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Abstract _

This monthly report contains Licensee Event Report (LER) oper-
ational information that was processed into the LER data file of the

Nuclear Safety Information Center (NSIC) during the one month period
identified on the cover of the document. The LERs, from which this
information is derived, are submitted to the Nuclear Regulatory

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

those events occurring prior to 1984 are described in NRC Regulatory
Guide 1.16 and NUREG-1061, Instructions for Preparation of Data Entry
Sheets for Licensee Event Reports. For those events occurring on and
after January 1,1984, LERs are being submitted in accordance with the
revised rule contained in Title 10 Part 50.73 of the Code of Federal
Regulations (10 CFR 50.73 - Licensee Event Report System) which was
published in the Federal Register (Vol. 48, No. 144) on July 26,

1983. NUREG-1022, Licensee Event Report System Description of-

Systems and Guidelines fa Reporting, provides supporting guidance and
information on the revised LER rule.

The LER sumaries in this report are arranged alphabetically by
facility name and then chronologically by event date for each facil-
ity. Component, systen, keyword, and component vendor indexes follow
the sumaries. Vendors are those identified by the utility when the
LER form is initiated; the keywords for the component , system, and
general keyword indexes are assigned by the computer using correlation
tables from the Sequence Coding and Search System. Questions
concerning this report or its contents should be directed to

Gary T. Mays
Nuclear Operations Anr. lysis Center
Oak Ridge National Laboratory |

P. O. Box 2009, Oak Ridge, TN 37831-8065 |
Telephone: 615/574-0391, FTS Number 624-0391

Questions regarding LER searches should be directed to

W. P. Poore (same address as above)
Telephone: 615/574-0325, FIS Number 624-0325

|
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[ 1) ARKANSAS NUCLEAR 1 DOCKET 50-313 LER 88-005
FAILURE TO MAINTAIN MANUALLY OPERATED REACTOR BUILDING ISOLATION VALVE IN PROPER
POSITION DUE TO INADEQUATE ADMINISTRATIVE CONTROLS.
EVENT DATE: 020988 REPORT DATE: 050688 NSSS: BW TYPE: PWR

(NSIC 209293) ON 2/9/88 WHILE PERFORM 7NG A kEVIEW OF REACTOR BLDG. PENETRATION
DESIGN EVALUATIONS, IT WAS DISCOVERED YHAT THE OUTSIDE REACTOR BUILDING ISOLATION
VALVE (55-146) FOR THE ONCE THRO'JGH STEAM GENERATOR (OTSG) SECONDARY SAMPLING
SYSTEM PIPING PENETRATION WAS BEING MAINTAINED IN AN OPEN POSITION INSTEAD OF
CLOSED AS DESCRIBED IN THE SAFETY ANALYSIS REPORT. THE CAUSE OF THIS EVENT WAS
INADEQUATE ADMINISTRATIVE CONTROLS FOR MAINTAINING PROPER POSITION OF SS-146.
IKMEDIATE CORRECTIVE ACTION WAS TO'CLOSE $5-146. THE OPERATIONS PROCEDURE USED TO
VERIFY EQUIPMENT STATUS ONCE PER SHIFT WAS REVISED TO INCLUDE A CHECK OF THE
POSITION OF 55-146. THE CHEMISTRY PROCEDURE FOR OTSG SAMPLING WAS REVISED TO
INCLUDE STEPS TO REQUEST THAT OPERATIONS PERSONNEL CLOSE THE OTSG SAMPLING SYSTEM
REACTOR BUILDING ISOLATION VALVES AFTER SAMPLING IS COMPLETED. THE SAFETY
SIGNIFICANCE OF LEAVING 55-146 OPEN DURING OPERATIONS IS CONSIDERED TO BE
MINIMAL. MOTOR OPERATED REACTOR BUILDING ISOLATION VALVE 3 LOCATED IN EACd OTSG
SAMPLE LINES INSIDE THE REACTOR BUILDING WERE BEING MAINTAINED CLOSED EXCEPT
DURING SAMPLING. ADDITIONALLY, THE STEAM GENERATOR S AMPLING SYSTEM IS A CLOSED
SYSTEM WHICH IS NEITHER PART OF THE RCS PRESSURE BOUNDARY NOR CONNECTED DIRECTLY
TO THE REACTOR BLDG. ATMOSPHERE. THIS EVENT WAS DETERMINED TO BE REPORTABLE PER
10CFR50.73(A)(2)(I)(B) ON 4/16/98.

[ 2] ARHOLD DOCKET 50-331 LER 88-002
HIGH PRESSURE COOLANT INJECTION Ih0PERABILITY DUE TO SENSING LINE BLOCKAGE OF THE
AUXILIARY OIL PUMP PRESSURE SWITCH.
EVENT DATE: 041188 REPORT DATE: 050688 NSSS: GE TYPE: BWR
VENDOR: SQUARE D COMPANY

(NSIC 209294) ON APRIL 11, 1988 AT 0100 HOURS. THE PLANT WAS OPERATING AT 100%
POWER WITH A SCHEDULED HIGH PRESSURE COOLANT INJECTION (HPCI) OPERABILITY
SURVEILLANCE TEST IN PROGRESS. AT 0206 HOURS, THE HPCI TURBINE WAS MANUALLY
TRIPPED WHILE RETURNING THE HPCI SYSTEM TO ITS NORMAL STANDBY LINEUP AFTER
SUCCESSFUL OPERATIONAL DATA WAS OBTAINED. DURING TURBINE COASTDOWN, THE HPCI
AUXILIARY LUBE OIL PUMP DID NOT START AS REQUIRED TO SUPPLY LUBRICATING AND
CONTROL O!L PRESSURE FOR THE HPCI TURBINE. SUBSEQUENT INVESTIGATION REVEALED THAT
A SMALL PIECE OF TEFLON TAPE BLOCKED THE SENSING BELLOWS ORIFICE OF THE AUXILIARY
OIL PUMP PRESSURE SWITCH. THIS PRESSURE SWITCH, IN COHJUNCTION WITH THE CONTROL
HANDSWITCH, CONTROLS THE OPERATION OF THE AUXILIARY OIL PUMP. THE APPROPRIATE
LIMITING CONDITION FOR OPERATION (LCOI WAS ENTERED AND, UPON RESTORATION, WAS
EXITED. THERE WAS NO EFFECT OF THE SAFE OPERATION OF THE PLANT.

