAIN AT 0015 NOURS ON JULY 30. 3Y 0140 HOURS THE 'A' AND
'C' CHILLERS WERE RETURNED TO SERVICE. ON AUGUST 5, 1987 AT 0245 HOUR 5 THE 'C' [

CONTROL / RELAY ROOM CHILLER TRIPPED ON HIGH DISCHARGE PRESSURE AND WAS DECLARED
INOPERABLE. THE '8' CHILLER HAD PREVIOUSLY BEEN DECLARED IMO;ERABLE FOR THE S AME

; REASON, LEAVING ONLY THE 'A' CHILLER OPERATING. THE 'B' AND 'C' CHILLERS WERE
|

RETURNED TO SERVICE ON AUGUST 5 AT 0319 HOUR 5. AT THE TIME OF THESE EVENTS, r

|

UNITS 1 AND 2 WERE AT 1005 POWER. THE CHILLERS TRIPPED AND/OR HAD FREON RELIEF
VALVES LIFT DUE TO HIGH CONDENSER DISCHARGE PRES 5URE RESULTING FROM LOW SERVICE
WATER (SW) PLOW. THE LOW SW FLOW WAS DUE TO A BUILDUP OF SEAWEED IN THE UPSTREAM .

'
SW STRAINERS (EIIS-STR). THE SW STRAINERS WERE CLEARED OF DEBRIS.

,

!
[263] SURRY 1 DOCKET 50-200 LER 87-019 |
MANUAL REACTOR TRIP DUE TO FAILED RELAY IN MAIN TRANSFORMER. '

EVENT DATE: 080787 REPORT DATE: 090487 NSSS: WE TYPE: PWR.

I VENDOR: GENERAL ELECTRIC CO.

(NSIC 206242) ON AUGUST 7, 1987 AT 0120 HOURS, WITH THE UNIT AT APPROXIMATELY 985
,

POWER, A MANUAL REACTOR TRIP WA5 INITIATED, FOLLOWING A SHORT RAMPDOWN, DUE TO
LOSS OF COOLING AND OIL FLOW FOR THE 'B' MAIN TRANSFORMER (E!!S- XFMR). THE
TRANSFORMER LOCAL ANNUNCIATOR PANEL (EZIS-ANN) HAD FAILED TO INITIATE A TROUBLE
At. ARM ON THE CONTROL ROOM ANNUNCIATOR PANEL. FOLLOWING THE TRIP, ALL CONTROL AND
PROTECTION SYSTEMS FUNCTIONED PROPERLY EXCEPT: - ONE CHANNEL OF SOURCE RANGE
NUCLEAR INSTRUMENTATION (SR NI) (EZIS-IG) DID NOT AUTOMATICALLY REINSTATE. THE

) 'A' MAIN FEEDWATER PUMP (MPP) (EIIS-P) DID NOT AUTOMATICALLY TRIP AND THE PUMP'S
MINIMUM PLOW REC!RC VALVE DID NOT OPEN ON A LOW FREDWATER FLOW CONDITION.
OPERATORS MANUALLY REINSTATED THE SR HI AND TRIPPED THE 'A' MFP. THE UNIT WAS

: QUICKLY STABILI!ED AT HOT SHUTDOWN. POWER WAS LOST TO THE 'B' MAIN TRANSFORMER
i COOLING FANS AND OIL CIRCULATING PUMPS WHEN AN UNDERVOLTAGE DELAY (EIIS-RLY) IN

THE COOLING CONTROL CIRCUIT FAILED. THE RELAY AND ANNUNCIATOR PANEL FAILURES AR3
i ATTRIBUTED TO AGING. ONE CHANNEL OF SR NI FAILED TO REINSTATE DUE TO

UNDER-COMPENSATION OF ONE CHANNEL OF IR MI. THE 'A' MFP DID NOT TRIP AND ITS
MINIMUM FLOW RECIRC VALVE DID NOT OPEN DUE TO A FAILED AIR REGULATOR DIAPNRAGM TO*

! THE PNEUMATIC PRESSURE SWITCH WHICH SENSES MAIN FEEDWATER FLOW. THE FAILED RELAY
| AND Tile LOCAL ANNUNCIATOR PANEL WERE REPLACED.

i

| [264) SURRY 1 DOCKET 50-280 LER 87-020
j MAIN CONTROL ROOM VENTILATION ISOLA't!ON DUE TO HIGH VOLTAGE OUTPUT ON CHLORIME
| GAS DETECTOR.
2 EVENT DATE: 081387 REPORT DATE: 091187 MSSS: WE TYPE: PWR

OTHER UNITS INVOLVED: SURRY 2 (PWR)
j VENDOR: CAPITAL CONTROLS CO.

) (MSIC 206045) ON AUGUST 13, 1987 AT 0117 HOURS. AND ON AUGUST 21, 1987 AT 2126
| HOURS. THE MAIN CONTROL ROOM VENTILATION WAS ISOLATED DUE TO A HIGH VOLTAGE

!,

I
|
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OUTPUT ON CHLORINE GAS DETECTOR, CLA-V8-100A (E!!S-DET). AS A RESULT OF THE
VOLTAGE SPIKE, THE CONTROL ROOM EXHAUST FAN, 1-VS-F-15 (EIIS-FAN) TRIPPED AND |

SUPPLY DAMPER, 1-MOD-103A (EZIS-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 i

THESE OCCURRENCES, BOTH UNIT 1 AND UNIT 2 WERE OPERATING AT 1005 POWER. THE
CHLORINE GAS TREATMENT SYSTEM AT THE SEWAGE TREATMENT PLANT IS SCHEDULED TO BE !

!REPLACED WITH AN ULTRAVIOLET TREATMENT SYSTEM. AT THAT TIME, A TECHNICAL
SPECIFICATION REVISION WILL BE PREPARED TO REMOVE THE CHLORINE GAS DETECTORS. j

(265] SURRY 1 DOCKET 50-280 LER 87-021
CONTROL / RELAY ROOM CHILLERS TRIPPED DUE TO INADEQUATE SERVICE WATER FLOW.
EVENT DATE: 091887 REPORT DATE: 091187 NSS$s 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-45) (EZIS-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' CHALLER
WAS DECLARED INOPERABLE WHEN ITS FREON RELIEF VALVE LIFTED. THIS IS CONTRARY TO
TECHNICAL SPECIFICATION 3.14 WHICH REQUIRES ONE CONTROL / RELAY ROOM 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 1 AND 2 WERE AT 1005 POWER. THE CAUSE OF TdIS
EVENT WAS IN&dFFICIENT SW FLOW TO THE CONDENSER OF THE CHILLER UNITS DUE TO A

i BUILDUP OF SEAWEED IN THE Y-TYPE SUCTION STRAINERS. THE SW STRAIMERS WERE i
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 PRESSURE ;

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 3EEN REPLACED.

I

l

[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 E!!S-DET . AS A RESULT OF THE
VOLTAGE SPIKE, THE CONTROL ROOM EXHAUST FAN, 1-VS-F-15 EIIS-FAN TRIPPED AND
SUPPLY DAMPER, 1-MOD-VS-103A (EZIS-DMP) AND EXHAUST DAMPER, 1-MOD-YS-103D
E!!S-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 EIIS-VI REALIGNED. AT THE TIME OF THESE OCCURRENCES,
BOTH UNIT 1 AND UNIT 2 WERE OPERATING AT 1005 POWER. THE CHLORINE GAS 1REATMENT
SYSTEM AT THE SEWAGE TREATMENT PLANT WILL BE REPLACED BY AN ULTRAV!OLET SYSTEM.
AT THAT TIME, A TECHNICAL SPECIFICATION REVISION WILL BE SUBMITTED TO REMOVE THE
CHLORINE GAS DETECTORS.

[2671 SURRY 1 DOCKET 50-280 LER 87-023
INADVERTENT AUTO START OF STANDBY CHARGING PUMP DUE TO PERSONNEL ERROR.
EVENT DATE: 090187 REPORT DATE: 092587 NS$5s WE TYPE: PWR

(NSIC 206491) ON SEPTEMBER 1, 1987 AT 1432 HOURS, WITH THE UNIT 1 'B' CHARGING
PUMP IN SERVICE, THE STANDBY CHARGING PUMP (1-CH-P-1A) (EIIS-PI AUTOMATICALLY |

|

|

I

|
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STARTED ON A LOW CHARGING PUMP DISCHARGE PRESSURE SIGNAL. THIS OCCURRED WHEN AN t

INSTRUMENT TECHNICIAN INADVERTENTLY ISOLATED THE CHARGING PLMP 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 1 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.

,

I

(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

i (NSIC 2065831 ON SEPTEMBER 2, 1987 WITH UNIT 2 IN CONDITION 1 AT 100% POWER, A

DIVISION II REACTOR WATER CLEANUP (RWCU) ISOLATION OCCURRED. THE ISOLATION WAS
INITIATED FROM A RWCU FILTER /DEMINERALIEER (F/D) ROOM HIGH DIFFERENTIAL
TEMPERATURE SIGNAL. THE RWCU SYSTEM ISOLATED PER DESIGN AND IT WAS VERIFIED THAT
NO ACTUAL STEAM LEAKS HAD TRIGGERED THE ISOLATION. THE HVAC EONE II SUPPLY
HEATERS WERE TURNED ON TO DECREASE ROOM DELTA TEMPERATURE AND THE HIGH DELTA
TEMPERATURE ALARM CLEARED SHORTLY THEREAFTER. RWCU WAS THEN RETURNED TO SERVICE.
RWCU DIVISION II ROOM TEMPERATURES WERE PERIODICALLY MONITORED OVER THE NEXT TWO !

NIGHTS AND NO SIGNIFICANT FLUCTUATIONS WERE NOTED. AN EVALVATION/ REVIEW OF THE i

TEMPERATURE LEAK 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 AT1RIBUTED TO TWO FACTORS. TEMPERATURE ELEMENT LOCATION AND THE DESIGN
TEMPERATURE SETPOINT SELECTION FOR THE RWCU F/D ROOM DIFFERENTIAL TEMPERATURE
TRIP. THIS EVENT HAS BEEN DETERMINED TO BE REPORTABLE PER 10CFR 50.73 (A)(2)
(IV), IN THAT AN UNPLANNED ENGINEER 3D SAFETY FEATURE (ESP) ACTUATION TOCK 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
OTHER UNITS INVOLVED: SUSQUEHANNA 1 (BWR)
VENDOR: BECKMAN INSTRUMENTS, INC.

(NSIC 206557) ON SEPTEMBE. 2, 1987 AT 2118 HOURS, DURING NORMAL OPERATIONS AT
1005 POWER, AUXILIARY BOILER *B" EXPERIENCED AN INTERNAL ELECTRICAL ARC-OVER
WHICH CAUSED AN OVERCURRENT TRIP OF ITS 13.8KV SUPPLY BREAKER. THIS CAUSED A
TRANSIENT CH STARTUP BUS WHICH RESULTED IN CLOSURE OF A UNIT 2 PRIMARY
CONTAINMENT ISOLATION VALVE AND VARIOUS OTHER SYSTEM PERTURBATIONS 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 FOR AN EXTENDED PERIOD OF TIME OF SIX HOURS. THE BROKEN
CONDUCTIVITY ELEMENT CAUSED UNNECESSARY CHEMICAL INJECTION INTO THE BOILER'S
FEEDWATER. 31HCE THERE WAS NO LOAD ON THE BOILER, ONLY INTERMITTENT INJECTIONS
OF PEEDWATER WERE REQUIRED TO MAINTAIN PRESSURE IN THE BOILER. THESE PERIOD OF

1 LOW FEEDWATER FLOW PERMITTED CONCENTRATION OF CHEMICALS IN THE FEEDWATER CREATING
? HIGHLY CONDUCTIVE FEEDWATER. WHEN THIS HIGHLY CONDUCT!YE FERDWATER WAS INJECTED

INTO THE BOILER, AN ARC-OVER ACROSS THE ELECTRODES OCCURRED. THE BROKEN
CONDUCTIVITY ELEMENT WAS REPLACED AND THE AUXILIARY SOILER PREPARED FOR OPERATION.

i

i

!

!

1

l

!

_ __ _ _ _ _ , _ . _____- _ _ _ _ . , , . _ . . , _ _ . _ - _ _ _ _ . . , , _ , , _ _ _ . _ . _ _ _ _ , _ _ _ _ _ _ _ _ _ . , _



_ _ _ _ - _ _ _ _ _--

99

[270) THREE MILE ISLAND 2 DOCKET 50-320 LER 87-002
UNATTENDED RADIOACTIVE MATERIAL IN AN UNRES'JRICTED AREA.
EVENT DATE: 022587 REPORT DATE: 032687 NSSS: BW TYPE: PWR

(NSIC 206573) AT APPROXIMATELY 1330 HOURS ON WEDNESDAY, FEBRUARY 25, 1987,
RADIOACTIVE MATERIAL WAS DISCOVERED UNATTENDED IN A PICKUP TRUCK IN AN
UNRESTRICTED AREA. THE MATERIAL CONSISTED OF A 500 ML BOTTLE THAT CONTAINED
RADIOACTIVE FILTERS. RADIOLOGICAL SURVEYS OF THE 500 ML BOTTLE INDICATED 46
MR/HR GAMMA AND 2.4 RAD /HR BETA CONTACT DOSE RATES. 10 CFR 20.405(A)(1)(V)
REQUIRES LICENSEES TO REPORT RADIATION LEVELS IN UNRESTRICTED AREAS IN EXCESS OF
TEN TIMES ANY APPLICABLE LIMIT. 10 CFR 20.105(B)(1) PROHIBITS THE POSSESSION OR
TRANSFER OF LICENSED MATERIAL IN SUCH A MANNER AS TO CREATE RADIATION LEVELS IN
AN UNRESTRICTED AREA THAT COULD RESULT IN A DOSE IN EXCESS OF TWO MILLIREM IN ANY
ONE HOUR. THEREFORE, THIS EVENT IS REPORTABLE PURSUANT TO 10 CFR 20.405(A)(1)(V)
SINCE THE RADIATION LEVELS OF THE SAMPLE BOTTLE WERE IN EXCESS OF TEN TIMES THE
LIMIT SET FORTH IN 10 CFR 20.105(B)(1). BASED ON CRITIQUES, IT HAS BREN
DETERMINED THAT THE SAMPLE BOTTLE WAS UNKNOWINGLY LOADED INTO THE PICKUP TRUCK
WITH OTHER RADI0 ACTIVE MATERIALS ON TUESDAY, FEBRUARY 24, 1987. THE SAMPLE
BOTTLE WAS NOT DISCOVERED OR REMOVED PROM THE TRUCK BED WHEN THE OTHER MATERIAL
WAS REMOVED.

[271] THREE MILE ISLAND 2 DOCKET 30-320 LER 87-007
LOW PRESSURE IN THE CABLE ROOM AND TRANSFORMER ROOM HALON SYSTEM DUE TO A
DEFICIENT SOLEHOID PILOT VALVE.
EVENT DATE: 080787 REPORT DATE: 091787 NSSS: BW TYPE: PWR
VENDOR: CARDOX CORP.

(NSIC 206317) DURING THE 2300-0700 SHIFT COMMENCING ON AUGUST 7, 1987 A QUALITY
ASSURANCE (QA) MONITOR OBSERVED AN APPARENT ABNORMAL PRESSURE INDICATION ON ONE
(1) 0F 19 HALON CYLINDERS FOR THE CABLE ROOM AND TkANSFORMER ROOM HALON SYSTEM.
SPECIFICALLY, HALON BOTTLE FH-165-002164 INDICATED APPROXIMATELY 340 PSIG. IT
WAS LATER DETERMINED THAT THIS INDICATION WAS 200 PSIG LESS THAN THE MINIMUM
LIMIT, I.E., 90% OF FULL PRESSURE, REQUIRED BY THE LIMITING CONDITION OF
OPERATION (LCO) TECHNICAL SPECIFICATION (TECH SPECS) 3.7.10.3. HOWEVER, THE QA
MONITOR DID NOT REALI!E THAT THE OBSERVED CONDITION CONSTITUTED NONCOMPLIANCE
WITH THE REFERENCED LCO UNTIL AUGUST 18, 1987, WHEN THE EVENT WAS DISCUSSED WITH
THE TMI-2 FIRE PROTECTION ENGINEER. ACCORDINGLY, AT 1408 HOURS ON 8/18/87, THE
ACTION STATEMENT OF TECH SPEC 3.7.10.3 WAS ENTERED. THE REQUIRED HOURLY FIREWATCH
AND BACKUP FIRE SUPPRESSION EQUIPMENT WERE ESTABLISVED WITHIN ONE (i HOUR) AND
RESTORATION OF THE SYSTEM TO OPERABLE STATUS WAS ACCOMPLISHED WITHIN 14 DAYS. A
REPLACLMENT HALON BOTTLE WAS INTALLED AND THE SYSTEM WAS INITIALLY RESTORED TO
OPERABLE STATUS AT 0740 HOURS ON 8/20/87. AN INVESTIGATION DETERMINED THAT THE
ROOT CAUSE WAS A DEFICIENT SOLENOID PILOT VALVE. THE VALVE WAS REPLACED AND THE
SYSTEM WAS RETURNED TO OPERABLE STATUS ON 9/12/07.

[272) TROJAN DOCKET 50-344 LER 87-020
SEISMIC MONITORING INSTRUMENTATION SURVEILLANCE MISSED DUE TO INADVERTENT
DELETION FROM SCHEDULE.
EVENT DATE: 080337 REPORT DATE: 090287 NSSS: WE TYPES PWR

(NSIC 206250) ON AUGUST 3, 1987 DURING A REVIEW OF SURVEILLANCE RECORDS, IT WAS
DETERMINED THAT THE MONTHLY CHANNEL CHECK OF THE SEISMIC MONITORING
INSTRUMENTATION REQUIRED BY TECHNICAL SPECIFICATION 4.3.3.3.1 WAS NOT PERFORMED
IN JULY 1987. THE CAUSE OF THIS EVENT WAS AN INADVERTENT DELETION OF THE
SURVEILLANCE FROM THE COMPUTERISED SURVEILLANCE SCHEDULE. IT IS NOT KNOWN
EXACTLY HOW THE SURVEILLANCE WAS DELETED. BUT IT MAY HAVE BEEN A PERSONNEL ERROR
WHILE ENTERING DATA ON THE SCHEDULE. THE REQUIRED SURVEILLANCE WAS PERFORMED AND
THE SEISMIC MONITORING INSTRUMENTATION WAS VERIFIED AS OPERABLE. THE
COMPUTERISED SURVEILLANCE SCHEDULE WILL BE REVIEWED TO IDENTIFY ADDITIONAL
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SAFEGUARDS WHICH CAN BE IMPLEMENTED TO PROTECT AGAINST INADVERTENT DELETION OF
ENTRIES. THIS EVENT HAD NO EFFECT ON PUBLIC HEALTH AND SAFETY.

[273] TROJAN DOCKET 50-344 LER 87-021
OPENING OF INCORRECT FUSE DRAWER CAUSED 12.47 KV BUS UNDERVOLTAGE - EDG STARTED.
EVENT DATE: 082187 REPORT DATE: 091887 NSSS: WE TYPE: PWR

(NSIC 20f068) ON AUGUST 21, 1987, ACTIONS WERE IN PROGRESS TO MAKE 12.47 KV BUSES
H1 AND H2 OPERATIONAL FROM THE UNIT AUXILIARY TRANSFORMER. AN OPERATOR HAD JUST
COMPLETED INSTALLING POTENTIAL TRANSFORMER FUSES FOR BUSES H1 AND H2 WHEN HE
OPENED THE STARTUP TRANSFORMER FUSE DRAWER BY MISTAKE. THIS CAUSED A SENSED
UNDERVOLTAGE CONDITION, AND THE "A" EMERGENCY DIESEL GENERATOR STARTED
AUTOMATICALLY. THE CAUSE WAS PERSONNEL ERROR. THE OPERATOR OPENED THE POTENTIAL
TRANSFORMER FUSE DRAWER FOR THE STARTUP TRANSFORMER THINKING THAT THIS WAS THE
DRAWER FOR THE MAIN GENERATOR POTENTIAL TRANSFORMER FUSES. A CONTRIBUTING CAUSE
WAS A LACK OF A PROCEDURE FOR REPLACING THE POTENTIAL TRANSFORMER FUSES. THE
OPERATOR WAS COUNSELED ON THE CORRECT METHOD FOR POTENTIAL TRANSFORMER FUSE
REPLACEMENT. A WRITTEN PROCEDURE WILL BE PREPARED PROVIDING INSTRUCTIONS ON FUSE
REPLACEMENT. THE ADMINISTRATION OF LOAD DISPATCHER SWITCHING ORDERS AND THE
PRACTICES ON FUSE REPLACEMENT WILL BE REVIEWED FOR IMPROVEMENT. THIS EVENT HAD
NO EFFECT ON PUBLIC HEALTH AND SAFETY.

[274] TROJAN DOCKET $0-344 LER 87-007 REV 01
UPDATE ON PRESSURIEER SAFETY VALVES LIFTED OUT-OF-TOLERANCE DURING SURVE!LLANCE
TESTING DUE TO DEFICIENCY IN BENCH TEST PROCEDURE.
EVENT DATE: 082287 REPORT DATE: 092187 NSSS: WE TYPE: PWR
VENDOR: CROSBY VALVE & GAGE CO.

(NSIC 206414) DURING PERFORMANCE OF PRESSURIEER SAFETY VALVE (PSV) TESTING ON
APRIL 1, 1987 PSV-8010C LIFTED AT 2596 PSIG. ON AUGUST 22, 1987, PSV-8010A
LIFTED AT 2658 PSIG AND PSV-80105 LIFTED AT 2598 PSIG. THIS EXCEEDS THE TECH
SPEC ALLOWED TOLERANCE OF 2485 PSIG +/- 14 (2.E., 2460 TO 2510 PSIG). THE VALVE
LIFT SETPOINT WAS ADJUSTED AND THE VALVE RETESTED SATISFACTORILY. THE CAUSE OF
THIS EVENT IS A DEFICIENCY IN THE BENCH TEST PROCEDURE FOR THE PSYS. THE LIFT
SETTINGS ESTABLISHED IN BENCH TESTING DO NOT CORRELATE TO THE IN-PLACE TESTING >

LIFT SETTINGS. BENCH-TO-IN-PLACE TESTING SETPOINT CORRELATIONS WILL BE DEVELOPED
FOR EACH OF THE PSYS IF BENCH TESTING IS USED IN THE FUTURE. IN THE INTERIM,
IN-PLACE TESTING WILL BE USED FOR ESTABLISHING FINAL LIFT SETTINGS. THIS EVENT
HAD NO EFFECT ON PUBLIC HEALTH AND SAFETY.

[275] TROJAN DOCKET $0-344 LER 87-022
ACCUMULATOR WATER LEVELS INADVERTENTLY ALLOWED TO DECREASE BELOW TECH SPEC LIMIT.
EVENT DATE: 082287 REPORT DATE: 092187 MSSS: WE TYPE: PWR

(NSIC 206415) ON AUGUST 22, 1987, A LEAK TEST OF THE "A" ACCUMULATOR DISCHARGE
CHECK VALVES TO THE REACTOR COOLANT SYSTEM WAS IN PROGRESS. DURING THE TEST, THE
WATER LEVEL IN THE "B" AND "C" ACCUMULATORS INADVERTENTLY DECREASED BELOW THE
TECH SPEC LIMIT OF 644 AS FOLLOWS "B" ACCUMULATOR 584, "C" ACCUMULATOR $94 THE
CAUSE OF THIS EVENT WAS PERSONNEL ERROR IN THAT THE OPERATORS HAD ALLOWED THE "A"
ACCUMULATOR LEVEL TO DROP BELOW THE LOW LEVEL ALARM SETPOINT AND WERE NOT
ATTENTIVE TO SUBSEQUENT LEVEL DECREASES IN THE "B" AND "C" ACCUhULATORS. THE
REASON THE ACCUMULATOR LEVELS DECREASED BELOW THE TECH SPEC LIMIT IS STILL BEING
INVEST! GATED. THE ACCUMULATORS WERE REFILLED AND OPERATORS WERE COUNSELED ON THE
NEED TO CLOSELY MONITOR ACCUMULATOR LEVELS DURING POT-2-4. A CAUTION REQUIRING
CLOSE MONITORING OF ACCUMULATOR LEVELS WILL BE ADDED TO P07-2-4 THIS EVENT MAD
NO EFFECT ON PUBLIC HEALTH AND SAFETY.

