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On December 18, 1985 at approximately 0858 hours a recirculation pump tripped
and its discharge valve could not be immediately closed. Reverse flow occurred in
the idle loop and was indiscriminate 1y added to the flow in the other four
recirculation loops. This resulted in the flow biased Average Power Range Monitor
(APRM) setpoints for the scram and rod block functions to be less conservative
than those allowed by Technical Specifications.

The immediate corrective action was to dispatch an electrician to
troubleshoot the control circuitry, and then close the valve from the motor
control center breaker. The discharge valve was in the fully closed position
within twenty-two (22) minutes of the recirculation pump trip.

The cause of this occurrence is attributed to an open torque switch in the
close circuit of the valve operator. Troubleshooting activities indicated that
excessive packing friction is the most probable cause of the open torque switch.

Corrective action will consist of repacking the valve during the next
refueling outage, as well as an engineering evaluation of the torque switch
setpoint. A temporary change / revision has been made to the abnormal operating
procedure to give further guidance concerning a recirculation pump trip. y
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Date of Occurrence

The incident occurred on December 18, 1985, however, it was not determined
reportable until January 3,1986.

Identification of Occurrence

The nettron flux setpoints associated with the scram and control rod block
functions were less conservative than those permitted by Technical Specifications.
This occurrence is reportable in accordance with 10 CFR 50.73(a)(2)(1)(B).

Conditions Prior to Occurrence

The reactor was operating in the RUN mode with a thermal power output of 1200
MWth and a generator load of 400 MWe.

Description of Occurrence

On December 18, 1985 at approximately 0858 hours "C" Recirculation pump
tripped and its discharge valve could not be immediately closed in accordance with
operating procedures. This condition resulted in the flow biased Average Power
Range Monitor (APRM) setpoints for the scram and rod block functions to be less
conservative than those allowed by Technical Specifications.

The APRM trip settings vary automatically with recirculation flow. The total
recirculation flow is the sum of the flow in all five recirculation loops.
Following the recirculation pump trip, the operator attempted to close the pump
discharge valve, but was unsuccessful due to an open torque switch in the. control
circuit associated with the valve motor operator. The result was a reverse flow
condition in the idle recirculation loop. The instrumentation associated with
total recirculation flow does not discriminate reverse flow from normal flow;
therefore, the total recirculation flow indicated and input to the APRMs was the
sum of the four operating loops plus the reverse flow in the idle loop. Th?
actual recirculation flow was the sum of the four operating loops minus the
reverse flow in the idle loop. This condition resulted in the scram and rod block
APRM setpoints to be approximately ten percent higher in terms of rated neutron
flux than those setpoint limits specified in Technical Specifications.

The immediate corrective action was to dispatch an electrician to
troubleshoot the control circuitry, and then close the valve from the motor
control center breaker. The discharge valve was in the fully closed position
within twenty-two (22) minutes of the recirculation pump trip.
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Apparent Cause of the Occurrence

Although the valve in question was backseated at the time, it has been
concluded that the backseated condition of the valve did not contribute to the
cause of this occurrence. The cause of this occurreace is attributed to an open
torque switch in the close circuit of the valve operator. Current readings taken
on the motor operator showed a higher than normal running current'throughout valve
travel, which indicates excessive friction in the packing gland as the most
probable cause.

Analysis of Occurrence and Safety Assessment

Calculations have concluded that the APRM scram and rod block setpoints were
approximately ten percent higher in terms of rated neutron flux than those
setpoint limits specified in Technical Specifications. A challenge to the APRM
scram or rod block protective function would have placed the reactor in an
unanalyzed condition. It should be noted that neutron flux remained unchanged,
and the APRM setpoints were not challenged during the twenty-two (22) minutes that
this condition existed.

Corrective Action

The "C" recirculation pump discharge valve is scheduled to be repacked during
the upcoming refueling outage. In addition to repacking the valve, post
maintenance testing will be conducted and an engineering evaluation of the torque
switch setting will be performed to determine if a setpoint change is justified.

A temporary change / revision to the abnormal operating procedure has been made
which will give further guidance concerning a recirculation pump trip should a
discharge valve fail to close when given a close signal. The revision will
require the operator to close the pump suction valve and enter the action
statement of 3.3.F.3 in the Limiting Conditions for Operation section of the
Oyster Creek Technical Specifications. This will prevent a reverse flow condition
and its effects on the APRM setpoints should a similar event occur in the future.

Failure Data

None
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GPU Nuclear CorporationNuclear ::'s'gr388
Forked River, New Jersey 08731-0388
C09 971-4000
Writers Direct Dial Number:

February 3, 1986

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

Dear Sir:

Subject: Oyster Creek Nuclear Generating Stccion
Docket No. 50-219
Licensee Event Report

This letter forwards one (1) copy of Licensee Event Report (LER)
No. 85-026.

Very truly yours,

j0 '

W ( A ! ^^
Peter B. Fiedler
Vice President and Director'
Oyster Creek

PBF:KB: dam (0143A)
Enclosures

cc: Dr. Thomas E. Murley, Administrator
Region I
U.S. Nuclear Regulatory Comission
631 Park Avenue
King of Prussia, PA 19406

Mr. Jack N. Donohew, Jr.
U.S. Nuclear Regulatory Commission
7920 Norfclk Avenue, Phillips Bldg.
Bethesda, MD 20014
Mail Stop No. 314

NRC Resident Inspector
Oyster Creek Nuclear Generating Station
Forked River, NJ 08731
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GPU Nuclear Corporation is a subsidiary of the General Public Utihties Corporation
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