( 3) ARNOLD DOCKET 50-331 LER 88-003
HALF GROUP !!! ISOLATION AND STANDBY GAS INITIATION DUE TO DOWNSCALE TRIP OF RAD
MONftOR.
EVEht DATE: 042388 REPORT DATE: 050488 NSSS: GE TYPE: BWR
VENDOR: HUCLEAR MEASUREMENTS COR9.

(NSIC 209259) ON APRIL 23, 1988 AT 1009 HOURS, THE PLANT WAS OPERATING AT
APPRot!MATELY 985 POWER WHEN A PRIMARY CCHTAINMENT ISOLATION SYSTEM HALF GROUP
III ('A' SIDEI !$0LATION WAS RECEIVED ALONG WITH THE INITIATION OF THE 'A'

STANDBY GAS TREATMENT SYSTEM. INVESTIGATION OF THE TRIP REVEALF.D THAT IT HAD
OCCURRED DUE TO A DOWHSCALE SIGNAL BEING RECEIVED BY THE 'A' REACTOR BUILDINS
EXHAUST VENT SHAFT RADIATION MONITOR. THE 'B' MONITOR INDICATED NORMALLY
THROUGHOUT THE EVENT. THE CAUSE OF TH13 EVENT WAS A SIGNAL FROM THE 'A' REACTOR
BUILDING EXHAUST VENT SHAFT RADIATION ELEMENT WHICH CORWESPONDED TO A LOW
RADIATION LEVEL. THIS LOW LEVEL FELL BELOW THE DOWNECALE TRIP PO!37 THUS I

RESULT!NG IN A HALF GROUP I!! ISOLATION AND INITIATION OF THE 'A' STAND 4Y GAS '

|
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| TREATMENT SYSTEM. WHEN MAINTENANCE WAS PERFORMED. IT WAS DETERMINED THAT THE |
'

ARTIFICIAL (ELECTRONIC BACKGROUND SOURCE HAD FAILED. FURTHER INVESTIGATION
REVEALED THAT THE ROOT CAUSE FOR THE ARTIFICIAL BACKGROUND SOURCE TO PAIL WAS

,

( FAILURE OF AN INVERTER CHIP. IMMEDIATE CORRECTIVE ACTIONS WERE TO DETEP.MINE THE i

i SOURCE OF THE INITIATION SIGNAL AND VERIFY AUTOMATIC FUNCTIONS. MAINTENANCE WAS |
- THEN PERFORMED ON THE RADIATION MONITOR AND IT WAS RETURNED TO SERVICE ON 4-26-88 |

FOLLOWING SATISFACTORY COMPLETION OF THE APPLICABLE TEST PROCEDURE. DUE TO THE ]
CONSERVATIVE NATURE OF THIS EVENT THERE WAS NO EFFECT ON THE MAFE OPERATION OF
THE PLANT.

| | 4] BEAVER VALLEY 1 DOCKET 50-334 lea 88-005 t

| CONTAINMENT ISOLATION VALVES OMISSION FROM SURVEIT. LANCE TEST *,NG.

I EVENT DATE: 040588 REPORT DATE: 050508 NSSP: W5 TYPE: PWR
VENDOR: MASONEILAN IttTERNATIONAL, INC.

| (NSIC 2092721 ON 4/5/08, A REVISION OF THE T7AIN B CONTAINMENT ISQLA% ION VALVE !

| TRIP TEST WAS BEING PREPARED IN ORDER TO CORRECT TYPOGRAPKICAL ERRORS. DURING
THE PRE-REVISION REVIEW, IT WAS DISCOVERED THAT THERE WERE THREE FIRE PROTECTICH f
VALVES WHICH RECEIVED A TRAIN B CONTAINMENT ISOLATION PHAir A (CIA) 51GNAL TO ;

CLOSE WHICP. WERE NOT INCLUDED IN THIS TEST. A PROCEDURE REVISION WAS IMMEDIATELY
INITIATED 70 INCLUDE THESE VALVES IN THIS TEST. A SPECIAL PROCEDURE WAS r

INITIATF.D TO VERIFY THESE VALVES WILL STROKE CLOSED UPON RECEIVING A CIA SIGNAL.
ADDITICHAL REVIEW VERIFIED THAT ALL OTHER CIA VALVFR WERE FULLY TESTED. THE ,

THREE VALVES WERE VERIFIED TO BE IN THE QUARTERLY. STROKE TEST VERIFYING MANUAL
OPERABILITY AND ABILITY TO STROKE. INVPSTIGATION DETERMINED TMAY VALVES WERE.
WHEN INSTALLED IN 1982 CORRECTLY ADDED TO THE TECHNICAL SP4CIFICATIONS REQUIRING '

TESTING. THE VALVES WERE NOT ADDED TO THE TESTING PROGRAM DUE TO PERSONNEL ERROR
BY THE INVOLVED PROCEDURE ENGINEER. SINCE 1982, BEAVER VALLEY HAS INITIATED A
FORMAL, STRUCTURED. PRE-DESIGN CHANGE PROCEDURE REVIEW TO INSURE THAT ALL

,

PROCEDURE CHANGE.! REQUIRED BY A DESIGN CHANGE ARE PERFORMED. THERE WERE MINIMLL
SAFMTY IMPLICATIONS DUE TO THIS EVENT AS THE VALVES WERE TESTED TO VERIFY MANUAL
OPERABILITY THROUGHOUT THIS EVENT AND WERE NORMALLY MAINTAINED IN A
CLOSED / FAIL-SAFE POSITION.