. _ _ _ _ _ _
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[276] TROJAN DOCKET 50-344 LER 87-023
FEEDWATER REGULATING VALVR FAILED TO CLOSE DUE TO TURBINE TRIP ON HI-HI STEAM
GENERATOR LEVEL.
EVENT DATE: 082697 REPORT DATE: 092507 NSSS: WE TYPE: PWR

(NSIC 206553) ON AUGUST 26, 1907 A PLANT STARTUP WAS IN PROGRESS, WHEN INCREASING
WATER LEVEL IN THE "C" STEAM GENERATOR WAS OBSERVED. THE "C" FEEDWATER REGULATING
VALVES AND BYPASS VALVES WIRE CLOSED FROM THE CONTROL ROOM, HOWEVER, "C" STEAM
GENERATOR LEVEL CONTINUED TO INCREASE. LOCAL CLOSURE OF THE "C" FEEDWATER BYPASS
ISOLATION VALVE (8 INCH) ALSO FAILED TO STOP THE OVER-FEEDING OF THE "C" STEAM
GENERATOR AND A FEEDWATER ISCLATION SIGNAL WAS RECEIVED ON HI-HI LEVEL IN THE "C"
STEAM GENERATOR. THE CAUSE OF THIS EVENT WAS FAILURE OF THE "C" FEEDWATER
REGULATING VALVE TO FULLY CLOSE. THE VALVE WAS FOUND TO BE OPEN ABOUT ONE
TURN. THIS WAS DUE TO THE VALVE LOCAL OPERATOR NOT BEING ADEQUATELY SET IN THE
NEUTRAL POSITION, WHICH PREVENTS FULL CLO$URE OF THE VALVE FROM THE CONTROL ROOM.
THE IMMEDIATE CORRECTIVE ACTION WAS TO REDUCE REACTOR POWER AND STABILIEE STEAM
GENERATOR LEVELS USING THE AUXILIARY FEEDWATER. THE PROCEDURES FOR POSITIONING
THE FEEDWATER REGULATING VALVE LOCAL OPERATORS WILL BE REVIEWED. THIS EVENT HAD
NO EFFECT ON PUBLIC HEALTH AND SAFETY.

1277) TROJAN DOCKET 50-344 LER 87-024
TURBINE TRIP / REACTOR TRIP DUE TO "C" STEAM GENERATOR HIGH-k1GH LEVEL.
EVENT DATEi 082807 REPORT DATE: 092587 NSSS: WE TYPE: PWR

(NSIC 206555) ON AUGUST 20, 1997, THE PLANT WAS OPERATING AT 30 PERCENT POWER AT
NORMAL OPERATING TEMPERATURE AND PRESSURE. AT 0831, A TURBINE TRIP OCCURRED DUE
TO "C" STEAM GENERATOR HIGH-HIGH LEVEL WHILE BRINGING THE SOUTH MAIN FEED PUMP
(MFP) ON LINE. THIS RESULTED IN A REACTOR TRIP. THE CAUSE OF THE EVENT WAS
COGNITIVE PEPSONNEL ERROR. THE OPERATOR MISREAD THE AUf0MATIC SPEED CONTROLLER
INDICATION AND PLACED THE PUMP IN SERVICE AT MAXIMUM SPEED INSTEAD OF MINIMUM
SPEED. THE RESULTING TRANSIENT LED TO INADEQUATE FEED FLOW AND STEAM GENERATOR
LEVEL CONTROL. SLUGGISH BEHAVIOR OF THE "C" FEEDWATER REJULATING VALVE WAS A
CONTRIBUTING FACTOR. THE EVENT WAS DISCUSSED WITH ALL PLANT OPERATORS. TNB
SLUGGISH BEHAVIOR OF THE "C" FEEDWATER REGULATING VALVE IS BEING INVECTICATED.
THIS EVENT HAD NO EFFECT ON PUBLIC HEALTH AND SAFETY.

[270) TROJAN DOCKET 50-344 LER 97-025
CONTAINMENT VENTILATION ISOLATION DUE TO SPURIOUS ACTUATION OF NOBLE GAS MONITOR.
EVENT DATE: 083007 REPORT DATE: 092987 NSSS: WE TYPE: PWR
VENDOR: VICTOREEN INSTRUMENT DIVISION

(NSIC 2064941 CH AUGUST 30, 1987, A CONTAINMENT VENTILATION ISOLATION OCCURRED
DURING A CONTAINMENT PRESSURE REDUCTION. THE CONTAINMENT VENTILATION ISOLATION
WAS DUE TO A MOMENTARY SPIKE ON THE CONTAINMENT RADIATION MONITORING SYSTEM LQW
LEVEL NOBLE GAS MONITOR (PRM-1C) WHICH EXCEEDED THE SETPOINT FOR THE MONITOR.
THE CAUSE OF PRM-1C SPIKING HIGH IS BELIEVED TO BE A SPURIOUS ELECTRONICS FAILURE
IN THE DETECTOR ANTI-JAM CIRCUITRY. THIS CIRCUITRY IS PROVIDED TO PROTECT
DETECTORS FROM SATURATION. UPON FAILURE OF THE ANTI JAM CIRCUITRY. PRM-1C IS
DESIGNED TO FAIL HIGH. THE PRINTED CIRCUIT CARD FOR THE ANTI-JAM CIRCUITRY WAS
REPLACED. PRM-1C WAS RETURNED TO SERVICE. NO FURTHER SPURIOUS ACTUATION OF
PRM-1C WAS OBSERVED. THIS EVENT HAD NO EFFECT ON PUBLiC HEALTH AND SAFETY.

(279) TROJAN DOCKET 50-344 LER 87-026
MISSED SURVEILLANCE OF POST-ACCIDENT LEAKAGE OUTSIDE CONTAINMENT.
EVENT DATE: 090187 REPORT DATE: 100187 NSSS: WE TYPE: PWR

(NSIC 206591) CH SEPTEMBER 1, 1987 DURING A REVIEW OF SURVE!LLANCE RECORDS. !T
WAS DETERMINED THAT PERIODIC ENGINEERING TEST (PET) 9-3. "POST-ACCIDENT LEAKAGE
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OUTSIDE CONTAINMENT", PEQUIRED RY TECHNICAL SPECIFICATION 6.t '.A. WAS NOT
PERFORMFD WITHIN THE 18 HUNTH INTENVAL. THE SYSTEMS FOR WH1CH THE SURVEILLANCE
WAS MISSf6 WFPE: (L) THE "B" CENTRIFUGAL CHARGING PUMP PIPING. (2) THE SAFETY
INJECTION SY$ O F. AND (3) THE RESIDUAL HEAT REMOVAL SYSTEM. THE CAUSE OF THIS
EVENT NAS P ER SLNflE L ERROR. A SCHEDULE FOR PET-9-3 HAD NOT BEEN PREPARED AND.
THEREFORE, THE SURVEILLANCE WAS MISSED. THE IMMEDIATE CORRECTIVE ACTION WAS TO
PERFORM THE TECHNICAL SPECIFICATION REQUIRED SURVEILLANCE. AN UPDATED
SURVEILLANCE SCHEDULE FOR PET-9-3 WAS ISSUED WHICH SHOWS THE DUE DATES FOR THE
NEXT REQUIRED SURVEILLANCE. THE PET SCHEDULE WILL BE ADDED TO THE COMPUTERIEED
SURVEILLANCE SCHEDULE TO ELIMINATE THE NEED TO MANUALLY SCHE"DULE SURVEILLANCES.
TNIS WILL BE COMPLETED BY MARCH 1, 1988. THIS EVENT HAD NO EFFECT ON PUBLIC
HEALTH AND SAFET/.

[280] TURKEY POINT 3 DOCKET 50-250 LER 87-022
REACTOR TRIP BREAKERS OPEN WHILE IN COLD SHUTDOWN DUE TO SPURIOUS SPIFE ACTUATING
THE INTERMEDIATE RANGE LOW POWER HIGH FLUX REACTOR TRIP.
EVENT DATE: 073187 REPORT DATE: 083187 NSSS: WE TYPE: PWR
VENDOR: POWER DESIGNS INC.

(NSIC 2062)#1 ON JULY 31, 1987 UNIT 3 WAS AT COLD SHUTDOWN ( MODE 51. AT 0548
THE REACTOR TRIP BREAKERS (RTB) WERE CLOSED FOR MAINTENANCE AND TESTING BY
dijf!NGHOUSE AND FPL INSTRUMENT AND CONTROL PERSONNEL. A SPURIOUS SPIKING
PROBLEM WAS KNOWN TO EXIST IN THE NUCLEAR INSTRUMENTATION SYSTEM (NIS)
INTERMEDIATE RANGE (IR) CABINET. A PLANT WORK ORDER HAD BEEN SUBMITTED TO THE
IEC DEPARTMENT TO MAKE THE NECESSARY REPAIRS TO NIS CH-36. AT 0717 THE OPERATOR
CN SHIFT DEMONSTRATED TO THE ON-COMIMG OPERATOR THE KNOWN SPURIOUS SPIKING
PROBLEM IN THE NUCLEAR INSTRUMENTATION SYSTEM INTERMEDIATE RANGE CHANNELS. THE
DRAWER F07 NIS CH-32 WAS PULLED OPEN AND CAUSED NIS CH-36 TO SPIKE HIGH. THE
SPURIOUS SflFE ACTUATED. THE IR LOW POWER HIGM FLUX REACTOR TRIP ALARM AND OPENED
THE RTB'S, INVESTIGATION OF THE PROBLEM REVEALED A FAUL.TY LOCKING MECHANISM ON
THE 25 VOLT POWER SUPPLY CONNECTOR FOR HIS CH-36. THE LOCKING MECHANISM WAS
PSFLACED AND THE POWER SUPPLY CABLES FOR NIS CH-32 AND NIS CH-36 WERE RE-ROUTED
ik fHE NIS CABINET SO THEY WOULD NOT INTERFERE WITH EACH OTHER IN THE COURSE OF
MAINTENANCE AND TESTING OF THEIR CHANNELS.

[281) TURKEY POINT 4 DOCKET 50-251 LER 87-018 REV Q1
UPDATE ON OPERATION WITH GREATER THAN 2 PERCENT CALCULATED QUADRANT POWER TILT
RATIO.
EVENT DATE: 071287 REPORT DATE: 081187 NSSS: WE TYPE: PWR
VENDOR: ELECTRO CORPORATION

WESTINGHOUSE ELECTRIC CORP,

(NSIC 206549) UNIT 4 WAS INCREASING POWER AFTER BEING RETURNED TO SERVICE ON JULY
9, 1987 POWER RANGE DETECTOR N.41 WAS REPLACED DURING THE OUTAGE AND THUS THE
CHANNEL REQUIRED RECALIBRATION. UNTIL THE CALIBRATION WAS COMPLETED THE UPPER
AND LOWER SECTION DEVIATION ALARMS WERE DECLARED TO BE OUT OF SERVICE AND A
MANUAL CALCULATION OF QUADRANT POWER TILT RATIO (93TRI WAS PERFORMED EACH SHIFT.
AT 0023 ON JULY 11, THE POWER INCREASE WAS STOPPEt AT 921 DUE TO A CALCULATED
2.84 QPTR. DUE TO CrERATING DIFFICULTIES UNRELATED TO QPTR. REACTOR POWER WAS
REDUCED TO 751. PRIOR TO INCREASIKO POWER FROM 75% A FLUX M** WAS RUN AND IT
VERIFIED HOT CHANNEL FACTORS TO BE ACCEPTABLE AND QPTR TO BE oESS THAN 21. THE
MANUAL CALCULATION QPTR PERFORMED CONCURRENTLY WITH THE FLUX MAP SHOWED DETECTOR
CURRENTS TO USE IN THE MANUAL CALCULATIONS COULD BE ISSUED. THE 24 HOUR TIME
LIMIT POR TECH SPEC 3.2.6.I.1 HAD BEEN EXCEEDED. THE d

OVERPRECSURE/OVERTEMPERATURE DELTA TEMPERATURE SETPOINTS WERE NOT REDUCED AS
REQUIRED BY TECH SPEC 3.2.6.1.2, BECAUSE POWER RANGE DETECTOR N-44 WAS OUT OF
SERVICE. POWER R ANGE LOGIC WILL NOT ALLOW TWO CHANNELS TO BE OUT CF SERVICE AT
THE SAME TIME WITHOUT GENERATING A SEACTOR TRIP. THE APPLICABLE PROCEDURE WILL BE
REVISED TO ADDRESS THE 24 HOUR TIME LIMIT OF TECH KPECS 3.2.6.1.1.

|

-
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(2821 TURKEY POINT 4 DOCKET $0-251 LER 87-021
PROCESS RADIATION MONITOR SPIKE CAUSE CONTROL ROOM VENTILATION AND CONTAINMENT
VENT ISOLATION.
EVENT DATE: 072987 REPORT DATE: 082887 MSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: TURKEY POINT 3 (PWR)
VENDOR: TPACER LAB

(NSIC 206239) ON JULY 29, 1987, AT 0935, WITH UNIT 4 AT 1005 POWER, PROCESS
RADIATION MONITOR (PRM) R-11, THE RADIOACTIVE PARTICULATE CONTAINMENT RADIATION
MONITOR, SPIKED HIGH, ACTUATING THE CONTAINMENT VENT AND CONTROL ROOM VENTILATION
ISOLATION LOGIC (E!!5 IL,JN). THE CONTROL ROOM VENTILATION ISOLATED AND SWITCHED
INTO THE RECIRCULATION MODE, AND THE CONTAINMENT VENT ISOLATED, PER DESIGN. AT
THE TIME OF THE SPIKE, WORK WAS BEING PERFORMED ON PRM R-15, THE CONDENSER AIR
EJECTOR RADIATION MONITOR. IN THE PROCESS OF RANGING THE HIGH VOLTAGE POWER
SUPPLY FROM 1000 VOLTS TO 1500 VOLT 5 AN ELECTRICAL TRANSIENT OCCURRED WHICH
MOMENTARILY SPIKED THE R-11 DRAWER. R-11 SPIKED ABOVE ITS SETPOINT, RESULTING IN
THE CONTAINMENT VENT AND CONTROL ROOM VENTILATION ISOLATION. TROUBLE 5 HOOTING OF
R-15 WAS HALTED, THE CAUSE OF THE SPIKE WAS VERIFIED, AND R-11 WAS RESET. BASED
ON THE ABOVE, THE HEALTH AND SAFETY OF THE PUBLIC WERE NOT AFFECTED. THE AFFECTED
PRMS DRAWERS HAVE BEEN REPLACED WITH AN UPGRADED SOLID STATE DRAWER. THE NEW
DRAWERS DO NOT HAVE A SWITCHING CIRCUIT FOR HIGH VOLTAGE TESTING. THEY ARE
EXPECTED TO BE LESS SUSCEPTIBLE TO ELECTRICAL TRAN3IENTS AND SHOULD RESULT IN
IMPROVED PERFORMANCE. ADDITIONAL DETAILS: SIMILAR OCCURRENCES: LER'S 251-85-030,
250-87-005, 250-87-008 MANUFACTURER: R-11: TRACER LAB INSTRUMENT. MODEL NUMBER:
MAP-18.

[2831 VARMONT YANKEE DOCKET 50-271 LER 87-004 REV 01
UPDATE ON MISSED FIRE HOSE SURVEILLANCE DUE TO INADEQUATE PROCEDURE REVISION.
EVENT DATE: 072987 REPORT DATE: 100787 NSSS: GE TYPE: 8WR

(NSIC 206552) ON 7/29/87, DURING NORMAL PLANT OPERATION AT 835 POWER, IT WAS
DISCOVERED THAT SURVEILLANCE OF THE IN5IDE FIRE HOSE STATIONS (E!!S=N/A) HAD NOT
BEEN COMPLETED AS SPECIFIED BY TECH SPEC 4.13.C.1.5 AND TECN SPEC 4.13.C.1.D.
THE MISSED SURVEILLANCES ARE ATTRIBUTED TO ERRORS MADE IN REVISING THE
SURVEILLANCE TEST PROGRAM AND SURVEILLANCE PROCEDURE. SUBSEQUENT INSPECTIONS AND
HYDROSTATIC TESTS INITIATED ON 7/19/87 AND COMPLETED ON 8/13/97 IDENTIFIED THAT
ALL INSIDE FIRE HOSE STATIONS WERE OPERABLE AT ALL TIMES.

[284] VERNONT YANKEE DOCKET 50-271 LER 87-005
TURBINE CONTROL SYSTEM MALFUNCTION RESULTS IN REACTOR SCR AM DUE TO PRESSURE
TRANSIENT.
EVENT DATE: 080787 REPORT DATE: 090387 NSSS: GE TYPE: BWR
VENDOR: CAMPBELL, THOMAS J. CO

GENERAL ELECTRIC CO.
MICRO SWITCH

(NS!C 206419) ON 9/7/97 AT 2159, IN THE PROCESS OF SHUTTING DOWN FOR A SCHEDULED
REFUELING OUTAGE WITH THE MAIN GENERATOR OFF-LINE AND TURBINE IN COAST-DOWN, A
REACTOR SCRAM OCCURRED AS A RESULT OF REACTOR VESSEL HIGH PRES 5URE. THE REACTOR
VE5SEL PRESSURE TRANSIENT WAS THE RESULT OF A MALFUNCTION IN THE TURBINE CONTROL
SYSTEM (JJ)* THAT CAUSED THE BY-PASS VALVES TO CLOSE. PRIOR TO THIS EVENT,
PRESSURE CONTROL WAS BEING PERFORMED BY THE ELECTRICAL PRESSURE REGULATOR (EPR).
SOON AFTER SWITCHING TO THE MECHANICAL PRESSURE REGULATOR (MPR) FOR CONTROL
(21551, THE BY-PASS VALVE 5 SHUT RESULTING IN A REACTOR SCRAM FROM HIGH REACTOR
VESSEL PkE55URE. THE INABILITY OF THE MPR TO CONTROL PRESSURE WAS CAUSED BY A
CLOGGED SENSING LINE VALVE (JJ)* WHICH PREVENTED THE MPR FROM RESPONDING TO
PRESSURE CHANGES. TO CORRECT THE CONTROL SYSTEM PROBLEM, THE SENSING LINE VALVE
WILL BE REPLACED.

,
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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 NSSS: GE TYPE: BWR
VENDOR: ALLIS CHALMERS

WALWORTH COMPANY

(NSIC 206422) ON 8/12/87, 9/18/07 AND 8/23/87 WHILE PERFORMING TYPE C LEAK RATE
TESTING WITH THE PLANT SHUTDOWN FOR 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,68.7A,75
(EIIS=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 9/20/07 THE SUM TOTAL TYPE B (PENETRATIONS) AND TYPE C (VALVES) LEAKAGE
EXCEEDED THAT ALLOWED BY 10CFR50 APPENDIX J. APPENDIX J LIMITS ALLOWABLE TOTAL
8 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 P.ETEST THEM TO
ENSURE THAT SEAT LEAKAGE IS WITHIN ALLOWABLES PRIOR TO PLANT STARTUP FOLLOWING
THE 1987 REFUELING OUTAGE.

[286] VERMONT YANKEE DOCKET 50-271 LER 87-000
LOSS OF NCRMAL POWER DURING SHUTDOWN DUE TO ROUTING ALL OFF-SITE POWER SOURCES
THROUGH ONE BREAKER.
EVENT DATE: 081787 REPORT DATE: 091487 NSSS: GE TYPE: BWR

(NSIC 206430) AT APPROXIKATELY 1400 HOURS ON 8/17/97 WHILE THE PLANT WAS IN A
DEFUELING 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 DIESEL 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 1

AFTER THE EDG'S WERE 2 SERVICE WATER PUMPS AND THE ELECTRIC FIRE PUMP. THE |
STARTING OF THESE THREE PUMPS, IN ADDITION TO THE DIESEL DRIVEN FIRE PUMP CAUSED |

A PRESSURE SURGE WHICH RUPTURED A TEMPORARY PIPING SYSTEM FABRICATED FROM 2" *

SCHEDULE 80 PVC PIPING (EIIS = KP). THE PVC PIPING WAS MADE BY ESLON. THE
RUPTURED PIPE SPILLED ABOUT 2000 GALLONS OF RIVER WATER ONTO THE REFUELING FLOOR

i

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 FLOOR PANELING AND THE REACTOR BUILDING EXTERIOR WALLS WERE
DETECTED. NO EQUIPMENT WAS DAMAGED AS A RESULT OF THE SPILL.

(287] VERMONT YANKEE DOCKET $0-271 LER 87-009
RELIEF VALVE ACCUMULATOR FAILED LEAK TEST DUE TO SOLENOID VALVE LEAKAGE.
EVENT CATE: 081887 REPORT DATE: 091787 NSSS: GE TYPE: BWR
VFNDOR: ASCO VALVES

NUPRO COMPANY

(NSIC 206423) ON 8/10/07 WITH THE PLANT SHUTDOWN FOR THE 1997 REFUELING OUTAGE.
THE "C" MAIN STEAM (EIIS=SB) RELIEF VALVE ACCUMULATOR ASSEMBLY (REFER TO ATTACHED
SKETCH 81) WAS FOUND TO HAVM SEAT LEAKAGE THAT EXCEEDED THE ACCEPTANCE CRITERIA
SPECIFIED IN THE SURVEILLANCE PROCEDURE. THE OTHER THREE MAIN STEAM RELIEF VALVE
ACCUMULATOR ASSEMBLIES PASSED THE LEAK TESTS. INITIALLY, THE LEAKAGE WAS THOUGHT
TO DE 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 9/4/07 THE ASSEMBLY WAS UNSUCCESSFULLY RETESTED.
DURING THE RETEST, EXCESSIVE LEAKAGE WAS OBSERVED THROUGH THE SOLENOID VALVE'S
EXHAUST PORT. THE ROOT CAUSE OF THIS LEAKAGE THROUGH THE SOLEHOID VALVE IS NOT
KNOWN AT THIS TIME. THE SOLENOID VALVE WILL BE INSPECTED AND THE ACCUMULATOR

|
;
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ASSEMBLY WILL BE SUCCESSFULLY RETESTED PRIOR TO PLANT STARTUP. VERMONT YANKEE
HAS NOT HAD A FA38QME OF AN ACCUMULATOR ASSEMBLY DUE TO A LEAKING SOLEMOID VALVE
IN THE LAST FIVE NSARS. BASED ON THIS, VERMONT YANKEE BELIEVES THAT NO
SIGNIFICANT PROPiLEM EXISTS WITH THE SYSTEM. THE CHECK VALVE APPEARED TO BE
FUNCTIONING PROF /ERLY 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 kBPORT DATE: 090887 NSSS: GE TYPE: BWR,

I

! (NSIC 206424) AT APPROXIMATELY 0329 HOURS ON 8/20/87 WITH THE REACTOR IN THE COLD
I SHUTDOWN CONDITION, A PRIMARY CONTAINMENT ISOLATION SYSTEM (PCIS) GROUP I!!

ISOLATION OCCVKkko N!TH THE SUBSEQUENT INITIATION OF THE STANDBY CAS TREATMENT
SYSTEM (S8GT$). THE PCIS ISOLATION, WHICH ISOLATES THE PRIMARY CONTAINMENT

l ATMOSPHERE, WAS INITIATED BY A HIGH RADIATION SIGNAL FROM ONE OF T*E TWO REFUEL
'

FLOOR EONE RADIATION DETECTORS (EIIS=DET). TWO DETECTORS, LOCATED ON THE REFUEL L

! FLOOR, PROVIDE SIGNALS TO THE REFUEL FLOOR EONE MONITORS: ONE ON THE EAST SIDE -

j AND ONE ON THE WEST SIDE. THE ISOLATION OCCURRED, FOLLOWING A ROUTINE DETECTOR I

CALIBRATION CHECK, WHEN All OPERATOR REMOVED THE BYPASS FROM THE TRIP FUNCTIONi

,'

AFTER ASSURANCE FRCM THE RP TECHNICIAN THAT THE ALARM / TRIP HAD BEEN RESET WHEN,
IN FACT, THE TRIP MAD NOT BEEN RESET. THE CAUSE OF THIS EVENT HAS BEEN,

j ATTRIBUTED TO A DEFLCTIVE PROCEDURE. THE ISOLATION WAS PROMPTLY RESET AND
; SYSTEMS RETURNED TO NORMAL OPERATION. TECH SPEC DETECTOR OPERABILITY
'

REQUIREMENTS WERE SATISFIED AT ALL TIMES.

;

(289] VERMONT YANKEE DOCKET 50-271 LER 87-011 t

PROCEDURAL INTERPRETATION LEADS TO DEGRADED CONDITION DURING REFUELING. I

EVENT DATE: 092007 REPORT DATE: 091987 NSSS: GE TYPE: BWR '

(NSIC 206420) ON AUGUST 18, 1947 AT 1!07, WITH THE REACTOR MODE SWITCH IN REFUEL
|MODS. THE 'A" STATION BATTERY (EIIS=EJ) WAS TAKEN OUT OF SERVICE FOR TESTING. ON !

AUGUST 20, 1987 AT 1640, THE CONTROL ROOM OPERATORS DETERMINED THAT WITH 'A" fBATTERY OUT, THE DIESEL DG-1-18 (EIIS=EK) COULD NOT BE CONSIDERED OPERABLE
BECAUSE BATTERY BACKUP CONTROL POWER WAS NOT AVAILABLE. AT THIS TIME IT WAS
DETERMXNED THAT FROM AUGUST 18, 1987 (1101) TO AUGUST 20, 1987 (1640). THE

:
,

REQUIREMENTS OF TECH SPEC SECTION 3.5.H.4 FOR MINIMVM SUBSYSTEMS REQUIRED FOR
REFUELING, WERE NOT SATISFIED. ALL FUEL MOVEMENT WAS HALTED IMMEDIATELY AND THE

|

,

MODE SWITCH PLACED IN SHUTDOWN. THE ROOT CAUSE OF THIS EVENT WAS PROCEDURAL
ERROR IN INTERPRETATION OF THE TECH SPEC REQUIREMENTS DURING REFUEL MODE. j

,

CORRECTIVE ACTION INVOLVES FURTHER CLARIFICATION FOR REQUIRP9 EQUIPMENT DURING
f'REFUELING AND OPERATION.

