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Qurina 100% power operation on U4-17-88, an operator identified that the
existing Tygon tubing had been replaced with tubing that had increased the vertical
height of the drair loop seals for Ooth Standby Gas Treatment (SBGT) trains o
(EIIS=BH). Followup by the operator revealed that excessive drain loop seal water
column height coula prevent the SBGT moisture separator from draining. The filling
of the S8BT trains weuld result in a reduction of iodine adsorbtion by the activated
charcoal beds. The tubing was ] S

arcoal . rzpaired to return the loop seal water column to its
original heiaght.

It was determined that both trains would have operated normally and fulfilled
the safety design basis function as stated in the FSAR, However, the "3" t?}i'~;0ulf
nave been affected during Past-LOCA long term containment cleanuo. Containment ;
cleanup is a deslign feature nf SBGT but not a safety design basis ‘:ﬂ:tior. .

2termined | A probable cause has been ident{fied
vent.,

that 1
The use of Tygon tubing on the SBGT drain loop seal will be evaluated per a

Mechariical Bypas: Request., A walkdown will be performed to assure that any other

tubing being uset' in an operational configuration is documented and controlled

C 3
Plant personne. will be given specific training on this event, o D eR
|/
In an attempt to identify the proper root cause and corrective action, an ’//
extension of 10 days was requested of and granted by the NRC Senior he;lvp%t |
Inspector.
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DESCRIPTION OF EVENT

On 04-17-88, during 100% power operations, an operator identified that the
existing Tygon tubing had been replaced with tubing that had increased the vertical
height of the drain loop seals for both Standby Gas Treatment (SBGT) trains
(E1IS=BH).

The original Tygon tubing increased the vertical height of the manufacturers
loop seal just enough to allow the operators visible indication of water level in the
hard pi-ed loop seal. The original tubing has been in place since early plant opera-
tion., The tubing ended approximately 20" off the floor. It was installed because
the original manufacturer’s design did not provide the operators with loop seal level
indication. The Tygon tubing was installed before the Mechanical Bypass Program
existed. Ouring the 1987 outage the tubing was replaced because it had become alrty
and it was difficult to see loop seal level. The tubing was replaced without a
Maintenance Request by two operators. The op~-ators understood the significance of
the loop seal and function of the drain, The rcmember leaving the end of each
tubing at approximateiy the same height as the original tubing. On 4/17/88, the end
of the drain tubing was found to be 30" off the floor for the “A™ train and 36" for
the *8" train,

After identifying the problem, Operations had the drain tubing corrected.

The evaluation of this event identifiad that the increased water column helght
would not have prevented either train from fulfilling its safety design basis func-
tion. However, the “B" train wo.ld have been affected during Post-LOCA long term 1
containment cleanup. Contalnment cleanup is not a safety design basis function for
SBCY .

In an attempt to identify the proper root cause and corrective action an
extension of 10 days was requested of and granted by the NRC Senior Resident
Inspector.

CAUSE OF EVENT

The exact root cause of this event could not be determined. However, it is felt
that the following contrihuted to this event:

Human Factors - As identified during a review of tiis event, Tygon tubing is
most commonly used as a temporary drain, to contain leskage, to drain eguipment
during maintenance and to assist in housekeeping. It 1s nmot normally considered
to be plant equipment or have the capubility of impacting olant equipment. when
it was replaced, this huwen facter bias caused it to be treatad as o
“housekeeping item™ instead of “plant equipment®,

ANALYSIS OF EVENT

The VY FSAR states that the SBOT system shalls

1. Maintain a negative pressure in the Reactor Bullding so that any airt
leakage wiil be into the Reactor 3uilding, and

NIl ot 4

NRL AOAN e
. L'




LER 88-~05 Rev. 1

[ —————————— ————————————

WAC fue A B NUCLIAR R ATOR Y Do M O
- LCENSEE EVENT REPORT (LER) TEXT CONTINUATION RO, 1T Ju N0 a0 B
LELE I RO I 0
TR LT L e "agt »
Vrrmant Teakes Mucleer "ower Station b Soeas f
°l‘l'1°1°13’7;1181“ -MU!ULSY-i911'OL3;°'i)L3

E«a-—-—- -.u=-"un‘ '
ANALYSIS OF EVENT (Cont.)

2. Provide sufficient air filtration su.™ that in the event of a
design basis accident, release of gaseous contaminants will result
in doses which are within the limits specified in 10 CFR 100,

The additional tubing height of the drain seal would not prevent the SBGT
uystem from fulfulling its design basis as stated above. During a design basis
accident, the secondary containment environment is analyzed as having higher
thar normal humidity which the SBGT system is designed for. The SBGT system
uses a heating element to lower the relative humidity which minimizes the amouric
of water absorbed by the charcoal filters. Additionally, the SBGT units contain
a demister which is designed to separate water spray/water particles and reduce 1
water impingement of the charcoal beds. The demister drains to an internal drip
pan which drains through a loop seal. Since the only time the demister could
encounter suspended water particles is during a Post-LOCA primary containment
environment (which is not a safety design basis), both units would have operated
successfully 1€ called upon to provide their intended function. Only the *B"
train could have filled with water if deliberately lined up to the primary con-
tainment considering long term Post-LOCA environment. The demister drip pan
could overfill from the combined effect of the additional water height ¢nd the
vacuum pressure inside the “B" SBGT. The additional water then decreases the
charcoal trays' effectiveness to remove iodine. Additionally, all other

operating and surveillance modes were investigated to ensure that no water build
up could occur,

CORRECTIVE ACTION

1. In order to evaluate and document the SBGT drains, Operations shall initiate a

Mechanical Bypass Request and tag the Tygon tubing configuration as plant equip-
ment ,

2. A review will be performed to identify if there are any other instances of Tygon
tubing being used for opersting purposes. If any other instances are identified,
they will be reviewed and documented per the Mechanical Bypass Request Procedure
and tagged.

3. Plant personnel will be given specific training on this svent as well as the
result of item 2 (above).

ADDITIONAL INFORMATION

No similar occurrences have begn reported to the Commission in the la-t
five years.
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U.S. Nuclear Regulatory Commission
Document Control Desk
washington, D.C. 20555

REFERENCE: Operating License DPR-28
Docket No. 30-271
Reportable Occurrence No. LER 88-U5 Rev,l

Dear Sirs:

As defined by 10CFR50.73, we are reporting the attached Peportable
Occurrence as LER 88-05 Rev.l .

Very truly yours,

VERMONT YAMKEE NUCLEAR POWER CORPORATION

A 2.James P. Pelletier

Plant Managsr

ccs Regional Administrator
USNRC Office of Inspection and Enforcement
Region I
475 Allendale Road
King of Prussia, PA 19406