[ 5) BRAIDWOOD 1 DOCKET 50-456 LER 87-048 REV 02
UPDATE ON LOSS OF OFFSITE POWER DUE TO TWADVERTENT DELUGE SYSTEM ACTUATION f
RESULTING FROM A MISPOSITIONED VALVE. f
EVENT DATE: 091187 REPORT DATE: 051688 HSSS: WE TYPE: PWR [

(NSIC 209450) AT 1925 ON SEPTEMBER 11, 1987 DURING THE PERFORMANCE OF A DELUGE (
SYSTEM SUkVEILLANCE, BOTH SYSTEM AUXILIARY TRANSFORMERS TRIPPED. THE DELUGE ~

SYSTEM ACTUATED AS A RESULT OF A MISPOSITION AUXILIARY "RAIN VALVE. THIS DESULTED
IN A LOSS OF OFFSITE POWER. INVESTIGATION AS TO THE SOURCE OF THE MISPOSITIONED
VALVE REVEALED NO SPECIFIC REASON F0W THE VALVE MANIPULATION OR DOCUMENTATION
OTHER THAN A PREVIOUS UNRELATED SURVEILLANCE. THE UNIT NORMAL AC POWER LINEUP
WAS RESTORED AT 1518 ON SEPTEMBER 11, 1987. ALL ENGINEERED SAFETY FEATURE i

SYSTEMS OPERATED As DESIGNED. TO PREVENT RECURRENCE, THE PROCEDURE FOR THE
|

SURVEILLANCE HAS BEEN CHANGED TO ENSURE THM AUXILIARY DRAIN VALVE 28 IN ITS i

CORRtCT POSITION PRIOR TO OPENING THE MAIN DRAIN VALVE. ALSO, THE TRANSFORMER j

TRIP ASSOCIATED WITH THE DELUGE HAS BEEN REMOVED. THE COMMON DRAIN LINE HAS BREN i
EVALUATED FOR SYSTEM INTERACTION. ADDITIONALLY, IT WAS DISCOVERED THAT IT IS !
POSSIBLE TO INADVERTENTLY ACTUATE THE DELUGd SYSTEM AT IHE LOCAL ELECTRICAL |
SWITCH. A MECHANICAL GUARD IS BEING ADDED TO PREVENT THIS FROM OCCURRING. THERE |
HAVE BEEN NO PREVIOUS OCCURRENCES, 1

I
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[ 6] BRAIDWOOD 1 DOCKET 50-456 LER 88-009
LOSS OF OB CONTROL ROOM CHILLER DUE TO DETERMINATION OF TEMPERATURE CONTROLLER.
EVENT DATE: 040788 REPORT DATE: 042688 HS35: WE TYPE: PWR

(NSIC 209299) A REQUEST WAS MADE TO DETERMINATE THE TEMPERATURE ELEMENT (TE) ON
CONTAINMENT CHILLER ITU-WOOS 2 TO FACILIIATE REPLACEMENT. A WORK TRAVELER WAS
PREPARED AND ISSUED BY PROJECT CONSTRUCTION DEPARTMENT (PCD). THE TRAVELER HAD 3
ERRORS, WHICH INCLUDED THE WRONG EQUIPMENT NUMBER, WRONG PRINTS AND WRONG PIECE
NUMBER BEING REFERENCED. ON MARCH 16, 1988, USING THE WORK TRAVELER THE CONTROL
ROOM CHILLER TEMPERATURE CONTR0hLER WAS INCORRECTLY DETERMINATED. LN APRIL 7,
1988, DURING ROUTINE MAINTENANCE OF THE CONTROL ROOM CH7LLER THIS ERROR WAS
DISCOVERED. YHE CONTROL ROOM CHILLER WAS RETERMINATED AND DECLARED GPERALLE.
THE BOOT CAUSE IS ATTRIBUTED TO A PLANNING ERROR BY CONTRT.CTOR MANAGEMENT IN THAT
THE SUBJECT WORK TRAVELER WAS IMPROPERLY PBMPARED AND REVIEWED BY PCD PERSONNEL. *
THIS EVENT HAS BEEK *EVIEWED WITH ALL AVAILABLE INDIVIDUALS INVOLVED. CONTRACTOR |

CORRECTIVE ACTION REQ' JEST 88-001 HAS BEEN WRITTEN AND IS BEING REVIEWED WITH THE
CCHTRACT MANAGEMENT 'iO PREVENT RECURRENCE. THERE HAVE BEEN NO PREVIOUS
OCCURRENCES INYOLVING TRANSPOSITION OF AN EPN RESULTING IN MAINTENANCE ACTIVITY
ON THE WRONG EQUIPMENT.