(290) VERMONT YANKEE DOCKET 50-271 LER 87-012
SCRAM DUE TO RADIOGRAPHERS POLLOWING INADEQUATE PROCEDURES. t

EVENT DATES 092687 REPORT DATE: 092287 NSSS: GE TYPE: BWR {
1

(NSIC 206511) AT APPP0XIMATELY 0430 HRS ON 8/26/87 WHILE THE PLANT WAS IN A {REFUELING CONDITION, AN UNEXPECTED HIGH MAIN STEAM LINE RADIATION SCRAM SIGNAL
jWAS RECEIVED. THE $1GNAL WAS THE RESULT OF A CONTRACTOR PERFORMING RADIOGRAPHY

ON A WELD OF A PIPE NTAR THE MAIN STEAM LINE RADIATION DETECTORS. (E!!S=DET) THE |

,

SOURCE U3ED IN THF. 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 OPERATORS RESPONDED TO THE SCRAM AS REQUIRED BY
PROCEDURE. THE CONTPACTORS PERFORMING THE INSPECTION WERE FOLLOWING AN APPROVED
PROCEDURE, AND HAD APPROPRIATELY INFORMED THE CONTROL ROOM THAT THEY WERE ABOUT
TO COMMENCE THE 1HSPECTION. THE PROCEDURE. HOWEVER, DID NOT WARN THE CONTROL

1
,
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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 1 DOCKET 50-424 LER 87-051
AFW FLOW TRANSMITTERS INOPFRABLE DUE TO INADEQUATE INSTRUCTIONS AND PERSONNEL;
ERROR.
EVENT DATE: 062087 REPORT DATE: 09080' NSSS: SS TYPE: PWR
VENDOR: ROSEMOUNT ENGINEERING COMPANY

(NSIC 206277) ON MAY 4, 1987 A MAINTFNANCE WORK ORDER (MWO) WAS WRITTEN TO CHECK
THE AUXILIARY FEEDWATER (AFWI SYSTEM FLOW TRANSMITTER INPUTS TO THE PLANT SAFETY
MONITORING SYSTEM. ON JUNE 20, 1987 PLANT TECHNICIANS DISCOVERED THAT TWO AFW
SYSTEM FLOW TRANSMITTERS (1FT-15150 AND 1Fia15152) IN THE SAME TRAIN FAILED TO

! OPERATE PROPERLY. THR FOUR AFW FLOW TRANSMITTERS IN THE OTHER TRAIN WERE
| OPERABLE. A MWO ADDITION WAS WRITTEN TO REPLACE THE DEFECTIVE TRANSMITTERS. ON

AUGUST 6, 1987, WORK SCHEDULERS, WHO WERE PROCESSING THE WORK ORDER TO REPLACE
THE FLOW TRANSMITTERS, DISCOVERED THAT THE PLANT HAD NOT ENTERED INTO A LIMITING
CONDITION OF OPERATION (LCO) AS REQUIRED BY TECHNICAL SPECIFICATIONS (T.S.I. 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 ERROR. CONTROL ROOM AND OTHER
PLANT PERSONNEL REVIEWING THF DEFICIENCY CARDS AND MWO'S INADVERTENTLY OVERLOOKED
THE NEED TO INITIATE A T.S. LdO. CORRECTIVE ACTION INCLUDES GENERATING A LIST OF
PLANT EQUIPMENT GOVERNED BY T.S. FOR USE BY PLANT OPERATORS IN PROMPTLY'

IDENTIFYING OF LCO'S AND CHANGES TO PLANT INSTRUCTIONS.

1292] VOGTLE 1 DOCKET 50-424 LER 87-049
ENTRY INTO LCO 3.0.3 DUE TO INOPERABLE ESP ROOM COOLER CHILLER TRAINS.
EVENT DATE: 072287 REPORT DATE: 082187 NSSS: SS TYPE: PWR*

VENDOR: BARKSDALE CONTROLS DIV
TRANE COMPANY ,

,

! (NSIC 205878) AT ./30 CDT ON JULY 22, 1987, WITH UNIT 1 IN MODE 1 AT 1005 REACTOR .

| POWER, TECHNICAL 2PECIFICATION (T.S.) LIMITING CONDITION FOR OPERATION (LCO)
'

3.0.3 WAS ENTERED BECAUSE A TEMPERATURE SWITCH FAILED ON THE TRAIN 8 ENGINEERED
;
'

SAFETY FEATURE (ESP) CHILLER WHILE A TRAIN A ESF ROOM COOLER UNIT WAS OUT OF
SERVICE FOR PREVENTIVE MAINTENANCE. SINCE THIS RESULTED IN PORTIONS OF BOTH ESF e

CHILLER TRAINS BEING INOPERABLE, A CONDITION EXISTED WHICH WAS NOT PROVIDED FOR I
fIN THE ACTION REQUIREMENTS OF T.S. LCO 3.7.11 AND ENTRY INTO LCO 3.0.3. WAS

REQUIRED. THE TRAIN A COOLER UNIT WAS FUNCTIONALLY TESTED TO PROVE OPERABILITY {
i 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 B CHILLER
WAS DECLARED CPERABLE AT 0459 CDT ON JULY 23, 1987.

| !
t

(2931 V0GTLE 1 DOCKET $0-424 LER 87-050 i

| REACTOR TRIP CAUSED BY INSTRUMENT TECHNICIAN'S ERROR.
*

EVENT DATE: 072007 REPORT DATE: 082787 NSSS: SS TYPE: PWR

j (HSIC 206276) ON JULY 28, 1987, AT APPROXIMATELY 0941 CDT WITH THE UNIT IN MODE 1 }

i AND AT 1001 OF RATED THERMAL POWER, AN AUTOMATIC REACTOR TRIP OCCURRED AS A
'

j RESULT OF THE 3MERGEfCY TRIP HYDRAULIC FLU 1D PRESSURE TRANSMITTERS SENSING A LOW i
~

PRESSURE AND GENERATING A REACTOR TRIP SIGNAL. THIS REACTOR TRIP WAS CAUSED BY
i PERSONNEL ERROR. AN INSTRUMENT TECHNICIAN EMPLOYED AN IMPROPER TECHNIQUE FOR

MAKING TEST CONNECTIONS. CONTRIBUTING TO THIS EVENT WAS AN INADEQUATE
I ENGINEERING REVIEW BY THE RESPONSIBLE SYSTEM ENGINEER. CORRECTIVE ACTIONS i

INCLUDED THE D!$CIPLINING OF THE INSTRUMENT TECHNICIAN. HIS FOREMAN AND THE

f SYSTEM ENGINEER. SHOP MEETINGS WERE HELD TO DISCUSS THIS EVENT WITH INSTRUMENT j
,

I

| t

1 !
i
i
'

I
|
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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: SS TYPE PWR
VENDOR: WESTINGHOUSE ELECTRIC CORP.

(NSIC 206278) AT 1023 CDT ON AUGUST 9, 1987 WITH UNIT 1 IN MODE 1 AT 905 REACTOR <

POWER, A CONTAINMENT VENTILATION ISOLATION (CVI) OCCURRED DURING A MONTHLY SOURCE
CHECK OF THE CONTAINMENT VENT EFFLUENT RADIOGAS MONITOR (1RE-2565C). A CHEMISTRY
TECHNICIAN ATTEMPTED TO CONVERT THE DISPLAY FOR 1RE-2565C TO COUNTS PER MINUTE
(CPM) AFTER FAILING TO OBTAIN AN OBSERVABLE RESPONSE WHEN THE SOURCE CHECK WAS
REMOTELY PERFORMED. IN 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 IDENTIFIED THAT THE CHECK SOURCE ACTUATOR FOR 1RE- 2565C HAD
FAILED (IT HAS SINCE BEEN REPA1 RED). DUE TO PROBLEMS WITH THE CHECK SOURCE
ACTUATORS AT PLANT VOGTLE, WESTINGHOUSE IS REVISfNG 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 1 DOCKET 50-424 LER 87-05)
PERSONNEL ERROR LEADS TO EXCEEDING TECHNICAL SPECIFICATION SURVEILLANCE TIME
LIMIT.
EVENT DATE: 081887 REPORT DATE: 091787 NSSS: SS TYPE: PWR

(NSIC 2060?1) DURING THE PERIOD FROM AUGUST 18, 1987, TO SEPTEMBER 2, 1987, WITH
THE PLANT OPERATING IN MODE 1 AND AT 1005 OF RATED THERM 1.L POWER, SURVE!LLANCE
INTERVALS FOR MEASURING THE STROKE TIMES OF THIRTEEN (13) VALVES REQUIRED TO BE
TESTED BY ASME SECTION XI EXCEEDED THE REQUIRED TECHNICAL SPECIFICATION (T.S.)
TIME REQUIREMENTS SY TIME INTERVALS RANGING PROM SIX (6) TO SEVENTEEN (17) DAYS, r

THIS EVENT WAS DISCOVERED BY ROUTINE DATA REVIEWS CONDUCTED BY AN INSERVICE TEST
ENGINEER. SUBSEQUENTLY ALL MISSED SURVEILLANCES WERE PERFORMED AND ALL VALVES
WERE VERIFIED TO BE WITHIN THEIR SPECIFIED MAXIMUM STROKE TIME LIMIT. THE CAUSE
OF THIS EVENT WAS PERSONNEL ERROR INVOLVING Th0 (2) REGULATORY COMPLIANCE
SPECIALISTS. THE DUE DATES FOR THE QUARTERLY VALVE SURVEILLANCES WERE CHANGED
WITHOUT REAL!!!NG THE REQUIRED MONTH!.Y SURVEILLANCE TIME LIMITS WOULD BE
EXCEEDED. CORRECTIVE ACT10N INCLUDED COUNSELING THE INDIVIDUALS INVOLVED.

[296] VOGTLE 1 DOCKET 50-424 LER 87-054
CnNTAINMENT HYDROGEN LEVEL INDICATION INOPERABLE DUE TO PERSONNEL ERROR.
EVENT DATE: 082487 REPORT DATE: 092387 HSSS: SS TYPE: PWR

(NSIC 2065091 ON AUGUST 24, 1987, AT APPROXIMATELY 0945 CST WITH THE UNIT IN MODE j
1, AN INSTRUMENT AND CONTROL (I4C) TECHNICI AN DISCOVERED '.* HAT THE CHANNEL A:

! CONTAINMENT HYDROGEN MONITOR CONTROL ROOM INDICATION AND ALARM WAS INOPERABLE.
FURTHER INVESTIGATION REVEALED THAT THE CHANNEL A CONTROL ROOM HYDROGEN <

INDICATION AND HIGH HYDROGEN ALARM HAD BEEN IHOPERABLE FOR APPROXIKATELY 21 DAYS,
WHICH EXCEEDED THE ACTION STATEMENT REQUIREMENTS. THIS DID NOT MEET THE UNIT 1 !

TECHNICAL SPECIFICATION REQUIREMENT FOR MODE 1. THE CONTROL ROOM CHANNEL A ,

CONTAINMENT HYDROGEN MONITOR INDICATION AND ALARM WAS RENDERED INOPERABLE DUE TO I

REVERSAL OF THE SIGNAL WIRE LEADS AT THE CABINET. THIS WAS CAUSED BY PERSONNEL
ERROR AND RESULTED IN NONCOMPLIANCE HITH THE SURVEILLANCE PROCEDURE FOR THE

1,

_
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| INSTRUMENT. CORRECTIVE ACTION INCLUDED COUNSELING OF INVOLVED PERSONNEL AND
'

CONDUCTING IEC DEPARTMENT TRAINING ON PROCEDURE COMPLIANCE.

1297) WATERFORD 3 DOCKET 50-382 LER 87-014 REV 01
UPDATE ON FIRE HOSE HOUSE AND COMPUTER HALON SYSTEM SURVEILLANCE INTERVALS
EXCEEDED DUE TO PERSONNEL ERROR.
EVENT DATE: 050407 REPORT DATE: 092887 NSSS: CE TYPE: PWR

(NSIC 206547) AT 1600 ON MAY 4, 1987, WATERFORD STEAM ELECTRIC STATION UNIT J WAS
AT 1005 POWER. DURING A REVIEW OF TECHNICAL SPECIFICATION (TS) SURVEILLANCE
RECORDS. THE TS COORDINATOR DISCOVERED THAT AN INSPECTION OF FIRE HYDRANT HOSE
HOUSES WAS COMPLETED 4 DAYS LATER THAN TS REQUIREMENTS 4.7.10.5.A AND 4.0.2.
ALLOW. ON AUGUST 28, 1987, A SIMILAR PROBLEM WAS DISCOVERED IN THAT A
SURVEILLANCE OF THE COMPUTER ROOM HALON SYSTEM WAS COMPLETED 8 DAYS LATER THAN TS(
REQUIREMENTS ALLOW. THE ROOT CAUSE OF THESE EVENTS WAS THAT THE AUTOMATED
SCHEDULING SYSTEM DID NOT ADJUST DUE DATES FOR SURVEILLANCE $ WHICH WERE COMPLETED
EARLY, AND THE TS COORDINATOR FAILED TO MANUALLY RESCHEDULE THE SURVEILLANCE AS
REQUIRED BY PLANT PROCEDURE. THIS TASK ID NOW HANDLED BY THE STATION INFORMATION
P.ANAGEMENT SYSTEM WHICH HANDLES PLANNING AND SCHEDULING REQUIREMENTS FOR TS
SURVEILLANCES. THIS PROGRAMMED METHOD OF SCHEDULING WILL RECOGNISE AND ACCOUNT
FOR EARLY COMPLETIONS, THEREBY PREVENTING RECURRENCE OF THIS SITUATION. SINCE
THE FIRE HYDRANT HOSE HOUSE AND THE COMPUTER ROOM HALON SYSTEM SURVEILLANCES WERE
COMPLETED AND NO DISCREPANCIES WERE FOUND. THERE IS A HIGH LEVEL OF CONFIDENCE
THAT THE AFFECTED FIRE DETECTION AND SUPPRESSION SYSTEAS WOULD HAVE FUNCTIONED
PROPERLY HAD A FIRE OCCURRkD. THERE WAS THEREFORE NO EFFECT ON PLANT SAFETY AS A
RESULT OF THIS EVENT.

[2981 WATERFORD 3 DOCKET 50-382 LER 87-021
FIRE SEAL MISSING DUE TO ERROR IN CONSTRUCTION DOCUMENTATION.
EVENT DATE: 08U787 REPORT DATE: 090087 NSS$1 CE TYPE: PWR

(NSIC 206076) AT 1141 MOURS ON AUGUST 7, 1987, WATERFORD STEAM ELECTRIC STATION
UNIT 3 WAS OPERATING AT 1001 POWER WHEN OPERATIONS PERSONNEL, PERFORMING A
ROUTINE PLANT INSPECTION, DISCOVERED THAT THE FIRE SEAL FOR PENETRATION VI A0126
WAS MIS $1NG. THE MISSING FIRE SEAL IS LOCATED ON THE +46 FOOT ILEVATION OF THE
REACTOR AUXILIARY BUILDING WHERE A 4 INCH VENT LINE FOR THE B EMERGENCY DIESEL
GENERATOR PENETRATES THE FLOOR THROUGH AN 8 INCH SLEEVE. A FIRE WATCH WAS
PROMPTLY ESTABLISHED IN ACCORDANCE WITH TECHNICAL SPECIFtCATION 3.7.11. IT IS
PROBABLE THAT THIS CONDITION EXISTED SINCE PLANT STARTUP, THEREFORE THE PLANT WAS
IN A CONDITION PROHIBITED SY TECHNICAL SPECIFICATICM 3.7.11 BETWEEN DECEMBER 18,
1984 AND AUGUST 7, 1987. FURTHER INVESTIGATION REVEALED THAT PEMETRATION SEA! VI
A0126 WAS INADVERTENTLY DELETED FROM THE PENETRATION SEAL LIST IN THE SPRING OF
1984 PRIOR TO THE SYSTEM TURNOVER WALKDOWNS AND DEVELOPMENT CF SUFVEILLANCE
PROCEDURES. THE SEAL THEREFORE WAS NEVER INDICATED AS BEING REQUIRED FOR
INSPECTION IN THE CURRENT ' PENETRATION TABLE" NOR CONTAINED IN PROCEDURE
ME-3-006, "FIRE BARRIER PENATRATION SEALS". THE SEAL IS EXPECTED TO BE REPA! RED
BY SEPTEMBER 30, 1987 AND STATION MODIFICATION 2001 MAS BREN ISSUED TO REVISE THE
APPROPRIATE DOCUMENTS.

1299] WATERFORD 3 DOCKET 50-382 LER 87 022
ESP VENTILATION ACTUATIONS DUE TO SHORTED RELAY.
EVENT DATE: 081487 REPORT 3 ATE 091487 MSSS: CE TYPE PWR
VENDORS ELECTRO SWITCH CORP.

WE3TINGH0VSE ELECTRIC CORP.

(NSIC 206077) AT 1520 HOURS AUGUST 14, 1987, WATERFORD STEAM ELECTRIC STATICW
UNIT 3 WAS OPERATING AT APPROXIKATELY 1005 POWER WHEN A 120 VAC CONTROL RELAY
SHORTED TO GROUND AND TRIPPED A CONTROL POWER SUPPLY BREAKER. THIS RESULTED IN
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AN AUTOMATIC START OF THE B TRAIN CONTROL ROOM AND FUEL HANDLING BUILDING
EMERGENCY FILTRATION UNITS, A TRIP 0F THE B ESSENTIAL CHILLER, AND 150LAVION OF
THE B TRAIN SUPPLY VALVE TO THE NON-5AFETY COMPONENT COOLING WATER HEADER. THE
AFFECTED EQUIPMENT WAS RETURNED TO NORMAL, APPROPRIATE ACTION REQUIREMENTS WERE
ENTERED FOR THE EQUIPMENT AFFECTED, AND AN INVESTIGATION WAS BEGUN. AT 1622
HOURS A 120 VAC BREAKER WAS FOUND OPEN AND WA5 RECLOSED. THE BREAKER TRIPPED
IMMEDIATELY AND THE SAME EQUIPMENT ACTUATION 5 OCCURRED. THE FAILED RELAY AND AN
ASSOCIATED CONTROL CIRCUIT CARD WERE REPLACED. THE FAILURE WAS ATTRIBUTED TO
MECHANICAL BINDING WHICH OVERHEATED A RELAY OPERATING COIL. AN ENGINEERING
EVALUATION OF THE RELIABILITY OF THIS MODEL RELAY IS UNDERWAY. SINCE THE
AFFECTED EMERGENCY FILTRATION UNITS ARE CLASSIFIEb AS ENGINEERED SAFETY FEATURES
(ESP) VENTILATION SYSTEMS, THIS EVENT IS REPORTED A5 AN AUTOMATIC ESF ACTUATION.
ALL AFFECTED EQUIPMENT WAS DECLARED OPERABLE AT 0633 HOURS AUGUST 16, 198*.
THERE WAS NO EFFECT ON PLANT POWER OR OTHER SYSTEMS REQUIRED FOR SAFETY. TMsRE
WERE THEREFORE NO SAFETY CONSEQUENCES AS A RESULT OF THIS EVENT.

[3001 WATERFORD 3 DOCKET 50-382 LER 87-023
INVALID CONDENSER VACUUM PUMP SAMPLES DUE TO LOSS OF DEMISTER LOOP SEAL.
EVENT DATE: 081487 REPORT DATE: 091487 MSSS: CE TYPES PWR

(NSIC 206079) AT 1340 HOURS ON AUGUST 13, 1987 WATERFORD STEAM ELFCTRIC STATION
UNIT 3 WAS OPERATING AT 1004 POWER WHEN OPERATIONS PERSONNEL DECLARED THE
CONDENSER VACUUM PUMP NOBLE GAS RADIATION MONITOR (NGRM) TO BE OUT OF SERVICE.
IN ACCORDANCE WITH TECHNICAL SPECIFICATION 3.3.3.11 ACTION 37, HEALTH PHYSICS
PERSONNEL BEG AN TAK!HG TWELVE HOUR S AMPLES FOR GROSS ACTIVITY ANALYSIS. DUE TO
CONDENSATION FROM CONDEN5ER VACUUM PUMP (CVP) STEAM CARRYOVER BLOCKING NGRM
SAMPLE LINES, THE LOOP SEAL IN THE NGRM S AMPLE DRYER DRAIN WAS DRAWN INTO THE
SAMPLE PUMP. THIS RESULTED IN THE MONITOR SAMPLING TURBINE BUILDING ATMOSPHERE
RATHER THAN CVP EFFLUENT. SINCE THIS RESULTED IN INVALID GRAB SAMPLES OF CVP
EFFLUENT GAS, THE PLANT WAS IN A CONDITION PROHIBITED BY TECHNICAL SPECIFICATIONS
FOR APPROXIMATELY 17 HOURS. THE CONDITION WAS DISCOVERED AND CORRLCTED BY 2120
HOURS ON AUGUST 14, 1987. A TEMPORARY 5AMPLING LOCATION AND INSTRUCTION WERE
PROVIDED UPON DISCOVERY OF THE INVALID SAMFLING POINT. ON AUGUST 17, 1987, A
METHOD WAS PROVIDED TO CETAIN SAMPLES AT THE NORMAL LOCATION. HEALTH PHYSICS
SAMPLING PROCEDURES ARE BEING REVISED AND HEALTH PHYSICS PERSONNEL HAVE BEEN
NOTIFIED OF THE EVENT AND CORRECTIVE ACTIONS BY LETTER. SINCE HEALTH PHYSICS
PERSONNEL HAVE A METHOD TO SAMPLE CVP EFFLUENT GAS, THE INOPERABILITY OF THE NGRM
DOES NOT P0."E A SAFETY CONCERN.

[3011 WOLF CREEK 1 DOCKET 50-402 LPR 87-030
POTENTIAL TRANSFORMER FAILURE CAUSES PARTIAL LOSS OF 0Fr$1TE POWER AND REACTOR
TRIP AND SUBSEQUENT SHUT DOWN SEQUENCER ACTUATION DURING RESTORATION.
EVENT DATE: 072007 REPORT DATE: 081987 NSSS: WE TYPE PWR
vtNDOR: GENERAL ELECTRIC CO.

INSIC 20$$808 QN JULY 20, 1387. AT APPROXIMATELY 2302 CDT, A PART!AL LOSS OF
OFFSITE POWEA OCCURRED WHEN A SUITCHYARD POTENTIAL TRANSFORMER FAILED. THE LOSS
OF POWER RESULTED IN A LOSS OF POWER 70 THE MAIN FEEDWATER PUMP 'A' (MPPI
CONTROLLERS AND A SUBSEQUENT COASTDOWN OF THE MPP 'A' TURBINE. AN EMERGENCY
DIESEL GENERATON START AND SHUT DOWN SEQUENCER ACTUATION OCCURRED, WMICH
REENERG!!ED THE MPP CONTROLLERS AFTER A MPP COASTDOWN OF APPROXIMATELY 10
SECONDS. THE RESULTANT REEMEPG18ATION OF THE MPP CONTROLLERS CAUSED AN MFP TRIP
DUE TO TURBINE OVERSPEED. THE PARTIAL LOSS OF FERDWATFR FLOW RESULTED IN A
REACTOR TRIP ON LO.LO STEAM GENERATOR LEVEL. A PLANT MODIFICATION WILL Ba
IMPLEMENTED TO PROVIDE A MORk RELIABLE ROURCE OF POWER FOR THE MFP CONTROLLERS
WHEN A PARTIAL LOSS OF 0FFSITE POWER 00 CURS. THIS WOULD PRE)ENT LO$3 0F CONTROL
POWER TO THE MFP TURBINE AFTER A PARTIAL LOSS OF 0FFSITE POWER. DURING BEC0VERY,
04 JULY 21, 1987 AT APPROXIMATELY 1442 CDT, FOLLOWING REPLACEMENT OF THE
IJTENTIAL TRANSFORMER, A SHUT DOWN SEQUENCER ACTVATION OCCURRED A3 A RESULT OF A

.
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PERSONNEL ERROR WHILE TRANSFEPRING LOADS BACK TO THE SWITCHYARD TRANSFORMER. THE
1 PROCEDURE HAS BEEN ENHANCED TO PREVENT SIMILAR OCCURRENCES. |

I
(302) WOLF CREEK 1 DOCKET 50-402 LER 87-036 '

INADVERTENT RELEASE OF A SECONDARY LIQUID WASTE MONITOR TANK WITHOUT PRIOR |
| SAM? LING CAUSED BY PROCEDURE INADEQUACY. >,

j EVENT DATE: 072687 REPORT DATE: 100287 NSSS: WE TYPE: PWR 1

{;1

(NSIC 206605) CN JULY 26, 1987, DUWING AN AUTHORIEED RELEASE OF SECONDARY LIQUID
J WASTE MONITO* TANK 'B' (SLWMTl, THE CONTENTS OF SLWMT 'A' WERE INADVERTENTLY l
'

RELEASED. THIS OCCURRENCE WAS DISCOVERED ON JULY 27, 1987, WHILE OBTAINING
t|ROUTIdE TANK LOGS, WNEN IT WAS NOTED THAT SLWMT 'A' LEVEL HAD DECREASED FROM SIX

PEECEWP 70 SERO PERl b.T DURING THE TIME PERIOD OF THE SLWMT 't' RELEASE. |
FOLLOWING THIS DISCOVERY, THE TAWK LINEUPS WERE VERIFIED TO BE PROCEDURALLY
CORRECT. CALCULATIONS PERFORMED SUBSEQUENT TO THE EVENT CONFIRMED THAT NO
RELEASE LIMITS HAD BREN EXCEEDED. DURING A REVIEW OF THIS EVENT ON SEPTEMBER 3,

,

1987, IT WAS DETERMINED THAT THIS EVENT CONSTITUTED A TECHNICAL SPECIFICATION ;,
'

I VIOLATION AS SLWMT 'A' WAS NOT S AMPLED PRIOR TO THE RELEASE. THIS EVENT HAS BERN
{ ATTRIBUTED TO A PROCEDURAL INADEQUACY. THE APPLICABLE PROCEDURE DID NOT ADDRESS {
( COMPLETE ISCLATION Of THE INSERVICE SLWMT WHILE THE OTHER WAS BEING RELEASED.

