&b. e
"4,

US WUCLEAR REGU . ATORY COMMISSION
APPROVED OME MO 11800104

LICENSEE EVENT REPORT (LER) RN N
ACILITY NAME (1) DOCKET NUABER 7 T
Limerick Generating Station Unit 1 0501010131512 1 [of| o 5
Fallure to Stroke Test Valve Following Maintenance Work Results in Failure
to Take Technical Specification Action Statement Due to Personmel Errar
EVENT DATE (8 LER NoMRER (8 REPORT DATE (7] OTHER FACILITIES INVOLVED 8)
m..l OAY YEAR | vEAR .v.“'.l\. e “[wonrw| oar YEAR FACILITY NAMES DOCKET NUMBER 'S
3 061050104 1 1
olef2]3 188 | sls] | dalal"lolilol |2]al8]8 05404040y | |
OPERATING THIE REPORT 1§ SUBMITTED PURBUANT TO THE REQUIREMENTS OF 10 CFR § (Crect one or more of the foliowingl (11} 7
"es W 1 o 010 20 40810 | s e - 1w
OWE R 20 408 ) 110 - 0 M [R5 TN 1 b RAITY)
LEVEL = — —
(10! Ol 8B 1S 20 4081110 0 M@ - 80 7340 (21 (we) w:;ar::".m
'__4 10 408 1w E L R N 80 Tl 2) i) A) oEA
0 80801 ) iw) - | RS UL IO : 80 73w
200800 80733 0w
LICENSEE CONTACT FOR THIS LER (1)
nave TELEPHONE NUMBER
Charles A Senior Engi Licensing Section el
es A. 8 nior ilneer lcensing
Mengers, ; 2)15 (8140 (~1501 18]4

COMPLETE ONE LINE FOR EACH COMPONENT FAILURE DESCRIBED IN THIS REPORT (1)

LAY

FOR ADOCK (mpsed
W— ;I I8 RADOCK O OO0 3%

Action Statement was not completed. Technical Specification
3.6.,3 states in part that each Primary Containment Isclation
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Abstract:
On June 23, 1988 it was discovered that a Technical Specification

Valve (PCIV) shall be operable with an isclation time less than
or equal to the time specified in Technical Specification Table

1,6.3.1. The Action Statement of Technical Specification 3.6.
requires that Single Isolation PCIVs be shown operable or the
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plant be in Hot Shutdown within 12 hours. Preventive maintenance
was performed on the motor control center (MCC) components of two

PCIVs, The valves were returned to service without performing
the required surveillance. After preliminary review, it was

determined that the cause of this event was personnel error in
that Operations Personnel incorrectly determined that the work

performed did not constitute maintenance, repair or replacement

work as referred to in the Technical Specifications, A Human
Performance Evaluation was subsequently conducted and no
additional causes were identified. Upon discovering that the
required surveillance was not performed, the two valves were

demonstrated operable. The individuals involved were counseled
and a memo was issued to all other responsible Orerations shift

persornel to make them aware of the significance of this event
and the importance of being fully aware of all work performed
when determining the post work testing required.
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Unit Conditions Prior to the Event:

Operating Mode - 1 (Power)

Reactor Power - 85%

Description of the Event:

On June 23, 1988 two 1 1/2 inch Primary Containment Isolation
Valves (PCIVs) were discovered out of compliance with Technical
Specification (TS) 3.6.3 which requires that the primary
containment isolation valves shall be OPERABLE with isolation
times less than or equal to those specified in Table 3.6.3-1.
The Action statement of T.S. 3.6.3 requires that single isolation
valves be shown operable or the plant be in Hot Shutdown within
12 hours. It was determined that the two PCIVs were retutned to
service f>llowing maintenance work on their associated motor
control centers without performing the required surveillance
tests.

Valve HV-061-132 is located on the drywell equipment drain tank
level instrument line and valve HV-061-112 on the drywell floor
drain sump level instrument line. They were blocked to
accommodate preventive maintenance activities performed on their
motor control centers (MCCs) (D144-R-Gl-05 for valve HV-061-132
and D144-R-Cl1-06 for valve HV-061~112). The work that was
performed included examination, cleaning and some disassembly of
the MCC components. After completion of the work, the valves
were stroked open to return them to their normal position;
however, they were not stroked and timed to their "closed"
isolation position to demonstrate operability as required by TS
4.6.3.1.,

The event was discovered on June 23, 1988 at approximately 0930
when the Shift Technical Advisor (STA) determined that the
required Technical Specification surveillance had not been
performed (consequently valve operability was not demonstrated)
and that the Action statement of TS 3.6.3 was nct completed.
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orrective Actions:

Subsequent to determining that the required TS surveillance
testing was not performed, the two valves were demenstrated
operable by cycling them through a complete cycle and verifying
that their isolation stroke times were less than the maximum
allowable TS isolation times.

The individuals involved were counseled about the importance of
being fully aware of the ext_nt of all work performed when
determining the post work testing required. Operations
supervision discussed, with each STA, examples of the various
requirements for operational verif. ation testing with emphasis
placed on the importance of knowing the extent of all completed
work when determining the post work testing to be performed. A
memo was issued to Shift Supervision and all STAs to make them
aware of the significance of this evert,

Additionally, a Human Performance Evaluation (HPE) was conducted
to determine if personnel error was the only cause of this event
and if additional programmatic cont:ols were warranted. The
results of the HPE verified that personnel error, in that the
Operations personnel failed to determine the scope of the
completed work, was the only cause of the event,

B11S Codes:

I'K lrank

Vv - Valve

BKR =~ Breaker

ISV - Isclation Valve

Previous Similar Occurrenc.s:

None
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Docket No. 50-352

Document Control Desk
S. Nuclear Regulatory Commission
washington, DC 20555
SUBJECT: Licensee Event Report
Limerick Gernerating Station - Unit 1

'his revised LER reports operation in a condition prohibited
by Technical Specifications when it was determined that two

Primary Containment Isolation Valves were not stroke tested
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following maintenance work. 'he cause f this event was
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