[ 7] BRAIDWOOD 1 DOCKET 50-456 LER 88-010
CONTROL ROOM VENTILATION TO MAKEUP MODE OF OPERATION FROM A HIGH RADIATION ALARM
DUE TO INCORDF.CT SETPOINT. ,

EVENT DATE: 041088 REPORT DATE: 042888 NSSS: WE TYPE: PWR '

(NSIC 209346) AT 0103 ON APRIL 10, 1988, THE CONTkOL ROOM VENTILATION SYSTEM
AUTOMATICALLY SHIFTED TO THE EMERGENCY MAKEUP MODE OF OPERATION. THIS WAS IN
RESPONSE TO A HIGH RADIATION SETPOINT SEING EXCEEDED ON THE CONTROL ROOM OUTSIDE
AIR INTAKE PARTICULATE CHANNEL ORE-PR033A. SAMPLES BY RADIATION CHEMISTRY
DEPARTMENT VER FIED THAT THERE WERE NO A8 NORMAL LEVELS OF RADIDACTIVITY PRESENT.
IT WAS DISCOVERED THAT THE INCORRECT SETPOINT HAD SEEN ENTERED FOR THE MONITOR.
THIS WAS DUE TO A MANAGEMENT DEFICIENCY IN THA1 PERMANENT CHANGES TO THE
INSTRUMENT DATA SHEETS WERE NOT PROPERLY IMPLEMENTED IN ACCORCANCE WITH THE
PROCEDURE WHEN THE SETPOINT WAS MODIFIED BY A CHANGE TO THE FINAL SAFETY AEALYSIS
REPORT. THE PROPER SETPOINT WAS ENTERED, OPERATION OF THE MONITOR RETURNED TO
NORMAL AND THE CCNTROL ROOM VENTILATION SYSTEM LINEUP WAS RETURNED TO NORMAL.
RADIATION MONITOR SETPOINTS HAVE BEEN REVIEWED AND VERIFIED TO BE CORRECT ON ALL
CONTROL ROOM VENTILATION MONITORS AND THE SETPOINT DATA SHEET DOCUMENTATION HAS
BEEN REVIEWED AND CORRECTED. DUAL VERIFICATION IS NOW REQUIRED ON THE DATA
SHEETS AND THE INSTRUMENT PROCEDURE WILL BE REVISED TO REQUIRED TECHNICAL STAFF
NOTIFICATION WHEN A DISCREPANCY SEThEEN THE AS FOUND AND THE DATA SHEET !!
IDENTIFIED. NO PREVIOUS OCCURRENCES. I

[ 8] SRAIDWOOD 1 DOCKET 50-456 LER 88-011
CONIROL ROOM VENTILATION SHIFT TO EMERGENCY MAKEUP MODE DU3 TO CPURIOUS RADIATION
MONITOR NOISE SPIKE.
EVENT DATE: 041588 REPORT DAldi 051188 NSSS: WE TYPE PWR

f

(NSIC 209364) AT 0132 ON APRIL 15, 1988, AT 0414 ON MAY 3, 1988, AMJ AGAIN AT
0720 ON MAY 6, 1988, HIGH RADIATION SIGNALS WERE PROCESSED DV THE CONTROL ROOM i

TRAIN 8 RADIATION MONITOR. THIS CAUIED THE CONTROL ROOM YENTILATION SYSTEM (VC) ,

TO SHIFT TO THE EMERGENCY MAKEUP MODE OF OPERATION. THE SIGNAL WAS DETERMINED TO,

'

8E SPURIOUS AS VERIFIED BY SAMPLES TAKEN BY THE RADIATION CHEMISTRY DEPARTMENT.
,

IMMEDIATE CORRECTIVE ACTION WAS TO RESET THW MONITOR AND RETURN VC TO NORMAL.
ELECTROCUSES WERE INSTALLED IN THE NONITOR'S CIRCUIT 9V TO SUPPREJA VOLTAGE
SPIKES, FOLLOWING THE APRIL 15, 1988 OCCURRENCE. $U8 SEQUENT SPIK4NG IDENTIFIED
THE NEED FOR ADDITIONAL INVESTIGATION TO DEYERMINE THE ROOT CAUSE. THE RESULTS,

' 0F THIS INVESTIGATION WILL BE DOCUMENTED IN A SUPPLEMENT TO THIS REPCRT. THERE
l

i

i
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HAS BEEN ONE PREVIOUS UCCURRENCA OF VC SHIFTING TO ITS EMERGENCY MAKEUP MODE OF
OPERATION AS A RESULT OF A SPU8IOUS RADIATION MONITOR SPIKE.

'
!

[ 9] BYRON 1 DOCKET 50 454 LER 88-002
| REACTOR TRIP DUE TO ROD DROP DURING MANUAL CONTROL ROD MOTION.

'

I EVENT DATE: 041088 RE.JRT DATE: 051388 HSSS: WE TYPE PWR
|

[ (NSIC 2092975 AT 2120 ON APRIL 18 1983. A LICENSED REACTOR ht.'RATOR MANUALLY
l INSERTED THE CONTROLLING BANK OF CONTROL RODS ONE STEP TO ADJUST AXIAL FLUX

DIFFERENCE. THE "POWER RANGE FLUX RATE HIGH REACTOR TRIP" ANNUNCIATOR ACTUATED p

AND 7t!E REACTOR TRIP BREAKERS OPENED. CONTROL ROOM OPERATORS ENTERED AND
| COMPLIED WITH * REACTOR TRIP LR SAFETY INJECTION UNIT 1 EMERGENCY PROCEDURE.* THE

AUXILIARY FEEDWATER PUMPS STARTED DUE TO LOW-LOW STEAM GENERATOR LEVELS THAT'

RESULTED FROM THE TRIP AT HIGH POWER. STABLE PLANT CONDITIONS WERE ACHIEVED IN
'HOT STANDBY AT 2230 ON APRIL 18 1988. THE INTERMEDIATE CAUSE OF THE REACTOR

TRIP WAS THE DROPPING ONF ONE OR MORE CONTROL RODS INTO THE REACTOR CORE. WHICH
RESULTED IN THE FLUX HIGH NEGATIVE RATE REACTOR TRIP. TROUBLESHOOTING EFFORTE ,

FAILED TO DETERMINE A ROOT C7tSE OF THE DROPPED RODS. IT IS BELIEVED THAT AN
INTERMITTENT COMPONENT FAILC:d IN THE RCD CONTROL SYSTEM CAUSLD THE EVENT. BUT

( THE C..'PONENT DID NOT REMAIN IN THE FAILED H0DE FOLLOWING THE REACTOR TRIP. '

MXTENS. 'E TROUBLESHOOTING WAS CONDUCTED TO LOCATE DISCREPANCIES THAT MAY HAVE I

CAUSID T.(E RCD DROP. A N0MBER OF LOOSE ELECTRICAL CONNECf!CNS WERE IDENTIFIED IN
THE RCD CONTROL POWER CABINETS AND ALL WERE REPAIRED. .