,

j THE PROCEDURE HAS BEEN REVISED. (
t

i ?

1303; WOLF LREEK 1 DOCKET 50-482 LER 87-031 ,,

j SPEAT FUEL 700L HEAT EXCHANGER ROOM DOORS NOT THREE-HOUR FIRE RATED DUE TO '

INSTALLATION NOT IN ACCORDANCE WITH DE3!GN REQUIREMENTS. |
i

| EVENT DATE: 001187 REPORT DATE: 091087 NSSS: WE TYPE: PWR [

] VENDOR: MOSLER SAFE C0 j
i i

i (NSIC 206194) ON AUGUST 11, 1987, IT WAS DETERMINED THAT A VIOLATION OF TECHNICAL |
i SPECIPICATION 3.7.11, WHICH REQUIRES THAT ALL FIRE BARRIER PENETRAT!0h5 '

! SEPARATING SAFETY RELATED FIRE AREAS BE OPERABLE, HAD OCCURRED BECAUSE THE FUEL

!-
POOL COOLING HEAT EXCNANGER ROOM SHIELDING DOORS COULD NOT BE CERTIFIRD AS {
THREE-HOUR FIRE RATED BARRIERS. THIS CONDITION WAS DISCOVERED BY ENGIPIERING i

{ PERSONNEL DURING EVALUATION OF A PROBLEM WITH THE LATCH BOLT AND KEEPER OF CHE OF !
THE DOORS. AN HOURLY FIRE WATCH PATROL OF THE DOORS HAD BREN IN EFFECT SINC.E '

APRIL, 1987 TO FACILITATE OTHER INSPECTION ACTIVITIES. THB3E TWO DOORS ARE THE
; CHLY SHIELDING DOORS IN THE PLANT INSTALLED IN THREE-HOUR FIRE RATED WALLS. THE
i ROOT CAUSE OF THIS DISCREPANCY COULD NOT BE DETERMINED. A DESIGN CHANGE WILL BE
I IMPLEMENTED TO PROVIDE FIRE BATED DOORS TO BE INSTALLED IN SERIES WITH THE
f EXISTING DOORS AND ALSO TO ENHANCE THE DOOR CLOSUR4 MECHANISM.
J

i

j (304| WOLF CREEK 1 DOCKET 50-482 LER 87-033
s INOPERABLE CONTAINMENT ISOLATION VALVE CAUSED BY INCOMPLETE RETESTING FOLI.OWING
j MAINTENANCE ACTIVITY.
! EVENT DATE: 081387 REPORT DATE: 091487 MSSS: WE TYPE: PWR

; (NSIC 206195) ON JULY 12, 1987 THE POSITION INDICATI0d/ TRAVEL LIMIT SWITCH ON
CONTAINMENT ISOLATION VALVE EF HV-46 WAS ADJUSTED TO CORRECT A POSITION
IHLICATION Ah0MALY UNDER L TROUBLEnWOOTING WORK REQUEST. DURING THE NORMAL
CLOSE0VT REVIEW OF THE WSti MEQUEST AUTHORIEING THIS ACTIVITY, ON 8/13/87, IT WAS
DETERMINED THAT A LOCAL .J RATE 1 RAT (LLRTl SMOULD MAVE BREN PERFORMED TO
DEMONSTRATE VALVE OPI*' to ,?Y PR104 MkTORING THE VALVE TO SERVICE. A TYPE C
LLRT WAS PERFORMED f~a J *ALYC Ok T'. AT APPROXIMATELY 1930 CDT. A*

QUANTIFICATION TF T.i Se i'* .* J I .D THAT THE VALVE LE AKAGE WAS-

.
SUFFICIENT TO CAUS; T 4 F' e > ATE OF ALL TYPE 3 AkD C LLRTS TO EXCEED' THE FECHNICAL SPEC'' ! '= M4'' ( 'A. THE LIMIT SWITCH ON THE VALVE WAS
THEN RE-ADJUSTED. a* .5: n7 4 ) av RMED, WITH SATISFACTORY RESULTS, ON

|
8/14/07, AT APPROXInAT8 "Il :#IEW OF THIS EVENT CONCLUDED TilAT THE-- , '

i
j

i

I

)
1
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VALVE WAS INOPERABLE BETWEEN 7/12 AND 8/14 WHICH IS CONTRARY TO TECH SPEC 3.6.3,
WHICH REQUIRES THAT ALL CONTAINMENT ISOLATION VALVES BE OPERABLE. THIS EVENT
OCCURRED AS A RESULT OF INCOMPLETE PRETEST INSTRUCTIONS ON THE TROUBLESHOOTING
WORK T.EQUEST. THE PROCEDURE FOR TROUBLESM00 TING VALVE OPERATORS NAS BREN REVISED
TO INCLUDE A PREREQUISITE FOR DETERMINING APPROPRIATE PRETEST REQUIREMENTS, WITH
SPECIAL ATTENTION TO THE NECESSITY OF PERFORMING 'AS-FOUND' AND 'AS-LEFT' LLRT'S.

(305| WOLF CREEK 1 DOCKET $3-402 LER 87-034
FAILURE TO EFFECTIVELY COMMUNICA*E ALLOWS AN OPEN DOOR CREATING A CONTROL ROOM
PRESSURE BOUNDARY BREACH.
EVENT DATE: 082007 REPORT DATE: 092187 NSSS: WE TYPE: PWR

(NS!C 206199) ON AUGUST 20, 1987. AT APPROXIMATELY 1330 CDT, AM ttRC RESIDENT
INSPECTOR FOUND DOOR 36171, WHICH SEPARATES THE CONTROL ROOM FROM AN ELECTRICAL |
CHASE AREA, PROPPED OPEN FOR PEWORK OF PENETRATIONS BY FACILITIES AND 1

MODIFICATION (F8M) PERSONNEL. THE SHIFT SUPERVISOR WAS AWAKE OF THE REWORK
ACTIVITY, BUT WAS UNAWARE THAT IT WEQUIRED THE DOOR TO BE PROPPED OPEN. THE
SHIFT SUPERVISOR PROMPTLY TOOK COMPENSATORY MEASURES UPOW NOTIFICATION THAT THE
DOOR WAS PROPPED OPEN. WITN TH78 DOOR OPEN, IT WAS CONCLUDED THAT POSITIVE
PRESSURE COULD NOT BE MAINTAINED IN THE CONTROL ROOM WHICH IS CONTRARY.TO
TECHNICAL SPECIFICATIONS (T/S) AND SHOULD HAVE RESULTED IN T/S 3.0.3 ENTRY. THIS
EVENT MAS BERN ATTRIBUTED TO A FAILURE TO EFFECTIVELY COMMUNICATE BETWEEN THE
SHIFT SUPERVISORS INVOLVEP 'WD THE F8N PERSONNEL PERFORMING THE WORK ACT1VITY. A
PERMANENT SIGN HAS SEEN POS 'dD ON THIS DOOR TO CLEARLY IDENTIFY ITS CONTROL ROOM
PRES $URE BOUNDARY FUNCTION. F8M ENGINEERS NAVE BREN INSTRUCTED TO ADD
PRECAUTIONARY STATEMENTS INTO THEIR WORK PACKAGES TO RMPHAS!$5 PRES $k'1 BOUNDARY
CONSIDERATIONS. IN ADDITION, A CHANGE HAS BREN MADE TO THE CONTROL Rv7M
VENTILATION ISOLAT10N SIGNAL ALARM RESPONSE PROCEDURE TO CLOSE THE DOOAS IF THEY
ARE OPEN.

(306| WPPSS 2 DOCKET 50-397 LER 87-025
ENGINEERED SAFETY FEATURE ISOLATIONS AND ACTUATIONS CAUSED BY REACTOR PROTECTION
SYSTEM EQUIPMENT FAILURE.
EVENT DATE: 080887 REPORT DATE: 090387 NSSS: GE TYPE: BWR
VENDOR: GENERAL ELECTRIC CO.

(NSIC 206264) ON AUGUST 8, 1987 THE PLANT WAS AT 851 POWER AND ON A GRADUAL POWER
ASCENSION WHEN. AT 1855 HOURS, A EPURIOUS TRIP OF THE REACTOR PROTECTION SYSTEM
(RPSI ELECTRICAL PROTECTION ASSEMBLY (EPA) 3A BREAKER CAUSED A LOSS OF POWER TO
RPS SUS A. THE LOSS OF POWER ON RPS BUS A CAUSED A NALF-SCRAM IN RPS DIVISION A
AND MULTIPLE SAFETY FEATURE (ESF) ISCLATIOWS AND ACTUATIONS. THE LOSS OF RPS A
POWER CAUSES AN OUTBOARD WUCLEAR STRAM SUPPLY SNUTOFF SYSTEM (MSSSSI ISOLATION OF
GROUPS 1 (MAIN STEAM LINE DRAINS ONLYI, 2, 5, 6, AND 7. NSSSS GROUP 7 ISOLATES
THE REACTOR WATER CLEANUP SYSTEM (RWCU). IN ADDITION, THE LOSS OF RPS A POWER
CAUSES A NSSSS GROUP 3 (PRIMARY AMD SECONDARY CONTAINMENT VENTILATION AND PURGE
SYSTEMSI ISOLATION AND STAND 8Y GAS TREATMENT (SGT) SYSTEM AND CONTROL ROOM
EMERGENCY FILTRATION SYSTEM ACTUATION. PLANT OPERATORS SWITCNED RPS BUS A TO ITS
ALTERNATE POWER SUPPLY AND RESTORED ALL SYSTEMS TO THEIR PRE-EVEN! LINEUP NITHIN
20 MINUTES. THE CAUSE OF THE EVENT WAS A SPURIOUS TRIP OF THE RFS-EPA-3A
BREAKER. THE ROOT CAUSE OF THE SPURIOUS TRIP MAS NOT BEEN DETERMINED. THE
SUPPLY SYSTEM SENT THE BREAKER 70 GENERAL ELECTRIC (BREARER MANUFACTURER) FOR
ANALYSIS. THE ROOT CAUSE INFORMATION WILL BE PROVIDED IN A SUPPLEMENTAL REPORT.

(307) WPPSS 2 DOCKET 50-397 LER 87-027
TECHNICAL SPECIFICATION SURVEILLANCE 'APRM CALIBRATION FROM HEAT BALANCE" NOT
PERFORMED WITHIN TIME LIMITS DUE TO PERSONNEL ERROR.
EVENT DATE: 083187 REPORT DATE: 093087 NSSS: GE TYPE: BWR
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(NSIC 206099) ON AUGUST 31, 1997 IT WAS DISCOVERED THAT THE WEEKLY * AVERAGE POWER
RANGE MONITOR (APRM) CALIBRATION FROM HEAT BALANCE". HAD NOT BEEN COMPLETED
WITHIN THE REQUIRED TIME PLUS 25% AS REQUIRED BY PLANT TECHNICAL SPECIFICATION
TABLE 4.3.1.1-1.2. THE CALIBRATION WAS DUE TO BE PERFORMED ON AUGUST 25, 1907,
WAS OVDRDUE ON AUGUST 27, 1987. AND WAS NOT PERFORMED UNTIL SEPTEMBER 1 1987.
THE SURVEILLANCE PROCEDURE WAS PERFORMED THE NEXT LAY (SEPTEMBER 1 1987 WHICH ;

COINCIDED WITH THE NORMAL SURVEILLANCE SCHEDULE. THE ROOT CAUSE OF THIS EVENT t

WAS PERSOHhEL ERROR. A PLANT TECHNICAL STAFF SUPERVISOR FAILED TC ROUTP THE
SURVEILLANCE MONITORING SYSTEM (SMS) COMPUTER CARD TO THE P1 ANT SHIFT ENGINEERS
WHO PERFORM THE SURVEILLANCE. idE SM* COMPUTER CARD SERVES AS A REMINDER TO THE
SHIFT ENGINEER TO PERFORM THE SURVEILLANCE. CORRECTIVE ACTIONS INJLUDED 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 BEFORE OVERWRITING
WITH NEW DATA) WHICH CONCLbOED THAT FIVE (5) OF THE SIX (6) APRM CHANNELS WERE

1 WITHIN THE ALLOWABLE TECHNICAI SPECIFICATION TOLERANCES FROM THE TIME THE
SURVEILLANCE WAS DUE TO WHEN IT WAS PERFORMED ON SEPTEMBER 1 1997. CHLY FOUR
(4) OF THE SIX (6) APRM CHANNELS (TWO (2) OF THREE (3) PER TRIP SYSTEMI ARE
REQUIRED TO BF. OPERABLE.

[308] WPPSS 2 DOCKET 50-397 LER 87-026
DIESEL / GENERATOR STORED DIESEL FUEL OIL LESS THAN TECHNICAL 9PECIFICATION LIMIT
DUE TO INADEQUATE SETPOINT P10 CESS CONTROL.
EVENT DATE: 091587 R6 PORT DATE: 092587 NSSS: GE TYPE: BWR

(NSIC 206513) ON 8/24/07 DUAING AN NRC SAFETY SYSTEM TUNCTIONAL INSPECTION (SSFI)
IT WAS DETERMINED THAT THE TABLE OF DIESEL FUEL (GALLONS) VERSUS TANK DIPSTICK
LEVFL FOR EACH DIESEL OIL STORAGE TANK WAS IN ERROR. THERE ARE THREE DIESEL CIL
S'iORAGE TANKS AT WNP-2. ONE ASSOCI ATED WITH EACH DIESEL /GENERANTOR SET. ON
SEPTEM82R 15, 1987 USING FEW TABLES BASED ON N2W GENERATION ENGINEERING

i CALCULATIONS. PLANT LOGS FROM JULY 1986 TO AEPTEMBER 1987 WERE REVIEWED AND IT
I WAS DETERMINED THAT THERE WERE FOUR INTERVALS DURING THIS PERIOD WHEN THE AMOUNT
! 0F FUEL IN A STORAGE TANF. WAS BELOW THE PLAMT TECH SPEC LIMIT. THESE OCCURRENCES

WERE FOR THE DIVISION 1 QR 2 DIESEL / GENERATOR SYSTEMS ONLY. THE HIGM PRESSURE
CORE SPRAY DIESEL / GENERATOR STORAGF TANK WAf NEVER. FOR THE REVIEW PERIOD. BELOW
ITS TECH SPEC LIMIT CORRECTIVE ACTIONS INCLUDE: A TASK FORCE IS REVIEWING THE
SETPOINT PROCESS AT WNP.2. 1:EW CALCULATIONS FOR USABLE TANK CAPACITY VERSUS
DIPSTICK LEVEL WERE COMPLETED, THE OPERATION'S EQUIPMENT OPERATOR DAILY LOG
SHEETS WERE REVISED WIf|H THE NEW TANK LEVEL CRITERIA, THE REVilEP TABLES HAVE
BEEN INCORPORATED INTO THE PLANT PROCEDURES, AND THE TAWK f.OW ALARM LEVEL
SETPOINTS WILL BE CHANGED. THE CAUSE OF TF13 EVENT WAS INADEQUATE PROCESS
CONTROL OF PLANT SETPOINTS. ORIGINAL CALCULATIONS PROVIDED FOR AN ERROR MARGIN BUT

|

[309) EION 1 DOCKET 50-295 LER 87-014
) ESSENTIAL HEAT TRACE DEENERGIEED ON BORIC ACID SYSTEM DUE TO A POLICY

MI$ UNDERSTANDING AND DEFICIENT PipCEDURE.
EVENT DATE: 000407 REPORT DATE: 090207 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: EION 2 (PWR)

1

(NSIC 206301) ON AUGUST 4 1987 AT 0045 HOURS., AN OPERATING EQUIPMENT ATTENDANT
i (B-MAN) DISCOVERED BOTH REDUNDANT CHANNELS OF HEAT TRACE DRENERGIIED ON A PORTION
! OF THE FLOWPATH BETWEEN THE OPERABLE BORIC ACID TANKS (BPT) AND THE SUCTION LINES
1 FOR THE TWO UNIT 1 BORIC ACID TRAPSFER PUMPS. UNIT i WAS At 94.5% POWER. AND UNIT
! 2 WAS IN HOT STANDBY. THE MEAT TRACE MAD BEEN DEENERGIEED BY ELECTRICIANS (EM'S)
! WHO WERE REPLACING A PORTION OF THE CIRCUIT. THE B-KAN NOTIFIED THE SHIFT
I SUPERVISOR. WHO HAD THE EM' 8 RESTORE THE CIRCUIT. THE FVENT WAS CAUSED BY A'

MISUNDERSTANDING OF FOLICY REGARDING BREAKER KANIPULATION AND A DEFICIENT EM
PROCEDURE. AT APPROXIKATELY 0W15 HOURS THE EM'S OBTAINED LICENSED SHIFT FOREMAN
APPROVAL TO START WORK ON THIS CIRCUIT. THE SHIFT FOREMAW WAS NOT AWARE THAT THE
WORK WOULD INVOLVE DEENERGIIING BOTH REDUNDANT HEAT TRACE CHANNELS. AND THE EM

'

,

|
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PROCEDURE DID NOT REQUIRE THAT AN OUT OF SERVICE CARD BE HUNG BEPORE DEEMERGIIING
| THE CIRCUIT. SAFETY EFFECT WAS MINIMIEED BY THE SHORT DURATION (LESS THAN THREE

HOURS s OF THE EVENT AND BY THE FACT THAT A TRANSFER PUMP WAS RI?NNING. PROVIDING
SUF?!CIENT FLOW TO PREVENT 30kIC ACID SOLIDIFICATION IN THE LINE. CORRECTIVE

! ACTION WILL INCLUDE REVISIONS TO THE EM PROCEDURES FOR WORK ON HEAT TRACE AND A
.

i REVIEN OF THE POLICY OF EM MANIPULATION OF PEAT TRACE BREAKERS DUR!NG TROUBLE [
SHOOTING / REPAIR. '

i
i i

13101 EION 1 DOCKET 50-295 LER 87-015
INOPERABLE RESIDUAL HEAT REMOVAL TRAIN DUE TO A PUMP SUCTION ISOLATION VALVE OUT '

0F FERVICE.
! EVENT DATE: 082587 REPORT DATE: 092487 NSSS: WE SYPE: PWR

(NSIC 206516) ON 8/25/87 AT 1330 HOURS. THE 13 RESIDUAL HEAT REMOVAL PUMP SUCTION !j

i ISCLATION VALVE (IMOV-RH87003) WAS TAKEN OUT OF SERVICE. OPEN, MAKING THE EION -

! UNIT 1 RESIDUAL HEAT REMOVAL TRAIN B INOPERABLE. DUE TO MISINTERPRETATION OF
} OPERAPtLITY REQUIREMENTS BY THE LICENSED SHIFT SUPERVISION, THR TECH SPEC i

REQUIRED SURVEILLANCES FOR CONTINUED UNIT OPERATION WERE NOT INITIATED UNT!L*
*

'
APPROXIMATELY TWENTY FIVE HOURS LATER. WITH UNIT 1 OPERATING AT 954 POWER, THE

.

j MISSED SURVE!LLANCE PUT UNIT 1 IN A CONDITION PROHIBITED BY PLANT TECH SPECS. [
i WWEN THE OVER$1GHT WAS RECOGNIEED, THE SURVEILLANCES WERE BEGUN. FOR FIVE DAYS

PRIOR TO THE EVENI, VALVE IMOV-RH87003 HAD BREN THE SUBJECT GP A TECHNICAL STAFF
INVESTIGATION INTO THE OCCASIONAL FAILURE OF THIS VALVE TO RESPOND TO A,

'

CONFIRMATORY CPEN SIGNAL COINCIDENT WITH A PUMP START. DURING T Nt3 TIME THE '

i VALVE REMAINED IN SERVICE AND OPEN AS REQUIRFD BY PROCEDURE. EXCEST DURING TEST
i STR0 KING AT THE TECHNICAL STAFF REQUEST. THIS TESTING AND THE %EED TO KEEP THE *

VALVE OPEN FOR NORMAL OPERATICN LEAD THE LICENSED SHIFT SUPERVISION TO OVERLOOK
THE POIT-ACCIDENT VALVE FUNCTION WHEN IT WAS TAKEN OUT OF SERVICE FOR REPAIR. j

i :
(311] EION 2 DOCKET 50-304 LER 87-007 [
AUTOSTART OF 2A AUX FEEDWATER PUMP DURING TEST DUE TO MISALIGNMENT OF RELAY I,

' CONTACT. i

j EVENT DATE: 082687 REPORT DATE: 092587 NSSS: WE TYPE: PWR !

VENDOR: WESTINGHOUSE ELEC CORP.-NUCLEAR ENERGY SYS
t

| (NSIC 206517) ON AUGUST 26, 1987 AT 17:15 WOURS. SECTION 10 OF PT-5 (REACTOR
;

j PROTECTION LOGIC RJACTOR AT NORMAL OPER. CONDITIONS OR AT HOT SHUTDOWW) WAS
BEING PERFORMED POR TRAIN 3 WHEW THE 2A AUX FEEDWATER PUMP (2A AFW PP)
UNEXPECTEDLY AUT0 STARTED. TECH STAFF PERFORMED A CONTINUITY CNBCK ON THE CIRCUIT t

AND CONCLUDED THAT THE AFP3-XB RELAY HAD AN OPEN CONTACT. ELECTRICI Ah3 REPLACED I
THIS RELAY WIT 1 A NEW RELAY. OPERATIONS REPEATED THE TEST SECTION ON AUGUST 28, |

1987 AT 16:15 HOURS AND THE 2A AFW PP AUT0 STARTED AGAIN. THIS TIME, TECH STAFF |

FOUND THAT THE AFF1-At RELAY HAD A MOVEABLE CONTACT WHICH MAD SHIFTED DOWN AND |
MISALIGNED SO THAT IT COULD NOT CLOSE THIS RELAY WAS ALSO REPLACED. THE T1]T I

WAS RE-RUN SUCCESSFULLY. THESE TWO OCCURRENCES WERE 80TN CAUS&D BY A |
WESTINGHOVSE TTPE N5FD-668 RELAY. THE S AFETY SIGNIFIC ANCE OF THESE TWO EVE.4TS |
WAS MINIMAL BECAUSE THE RELAY CONTACT FAILURES WERE CCNSFRVATIVE. THE 2A AFW PP '

AUTOSTART CIRCUITRY ID A "DE-ENERGIEE TO ACTUATE" SYSVEH. ALL OTHER NBFD-668
RELAYS NOW IN SERVICE IN REACTO.~ PRF*ECTION WERE IN9PECTED FOR MISALIGNED I

CONTACTS AND NONE WERE FOUND. FOR " TURE RELAY IMPTALLATIONS AND REPLACEMENT.
ELECTRICAL MAINTEWANCE WILL INCLUDE .'TEPS IN THEIN PROCFD9RE bO inAT THE RELAY IS
INSPECTED FOR PAMAGE AND CONTACT ALIGNMENT AS A PART OF THE BENCH TECT. ;

a
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COMPONENT INDEX

This index is based on component and component-related keywords assigned by the
NSIC staff when the summaries of the LENS are prepared for computer entry.