[ 10| CALLAWAY 1 DOCKET 50-483 LER 88-005
ESF ACTUATIONS ON HIGH STEAM GENERATOR (S/G) LEVEL AND A REACTOR TRIP ON LOW S/G
LEVEL DUE TO IMPROPER FEEDWATER CONTROL.
EVENT DATE: 041688 REPORT DATE: 051688 NSSS: WE TYPE: PWR

| ,

(NSIC 209343) CH 4/16/88 AT 0221 CDT, A FEEDWATER (FW) ISCLATION (FWIS) AND AN ,

AUXILIARY FW ACTUATION (AFAS) OCCURRED ON A HIGH LEVEL IN 'C' STEAM GENERATOR |

(S/G). ON 4/17/88 AT 1734 CDT. AN AFAS, FWIS, AND A REACTOR TRIP OCCURRED ON S/G i

LEVELS. THE PLANT WAS IN MODE 1 '0WER OPERATIONS FOR BOTH EVENTS. THE PLANT
TEMPERATURE. PRESSURE. AND REACTOR POWER FOR EVENTS 1 AND 2 WERE 554F. 2235 PSIG,

j $1 AND $62F. 2235 PSIG. 111 RESPECTIVELY. THE HIGH S/G LEVEL IN EVENT 1
l OCCURRED WHFW TRANSFERk!NG FROM THE MAIN FEEDWATER REGULATOR VALVES (FRV) TO THE
'

FW BYPASS VALVES. THE LICENSED OPERATOR *E USE OF INDICATIONS TO ANTICIPATE PLANT ;

RESPONSE LTD TO TN ERRONEOUS DECISION AS TO T4" CAUSE OF THE S/G LEVEL INCREASE !
AND THE ACTIONS TAKEN TO CORRECT IT. THE LOW S/G LEVEL IN EVENT 2 WAS DV'. TO THE l

LICENSED OPERATOR'S DECISION TO CONTROL FW USIttG ONLY THE MAI4 FRVS AT A LOW
POWER LEVEL. TO PREVENT RECURRENCE. PROCEDURES FOR THE FRV TO FW BYPASS VA VE ,

'TRANSFER HAVE BEEN REVISED AND TRAINING WILL BE CL JDUCTED FOR LICENSED OPERAT0FS.
A LETTEm WAS ISSUED TO ALL SHIFT SUPERVISORS TO EMPHASIEE THE NECPSSITY FOR i

|,

ADDRESSING ABNORMAL INDICATIONS DURING TRANSIENT PERIODS.

|
'

1

[ III CALVERT CLIFFS 2 DOCKET 50-318 LER 87-005 REV 01
UPDATE Gd FOLLOWING THE CALIBRATION OF THE TURb!NE GENERATOR CONTROLLER EXCESS

I LOAD RESULTS IN A LOW STEAM GENERATOR PREWSURE REACTOR TRIP.

| EVENT DATE: 070387 REPORT DATE: 051688 NSSS: CE TYPE: PWR

thSIC 209302) PRIOR TO STARTUP. UNIT 2 MAIN TURBINE GENERATOR CONTROLLER WAS
CALIBRATED USING A NEW WESTINGHOUSE S1MULATOR. RESULTS REQUIRED SETTING THE
INITIAL '1ALVE POSITION PERCENT MICROMETER AT .462. THIS SETTING SHOULD CAUSE THE
TURBINE GENERATOR TO INITIALLY PICK UP 5t OF RATED LOAD. CN 7/3/07, WITH REACTOR |

1 POWER AT 71 THE MAIN BREAKER WAS SHUT. THE GENERATOR PICKED UP APPROXIMATELY
I 100 MEGAWATTS. OR 12% OF RATED LOAD. AND CAUSED A SUDDEN INCREASE IN STEAM DEMAND

RESULTING IN QUICKLY LOWERING STEAM GENERATOR PRESSURE. THE OPERATORS TOCK
ACTION TO REDUCE STEAM DEMAND. TVRBINE BYPASS VALVES WERE SHUT AND TURBINE LOAD

I
_, _ - . _ _ -__ . - - _ -- ~
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WAS M%NUALLY LOWERED, BUT THE REACTOR TRIPPED ON LOW STEAM GENERATOR PRESSURE.
FOLLOWING DISCUSSION, THE INITIAL VALVE POSITICF PERCENT MICROMETER WAS CHANGED
TO THE PREVIOUS OUTAGE RESULT, .050. THE TURBINE GENERATOR PICKED UP APPROX. 2
MEGAWATTS AND MORE LOAD HAD TO BE PICKED UP MANUALLY. THE TURBINE GENERATOR WAS
LATER TAKEN OFF LINE FOR TURBINE BALANCING. CONSIDERING THE RESULTS OF THE
PREVIOUS TWO STARTUPS. THE MICROMETER WAS THEN ADJUSTED '3 .100 AND THE TURBINE
GENERATOR PICKED UP APPROXIMATELY 5.54 OF RATED LOAD. IN RETROSPECT THE .162 i

SETTING WAS TOO HIGH. COMPARISONS OF RESULTS WITH THE PLANT SET-POINT LOG
SETTINGS THAT MAY RLQUIRE FURTHER SUPERVISORY REVIEW OF QUESTIONABLE RESULTS WILL
BE MADE.

| 12) CATAWBA 1 DOCKET 50-413 LER 88-019
RECEIPT OF AUTOMATIC JIGNAL FOR ALIGNMENT OF THE NUCLEAR SERVICE WATER SYSTEM TO
THE STANDBY NUCLEAR SERV 4CE WATER POND DUE TO LACK OF ATTENTION TO DETAIL.
EVENT DATE: 0413C8 REPORT DATE: 051388 NSSS: WE TYPL PWR
OTHER UNITS INVOLVED: CATAWBA 2 (PWR)

(NSIC 2093381 ON APRIL 13, 1984 AT 1104 HOURS. THE NUCLEAR SERVICE WATER (RN)
SYSTEM RECEIVED A $1GNAL TO SWAP SUCTION FROM LAKE WYLIE TO THE STANDBY HUCLEAR

| SERVICE WATER PONP. THIS ENGINEERED SAFEGUARDS FEATURE (ESP) ACTUATION OCCURRED
DURING CALIBRATION OF RN PIT LEVEL INSTRUMENTATION. DUKE POWER TECHNICIANS
MISTAKENLY DISCONNECTED 2PNLT7370 INSTEAD OF 1RNLT7370 WHICH SATIbFIEL ESP LOG 1. '
FOR THE SWAP. UNIT 1 AND UNIT 2 WERE IN MODE 1 POWER OPERATION, AT 1004 POWER
AT THE TIME OF THE EVENT. THIS INCIDENT HAS BEEN ATTRIBUTED TO A PERSONNEL
ERROR. DUKE POWER TECHNICIANS DID NOT CORRECTLY IDENTIFY OR IND*?ENDENTLY VERIFY
THE IDENTIFICATION OF RN INSTRUMENTATION PRIOR TO PROCEEDING WITH THE
CALIBRATION. DISCIPLINARY ACTION WAS TAKEN WITH THE TECHNICIANS PERFORMING THE
CALI3 RATION FOLLOWING REVIEW OF THIS EVENT. THE HEALTH AND SAFETY OF THE PUBLIC
WERE UNAFFECTED BY THIS EVENT.

| 13) CATAWBA 2 DOCKET 50-414 LER 88-015
TECH SPEC VIOLATION CAUSED BY MISSED RETEST DUE TO A PERSONNEL ERROR.
EVENT DATE: 040588 REPORT DATE: 050500 HSSS: WE TYPE: PWR

(NSIC 209339) ON 4/5/88, AT APPROX. 1600 HOURS, A DUKE POWER PERFORMANCE ENGINEER
DISCOVERED THAT 288-613 STEAM GENERATOR 2C BLOWDOWN CONTAINMENT OUTSIDE
ISOLATION VALVE, HAD NOT BEEN RETESTED FOLLOWING REPAIR. ON 3/14/88, A WORK
REQUEST HAD BEEN INITIATED TO INVESTIGATE AND REPAIR A PACKING LEAK ON 2BB-618.
ON 3/15/ 88 THE WORK REQUEST WAS SIGNED ON, THE REPAIR WAS PERFORMED, AND
CONTROL OF 285-618 WAS ACCEPTED BY OPERATIONS. WHEN THIS INCIDENT OCCURRED. THE
UNIT WAS IN MODE 4 HOT SHUTDOWN, AND IN THE PROCESS OF STARTING UP FOLLOWING

j ASIATIC CLAM FLUSH TESTING. FOLLOWING DISCOVERY OF THE INCIDENT, PERFORMANCE
PERSONNEL VERIFIED THAT A QUARTERLY SURVEILLANCE TEST HAD BEEN SATISFACTORILY

'' PERFORMED ON ?.BB-61B ON 3/29/ 88. THE VALNE WAS IN SERVICE FROM 3/15/08 UNTIL
3/29/80, WITHOUT A RETEST HAVING BEEN PERFORMED. DURING THIS PERIOD, THE UNIT i

MOVED Tra' UGH MODE 3. HOT STANDBY, MODE 2, STARTUP, AND INTO MODE 1 POWER
' OPERATION. THIS VALVE IS REQUIRED BY TECH SPECS TO BE OPERABLE IN MODES 1

THROUGH 4 THIS INCIDENT HAS BEEN ATTRIBUTED TO PF150NNEL ERRORS. THE REPAIR OF
285-615 WAS NOT IDENTIFIED AS A TECH SPEC ITEM BY O/ERATIONS PERSONNEL. THE UNIT
SUPERVISOR. WHO GAVE CLEARAhCE TO BEGIN WORK ON AND EVENTUALLY ACCEPTED CONTROL
OF 285-615 DID NOT RECOGNISE THE WORK REQUEST AS BEING A TECHNICAL SPECIFICATION
ITEM. THE VALVE WAS NOT DECLARED TNOP3RABLE PENDING RETESTING.

| 14) CATAWBA 2 DOCKET $0-414 LER 88-016
BOTH TRAINS OF THE AUXILIARY BUILDING VENTILATION SYSTEM IHOPERABLE DUE TO A
PERSONNEL ERROR.
EVENT DATE: 040788 REPORT DATE: 050688 NSSS: WE TYPE: PWR

i
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(NSIC 209287) ON 4/7/98, AT APPROX. 1149 HOURS. A PERFORMANCE SPECIALIST
INADVERTENTLY PLACED THE SOLID STATE PROTECTION SYSTEM (SSPSI TRAIN A IN TEST