ACCUMULATORS 170 175, 275 ELECTRIC POWER 3, 5 6 11, 12, 17, 37,
AIR 50, 73 231, 299 64 81. 82, 85 86 93, 96, 105, 110
AIR DRIERS 245 132, 181 104, 192. 194-197 207 211
BATTERIES & CHAP.GERS St. 08, 117, 2ct 217, 218, 231, 234, 254, 269, 281,
SkARING 1 78 162, 193 196, 197 286, 299 301, 306
BLOWERS 45. 73 83, 154, 104, 196 222, ELECTRONIC FUNCTION UNITS 1 2, 4, 6,

226. 231, 233, 263 299, 301, 305 11 12, 20, 34, 37 43, 47 55 87
BREAKER 3, 5 12, 17, 64 31, 82 85, St. 107 116 127, 151, 172 179, 181,

86, 93, 96, 105 110, 132 104 192 182, 187 203, 278, 201, 284, 297, 299
194-197, 207. 211 217, 218 231, 234, ENGINES. INTRANAL COMBUSTION 46, 64,
254, 269. 206, 299, 301 306 309 196 197, 217, 231

BYPASS 35 95 149, 245 EQUIPMENT 36, 100 161, 180 197 203
CABLES AND CONNECTORS 5, 11, 12, 17, 273 303

20, 24 26, 28, 42 50, 51, 64, 82 FAILURE. COMP 0NENT 1 25, 27. 52, 87,
85 07 88 93, 95, 96, 103, 110 117 93, 121 131 141, 158 162 177, 101,
122, 126, 127, 131, 144 151 157 190 19), 190, 220, 233 244, 284,
166 167, 181, 194, 185, 194, 196 294, 299 303
197. 203, 207, 208, 212, 213 218 FAILURE. EQUIPMENT 1-12. 14-20, 22, 24-
230, 232, 235, 238, 241, 249, 251, 29, 31 33-36 39-52 54-56 59 61-
269, 273 200, 286 293, 296, 299 68 71-75, 77-79, 81-03. 85-88, 90-96
301, 306 98-100, 103-107 110 113 115 117

COMMUNICATION SYSTEM 220 III. 120, 122, 124, 126-132 134-137
COMPONFNTS 1 25, 27, 52, 87 93, 121, 139-142 144 147-154, 156-162 164-

131, 141, 150, 162 177, 187, 190, 167 169-173, 175 170-185, 187, 100,
193. 190, 220, 233, 244, 244, 294, 190-198 200, 202, 203 205, 207, 200,
299, 303 210-215. 217-220 222, 225. 226 229-

COMPUTER. DIGITAL 14, 31, 72 85, 115 238, 240-242 244-249 251-255, 258-
120 161 179 196, 213, 250, 294 263 265, 267 269, 271, 273-278 200,

CONCRETE 136, 232 201, 283-287 209, 292-306 308-310
CONDENSER 54, 59. 72 73, 118, 194, FAILURE. INSTRUMENT 1, 2, 5. 9 17 20.

200, 262, 265, 300 24, 26-29, 31, 32, 34 37, 39 43, 47-
CONTAINMENT AIR LOCK 171, 193 220 50, 52-55 50-62, 64 66-69 72, 76,
CONTAINMENT BQUIPMENT NATCH 33 70-02, 84 85. 87 St. 92. 93, 95-97,
CONTAINMENT SUMP 229 100 102, 105, 107-110 113-116 119
CONTAINMENT. ICE CONDENSER 73 122, 123 125, 126 120, 129 131
CONTRACTOR PERSONNEL 12 30 47, 63, 134, 135, 138, 140, 143 145, 147-153.

75. 99 106 121, 120, 130, 139, 148, 155 157 161, 163. 167-169, 172 174,
183, 187, 193, 199. 204, 209 211, '76, 177 180-182, 105-191 196-198
217 223. 226, 264, 202, 290 291, 201-200, 211, 214, 216, 219, 220 222,
293-295 224-226, 230, 236-230, 242-244, 246

CONTROL 1 2 8 26 29, 31, 43, 47, 247, 249, 251-253, 255, 256, 261, 263,
48 54 58 60 70 85 87 95 105, 265-269 272 275, 277, 278 200-282
107, 110 115. 120, 129 131, 139, 2e4 288 200-292. 294 296, 297 299
153, 170. 172, 190, 201 202 119, 301, 304 307 309-311
233, 263, 276 277 293 304 309 FAILURE. FIPE 25, 29 36 40. 54 63.

CONTROL PANEL / ROOM 18, 115, 117 164 65 75. 77 87 91 94 103 111, 113,
101 182. 205, 225, 254, 258, 263. 301 133, 153 169. 227, 229-232, 237, 239

CONTROL R0D DRIVES 6-8, 11, 77 248 260, 269, 275 284-286, 298 304,
CONTROL RCDS 6-8. 11, 178, 229 309
CONTROLLER 26, 37, 139 FAILURE, TUSING 72 292

,,
COOLING DEVICE 39, 79. 124 182, 184 F4STENER 1, 18, 87, 136 158, 165. 183 ,

233, 240, 249, 259 262, 265, 292 299 217
CRANE 64 67 FILTERS 16, 55 75 233, 255, 262 265
CYLINDER GAS 271 FIRE 140 230, 297
DBMINERALIERRS 150 FIRE PROTECTION 19
DOOR 33, 83, 85 134, 171, 193 220, FLOW 1 8, 29 31, 43, 47, 54 55, 85,
241 303 305 87, 95 105 107, 115 120 129, 131

DRAINAGE 149, 240, 267 300, 305 170 172, 190 201, 225, 233, 245
DRIVE 78 85, 135, 172 194, 261 276 277, 293

4

.
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COMPONENT INDEX

FLOW, RECIRCULATION 244, 263 INSTRUMENT. SWITCH 299, 304, 310, 311
FLUX DISTRIBUTION 13, 14, 32, 47, 44, INSTRUMENT. TESTING 27, 115, 167, 206,
58, 84, 138, 163, 171, 187 189, 216, 288
243, 247, 261, 263, 280, 281 307 INSTRUMENT. VOLTAGE 11, 17, 26, 64, 66

FUEL ELEMENTS 7, 8, 11, 14, 64, 90 81, 82, 93, 96, 172 181, 181, 212
104, 173, 178, 211, 229, 247, 281 263 301

FUSE 26, 81, 82, 87, 95. 115, 122, 123 INSTRUMENTS, MISC. 67, 113, 115, 220,
126, 145, 151, 157, 167, 101 182, 226, 251, 272 309
185, 186, 205 INSULATION 87 95, 135, 139 140, 164

GAS 121, 221, 241, 264, 266 INVERTER 110 115 111, 157, 181, 182
GENERATOR, DIESEL 17, 46 64, 132 196 254

197, 217, 231 LICENSED OPERATOR 1-5, 7, 8, 14, 15,
|

,

GENERATOR. MOTOR 26 151 28 29, 31 35, 41, 47 50, 52, 55,
NEAT EXCHANGERS 1 2, 7, 8, 10, 12, 27, 56, 58 60, 62. 64, 71 72, 77 80,

i24, 31, 39, 43, 44, 47, 48 54-56, 59, 84 87 90, 91, 107, 120 123 132
|

72 73, 79 118, 124, 131, 182 184 135, 150, 152, 155. 156, 161, 165, |
194, 200, 219 231, 233, 240, 245, 167, 169 173 177, 178 187, 189,
249, 259, 262 265, 276, 277, 292, 195, 200, 216, 219, 238, 243. 245,
293, 299-301 247, 252, 254, 258, 275, 277, 288,

NEATERS 202, 269 292, 309 291, 301 310
NOSE 170, 283, 297 LIGHTING 213
NYDRAULIC SYSTEM 29 47, 159, 170, 195, LIGHTNING 164

211, 293 MONITORING SYSTEM. RADIATION 50
INDICATORS 5, 10 12-14, 16, 27, 28, MOTORS 12, 26, 55, 66 81, 83, 95 131,
32, 39, 47, 50, 52-54, 58, 59 61 68, 139, 162, 194 196 197 211, 217,
72, 78-80, 84, 85, 87, 88, 95-97 100, 218, 226, 230, 231, 233. 236, 244-246
102 100, 109, 113, 115, 119, 120, 252, 253, 263
125, 128, 134, 138, 145, 149, 152, NEUTROM 13, 14, 32, 47, 48 St. 84,
153, 155, 161, 163 168 169, 174, 138 163 177 187 169, 216, 243
176, 177, 180-182, 185, 107, 189 191, 247, 261 263, 200, 281, 307
196 204, 206. 207, 214, 216, 221, NONLICENSED OPERATOR 9 59, 71, 74, 81 -

222, 224, 226, 238, 241-243 247, 251- 92 115 122, 132, 150, 154, 171 191,
253, 255, 256, 261, 263. 264, 266, 195, 200 207, 227 234, 245 248,
268, 272, 270, 281 282, 284, 288, 299, 302
290, 294 296. 300 301, 307 NOSELE 22, 169

INSTRUMENT LINE 2, 16, 52, 61 87 110, OPERATOR ACTION 4, 18, 95, 103 109
120, 128, 134, 152, 100, 237, 242, 300 131 134 153, 167 182, 197 208

INSTRUMENT. ALARM 14, 28, 48, 72, 113, 212, 223, 238, 242 246 253, 266
121, 150, 220, 243, 244, 247, 252, 268 269, 200 281 284, 286, 298, 303
264, 266, 275, 281, 296 309 CSCILLATION 181

INSTRUMENT. AMPLIFIER 37 107, 172 PENETRATION 25, 29, 33, 36, 63, 65 75
INSTRUMENT, CONTROL 1 2, 10, 15 103, 133 171, 193 220, 239, 240
INSTRUMENT, COOLANT QUALITY 269 260, 285, 298, 304
INSTRUMENT, CURRENT 244 PENETRATION. ELECTRICAL 211
INSTRUMENT. FLOW 12, 161, 291 PENETRATION, PIPE 25, 29, 36 63 65.INSTRUMENT, INTERLOCK 66 105, 1PS. 75, 103 133, 239, 240, 260 285 298,

208, 292, 311 304
INSTRUMENT, LIQUID LEVEL 34 43 69 PIPES AND PIPE FITTINGS 22, 25 40, 54

150, 188 197 77, 87 91, 94 106, 111 113 149
INSTRUMENT, NUCLEAR 14, 243 247, 281 153, 169 185, 227, 229-232, 237, 269
INSTRUMENT, POSITION 28 31, 39, 47, 279, 284, 266 300 305 309

St. 51, 58 60, 85, 131, 190, 284 304 PNEUMATIC SYSTEM 52, 55, 75, 85 87,
INSTRUMENT, PROTECTIVE 62, 148, 236 95 98, 105 115, 120, 165, 190 202
INSTRUMENT, RATE OF CHANGE 12 203 244 245
INSTRUMENT. SPEED 1, 2, 12 29, 43, 47, POWER DISTRIBUTICH 256
110 198 277, 301 PRESSURE DROP 70

INSTRUMENT. SWITCH 1, 2, 9, 10. 15, 17 PRESSURE RELIE" 31, 75, lit. 194, 262
20, 27, 49, 52, 53, 62, 76 78 85 263 265, 274
87, 92 110, 114 115 129, 143 147 PRESSURE VESSELS 74, 85, 87 90, 91,
167 174, 181, 182, 187, 206, 211, 105 107 110, 115, 118, 120, 128,
214, 216, 222, 225, 237 246, 249, 147, 148 165, 284
252, 263. 277, 282, 284, 288 292 PRESSURE, INTERNAL 70

l
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l COMPONENT INDEX

PRESSURIEER 2, 31, 225 TEMPERATURE 249
PUMP, JET 200 TOXICITY 121, 221, 241, 264, 266
PUMPS 1, 2, 9, 12, 20, 26, 28, 43, 47 TRANSFORMER 5 194 196, 197, 211, 212,

48, 50, 54, 55. 64, 66 68, 74, 77, 218, 249, 254, 263, 286, 293 301
81, 82, 85 87, 94, 95, 107, 110, 118 TUBING 72, 292
129, 131, 137 148, 150, 162, 173 TUR8INE 1, 2, 9, 12, 28, 29, 31, 43,
184, 191, 194 196 197, 211, 2i7, 47, 54, 55, 59 66, 77, 78, 105, 110

'
; 218, 225, 230, 231, 233, 240, 244, 110, 159, 172, 198 202 203, 219,

246, 252, 253, 262, 263, 365, 277, 245, 263, 277, 301
299, 301, 302, 309 VALVE OPERATORS 3 7, 9, 10, 15, 28

,
- RADIATION MONITORS 5, 16, 48, 50 72, 29, 31, 39 43, 47-49, 52, 55, 59, 61,

80, ft, 97, 100 102, 100, 109, 113, 62, 72 75, 70, 85, 87, 92, 94, 95,
125, 128, 149, 155, 161, 176, 180-182, 98, 103, 105, 110, 115, 118, 120, 131,
187, 191, 204, 206, 207, 222, 224, 135 148, 152, 156, 157, 159, 150,
238, 252, 253, 255, 278, 282, 288, 165, 169, 170, 183, 190. 192, 195, i

290, 294, 300, 301 198, 202, 203, 200, 211, 226, 236, |
'

REACTOR 74, 85, 87, 90, 91, 105, 107, 244, 245, 260, 263, 276, 277, 284,
110, 115, 118, 120, 128, 147, 148, 287, 293, 295, 299, 304, 310
165, 284 VALVE, CHECK 25, 47, 52, 55, 54, 90

RELAY 5 9, 11, 12, 17, 26, 54, 62, 64, 141, 148, if2 175, 287
' 66 Si, 82, 93, 96, 123, 135, 148 VALVES 1, 3 7-10, 15, 19, 25, 28, 29, |

151, 197 198 236, 249, 263, 301, 311 31, 33-36 39-43, 47-50 52, 54-56,

4
RESPONSE TIME 9, 54, 66, 123, 135, 151, 59 61, 62, 65, 68, 71, 72, 75, 78,

249 83, 85, 87 90-92, 94, 95, 98, 103,
,

SAFETY DEVICE 164 105, 110, 115 118, 120, 127, 128,
! SEAL 25, 33, 41, 48 54, 71, 75, 85, 131 132, 134, 135, 141, 142, 148-150,

87, 134, 141, 153, 171, 172, 194, 232, 152, 153 156-160, 162, 165, 169-172,
261, 298, 305 175, 178, 182, it), 190, 194-195 198,

SENSORS. FLOW 12, 52, 61 68, 72 79, 202, 203, 205, 208, 211, 214, 220,
85, 87, 114, 134, 152, 161 252, 263 225, 226, 233, 234, 236-238, 240, 241
291 244, 245 248, 249, 259-263, 265, 267

SENSOR 5 LEVEL 28, 34, 43, 48, 52, 69, 271, 274-277, 284, 285, 287, 293, 295. |95, 110, 119, 150, 169, 114 188, 196 299, 302-305, 310
; 19), 214, 275 VIBRATION 78, 272

SENSORS, PRES $URE 9, 20, 53, 59, 76,
78, 87, 95, 110, 128, 143, 145, 1534

| 185, 214, 237, 246, 267, 284, 299
SENSOR $, TEMPERATURE 10, 27, 62, 87,

148, 236, 251, 268, 281, 292
SEPARATOR 202,

BERVOMECHANISM 3, 29, 49, 62, 94, 95,
103, 110, 118, 135, 157, 160, 103,
192 200, 236, 295, 299 304, 310

; SHOCK A380RIER 130, 142
j SMOKE 140, 230, 297
j SOLENOID 25, 42, 85, 97, 92, 95 St.

141, 156, 195 203, V05, 260, 271,'

287, 294

j SOLID STATE DEVICE 1, 2, 6, 43, 47 88
| 107, 127 172, 179, 181, 182 187,

1 278, 297, 299
! STEAM GENERATOR 1, 2, 7, 8, 10, 12, 28,

<|
31, 43 44 47, 56, 78, 131, 219, 245,
276, 277, 293

i STEEL 384
STEEL, STAINLESS 111, 227, 309
STORAGE CONTAINER 54, 73, St. 99, 150

202, 215, 302, 308;

j STRUCTURE 45, 63, 87, 113, 136, 210
! 232
i SUPPORT STRUCTURE 87 130, 142, 210
a SYSTEM CAPACITY 131, 202, 219, 245

I
|

1
!
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SYSTEM INDEX

'

This inden is based on system and system-related keywords assigned by the NSIC
i staff when the summaries of the LERs are prepared for computer entry. I

ACTUATOR 1, 24, 34, 53, 66, 87, 96 CONTAINMENT 100, 107, 110, 111, 113
I 112, 116, 119, 121, 122, 126, 144, 114, 119, 124, 128, 136, 147, 148,
i 174, 182, 104-186, 192, 221, 226, 235, 151, 154 155, 164-166, 171, 178 181, i
! 241, 254, 264 266, 267, 311 182, 184, 193 196, 199 204, 206

,

AIR 55, 75, 126 148, 165, 245 210, 211, 213, 220 224 225, 229-231, t

,

j ANNUNCIATORS 14, 28, 40, 72, 113 150, 233, 249, 253, 258, 260, 261 268,

]
220, 243, 244, 247, 252, 263, 275, 272, 278, 202, 286-288, 294, 296 301, )

281, 294 296, 309 306 ei

| AUXILIARY 1, 2 9, 10, 28, 29, 31, 33. CONTAINMENT ATMOSPNERE 53, 126, 141 '

| 36, 40 42, 43, 47, 48, 50, 52 54-56, 213, 242, 269, 270, 285, 296
.

,

j 66 77, 82, 83. 99, 100, 131, 131. CONTAINMENT ISOLATION 24-27, 29, 33 1

< 134, 135, 137 171 174, 194 20J. 35, 36, 41, 47, 49 52 54 56, 62,
]

,

225, 227, 231, 233, 237, 239, 244-246 65, 70, 74, 75. 85, 87 90, 92, 95, i

j 250, 269, 277, 291, 293, 298 301, 311 96, 102, 103, 107, 110, 118, 126-128 -

8 Lowdown 41 48, 52, 54, 55, 137, 301 134, 141 147-149, 164-167. 171, 182- f.

j BUILDING 16-18, 24, 30, 33, 36, 40, 50, 184, 186, 192-195, 220, 225 233, 239, i
i 63, $3. 97 100. 106, 108, 109, 112, 240, 249, 260, 276, 285, 288, 290, '

i 113, 121, 128, 133, 134 140, 146, 295, 304 |
'i 151 155, 156 169-171 176 180-182 CONTAINMENT ISOLATION /SSF 126, 167, 186

j 191, if4, 196, 197 209, 221, 222 CONTAINMENT PURGE 17, 87, 124, 184 [
t 225-227, 231, 233, 237-339, 241, 249 CONTAINMENT SPRAY 45. 82, 160, 230,

,'
254, 255, 257-259, 262 264-266, 271, 231, 240 248 |
282, 286, 288, 292, 298, 299 301, CONTAINMENT SPRAY /SSF 82 |303, 305, 306 CONTAINMENT SPRAY /TSF 45, 230, 240 >

| SUILDING/SSF 30, 40, 63, 140, 146, 209, CONTAINMENT VACUUM 3REAKER 75, 95, 100 I
'

i 227, 257, 286, 303 CONTAINMENT /SSF 54, 210, 211, 286
SUILDING/TSF 305 CONTAIMMENT/TSF 44, 79, 124 154, 178

!

SYPASS 7, 10, 31, 47, 48 54, 56, 211, 230 231 258, 286 296
- 284 CONTAINMENT. ICE CONDENSER 73 [
| CA8LES AND CONNECTORS 63 CONTROL 16-18, 24, 30, 53 55 63 75, ;
I CALIBRATION 4 7-10, 15, 19, 20 24, 97 100, 106, 108, 109, 112 113, 121, |
' 26. 27, 31-34, 36, 37 46, 49-53, 55, 126, 128. 141 146, 148, 151, 156, |

58, 60, 62, 66, 67 69, 71, 72, 74-76, 165, 176 180-182, 213, 221 222, 225, ;
80, 86, 88 92, 94, 100, 110, 112, 226, 238, 241, 242, 245, 249, 254 ;

| 117, 119, 120, 122, 123, 125-130, 134, 255, 259, 232, 264-266 269 271 278, l

137 144-147 150, 154 155, 162 165 282, 285 292 296, 299, 301 305, 306 L

167, 168 171 174-177, 101, 182, 188 CONTROL RCD DRIVES 6-8, 11, 26, 58, 60 I

189 192 195, 191, 199 206, 207 77 85, 87, 123, 141, 148, 184 188, |215, 216, 222, 226, 231, 239-241, 248- 205, 214, 280 j
250, 256, 258, 271, 272, 275, 279, CONTROL R0D DRIVES /SSF 26, 104 '

281 283, 288-290, 293-298, 304, 307 CONTROL RCD DRIVES /TSF 87 148 !
310 CONTROL SYSTEM 1, 2, 6, 9-12, 17, 28 !

COMMUNICATION SYSTEM 220 29 31, 42, 43, 47 48, 52 54, 55, f

COMPONENT C00 LING SYSTEM 29, 79, 82. 58-60 76, 78, 85 87 105, 107 110,
|94, 95, 125 229, 232, 239, 240, 299 111, 115, 120 127, 131, 132, 135,

COMPONENT COOLING SYSTEM /SSF 82 299 169 170, 172 211, 219 225, 237 f
COMPONENT COOLING SY3 TEM /TSF 94 125 246, 256, 263, 277 284, 293. 301 |
COMPUTER. DIGITAL 18, 72, 85, 115 120 COOLANT PURIFICATION SYSTEM 2-4 17 ,

179, 196, 213, 272 27, 29, 49 St. 65, 68 74 81, $2 j
CONDENSER 54, 59, 118 194 200 300 87, 90, 103, 110, 116 122, 141, 150- t

CONDENSER COOLING SYSTEM 184, 194 196, 152 162 167, 184 190 196, 217
232 225 227 230, 233, 239, 240 267, |

CONDENSER COOLING SYSTEM /SSF 184 268 275 279, 286 295. 306, 309, 310
CONDENSER C0ALING SYSTEM /TSF 194 COOLANT PURIFICATION SYSTEM /SSF 82,
CONSTRUCTION 134, 136, 152, 212, 242, 122, 162 167 309

|
298 COOLANT PURIFICATION SY3 TEM /TSF 3, 68, |

CONTAINMENT 2, 5, 17 24-27, 29, 33, 150, 162, 190, 196, 217, 230, 233 !
36, 39, 44 45, 48 50, 53, 54 62 240, 310
70. 74, 75, 79 80 87 St. 95, 97 COOLING 126, 102, 249, 292

- _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ . _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ . _ _ _ _ _ _ _ _ _ . _ _ - . _ _ _ _ _ _ _ _ . . _ _ . - - - _ - . _ _ _ _ _ _ _
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a

COOLING SYSTCM, SECONDARY 1-4, 7-10 EMERGENCY POWER, ELECTRIC 249, 256,
12, 25, 28, 29; 31 34, 35, 42-44, 47, 273, 286, 289 301, 308 310
48, 52, 54-56 59, 66, 74 76-78, 82 EMERGENCY POWER. ELECTRIC /SSF 17, 26,
85, 87, 90, 92, 96, 99, 102, 107, 110 46, 64, 132, 196, 217, 231, 249, 289
112, 115, 118, 120, 126, 131 132, EMERGENCY POWER, ELECTRIC /TSF 119, 196
135, 137, 141-143, 145, 149, 158 165 197 231, 310 l

167, 169, 170, 172-174, 107, 194 195, ENGINEERED SAFETY FEATURE 1, 24, 34,
i

198, 200, 202, 207, 119, 225, 233 53, 66 87, 96, 112, 116, 119 121,

237, 244 246, 263, 276, 277, 284, 285 122, 126, 144, 174, 182, 184-186, 192,
290 291, 293, 295. 300, 301, 306, 311 221, 226, 235, 241, 254, 264, 266,

COOLING SYSTEM, SECONDARY /SSF 28 47, 267, 311
56, 66, 77 82, 87 96, 135, 167 237 BNGINEERED SAFETY FEATURE /SSF 96, 122

COOLING SYSTEM, SECONDARY /TSF 1 2 7 126, 144, 182, 186
8 10, 12. 28, 29, 31, 43, 47, 52, 54, ENGINES, INTERNAL COMSUSTION 17, 132,
55, 74 85, 87, 90, 107, 110, 115, 133, 140, 146, 215, 256, 308
120, 131, 137, 143, 172, 194, 225 ENVIRONMENT 47, 213, 251 263 302
233, 244-246, 263, 277 284, 301 EQUIPMENT 25, 113, 104 211, 248, 260

I CORE 60, 11, 13, 14, 32, 37, 47, 48. 285, 286
58, St. 90, 104, 138, 145, 147 163. FAILURE, ADMINISTRATIVE CONTROL 9, 32 ,

164, 167, 173, 177-179 187, 189, 205 37, 39, 46, 49, 55, 56, 66, 76, 79,
211, 216, 229, 243, 247, 261, 263, St. 86, 88 89, 112 119 124, 129,
280, 281, 307 130, 146, 157, 160, 168, 175, 186

'
CORE REFLOODING SYSTEM 49, 175, 225, 195, 204, 205, 215 233, 240 272

I 275 279, 283, 291 297, 307, 300, 310
CORE REFLOODING SYSTEM / TSP 225 FAILURE. Di' SIGN ERROR 18, 45 87 94,

CORE SPRAY 26, 117, 119 128, 141 103, 106, 120, 121, 134, 152, 153,
i

CORE SPRAY /SSF 26, 117 167, 19), 208, 226, 230-233, 236-239,
CORE SPRAY /TSF 119 246, 248, 264, 266 268, 269, 282, |

CORE /SSF 84, 147, 167, 205 284, 286, 291, 294, 303
'|CORE /TSF 37 FAILURE, FABRICATION ERROR 47, 99, 139,

CYLINDER GAS 156, 184 148, 103, 187
d CYLINDER GAS /SSF 156 FAILURE. INSTALLATICN ERROR 50, 63 75

DEMINERALIIERS 54, 72 119, 126, 229 82 93, 95, 109, 140, 170, 211, 236,
248 303

DEMINERALIEERS/TSF 72 FAILURE, KAINTENANCE ERROR 3, 6 11,
' DRAINAGE 25, 113, 184, 211, 248, 260, 12, 39, 42, et, 50, 61, 64, 70, 81,