I WHILE THE AUXILIARY BUILDING VENTILATION (VA) FILTERED EXHAUST SYSTEM TRAIN B WAS
INOPERABLE FOR PREVENTIVE 'A7WTENANCE. THIS RENDERED BOTH TRAINS OF VA FILTERED
EXHAUST INOPERABLE, PLACIN. THE UNIT IN TECHNICAL SPECIFICATION 3.0.3. THE SSPS
WAS RETURNED TO NORMAL BY INSTRUMENTATION AND ELECTRICAL (IAE) TECHNICIANS BEFORE
ANY ACTION WAS REQUIRED TO SHUTDOWN THE UNIT. THE UNIT WAS IN MODE 1 POWER
OPERATION, AT 1001 POWER DURING THIS INCIDENT. THIS INCIDENT HAS BEEN ATTRIBUTED
TO A PERSONNEL ERROR. THE SPECIALIST HAD ASKED A PE*FORMANCE STAFF ENGINEER IN
CHARGE OF 4HE PERIODIC TEST HOW THE VALVES BEING TESTAD WERE TO BE STROKE TIMED.
THF ENGINEER ANSWERED THAT A SWITCH IN THE CABINET WOULD BE PLACED F1 TEST,
INITIATING THE RESPONSE TIME TESTING PROGRAM. THE SPECIALIST ASSUMED THIS WAS Al'
AUTHORIEATICH TO PROCEED WITH THE TEST (WHICH WAS ON HOLD AT THE TIMEl. THE TEST
PROCEDURE CORRECTLY IDENTIFIED THE SWITCH IN THE AUXILIARY SAFEGUARD, TEST
CABINET TO BE ? LACED IN THE TEST POSITION. HOWEVER. THE SPECIALIST PLACED THE|

OUTPUT RELAY TEST SWITCH IN THE SSPS TRAIN A CABINET IN TEST BY MISTAKE. THIS
INCIDENT HAS BEEN REVIEWED WITH THE PERFORMANCE SPECIALIST WITH EMPHASIS ON
PROPER USE OF PROCEDURES.

| [ 15] CLINTON 1 DOCKET 50-461 LER 88-008
VALVE SEATING SURFACE WEAR RESULTS IN UNACCEPTABLE MAIN STEAM ISOLATION VALVE

| LEAKAGE RATES.
| EVENT DATE: 032088 REPORT DATE: 040888 N583: GE TYPE: BWR

VENDOR: ATWOOD & MORRILL CO., INC.

| (NSIC 200953) ON MARCH 20, 1988 AT 2030 HOURS, WITH THE PLANT IN MODE 4 (COLD
SHUTDOWNI AND THE REACTOR .%T APPROXIMATELY 150 DEGREES FAHRENHEIT AND ATMOSPHERIC
PRESSURE, LOCAL LE7K kATE TESTING BY TEST ENGINEERS IDENTIFIED THAT THE PRIMARY
CONTAINMENT LEAKAGE RATES OF THE MAIN STEAM ISOLATION VALVES (MSIVS) ON LINE D
EXCEEDED TECHNICAL SPECIFICATION LIMITS OF 13.214 STANDARD CUBIC CENTIMETERS PER
MINUTE (SCCMI (28 STANDARD CUBIC FEET PER HOURI PER LINE. THE CAUSE OF THE
EXCESSIVE LEAKAGE HAS BEEN ATTRIBUTED TO COMPONENT WEAR BASED ON SERVICE SEEN
DURING THE POWER ASCENSION PROGRAM AND INITIAL PLANT OPERATION. THIS WEAR
RESULTED IN ANOMALIES IN THE SEATING SURFACES OF THE INBOARD AND OUTBOARD MSIVS.
THE TWO MSIVS HAVE BEEN i 1 WORKED BY LAPPING THE SEATS AND MACHINING THE POPPETS.
SUBStQUENT LEAK RATE TESTING WAS SATISFACTORILY COMPLETLs. IH'; APPROXIMATE

'LEAKAGE RATE FOR MAIN STEAM LINE D FOLLOWING REWORK WAS 340 SC.h. ILLINOIS POWER
WILL CONTINUE THE INVESTIGATION OF THE MSIV LEAKAGE PROBLEM TO REDUCE RECURRENCE.
THIS INVESTIGATION WILL INCLUDE REVIEW OF INDUSTRY TXPE27ENCE WITH THESE VALVES
AND REVIEW OF VENDOR RECOMMENDATIONS PROVIDED FOR b!MILAR VALVES. {

[ 16] CLINTON 1 DOCKET 50-461 LER 88-013
FAULTY CARD SELECT DECODER CAUSES SPURIOUS LOW REACTOR WATER LEVEL TRIP CF

| INSTRUMENT AIR ISOLATION VALVES DURING DRYWELL PRESSURE CHANNEL CALIBRATION.
I EVENT DAtE 043098 REPORT DATE: 051888 HSSS: GE TYPE: BWR
| VENDOR: GENERAL ELECTRIC CO. [
, :
| (NSIC 209442) ON APRIL 30 1988 WITH THE PLANT IN MODE 4 (COLD SHUTDOWHI TWO
( INSTRUMENT AIR SYSTEM CONTAINMENT ISOLATION VALVES AUTOMATICALLY ISOLATED AS A |

RESULT OF A SPURIOUS DIVISION I LOW REACTOR WATEK LEVEL (LEVEL 1) TRIP SIGN?.L.
THIS ISOLATION OCCURRED WHILE TECHNICIANS WERE PERFORMING A CHANNEL CALIBRATION
SURVEILLANCE ON A DIVISION I DRYWELL PRES $URE CHANNEL. IMMEDIATELY AFTER THE
ISOLATION OCCURRED, CONTROL ROOM OPERATORS DIRECTED THE TECHNIC 3\NS TO STOP THE

|
SURVEILLANCE AND TO RETURN THE CHANNEL TO ITS NORMAL CONFIGURATIt.4. THE TRIP
SIGNAL WAS RESET, THE VALVES WERE REOPENED, AND AN INVESTIGATION WAS BEGUN TO
DETERMINE THE CAUSE OF THF !$0LATION. DURING THE CALIBRATION, TECHNICIANS
NOTICED THAT A TRIP INDICATOR LIGHT ON AN ADJACENT ANALOG TRIP MODULE (ATM) FOR
D*"ISION I LOW REACTOR WATER LEVEL WAS FLICKERING DIMLY. THIS REACTOR WATER ,