285, 286, 305 82, 87 96 113, 115, 118, 131 133<

DRAINAGE /SSF 211 135, 156, 159, 165 171, 179, 181,
i DRAINAGE /TSF 286 184 185, 187, 192 195, 202, 204
I ELECTRIC POWER 3, 5, 12, 17, 26, 51, 205, 217 221, 225 235, 245 254,
! 64, 66, 78 81, 82, 85 St. 95 103, 255, 257, 267, 282 305, 309

105, 115, 117, 132, 139, 164, 166 FAILURE, OPERATOR ERROR 1, 2, 5, 7, 14,
181, 182, 184, 186, 192, 194-197, 207, 23 28-30 35, 40 41, 47, 55, 56 59,

,

211 213, 217, 218, 230-232, 236, 244, 64, 71, 72 77, 84 87 90, 11, 93,'

249, 254, 263, 269 273, 286, 289 107, 132 135, 150, 152 156 161
293, 299, 301, 309 167, 169, 173, 178, 186 191 195,

ELECTRIC POWER /SSF 232, 273 200 202, 209, 219, 220, 227, 234,
) ELECTRIC POWER /TSF 78 196, 212, 231, 238, 243, 245 247, 252, 254, 250,
' 286, 289 271, 273, 277, 280, 286, 291, 299,
; ELECTRIC POWER. VITAL 5, 17, 26, 51 301, 302
! 85 86, 93, 96, 110, l'3, 115. 117, FEEDWATER 1-3, 7-10, 12, 25, 28, 29
; 123, 151, 157, 164, 166, 181 182 31, 34, 42, 43, 47, 48 52, 54-56, 66,
| 184, 185 205 207, 234, 254, 286, 306 74, 76, 77, 82, 85, 87, 90, 99, 107,
; ELECTRIC POWER, VITAL /TSF 51 110. 115, lit. 120, 131, 132 135

EMERGENCY COOLING SYSTEM 225, 230, 231, 137, 172-174, 194, 202, 225, 233, 237,
240, 279 J44-246, 263, 276, 277 284 291, 293,

I EMERGENCY COOLING SYSTEM /SSF 225 301, 311
'

EMERGENCY COOLING SYSTEM /TSF 230 240 FIRE PROTECTION 19, 26, 30, 40, 62 63
279 71 133, 13b. 140, 146 169, 209, 211,;

' EMERGENCY POWER, ELECTRIC 5, 17, 26, 229, 230, 232, 248, 258, 271, 283
29, 46, 64, 66, St. 82, 119, 128 132, 286, 297, 198 303, 305,

196, 197, 215 217 425, 231, 235, FIRE PROTECTION /SSF 26, 30. 63, 140,

|
|

I

_.
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FIRE PROTECTION /SSF 146, 209, 211 OFF SITE 286, 289, 293
FIRE PROTECTION / TSP 19, 258 ON SITE 3, 5, 12, 17, 26, 64, 66, 81
FLOW, RECIRCULATION 111 82, 88, 95, 103, 139, 164, 184, 186,
FUEL ELEMENTS 17, 24, 50, 97, 108, 109, 192, 194, 196 197, 207, 212, 213,

155, 102, 257, 286, 208, 299, 301, 303 217, 218, 230, 231, 236, 244, 249,
FUEL, FOSSIL 215, 308 254, 263, 269, 273, 299, 301, 309
GENERATORS 10, 12, 29, 31, 40, 54, 59 PLANT 305

72, 76, 78, 105, 120, 127, 143, 159 PNEUMATIC SYSTEM 55, 75, 126, 148, 165,
169, 170, 172, 194, 202, 211, 219, 184, 190, 205, 245
277, 284, 293 PNEUKATIC SYSTEM /SSF 184

HEAT EXCHANGERS 78, 169, 202 PNEUKATIC SYSTEM /TSF 148, 165, 245
HEATERS 309 POISON, SOLUSLE 150
HPCI 74, 87, 95, 107, 110, 115, 117, PRESSURE RELIEF 47, 98, 105, 119, 142, I,

' 118, 120, 128, 130, 203 149, 158, 287 '

HPCI/TSF 95, 107, 110, 117, 203 PRE 85URE VESSELS 74, 85, 87 90, 91
HYDROGEN 53, 126, 141, 213, 242, 269, 105, 107, 110, 115. 118-120, 128, 147,

278, 285, 296 148, 165, 185, 284
INSTRUMENT, ALARM 14, 28, 48, 72, 113, PRES $URIEER 2, 31, 69, 225, 274

150, 220, 243, 244, 247, 252, 263 PROCESS MONITORING 4, 12, 17, 25, 26,
275, 281, 294, 296, 309 37, 69, 76, 86, 93, 95, 96, 102, 123,

'
INSTRUMENT, IN CORE 13, 14, 32, 37, 47, 141, 143, 145, 147, 151, 164, 166,

; 48, 58, 84, 138, 147, 163, 177, 187, 167, 184, 187, 188, 205, 207, 214,
189, 216, 243, 247, 261, 263, 200, 281, 286, 290, 291, 306
281, 306, 307 PUMP 5 196, 197

INSTRUMENT, IN CORE /SSF 84 RADIATION PROTECTION PERSONNEL 21, 30,
INSTRUMENT, NCN-NUCLEAR 2, 15, 20, 39, 100, 193, 210, 223, 228, 252, 257,
42, 47, 49, 52, 54, 62, 67, 68, 79, 270, 300

| 85, 87, 92, 95, 96, 90, 110, 114, 115, RCIC 61, 74, 85, 87, 107, 110, 115,
117, 129, 134, 148, 150, 157, 164, 118-120, 129, 153, 198 201, 214 |
168, 178, 104, 190, 195-198, 201-203, RCIC/ TSP 61, 119, 198, 201,

j 208, 236, 242, 249, 269, 272, 284, REACTOR CONTROL 6, 11, 58, 60, 284
287, 292, 296, 299, 301, 304, 309, 310 REACTOR POWER 6, 11, 58, 60, 204

| LEAK DETECTION 27, 53, 61, 100, 128 REACTOR PROTECTION SYSTEM 4, 12, 17,
152, 153, 181, 182, 214, 224, 253, 26, 37, 69, 76, 86, 93, 96, 102, 123,

'

268, 278, 282 301 143, 145, 147, 151, 164, 166, 167,
|

,

( LIGHTING 213 184, 187, 188, 205, 207, 214, 281,
' LUSRICATION 244, 292 286, 290, 306|

MAIN COOLING SYSTEM 1, 2, 7, 8, 10, 12 REACTOR PROTECTION SYSTEM /85F 147, 167, h
22, 28, 31, 34, 37, 43, 44, 47, 48, 205

|
52, 54-56, 66, 69, 74, 77, 70, 85, 90, REACTOR PROTECTION SYSTEM / TSP 37
105, 111, 113, 119, 131, 142, 167 RHR-LPCI 17, 26, 91, 95, 96, 117, 119,
170, 173-179, 170, 194, 218, 219, 225, 126, 128, 194 153, 167, 184-186, 192,
229-231, 245, 261, 274, 276, 277, 281, 249, 206, 289, 30(
287, 293, 301 RHR-LPCI/SSF 26, 117, 144, 167, 186,

KA!N COOLING SYSTEM /SSF 1, 48, 54, 55, 289
167, 218, 261 RHR-LPC!/ TSP 91, 95, 119, 184-186, 249 ;

MAIN COOLING SYSTEM / TSP 7, 8, 12, 31 RHR-LPs! 15, 29, 70, 82, 157, 178, 182,
,

17, 47, 54, 56, 77, 70, 119, 170, 173, 183, 208, 225, 230, 234, 248, 279 310
)S4 RHR-LPSI/5SF 82, 182, 310 I

MATERIAL & EQUIP. HANDLING SYSTEM 64 RHR-LPSI/TSF 15, 70, 157, 183, 200, '

67, 104 230, 234, 279 ;

MONITOR 140, 146, 211, 230, 250, 297 8AMPLING 65, 100, 126, 227, 239, 295,
MONITORING PROGRAM, ENVIRONMENTAL 251 301, 306
MONITORING SYSTEM, RADIATION 5, 16, 50, SERVICE WATER SYSTEM 20, 26, 29, 39,

72, 80, 88, 97, 108, 109, 113, 125, 128, 135, 160, 184, 116, 197, 229,
128, 149, 155, 161, 176, 100-182, 191, 233, 239, 240, 249, 259, 262, 265, |
204, 206, 222, 238, 252, 255, 269, 286, 301, 304
282, 288, 294, 300, 301 SERVICE WATER SYSTEM /55F 26, 39, 184 !

OFF GAS 59, 200, 202, 300 SERVICE WATER SYSTEM / TSP 39, 196 197 |
OFF GAS /TSF 59 SHUTDOWN SYSTEM, SECONDARY 116 {OFF SITE 12, 78, 85, 105, 166, 184, SOLID STATE DEVICE 225 |

194, 196, 197, 231, 249, 26), 269, SPENT FUEL POOL 64, 150, 184 i

|

\
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SPENT FUEL POOL /SSF 184 UPPER NEAD INJECTION 239
SPENT FUEL POOL / TSP 64 VENTILATION SYSTEM 5 16, 17, 24, 26,
STACK 21, 38, 50, 80, 161, 199, 252 29, 36, 39, 45, 50, 53, 74, 79 80
STACK / TSP 21, 30, 50, 199 252 83 87, 88 97, 100 106-110, 112-114
STAND 8Y GAS TREATMENT 5, 17 24, 26, 119, 121, 124, 128 147 148 151

74, 88, 97, 107, 110, 114, 119, 147, 154-156, 164 166, 176 180-182 184
148, 154, 155, 164, 166, 104, 213, 196 199, 213, 221, 222, 224-226, 231,
233, 288, 306 233, 238, 241 249, 253-255, 259, 262

STAND 8Y GAS TREATMENT / TSP 119, 184, 233 264-266, 270, 282, 286, 288 292, 294, iSTEAM 269 299, 301, 305 306
STEAM GENERATOR 1, 2, 7, 8 10 12, 28, VENTILATION SYSTEM /SSF 39, 50 83, 156,

31, 34, 41, 43, 44, 47 48, 52, 54-56, 182, 238, 259, 262, 292 299
78, 131, 137, 149, 150, 174, 219, 245 VENTILATION SYSTEM / TSP 50, 79 83, 119
276, 277, 293, 301 128, 184 199 226, 233, 238, 241

STORAGE CONTAINER 240 292 249, 265, 292, 299
STRUCTURE 15, 41, 71, 149, 210, 232 WASTE TREATMENT. CAS 21 160, 269,

258 283 297 WASTE TREATMENT. GAS / TSP 21
STRUCTURE / SSP 149, 210 WASTE TREATMENT. LIQUID 126, 250 302
STRUCTURE / TSP 258 WASTE TREATMENT, LIQUID / TSP 250
SUBSYSTEM FAULT 1, 17, 26, 28, 30, 39 WATER 126, 182 249, 292

40, 46-48 50, 54-56, 63, 64, 66, 77 WATER /TSr 249
92-84 87, 96 117, 122, 126, 132,
135, 140, 144, 146 147, 149, 156,
162, 167, 170, 172, 182, 184, 106,

!
196, 205, 209-211, 217, 218, 225, 227, '

2?1 232, 237, 238, 249, 257, 259,
i 261 262, 273, 285, 289 292, 293,

299, 303, 309 310
i

SUPPORT STRUCTURE 63
TESTING 4 7-10, 15, 19, 20 24 26,

27, 31-34, 36, 37, 46, 49-53, 55, 58,
60 62 66, 67, 69, 71 72 74-76, 80,
86, 88 92 94, 100 110, 112 117,
119 120, 122, 123, 125-130 134, 137
144-147 150, 154, 155, 162 165, 167

j 168, 171 174-177, 181, 182 188 189
; 192 195 197 199, 206 207, 215,
! 216, 222, 226, 231, 239-241, 248-250,
! 256, 250, 271, 272, 274, 275, 279,
j 281, 283, 200-290, 293-298, 304, 307
f 310
i TORUS 25, 75, 95, 110 119, 126, 287
| TORUS / TSP 75 119
] TOTAL 3YSTEM FAULT 1-3 7, 8 10 12,

15, 19, 21, 28 29, 31, 37-39 43-45,
47, 48, 50-52, 54-56 59, 61, St. 68
70, 72, 74, 75, 77-79, 83, 85 87, 90
91 94-96, 107, 110, 115 117, 119
120 124, 125, 127, 128, 131 137,a

i 143, 148, 150 154 157, 162. 165,
170, 172, 173 178 183-186, 190 194,,

i 196-199. 201, 203, 208, 212, 217 225,
226 230, 231, 233, 234 238, 240
241, 244-246, 249, 250, 252, 250, 263.

265, 277, 279 284, 286, 289, 292
; 296, 299, 301, 305, 310
'

TURBINE 7, 10, 12, 29, 31, 47, 48, 54
1 56, 59, 72, 76, 78, 105, 120, 127,
1 133, 143, 146 159 169, 170, 172,
1 191, 194 202, 211, 219, 277, 284, 293
j TUABINE/SSF 170, 172, 293
'

TURBINE /TSF 48, 72, 127

|

;
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"
,

This inden is based on the keywords assigned by the NSIC staff when the summarios
'

i of the LERs are prepared for computer entry.
I l

ACCUMULATORS 170 175, 275 BUILDING /SSF 209, 227, 257 303 -'

| ACTUATION 101 BUILDING /TSF 305
ACTUATOR 1 24, 34, 53. 66, 96, 112 SWR REACTOR - SEE REACTOR, BWR I

116 119, 121, 122 125, 144, 174 BYPASS 7 10. 35, 54 56 149, 245 |
182 185, 186, 192, 221, 226 235, 284

i 241, 254, 264, 266 267, 311 BYRON 1 (PWai 28-30
| ADMINISTRATIVE PERSONNEL ERROR - SEE BYRON 2 (PWR) 20, 30-35
! FAILVRE. ADMINISTRATIVE CONTROL CABLES AND CONNECTORS S. 11, 12, 17, .

1 AGE EFFECT - SEE EFFECT, AGE J0 24, 26, 42, 50, 51 63, 64, 32 |

I AGENCY. NRC 42, 84, 161, 210, 240 II, 93, 95. 95, 103, 117 122, 126,
;

! 242, 305 127, 131, 144 151 157, 166, 167, ;

l AIR 50, 73, 75, 126, 165. 231, 245 184, 185, 194 194 203, 207 208 |

J AIR DRIERS 245 212 213, 218, 230, 232. 235 338 i

) AIR / STEAM SINDING 152 241, 249. 251, 269. 273, 240. 206, i

1 ANNUNCIATOPS 14 16, 17, 27, 29, 43, 243, 25e. 306 |

i 47, 54, 56, 72 83, St. 97 44, 149 CALIBRATION 4 7-10, 12 15, 19, 20 !

] 113. tal. 150, 15). 157, 165. 169, 24, 27, 29 32-34, 36, 37, 39, 46 ;

; 113, 176, 178 100-182 ISS. 191 47, 49, 51-54, 50-60. 62, 66, 67, 69 j
1 194 198, 202, 206 220, 241, 243- 71, 74-76, 78-80, 86, 80, 92, St. 96, !
1 245 247, 252, 254, 264 275 281 St. 100 102. 108 112 117 119, i

i 292 294, 296 309 122, 123, 125-130, 134 137 143-147
AQUATIC ORGANISM 262, 265 150 154, 155, 162 165. 167, 168 |
ARKANSAS NUCLEAR 1 (PWRI 1, 2 171 174-177, 101, 100, 189 192, |

A7NOLD (BWR) 3 195. 197, 199, 202, 206, 207 212 !
AUXILIARY 1 2, 9, 10, 28, 29, 31, 33, 215, 216, 222, 226, 239-242, 246 |

36, 40, 42, 43, 47, 48 50, 52 55, 248, 250, 256, 258, 261, 263 268, i
56, 66. 77, 82, 83 99, 100, 131, 271, 272, 274 275, 277, 279, 281 |

) 132, 134, 135, 137 171 174, 194, 203, 200-290, 293-298, 304 307, 310 i
209, 225, 227, 233, 237, 239, 244- CALLAWAY 1 (PWR) 36-41 |

'
,

' 246, 255, 269 277 291, 293, 290 CALVERT CLIFFS 1 (PWR) 42
I 301, 311 CALVERT CLIFFS 2 (PWal 42 43
I BATTERIES & CHARGERS 51, 88, 117, 289 CATAWBA 1 (PWR) 44 51 55 |
{ BEARING 1, 142, 193 CATAWBA 2 (PWRt 45, 52-56 '

! BEAVER VALLEY 1 (PWRi 5 CIRCULATION. NATURAL 12 194 [
l SEAVER VALLEY 2 (PWRI 4-12 CLINTON 1 (SWal 57-62

BIG ROCK POINT (SWR) 13 COMMUNICATION SYSTEM 220
BLOWDOWN 41, 48 52 54 55, 137, 301 COMPONENT COOLING SYSTEM 79 82, 94
BLOWERS 45, 73. 83. 154, 104 196, 95, 125, 229, 232, 239, 240. 299

222, 226, 231, 233, 305 COMPONENT COOLING SYSTEM /SSF 82, 299
BRAIDWOOD 1 (PWR) 14-16 COMPONENT COO'.ING SYSTEM /TSF 94 '35
BREAKER 3 5, 12, 17 64, 01, 02, 86, COMPONENT FAILURE - SEE FAILURE,
93, 95, 105, 132 104 192. 194-197 COMPONENT
207 211 217 218 231, 234, 254 COMPOWENTS 1 25, 27, 52, 87 93, 121
269 286, 299 301 306, 309 131 141 158, 162, 177 187 190

BROWNS FERRY 1 (SWR) 17-21, 24 193 198, 220, 233, 244, 294 299
BROWNS FERRY 2 (BWR) 17 24 303
BROWNS FERRY 3 (BWR) 17-21, 24 COMPUTER. DIGITAL 14 31, 72, 115,
BRUNSWICK 1 (BWR) 25, 26 161, 179 213. 250 272. 294
BRUNSWICK 2 (SWR) 26, 27 CONCINTRATION 7, S. 16 150, 173, 178,
BUILDING 16-18, 24, 30, 33, 36 40, 229, 147, 296

50, 63. 83 97, 100, 106, 108, 109. CONCRETE 136, 232
112, 11J. 121, 128, 133, 134 140 CONDENSATION 16 45 72. 105, ist.
146, 151 155, 156, 169-171 176 169 211 229, 232 242, 206 300
180-182, 191, 194 196, 197, 209 CONDENSER 59, 72, 73, 118, 194 200,
221, 222 225-227 231, 233, 237-239, 262 265, 300
241, 249, 254, 255, 257-259, 262 CONDENSER COOLING SYSTEM 154 232
264-266, 271, 202, 200 292 298, CONDENSER COOLING SYSTEM /TSF 194
299, 301 303. 305, 306 CONNECTICUT YANKEE (PWR) 63, 64

BUILDIN3/SSF 30, 40, 63 140, 146 CONSTRUCTION 134, 136 152, 212, 242

. _ _ _ _ _ . _ _ _ _ _ _ .__ _ . _ _ ____ _____-_ _ _ __- ____ - - - - _ -
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,
CONSTRUCTION 298 CONTROL RODS 6-8, 11, 178, 229

( CONTAINMENT 2, 5, 17, 24-27, 29, 33 CONTROL SYSTEM 1 2, 6, 9-12, 17, 28
36, 39 44, 45, 48 50, 53 54, 62, 29, 31 42, 43, 48, 52, 58-60 76

*

70 74, 75. 79 80, 87 88, 95, 97 85, 105, 107, 111 115, 120 127
I 100, 107, 110, 111, 113 114 119 131 132, 135 169, 170 172, 219,
! 124, 126, 136, 147, 148, 151, 154, 237, 246, 256, 263 277, 284 293
l 155 164-166 171 178 181 182 CONTROLLER 26 37, 139
| 104, 19', 199 204, 206, 210 211 COOK 1 (PWR) 65-71

213, 220, 224, 225, 229-231, 233. COOK 2 (PWR) 66 67 71-73
| 249, 253, 250, 260, 261, 268 272 COOLANT PURIFICATION SYSTEM 2-4, 17,
1 270, 282, 286-292, 254 296 301, 306 27 29, 49, 65 68 74 81. 82 90

CONTAINwtNT aim LOCK 171, 193, 220 103, 110, 116 122, 141, 150-152, c

'
CCN2AIMMENT ATMOSPNERE 53, 126, 141, 162, 167 184, 190 196, 217, 225.

1 243, 242, 269, 278, 285, 296 227, 230, 233, 239, 240, 267, 268
CONTAINMENT EQUIPMENT NATCN 33 275 279 295 306 309 310
CONTAINMENT ISCLATION 24-27, 29, 33 COOLANT PURIFICATION SYSTEM /SSF 82

35, 36, 41, 47, 49, 52, 54, 56, 62, 122, 162 167, 309
65, 70 74 75. 85 90, 92 95. 96 COOLANT PURIFICATICH SYSTEM /TSF 3. 68 I

' 102, 103, 107, 110 tit. 126-128, 150, 162, 190, 196, 217 230 233,
134, 141, 147-149, 164-167, 171. it), 240 310 ,

104 186 192 193 195 220, 233, COOLING 126, 249, 292
239, 244, 249, 260 276 285 288 COOLING DEVICE 39, 79 124, 184 233,
290, 295, 304 240, 249, 259, 262 265 292 299

| CONTAINMENT ISOLATION /SSF 126, 167 COOLING SYSTEM, SECONDARY 1-4, 7-10.
! 186 12, 25, 28, 29 31, 34, 35, 42-44,
| CONTAINMENT PURGE 87, 124 47, 40, 52, 54-56 59, 66 74 76-78, !

!
! CONTAIMMENT SPRAY 45, 82, 160 230 82 85 87, 90, 92, 96, 99, 102, 107
| 231, 240, 248 110, 112, 115, 110, 120 126, 131,

CCNTAINMENT SPRAY /SSF 82 IJ2, 135 137, 141-143, 145 149,
CONTAINMENT SPRAY /TSF 45, 230, 240 150, 165 167, 169 170, 172-174

|
-

CONTA!hMENT SUMP 229 107, 194 195 190, 200, 202 207, |
4

CONTAINMENT VACUUM BREAKER 75 95 100 219, 225, 233, 237, 244-246, 263, '

CONTAINMENT /SSF 54, 210, 211, 286 276, 277, 284, 285, 290, 291, 293. i
'

CONTAINMENT /TSF 44 79, 124 154, 178, 295, 300, 301 306, 311
i 230, 231, 258, 286, 296 COOLING SYSTEM. SECONDARY /SSF 28 56

CCNTAINMENT. ICE CONDENSER 73 66, 77, 82, 07 96, 135 167, 2J7 )CCNTAMINATION 44 f. 7 55, 85 96 114 COOLING SYSTEM, SRCONDARY/TSF 1, 2, 7
'

t

162, 171 178, 190 210, 226 227, 8, 10, 12, 28, 29 31, 43 47, 52 '

) 242, 257, 259, 2 f.7 54 55, 74 85, 87 90 107 110
j CONTRACTOR PERSONNEL 12 30, 63. 75, 115, 120, 131 137, 143, 172, 194,
4 99 106. 121 128, 130, 139 148, 225, 233, 244-246, 263 277, 294 301
} it), 187, 193. 199 204, 209, 211 COOPea tsWat 74, 75
j 217, 223, 226, 264, 292 290, 291 CORE 6-8 11, 13, 14, 32 37, 47, 48
q 293-295 58, 84, 90 104, 138, 145 147, 163,
J CONTROL 1, 8 16, 18 24, 26, 29-31, 164, 167, 173, 177-179 187, 189,
j 43, 47 48 53, St. 60, 63 75 78 205 216, 229 243, 247, 261, 263,
i 97, 100, 105 106, 100, 109, 112, 200 281 307
) 113, 121, 126, 128 129, 131, 139, CORE REFLOODING SYSTEM 49, 175, 225,
i 141, ta6 151, 153, 156, 165, 170 275
i 172. 176, 100-182, 190, 201 202 CORE REFLOODYNG SYSTEM / TSP 225
| 213, 219. 221, 222 225, 226, 233 CORE SPRAY 26, 117 119, 128, 141
1 238 241, 242, 245. 249, 254, 255. CORE SPRAY /SSF 117
i 259, 263, 264-266, 269, 271 276-278, CORE SPRAY / TSP 119

282, 205, 292, 293. 296, 299 301 CORE /SSF 84, 147, 167 205
304-306, 309 CORE /TSF 37

I OONTEOL PANEL / ROOM 18, 115 117, 164 CORROSION 22, 51, 284
) 205, 225. 254 250 CRACK 22 39, 64 65 82 85. 99 104
j CONTROL RCD DRIVES 6-8, 11, 26 58, 121, 139, 141 183., 220, 232, 244
I 60, 77, 85, 123, 141 148, 104, 108, 261 303

205 214, 204 CRANE 64, 67
4 CONTROL RCD DRIVES /SSF 184 CRUD 47, 55, 85, 96, 114, 162 171,
j CONTROL RCD DRIVES / TSP 148 190, 242, 359, 287
s

i
i

1
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CRYSTAL RIVER 3 (FWR) 76, 77 BLECTRONIC FUNCTION UNITS 11, 12, 24,
CrLINDER GAS 156, 184, 27f 34, 37 43. St. 107, 116 127, 111
CYLINDER GAS /88F 156 172 179, 181, 182 187, 203, 278
DATA COLLECTION 57 281, 297 299
DAVIS-BESSE 1 (PWR) 78 EMBRGENCY C00 LING SYSTEM 225, 230
DEPORMATION 25, 171, 269 303 240, 279
DEMINERALISERS 72, 119 126, 150, 229 EMBRGENCY COOLING SYSTEM /58F 225

248 EMERGENCY COOLING SYSTEM /TSF 230, 240,
D EMIN ERALI S ERS /TS F 72 279
DESIGN ERROR = SEE FAILURE. DESIGN EMBRGENCY POWER. ELECTRIC 5, 17, 26

ERROR 29 46. 64, 66 St. 82. 119, 128
DISTRUCT!YE WIND 106, 196 197. 233 132, 196 197 215. 217, 225 231
DIABLO CANYON 1 (PWR) 79-81 235, 249, 256, 273, 289 300 310
DIABLO CANYON 2 (PWR) 82 83 EMERGENCY POWER. ELECTRIC /88F 17, 26
DIESEL GENERATOR - SEE GENERATOR, 46, 64 132 196 217, 231, 249, 289

DIESEL EMERGENCY POWER, ELECTRIC / TSP 119
DOOR 33, 83 134, 171, 193. 220 241, 196 197 231 310

303, 101 ENGINEERED SAFETY FEATURE 24, 34, 53
DOSE MEAJURWiFMT. INTERNAL 44, 97 66 96 112. 116. 119 121 122 126,

169, 22), 12 7 , 220 257 270 144, 174 182 105. 186 192. 221,
DRAINAGE 25, 113, 149, 184, 211, 248, 226, 235, 241, 254, 264, 266, 267,
260, 267 285, 286 300 305 311

DRAINAGE /SSF 211 ENGINEERED SAFETY FEATURE /SSF 96 122
DRAINAGE /TSF 226 126, 144, 182, 186
DRESDEN 2 (BWR) 84-86 BNGIN88, INTERNAL CONSU5 TION 17, 46,
DRESDEN 3 (BWR) 87 64 132, 133 140, 146, 196, 215
DRIFT 47 59 79, 98, 102 108. 143, 217, 231 256 300

246, 274 ENVIRONMENT - SEE MONITORING PROGRAM,
DRIVE 135. 172 261 ENVIRONMENTAL
EARTNQUAKE 18, 237 EQUIPMENT 25 36, 100 113. 161 100
EFFECT. AGE 11 17, 25. 43, 55, 141 184 197. 203 211, 248, 260 273

142, 151, 170. 198. 220, 251, 263, 285. 286 303
311 EQUIPMENT FAILURE - SEE FAILURE.

EFFECT. PN 16, 296 EQUIPMENT
ELECTRIC POWER 3 5, 6 11 12. 17 EXPOSURE - SEE PERSONNEL EXPOSURE,

37, 51, 64, 66 78. 81 82. 85 86 RADIATION
88 93, 95, 96 103 105 115 117 FABRICATION BRROR - SEE FAILUpt.
132 139, 164, 166. 101 184 186 FABRICATION BEROR
192, 194-197 207, 211-213, 217 210, FAILUBE 1 311
231, 232, 234, 236, 244, 254, 263 FAILUBE, ADMINISTRATIVE CONTROL 2-4
269 273, 281 286 209, 293, 299 7-10, it. 21, 23. 29, 32 33 36 42,
301 306 309 44, 46. 49-51 53. 56, 57 59 60

ELECTRIC POWER /SSF 232, 273 62. 66 67 69 70. 72 75 76 79
ELECTRIC POWER /TSF 70 196, 212. 231 84 86 08-90 92. 93, 95 100, 112,

209 115 117-119 122-134 129-131 134-
ELECTRIC POWER. VITAL 5. 17, 51, 86 137 145, 146, 155. 157 159, 160
93, 96 113 115 117 123 151 157 165. 168 171 175 178 106 100
164, 166 101 182, 105. 205, 207, 195 200, 202 204, 205 209, 210.
234 254, 306 212. 215, 216, 226, 231 233. 236

ELECTRIC POWER. VITAL /TSF $1 239, 240, 242, 245, 248, 250. 252
ELECTRICAL FAILURE 5. 6 it. 12 17, 254, 258, 270-272, 274 279 283

20, 24, 26, 28 42 43. 50. 51 64, 286 208-291, 297. 298 300 302,
ff. 81 82. 85. 87 St. 92 93 95, 304 305. 307-310|

I 96. 103. 105. 113-117, 122. 123 126 FAILUBE. COMPONENT 1, 25, 27. 93, 101'

127 131, 139 145, 151 157 163 121 131, 141 158 162 177 187
164 166 167, 172, 100-182. 104-186, 190 193 190 220, 233, 244, 294
194 196-198 203, 205, 207, 211-213, 303
218. 225, 230-232, 235, 236 249. FAILURE. DESIGN ERROR 18, 45. 94, 103
251, 254, 264 266, 269. 273 281 106, 121 134, 152 153 167 193
282 246, 289 294 299 301 306, 200 226, 232, 236-239 246, 248,
309, 311 244, 266 268 269. 282. 291 294

ELECTRONIC FUNCTION UNITS 1 2. 4, 6. 303
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FAILURE, EQUIPMENT 1-12, 14-20, 22 FEEDWATER 135, 137, 172-174, ift, 202,
24-29, 31 33-36, 39-52, 54-56 59, 225, 233, 237, 244-246, 263, 276
61-60, 71-75 77-79, 81-83, 85-88, 277 204, 291, 293 301 311
90-96, 98-100 103-107 110, 113. FERMI 2 (SWR) 08-97
115, 117, 110, 120 122, 124 126- FILTERS 16, 55, 75. 233, 255, 262 265
132, 134-137, 139-142, 144, 147-154, FIRE 17, 30, 40 64 135, 140, 164
156-162, 164-167 169-173, 175 178- 211, 230, 297, 303
105, 187 180, 190-198, 200, 202 FIRE PROTECT!0H 19s J6 30, 40, 62,
203, 205, 207, 200, 210-215, 217-220 63 71 133, 135, 140, 146, 169, 209,
222, 225, 226, 229-238 240-242, 244- 211, 229, 230, 232, 240 250 271,
249, 251-255, 258-263 265, 267 269, 283, 206, 297 290 303, 305
271 273-278, 280, 281, 243-207, 209 FIRE PROTECTION /SSF 30 63. 140, 146,
292-306, 300-310 209, 211

FAILURE. FABRICATION ERROR 99, 139 FIRE PROTECTION /78F 19, 250
140 183 187 P'.TEPATRICK (SWR) 98

FAILURE, INSTALLATION ERROR 63 75 FLAW 22, 25 27, 99 111, 178, 227
82 93, 95, 109 140, 236, 303 FLOOD 16, 45, 72 105, 148, 169 211

FAILURE. INSTRUMENT 1, 2 5 9-17 20 229, 232, 242, 206 300
24, 26-28, 31, 32 34, 37, 39, 43 FLOW 1-3, 7 8, 10 12 15, 20, 26,
47-50, 52-!1, 58-62 64, 66-69, 72, 28-31, 39, 40, 43, 45, 47 48, 50,
76 70-82 84, 85, 87 80, 92, 93 52, 54-56 59, 61 64 66 68, 70
95-97 100 102, 105, 107-110, 113- 72-74 77-79 81-83 85 07 90 91,
116, 119, 122, 123, 125 126 138, 94-96 105 107, 110, 115, 117 118
129 131, 134, 135 138, 140 143, 120, 128, 129 131, 135, 137, 148
145 147-153, 155, 157, 161, 163, 150, 154 156, 157, 162 170. 172
167-169, 172, 174, 176 177 180-182, 173, 102, 184-186, 188 190 194
185-191 197 190, 201-208, 211, 214, 196-198 200, 201 203 200, 209,
216 219, 220, 222, 224-226, 230, 217, 218, 225 226, 230, 231, 233,
236-238, 242-244, 246, 247, 249, 251- 234, 237, 238, 240, 242, 244-246,
253 255, 256, 261 263 267-269, 249, 252, 253, 255, 259, 261-263.
272. 275 277 278, 200-282, 204, 265, 269, 276 277, 284, 206 289,
208, 290-292 294, 296 29?. 299-301 293 299-301 305, 309, 310
304 307 309-311 FLOW BLOCKAGE 1-3, 7 12 15, 20, 26 *

FAILUBE. MAINTENANCE EBROR 3, 6 11 28, 30, 31, 39 40. 43, 45 47, 48,
39 42, 44, 47, 52, 61 64 70 81 50 52 54-56, 59, 61 64 66 68,
82, 96 113 115 tit. 131 133 135. 70, 72-74 77, 79, 81-83 B5 87 91,
156 159, 162, 170 171, 179, it). 94-96, 107, 110, 115. 117, 118, 120,
103, 185 187 192, 195 202, 204, 120 131, 135, 137, 148 150. 154,
205, 217 221, 235, 244, 245 254 156 157, 162 182, 104-186, 190
255. 257, 262, 267, 271, 282 304 194 196-190, 200, 201, 203, 208
305 309 311 209, 217 218, 225, 230, 233, 234

FAILURE, OPERATOR ERROR 1, 2. 5 14, 237, 238, 240 242, 244-246, 249,
23, 30, 35 40, 41 56, St. 64 71 252, 253, 255, 259, 261-263 265
72. 77, 84 90, 91 93. 132, 135, 269, 277, 204, 289. 299-301, 309 310
150, 151, 156, 161 167 169 173 FLOW, REC:RCULATION 111 244
178, 105, 191 195 200, 202 209 FLUX DISTRIBUTION 7 8 it. 13. it.
219, 220 227, 234 238, 243, 245 32 58 84 90, 130 163 173 177
247, 255, 254, 250, 271 273, 277, 178, 107, 109, 216 229, 243, 247,
280, 291 302 261, 263 200 201 307

FAILVRE, PIPE 25, 36, 40, 63. 65, 75 FT. CALHOUN 1 (FWR) 99 100
77 91 94 103, 111, 113. 133 153 FT. ST. VRAIN (NTGBl 101
169 227 229-232, 237, 239, 240, FUEL ELEMENTS 7. 8, 11 14, 17 24,
260, 269, 279, 205 206, 290, 304 50, 64 90 97 104 108 109 155,
309 173, 178 182 229, 247 257, 281

FAILURE, TUBING 72. 292 208, 299, 301 303
FASTINEE 1 it. 136, 150, 165 183 FUEL. FOSSIL 215 308 '

217 FUSE 26 81 82 115 122 123 126
FATIGUE $5 178 203 227 261 145, 151, 157, 167 185, 186, 205
FEECWATER 1-3 7-10, 12, 25, 23, 29 GAW 121 221 241, 264 266

31, 34, 42. 43, 47, 40 52, 54-56 GENERATOR. DIESIL 17, 46 64, 132
66 74 76 77, 82, 85. 87 90. 99 196 217, 231
107, 110 115. 118 120 131, 132 GENERATOR. MOTOR 151
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GENERATORS 10 12, 29, 31, 48 5*. 72 INDICATORS 100, 109, 113, 115, 119,
76 70, 105, 120, 127, 143. 159, 169, 125 128, 134, 130, 145, 149, 152
170, 172 194 202 219, 277, 284, 153, 155, 161 163, 168 169 174
293 176 177 180-182, 185, 107 109

GRAND GULF 1 (SWR) 102-106 191 204, 206, 207, 214, 216 221
HATCH 1 (Shil 107-109 222, 224, 226, 238, 241-283, 247
HATCH 2 (SWR) 107, 110-112 251-253, 255, 256 261, 263. 264
HEAT EXCHANGERS 7 8, 10, 27, 20, 39 266 268, 272, 276, 281 282, 204,

44, 48 54 56, 59 72, 73 70, 79, 288 290 294 296, 300, 301, 307
118, 124, 169, 184 200, 202, 219, INDUSTRY. NUCLEAR 43, 78 229 264
231, 233, 240, 245, 249, 259, 262 INSPECTION 4, 7-10, 15, 17, 19 22
265 276, 277 292 299 300 24-27, 31, 34, 39 42, 45 47, 49

HEATERS 202, 269 292 309 52, 53, 55, 56, 63 65. 68 71 80
HIGN 7 8 10, 12, 16, 28, 29 37, 43 03, 87 88 92, 95, 98-100 102 110,
47 48 52, 54-56, St. 66. 73 75 iii. 113 114 117 120, 123, 126-
78 90, 94, 105. 107, 118, 120 127, 128, 135-137, 139 141-145, 147 150,
131, 132 135, 150, 165 173 181 154 155, 158, 159, 162 165, 170
182, 108 190 194 197 200, 202 171, 174, 101 183 195 197 201,
211, 226 230, 231, 246, 262 263. 203, 206, 210 214 222, 226 227,
265 276 277 284, 286, 296 305 238, 240-242, 249, 257, 260 274

HIGH RADIATION 160 161 204, 210, 275, 205-288, 293, 294, 296, 298,
226 290 304, 309-311

HIGH TEMPERATURE 1 7 31, 39 50, 72 INSTALLATION ERROR - SEE FAILURE.
79, 102, 124 149, 169 104, 230 INSTALLATION ERROR
233, 236, 249, 263 269 292 299 INb7RUMENT PAILUBE SEE FAILURE.-

HOPE CREEK 1 (swr) 113-120 INSTRUMENT
HOSE 170, 283 297 INSTRUMENT LINE 2 16, 61 110, 128
HPCI 74 95, 107, 110, 115 117, 110, 134, 152, 188, 237, 242, 300

120 128 130, 203 INSTRUMENT. ABNORMAL INDICATION 1 2 *

HPCI/TSF 95 107, 110. 117, 203 4-6 9-14 16, 20, 24 27-29 31 34
HTGR REACTOR SEE REACTOR. HTGR 39 43, 47-50 52-55, 61, 62 68 72-

HUMAN FACTORS 19 24 28 39, 44, 74 78 80-82 84 05, 87 88 95-97
75 80 109, 122 131 134, 135, 148, 100, 105, 107-110 113 114 116
150, 167, 181, 102 211, 226, 227, 120-123, 125-128, 131, 134 135 130,
238, 257, 275 280, 281 299 140, 144, 145, 147-150 152 153

HUMIDITY. RELATIVE 16 48 73 230 155, 157, 161, 163 164 166 167
HYDRAULIC EFFECT 48, 68 87 107 110 169, 172 174, 176, 177 179-182.

120 153, 190 184-188 190-192 196-198 201 204-
HYDRAULIC SYSTEM 29 159, 170, 195 208, 211, 213 214, 216 219 220,

293 222 224, 226 230, 236-238. J41-244
NYDROGEN 53 126, 141 213, 242, 269 247, 249, 251-255, 258, 263, 264,
270 205 296 266-269 272 275 277 278 200-202

ICE 73 204, 200, 290-294 296 299-501, 304,
IMPACT SHDCK 104, 110, 225, 254, 303 309 311
INCIDENT, HUMAN ERROR 1 3-7 9, 11 INSTRUMENT. ALAll 14 16, 17, 27 29

15, 10 20. 21, 23, 24, 26 20 30, 43, 47 48 54 56, 72 83 St. 8132-35, 37, 30, 45-47 49 50. 55 56, 94 109, 113, 21, 132 148 150
58, 61-64 66 71 72, 74 76 79-82 153 157 165 169 170 176, 178
84 86 88 St. 91 93-96 99 103. 100-182, 185 I't. 194 190. 202
104 106 107 110, 112 115 119- 206, 220, 223. i41, 243-245 247
121, 124-126, 120 130, 132-134, 139, 252, 254, 264 466 275 281 292,
140 144-147 150, 152-154 156 157, 294 296 30C
160 161 167-170, 173-177, 179, 101- INSTRUMENT, AMF,IFIER 37, 107, 172
107 189 191-193 195 197 199 INSTRUMENT C71 TROL 2 10, 15
200, 202, 204, 205, 207-209, 214 INSTRUMENT. CsOLART QUALITY 269
215, 217, 219 221-223, 226, 228 INSTRUMENT. CURRENT 244
230-240 242, 243, 246-249 253-258 INSTRUMENT. FLOW 12 161 291
264 266-273 275, 277, 279-284, 286, INSTRUMENT. IN CORE 13. 14, 32 37,
291 293-298 301, 303, 307-310 St. St. 138, 147 163 177 187, 149

INDICATORS 5 10 13 it. 16 27 28 216, 243, 247, 261 263 280, 281
32, 39 50, 52-54 St. 59, 61 68. 306 307
79 80. 84 85 80, 95-97 100. 102, INSTRUMENT. IN CORE /SSF 84
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j INSTRUMENT. INTERLOCK 66, 105 197, Low 225, 229, 230, 233, 234, 237, 238 ;

: 208, 292 311 240, 242, 244-246, 249, 252, 253

j INSTRUMENT. LIQUID LEVEL 34, 43, 69 255, 259, 261-263, 265, 256, 269 !
150, 188 271, 275 277 284 289 293, 295 |;

INSTRUMENT, NON-NUCLEAR 2 15, 20, 39, 299-302, 305 300-310 i4

! 42, 49, 52 62. 67 60 79 85 92 LUBRICATION 135 172 196 197 240 L

f3 95, 96, 98 110 114, 115 117, 129, 284, 292
134 140 150 157, 164 168 178 MAIN COOLING SYSTEM 1 2 7 8, 10 [

'

4 190. 195 197 198 201-203, 200 12, 22, 28, 31, 34, 37 43, 44, 47, t

| 236, 242, 269, 272, 284 207, 292 48, 52. 54-56, 66 69. 74 77 70 |
296, 299, 304, 309, 310 85 98 101 105. 111 113, 119, 131'

I

j INSTRUMENT, NUCLEAR 14 243, 247, 281 142, 167 170, 173-175, 178 194

3 INSTRUMENT. POSITION 28, 31, 39 54, 218 219, 225. 229, 245, 261, 274
,

t 55. 50 60. 85 131 190 304 276 277 281 207. 293 >

j INSTRUMENT, PROTEC1!VE 62, lat. 236 MAIN C00 LING SYSTEM /SSF 1 48 54, 55 (
INSTRUMENT. SPEED 1, 12 190 277 167 218 261 j<

j INSTRUMENT. Sw!TCM 2 9 10 15, 17 MAIN COOLING SYSTEM /TSF 7. 8, 12, 31
[

] 20 27, 49 53 62 76. 78 92 110 37 47, St. 56. 77 ft. 119 170, j
1 114, 115, 129, 143. 147, 157 174, 173. 194 i

! 101, 182, 187 206 211., 214, 216 MAINE YANKEE (PWR) 131
222, 225 237, 246, 249, 252, 277 MAINTENANCE AND REPAIR 1-3, 6, 11, 12, f.

]
282, 208. 292 304 310 311 16, 17 25-29, 35, 39, 41 43, 44 i

; INSTRUMENT. TESTING 27 115, 167 206 47-50, 52, 54-56 59 61, 64 72-75, i

200 70 82 83 SS. 87 II, 93 107-109 I
INSTRUMENT, VOLTAGE 11, 26, 64 66 113-116 110, 121 127 128, 131 I

,

81, 82, 93. 96 172, 181 182 212, 135, 141 142 148 151-153 156-158 |
1 301 161-163. 165. 169 172 176-179 181-
I INSTRUMENTS. MISC. 67 113 til. 220 ISS. 187, 190 193. 194 198 202,
l 226, 251, 272, 309 203 207, 200, 214, 217-219, 221
| INSULATION 95 139, 140, 164 225 235, 242, 244-246, 251 252
I INVERTER 115. 117 157 254 255, 259, 261-263, 265 271, 272,
1 LA SALLE 1 (twRI 121-123 278, 201 282, 284 205, 207 232 '

j LA SALLE 2 ItwR) 121 124 299-301 303, 309-311 (
LEAK 2 15 25, 27 33, 40, 41, 44 MAINTENANCE ERROR SEE FAILURE, i-

' 54-56 65 75 78 07 90 106 100 MAINTENANCE *RBOR
| 111, 113 110, 141 142, 150, 162 MATERIAL 6 EQUIP. MANDLING SYSTEM 64
) 165. 16S-171, 175. 178, 194 211 67, 104

227, 229-232, 237, 261 271, 275 MCGUIRE 1 (PWRt 132, 133 136
205-287. 292. 300, 302, 304 MCGUIRE 2 (Pwal 134-137

LEAK DETECTION 27 53. 61 100 128 MILLSTONE 1 (SWR) 130-140;
; 152, 153, tel. 214, 224, 253, 260, MILLSTONE 3 (Pwan 149 150
j 278, 282 301 MODIFICATION 31 74 281 306
1 LICENSID OPER\ TOR 2-5. 7. 8 14, 15. MONITOR 140, 146 230, 2bt. 297
i 20 31 35, 41 50, 56, St. 60, 62. MONITORING PROGRAM. ENVIRONMENTAL 251
| 64 71 72 77 80, 84 90, 91, 120. MONITORING SYSTEM. RADIATION 5. 16.
g 123, 132, 152 155 156, 161 165 50 72, 00, 88 97 100, 109, 113.
! 167 169 173 177 170 187 109 125 128 149, 155. 161 176, 100
) 195. 200, 216, 219, 238, 243, 247, 181 191, 204 206, 222, 238, 252,
1 252, 254, 250, 275. 277, 208 291 255. 264 282, 280 294 300

J 310 MOTORS 26 66 81 83. 139 162 194
i LIGHTING 213 196 217, 210 226 230, 231, 233
! LIGNTN!NG 78 164, ill, 194 213, alt 236 244, 246, 252, 253, 263

LIMERICK 1 ttwas 125-130 NEUTROM 13. 14 32. 58 St. 138. 163.
LON 1-3 i. B. 12 15. 20, 26, 28-31 177, 183 189 216, 243. 247. 261

39 40, 43, 45. 47 40 50 52 54- 200 201 307
.

56, 59, 61 64 66. 60 70. 72-75. NINE MILE POINT 1 ttw31 151
'

77 '9 81-83 85. 87 90. St. 94-96, N!NE MILE Po!NT 2 (twRI 152-155
107 110 115 117 tit. 120, 128 NOISE 12, 13. St. 113, 138 176 208
131, 135, 137 142, 143, 147 148 NOWLICENSED OPERATOR 9 59, 71 74,
150. 154, 156 157, 162 165 166 ti. 92, 115 122 132. 150 154 171
170. 173. 182 104-186 190. 194 191 195. 200 207 227 234, 245
196-198 200-203, 208 209, 217-219 248, 302

|

k
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NORTH ANNA 1 (PWRI 156-161 PNBUMATIC SYSTEM $2 75. 85 98 105, i

1 NORTM ANNA 2 (PWR) 156, 161-163 120, 126, 148, 165 184, 190, 202 !

NOIELE 22, 169 203, 205. 244, 245 lI

0FF GAS 59, 200, 282 300 PNBUKATIC SYSTEM /88F 184 !'

0FF GAS /TSF 59 PNEUMATIC SYSTEM /TSF 148, 165, 245 |

OFF SITE 38, 78 85. 87 105, 166 POINT REACM 2 (PWR) 194 195 l

196 197 227, 231, 263, 269. 270, POIs0N, SOLUSLE 7 8, 150. 173, 229 !
286 289. 293, 302 309 |1

! ON SITE 3 5, 16, 17, 45. 64 66 72 POWER DISTRIBUTION 256 |

! 01, 82. 88 95 103, 105, 139, 140 FRAIRIE ISLAND 1 (PWR) 196 197 !

164 169, 186, 192 207, 211-213. FRAIRIE ISLAND 2 (PWR) 196 197 |i

| 217, 218, 229, 230, 232, 236, 242 PRECIPITATION 309 j

| 244, 254, 269 273 286, 299-301 309 PRESAURE DROP 78 135, 150. 237, 245 .

) OPERATION 1-3, 11 12 14-16, 26-28 PRESSURE PULSE 48 87 107 110 120.
I 30-33, 37-43, 45-49, St. St. 56, 50- 128, 153, 190 '

62, 66 67 71, 72 74 75. 77-87 PRESSURE RELIEF 75. St. 105, 118 lit. [
; 100, 102-105, 107-110. 112, 114-121, 142, 149 158 262, 265 274 287 r

j 124, 131-136, 139, 140, 146-151, 153- PRESSURE VESSELS 74 90 91, 105 107, f

] 156, 159, 161, 162, 165 168-172 115 118-120, 128 147 105 284
1 174, 175 177-180. 192-194 196-199 PRESSURE. EXf3RNAL 2 12. 28, 29, 31

I 201-203 213-215. 217-222, 224, 227 43. 48 59 75. 77 78 83. 85 90,

243, 245, 247, 248, 256-258. 260-269, 94, 105. tit. 127, 128 143, 148, i

277-279, 281-283. 291-294 296 311 154, 165 170, 194, 196 197 200 |

C?IRATOR ACTION 4, 8, 9, 12, 18, 27- 203, 225 231, 245, 246, 262, 263 :

29, 31, 50, 52, 53, 55, 64 77. 93- 265, 271 284 293 305 !

I 95, 103, 109, 110, 113, 120 127 PRESSURE. INTERNAL 12 29, 31, 43, 48 f
I 131, 134 137, 152, 153 155, 156, 59, 75 77 78 83 85. 90 94, 105 !

162, 165, 167 171, 173 100 181, 118 127, 128 143 148, 154 165 |
187, 193 197 206, 208, 212, 220, 170 194 196 197 200, 203, 211 I

222, 223 225, 238, 241, 242, 245, 225 231 245, 246, 262, 263 265, |
246, 253, 266 268. 269 277 280- 271, 284 293 305 |
282, 298, 303 PR E S S UP.! R E R 69, 225, 274 i

CPERATOR ERROR - SEE FAILURE. OPERATOR PROCEDVRES AND MANUALS 1-11 14 15
ERROR LICENSED CPERATOR NONLICENSED 10-21 23, 24 26, 28-30 32-42, 44- i

OPERATOR 47 49-53. 55 64, 66 67. 69-72 74-
OKIDATION 22, 51, 284 76 79-82, St. 86-96, 99 100 103
OYSTAR CREEK (RWRI 164-169 104, 106, 109, 110. 112 115. 117- i

FAL!sADES (PWRI 170-175 126 128-137, 139, 140, 144-148, 150
PALO VERDE 1 (PWat 176-179 183 152-157 159-162, 165. 167-171 173- ,

PALO VERDE 2 (PWR) 180 193 189 191-193 195-197. 199 200 202
PALO VERDE 3 IPWR) 101-183 204 205, 207-212 214-217 219-223
PEACM BOTTOM 2 (BWRn 104-186 225. 226 228, 230-243, 245-250, 252-
PEACN SOTTOM 3 (SWR) 184 255, 257 258 260. 263. 264 266
PENETRATION 25, 33, 36 63. 65. fl. 2ll. 277 279-284, 286 288-310

103, 133 171 193. 220 239, 240 PROCESS MONITORING 4, 17, 25, 26, 37,
260 285, 298, 304 69 76, 86 93 95, 96 102, 123

|PENETRATION. ELECTRICAL 211 141, 143, 145. 147 151, 164 166,
.iPENETRATION. PIPE 25 36, 63. 65. 75, 167 184, 107, 100, 205. 207, 214

103, 133, 239, 248, 260. 285 298 281, 290 291, 306 !
304 PROPERTY. CH EMIC AL 139, 215, 269 |

PERRY 1 (SWR) 187-193 PROPERTY. MECMANICAL 31 71, 141 |
PERSONNEL EXPOSURE. RADIATION 44 87 PUMP, JET 200 |
169, 223, 227 228 257 270 PUMPS 1 9 20 26, 28 50, 54 64 !

PM EPPECT - SEE EFFECT. PM 66, 60 74 77 St. 82 94, 95 107
IEE FAILURE. PIPE PIPES 110, 129, 135, 137, 150 162, 173P!PE FAILURE -

AND PIPE FITTINGS 184 191 194 196. 197 217 218
PIPES AND PIPE FITTINGS 22, 25, 40, 225, 230. 231 233, 237 240. 244-
77 91 94, 106 111 113 149, 153, 246 252, 253, 292 263, 265 277
169 185, 227, 229-232, 237, 269, 299, 302
279. 286, 300. 305 309 PWR REACTOR - SEE REACTOR. PWR

PLANNING. LAND $7 QUAD CITIES 1 taWR) 190-203
PLANT 305 QUAD CIT 7Es 2 tswan 199 204-207

_
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KEYWORD INDEX

RADIATION MDWITORS 5, 16, 50, 80 St. RESPONSE TIME 9, 14 19 21, 32, 33
97 100 102 100, 109 113. 125, 35-30, 41, 46, 49-52, 56, 58 60 66
128 149, 155. 161 176 180 181 71, 72 86, 89, 112, 119 123. 125
187, 191, 204, 206. 207, 222, 224, 129, 130, 132 134, 135, 142, 146,
238, 252, 253, 255, 278 202, 288 151, 165, 166 168, 175, 177 101,
290. 294 300 301 102, 189 192 195. 199 215, 223

RADIATION PROTECTION PERSONNEL 21, 38, 227, 231, 238-240, 243, 247-250, 252,
180 193. 210, 223 228 252 257, 254, 258, 271, 272 275. 277. 279
270, 300 287, 295 297. 298, 300, 304, 307

RADI ATION S AFETY AND CONTROL 104, 270 310
RADICACTIVITY RELEASE 2, 30, 44, 87 REVIEW 3. 4 6 9 14 15 14e 19 21

111, 178 210, 226. 227 257, 261 28 30, 32. 33, 35 41, 45, 46, 49-51,
270. 206, 302 53 55 50-60 62. 66 69 71 72

RANCNO SECO (PWR) 200-210 75 76. 79 86 St. 89. 93-95, 99
CATE 8 70, 211 103, 106 109 110, 112. 119 120
RCIC 61 74 45. 107 110 115, 118 124, 125 129-132, 134, 135. 140

120 129, 153, 198. 201, 214 146, 148, 150. 152, 153, 156 157
RCIC/TSF 91, 119 198. 201 160 161 165 167 168 170 171
REACTOR 74 90 91 105 107 118, 175-177, 179-183 185. 106, 189 192

120 128, 147 165. 284 193 196 197 199. 2G2. 204 205.
REACTOR CONTROL 6 11, St. 60 200-210, 212, 215. 217, 223, 226
REACTOR POWER 6, 11, 31, 58, 60. 74 230-233, 236-240, 242, 243, 246-248,
281 306 250, 252, 253, 257 258, 260 263

REACTOR PROTECTION SYSTEM 4 17, 26, 264 268, 269 271. 272 274 27537, 69 76 86 93, 96, 101, 10J. 279-284 206 289, 291 292. 255-300
123, 143, 145, 147, 151 164 166. 302-2*0
167, 184 187, 180, 206. 207 214 RNR-LPCI 17 26, 91 95. 96, 117 119
281, 286, 290 306 t't. 128, 144, 153, 167 184-186

REACTOR PROTECT!0W SYSTEM /SSF 147, 19.. 249, 289 306
167. 205 DNR-LPC!/SSF 26, 117 144 167, 186

REACTOR PROTECTION SYSTEM /TSF 37 209
REACTOR SNUTDOWN 2. 6 8 11-13, 28 RNR-LPCI/TSF 91, 96 119 184-186, 249
29 31 42 43, 45, 47 48, 52, 54 RNR-LPS! 15. 29 70. 82 157 17856 St. 74 75 77 78. 85. 87 90, 182 103. 208, 225, 230. 234 248
St. 105, 107, 110. 1 1 115. 118 274 310
120. 123 131, 136, 138, 145, 147, RNR-LPS!/SSF 82 102, 310
140, 159 163 165, 170 172 178 BNR-LPS!/ TSP 15, 70 157, 183. 208
187 100, 194 200, 202 205. 207 230. 234 279
211, 214, 216 218 219, 245. 261 RIVERBEND 1 IBWR) 211-215
263. 277 280, 204, 286 290, 293 ROBINSON 2 IPWR) 216
301 SAFETY DEVICE 164

REACTOR STARTUP 2. $=10, 29, 60. St. SALEM 1 tPwRI 217
90 111 137 173 174, 190 191 SALEM 2 (PwR) 218, 219
195. 200 211 216, 244, 261 276 SAMPLING 85, 100 126, 227 239, 295REAcroR. Swa 3 13. 17-27. 57-62 74 301 306
75. 04-98 i02-130, 130-140 151-155, SAN ONOPRE 1 (Pwn) 220
164-169. 104-193. 198-207 211-215 SAN CMOFBB 2 (Pw3) 221, 222
249-251 268. 2ft. 283 290, 306-300 SAN ONOFRE 3 etw31 221-224

6EACTOR. NTGR 101 SCRAM. REAL 2 5-8, 11 12, 28, 29
*WACTOR. PWR 1 2. 4 12, 14-16, 28-56 31, 43 47, 54, 59, 74 78, 85, 8763-73, 76-83 99 100, 131-137 149, 90. 91 110. 115 118 120 131 148150, 456-163. 170-183 194-197 200- 170. 172. 178 194 200. 202. 211,210, 216-240, 252-267. 270-282. 291. 214, 210, 219. 245, 261 263. 277305. 309 311 284, 286. 293 301
REFUELING 22. 25. 42 44 63. 64, 66 SCRAM. SPUp!OUS 13, 44 52 105 107

70 St. 99 121, 126, 129, 141 142 123 138 145 147 163 165. 187145, 150, 166 167 199 204-206 188 205, 207, 216, 280. 290
237 452, 253, 285-287, 209, 290 SEASROCE 1 IPwan 225. 226REGULATION, NRC 161, 229 SEAL 25 33. 41 71 75. 85 134 141RELAYS 9 fl. 17, 26 62 64 66. St. 153, 171 172. 194 232. 261 29882 93. 96, 123, 135, 148, 151, 197 305
198 236, 249, 311 SE!SMIC DESIGN 18, 237
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KEYWORD INDEX

SENSCRS, FLOW 12, 52, 61, 68, 79 114, SUBSYSTEM FAULT 261, 262. 273. 286
134, 152, 161, 252, 291 289. 292 293 299 303, 309, 310

SENSORS. LEVEL 34, 43, 52, 69, 110, SUMMER 1 (PWR) 257, 258
119, 150. 169 174, 188, 214, 275 SUPPORT STRUCTURE 63. 130 142, 210

SENSORS. PRESSURE 9 20, 53, 59 7C. SURRY 1 (PWal 259-267
78, 143, 145, 153 185, 214, 237 SURRY 2 (PWR) 259, 262 264 265
246, 267, 204 SURVEILLANCE PROGRAM 57

SENSORS. TEMPERATURE 10, 27 62, 236 SUSQUEHANNA 1 (BWR) 269
251, 268 281 292 SUSQUEHANNA 2 (SWR) 268 269

SEPARATOR 202 SYSTEM CAPACITY 1 2, 7. 8 10, 12

SEQUOYAM 1 (PWR) 227-242 28 31 43, 47, 54-56 59, 74 85
SEQUOYAH 2 (PWR) 227-233 235-242 St. St. 107 115 118, 120 131, 147
SERVICE WATER SYSTEM 20. 26, 39, 128, 150, 170, 202, 211, 219, 245, 275- i

135, 160 104, 196 197 229, 239, 277 284 286, 293, 301 302, 300 |
240, 249 259, 262, 265. 301 304 TEMPERATURE 8 54 55 77 78 90

SERVICE WATER SYSTEM /SSF 26 39, 184 173 249, 260
SERVICE WATER SYSTEM /TSF 39, 197 TEST INTERVAL 14, 19 21, 32, 33 35
S ERV0M ECH ANI S M 3. 49 62 34, 95, 103, 36, 38, 41, 46, 49-51 58, 60 66 .

118 135, 157, 160 183 192 208, 71 72 86, 112, 119 125, 129, 130 I

236, 295 299 304, 310 134 146 168 175. 177 189 192
SHIARON HARRIS 1 (PWR) 243-248 195 199 215, 231. 239, 240 243.
SHOCK ASSORSER 130 142 247, 248, 250, 252, 256, 258, 271
SNORENAM (BWR) 249-251 272, 279 203 295. 297 298 300
SHUTDOWN SYSTEM. SECONDARY 116 304 307, 310
SMcKE 17 30, 40, 64, 135, 140, 164, TEST. SYSTEM OPERABILITY 4, 7-10, 15,

211 230, 297, 303 17, 19, 22, 24-27, 31 34 39, 42
SOLIN0!D 25, 42 92 98 141, 156 45, 47, 49 52, 53, 55 56 63. 65

195 203, 205, 260, 271, 287 294 68 71 80. 83 87 88 92 95 9s.
SOLID STATE DEVICE 1, 2, 6 43 St. 100 102, 110 111 113 114 117,

101 107, 127, 172 179 181, 102, 120, 123, 126-128 135-137 139, 141-
187, 278 297 145, 147, 150 154 155. 158 159

SOUTN TEXAS 1 (PWR) 252-255 162 165 170 171 174 181 183
SPENT FUEL POOL 64 19%. 197, 201, 203 206 210 214
SPENT FUEL POOL /TSF 64 222 226 227, 238 240-242, 249
ST. LUCIE 2 (PWR) 256 257, 260 274 275 285-288 293
STACK 21 38, 50, to. 161 199 252 294 296 298, 304, 309 311
6 TACE /TSF 21, 38 50, 199 252 TESTING 3 4 5-10 14, 15. 18-21 24,
STAhtBY GAS TREATMENT 5, 24, 26 74, 27-30 32-41, ts. 46, 49-51 53. 55
88 97 107, 110, 114 119 147 148 50-60 62 66, 67. 69 71 72 74-76,
154 155 164 166, 213, 233 288 79 80, 86. 88 89 92-95 99-101,
306 103. 106 109, 110 112 117 119

STANDBT GAS TREATMENT /TSF lit. 233 120 122-127 129-132 134, 135 137
STEAM 269 140, 114-148 150 152-157, 160-162
STEAM GENERATOR 1 7 8, 10, 28, 34, 165 167 168 170, 171 174-177

41 43, 44 48 52 54-56 101 131, 179-103 185 186 188 189 192
137, 149 158, 174 219, 276 277, 193 195-197 199 202. 204-210 212
293. 301 215-217 222, 223. 226, 230-333, 236

STEEL 284 243, 246-248, 250. 252, 253, 256-258
STEEL. STAINLESS 111 227, 309 260. 263 264 268 269. 271 272
STORAGE CONTAINER 73, 94 99 150, 274 275, 279-284 286, 200-300, 302

202, 215 240, 292. 302, 308 310
STRUCTURE 15, 41 45. 63. 71 113. THERMAL TRANSIENT 8 78 211

136, 149, 210, 232, 258, 283, 297 THREE MILE ISLAND 2 (PWAl 270. 271
STRUCTURE /SSF 149, 210 TORUS 25 75 95. 110, lit. 126 287
STRUCTURE /TSF 258 TORUS /TSt fl. 119
SUBSYSTEM FAULT 1 17, 26, 28, 30. 39 TOTAL SYSTEM FAULT 1-3 7 8 10, 12,

40, 46, 50 St. 56. 63. 64, 66 77 15 19, 21, 28, 29 31, 37-19 43-45
82-84 96 117 122, 126, 132 135. 47, 48 50-52, 54-56, 59. 61 64 68,
140 144, 146 147, 149, 156, 162 70 72 74 75 77-79, 83 85 87
167 170 172 182, 104, 186 196. 90 91 94-96 107 510, 115 117
205, 209-211, 217 218, 225, 227, 119, 120, 124 125 127, 128 131
231 232 237, 238, 249, 257, 259 137 143 148, 150 154 157 162
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KEYWORD INDEX

TOTAL SYSTEM FAULT 165, 172, 173. 178, VENTILATION SYSTEM 184 199 213 221,
183-186, 190, 194 196-199, 201 203, 222, 224-226, 233, 238, 241, 243,
200, 212 217, 225, 226, 230, 231 253-255, 259, 262 264-266 278, 282
233, 234, 238, 240, 241, 244-246, 280, 292, 294 299, 301 305, 306
249, 250, 252, 258, 263, 265, 277, VENTILATION SYSTEM /55F 39 50. 83.279, 284 286 289, 292 296, 299 156, 182, 238, 259, 262 292 299
301 305 310 VENTILATION SYSTEM /Tsr 50, 79 SJ,

T0XICITY 121, 221, 241, 264, 266 119, 128, 199, 226, 233, 230, 241
TRAN5PORMERS 194, 196 211, 112, 218, 249, 265, 292, 299

249, 254, 263 293, 301 VERMONT YANKEE tRWRi 283-290
,

TRANSIENT 2 28, 31, 47, 48 54, 105, Y!SRATION 1 it. 19, 40, 18, 87 107,
107 120, 143, 147 148, 165, 210, 120, 153, 170, 183, 190 191, 203,
263, 284 217 225, 127 244, 272 310

TROJAN (PWR) 272-279 YoGTLE 1 (PWR) 191-2$6
TUBING 72, 292 WASTE TREATMENT. GAS 21, 168, 263
TUSING FAILURE - SEE FAILURE, TUSING WASTE TREATMENT. GAS /TSF 21
TURBINE 1, 7, 9, 10 12, 29, 31, 47, WASTE TREATMdNT, LIQUID 126, 250, 302

48, 59, 66 72 76-78, 105, 118, 120, WASTE TREATMENT. LIQUID /TSF 250
127 133, 143, 146, 159 169, 170 WATER 126, 249 192
172, 191 194 190, 202, 203, 211, WATER /TSr 249
219 277, 284 293 WATERFORD 3 (PWRI 297-300

TURRINE/SSF 170. 172, 293 WEAR 11 17, 25 43, 55, 141, 142
TURBINE /TSF 48 72 127 151, 170, 190, 220, 251, 163, 311
TURKEY POINT 3 (PWR) 200, 282 WELDS 22 25, 27, 99, 111, 178, 227
TURKEY POINT 4 (PWR) 281, 282 WOLP CREEK 1 (PWR) 301-305
UPDATE 4, 11, 17, 22 25, 37, 42-45, WPPSS 2 (SWRI 306-30053, 65, 89 96-98 102 106, 113, XENON 173 178 247

131 138-141, 149, 152, 157, 150, SION 1 (PWR) 309, 310
160 176 181, 102, 208, 209. 211 sION 2 (PWR) 309, 311212, 214, 217-219, 223, 227, 228
234, 251, 257, 261 274, 281, 283,
297

UPPER NEAD INJECTION 239
VALVE OPERATORS 3 7, 9 10, 15, 29

39, 43, 48, 49, 52, 55, 59, 61, 62
72, 75, 78, 85. 92, 94 95, 98, 103,
105 115, itu. 120, 131 135, 152,
156, lif. 159, 160 165, 169, 183
190. 192 195 198 202, 203. 208,
226, 236, 244, 245 260, 276 287
293, 295, 299 304, 310

VALVE. CNEcK 25, 56, 90, 141, 162
175, 287

VALVES 3, 7-10. 15 19, 25, 29 31
33-36, 39-43 47-50, 52, 54-56, 59
61, 62, 65. 68 71 72, 75, 78, 83,
85, 87 90-92 94, 95, 98, 103, 105
110. 115, 110, 120, 127 128, 131
132, 134, 135, 141, 142, 148-150
152, 153, 156-160, 162, 165, 169-172,
175, 178 183, 190 192, 193 195
198, 202, 203, 205 200 211, 214
220, 225, 226 233, 234, 236-238,
240, 241 244, 245, 240, 249 259-
263 265, 267, 271, 274-277, 284,
2st. 287 293, 295, 299 302-305, 310

VEGET..T!CN 57
VENTILATION SYSTEM 5 16, 17, 24, 26,

29 36, 39 45, 50 53 74 79, 80,
83 87, 80, 97, 100, 106-110. 112
114, 119, 12i, 124, 128, 147, 148
151, 154-156, 164 166, 176 100-182

_ - _ - _ - - _ _ _ _ _ _ _ _ _
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VENDOR CODE INDEX

AIRSTREAM PROD DIV 71 PORTER. H. K. COMPANY, INC. 233
ALLIS CNALMERS 17, 141, 285 POWER DESIGNS INC. 200
AMERICAN F0VNDRY & FURNACE 19, 233 PRATT ENGINEERING 87
AMPEREX ELECTRONIC CORP. 108 RAYCHEM CORP. 95
ANCHOR / DARLING INDUSTRIES 25 RILEY COMPANY. THE - PANALARM DIV! 27
ANCHOR / DARLING VALVE CO. 90. 261 ROCHESTER INSTRUMENT SYSTEMS, INC. 43.
ASCO VALVES 87, 287 131
AUTOMATIC VALVE COMPANY 165 ROS EMOUNT ENGINEERING COMPANY 291
RARKSDALB COMPANY 143, 20) SOLID STATE CONTROLS. INC. 157
BARESDALE CONTROLS DIY 292 STRUTHER$ DUNN. INC. 116
BECKMAN INSTRUMENTS. INC. 269 TARGET ROCK CORP. 90 141
BERGEN-PATTERSON FIPE SUPPORT CORPO 142 TELEFLEK. INC. 170
SORG WARNER CORP. 183 TOPAE ELECTRONICS 117
CAMPBELL. THOMAS J. CO 284 TRACER LAR 282
CAPITAL CONTROLS CO. 264, 266 TRANE COMPANY 292
CARD 0X CORP. 271 VALCOR ENGINEERING CORP. 25
CHAPMAN VALVE & MFG 141 VELAN VALVE CORP. 141 162
CHICAGO BRIDGE AND IRON COMPANY 220 VICTORREN INSTRUMENT DIVISIGN 270
CONSIP DELPNI INC. 242 WALWORTM COMPANY 285
COPES-VULCAN. INC. 85 WESTINGNOUSE ELEC CORP.-NUCLEAR EN 12
CRANE COMPANY 141 WEST!h0NOUSE ELEC CORP.-NUCLEAR ENE 311
CROS'aY VALVE 260 WESTINGNOUSE ELECTRIC CORP. 1 6 28,
CROSB'. VALVE 8 GAGE Co. 158, 274 31 163 216, 218, 225, 281 294 T99
CYBEERX INC. til WESTINGHOVSE ELECTRIC SUPPLY COMPAN 172
DILLON, W.C. & CO.. INC. 67 WOOLLEY, W. J. COMPANY 171 193
DRAGON VALVE. INC. 52
EATON METAL PROD 0 CTS CO. 99
IBER.IN3 INSTRUMENT CORP. 72, 88
ELECTRO CORPORATION 281
ELECTRO SWITCM CORP. 299
ELGAR. CORP. 181, 102
FAIRCHILD IND. (P?0 DUCTS DIV) 55
FISMER CONTROLS CO. 55
FISHER GOVERNOR 202
GENERAL ATOMIC Co. 113. 238, 252
GENERAL ELECTRIC CO. 64 84 102, 107-

109, 139, 151, 187, 198, 201, 206
217 263. 284 301, 306

GENERAL ELECTRIC CORP. (NUCLEAR ENG 27
HEINEMANN ELECTRIC CO. 110
MILLER. RALPN A.. CO. 75
NONEYWELL CORP. 179
!=T=E CIRCUIT BREARER 93, 218
INGERSOLL-R AND CO. 148
IPAC GROUP, INC. 12
ITT GRINNELL 65, 142
J AMES BURY CORP. 39
KAtAN SCIENCES CORP. 161, 174
LAMBDA ELECTRONICS 11
LIMITORQUE CORP. 29, 18)
LOVE CONTROLS CORP. 1, 2
M D A SCIENTIFIC, INC. 121
MASONEILAN INTERNAT!0NAL. INC. 141, 244
MERC0!L CORP. 246
MICR0 SWIICH 284
MILLER FLUID POWER Co. 87
MOOG INC. 29
MOORE 7RODUCTS COMPANY 55
MORRISON-KNVDSON COMPANY. INC. 233
MOSLER SAFE CO 303
WVCLEAR MEASUREMENTS CORP. 224
NVPRO COMPANY 287

m , , _ i m
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This monthly report contains Lice \ u / ventr E Report (LER) operational inforrution that was
processed into the LER data file of 'ne POclear Safety Infomation Center (NS!C) during the
one conth period identified on t over of the document. The LERs, from which this
infomation is de*ived, are submi sed a the fOclear Regulatory CcrMission (fRC) by nuclear
power plant licenaees in accord. :e wi federal regulations. Pnxedures f or LER reportingfor revisions to those events curring rior to 1934 are described in fRC Reg;1atory Guide
1.16 and f0 REG-1061, Instruct ons for P ,aration of Data Entry Sheets for Licensee Esent
Reports. For those events fr curring on a af ter January 1,1934, LERs are being sur nitted
in accordance with the rev Ted rule contai o in Title 10 Part 50.73 of the Code of FederalRegulations (10 CFR 50.73 Licenset Event R sort System) which was published in the FederalRegister (Vol . 43, tu. 4) on July 26,191 fiJREG-1022 Licensee Event Report Sy sten -

'

Description of System and Gjicelines for morting , provides supporting guidance and
infomation on the r vised LER' rule. Tne R strmaries in thth report sre detany dalpnabetically by fa lity nam and then chron giCally by event d3te f or e3ch f acility.CoTonent, systen, yword, and ccumonent vendor dexes follow the stri, aries. Vendors are
those ider.ti f i ed y the utility when the LER t. m it initiated; the keywords for the
coryonent, syster and general keyword 1Neses are a igned by the computer using correlation
tables from the gence Cojing and Search Systen.
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