I L. 4L A*.a IS ADJACENT TO THE DRYWELL PRES $URE ATM. THE INVESTIGA!!ON DETERMINED
f

I
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THAT A FAULTY CARD SELECT DECODER CAUSED AN INTERACTION BETWELh THESE TWO ATMS
THAT RESULTED IN A SPURIOUS TRIP OF THE DIVISION I REACTOR WATER LEVEL ATM. THE
FAULTY CARD SELECT DECODER WAS REPLACED AND THE ATMS WERE SATISFACTORILY TESTED.
THIS FAULTY CARD SELECT DECODER WILL BE RETUkNED TO ITS VENDOR FOR DIAGNOSTIC
TESTING TO DETERMINE THE EXACT CAUSE OF ITS FAILURE.

[ 17) CLINTON 1 DOCKET 50-461 LER 88-014
INOPERABLE AIRLOCK DOOR SYSTEM DUE TO INADEQUATE ASSESSMENT OF THE IMPACT OF AN
AIRLOCK REPAIR DURING POST MAINTENANCE TESTING EVALUATION.
EVENT DATE: 050288 REPORT DATE: 052588 NSSS GE TYPE: 8WR
VENDOR: CHICAGO BRIDGE AND IRON COMPANY |

(NSIC 209443) ON MAY 2, 1988, WITH THE PLANT IN MODE 2 (STARTUP), A CONTAINMENT
PERSONNEL AIRLOCK DOOR SYSTEM WAS DETERMINED TO BE INOPERABLE BECAUSE OF
INSUFFICIENT POST MAINTENANCE TESTING (PM*.') TO VERIFY THE OPERABILITY OF THE
AIRLOCK DOOR SYSTEM FOLLOWING REPAIR TO ITS OUTER DOOR EQUALIEING VALVE. THE
AIRLOCK SHOULD HAVE BEEN LEAK TESTED, HOWEVER, ONLY THE AIRLOCY INTERLOCK
OPERATION WAS CHECKED. FOLLOWING IDENTIFICATION OF THE INSUFFICIENT PMT, THE
AIRLCCK WAS LEAK TESTED THREE TIMES. THE FIRST TWO TESTS IDENTIFIED LEAKS WHICH
WERE SUBSEQUENTLY REPAIRED AND THE THIRD TEST IDENTIFIED NO UNACCEPTABLE LEAKS.
THIS EVENT WAS CAUSED BY A PERSONNEL ERROR WHICH RESULTED FROM AN INADEQUATE
ASSESSMENT OF THE IMPACT OF THE AIRLOCK REPAIR ON THE REQUIRED AIRLOCK
SURVEILLANCE TESTS. THE INADEQUATE ASSRSSMENT OCCURRED BECAUSE THE SHIFT
SUPERVISOR DID NOT KNOW THE EQUALIEING VALVE REPAIR REQUIRED A LEAK TEST. ;

CORT.ECTIVE ACT%CNS INCLUDE COUNSELLING OF THE PERSONNEL RESPONSIBLE FOR THE
INADEQUATE EVALUATION AND PERFORMANCE OF AN EVALUATION OF AIRIOCK RELIABILITY,

r

[ 18] CONNECTICUT YANKEE DOCKET 50-213 LER 88-012
REACTOR TRIP DUE TO IMPROPER INSTALLATION OF TURBINE STOP VALVS CAM SWITCHES.
EVENT DATE: 043088 REPORT DATE: 052788 NSSS: WE TYPd PWR

(HSIC 209369) AT APPROXIMATELY 1130 ON APRIL 30, 1988, WITH THE PLANT AT 605 ;

POWER, AN AUTOMATIC REACTOR TRIP OCCURRED WHILE RETURNING AN IDLED REACTOR
COOLANT SYSTEM LOOP TO SERVICE. THE MOST PROBABLE CAUSE OF THE TRIP WAS
DETERMINED TO BE A FALSE TRIP SIGNAL INDICATING THAT BOTH TURBINE STOP VALVES HAD
CLOSED. THE CAUSE OF THE SIGNAL WAS DUE TO IMPROPER INSTALLATION OF THE TURBINE
STOP VALVE CAM SWITCHES. THE OPERATORS PERFORMED THE IMMEDIATE ACTIONS AS
SPECIFIED BY THE EMERGENCY OPERATING PROCEDURES AND THE PLANT RESPONDED AS !

EXPECTED. THE SWITCHES WERE RWPAIRED AND TESTED. A MAINTENANCE PROCEDURE WILL
BE DEVELOPED TO ENSURE PROPER INSTALLATION AND TESTING OF THE TURBINE STOP VALVE
C AM SWITCH ES . THIS EVENT IS REPORTABLE UNDER 10CFR50.73(Alt 2)(IV6 SINCE IT
INVOLVED AUTOMATIC ACTUATION OF THE REACTOR PROTECTION SYSTEM.

r

( 19) COOK 2 DOCKET 50-316 LER 88-004 ;

MAIN STEAM SAFETY VALVES OUT OF SPECIFICATION DUE TO APPARENT SETPOINT DRIFT.
EVENT DATE: 042000 REPORT DATE: 051288 NSSS: WE TYPE: PWR I

VENDOR: DRESSER INDUSTRIAL VALVE & INST DIV
,

(NSIC 209323) SETWEEN APRIL 19 AT 1610 HOURS AND APRIL 20 AT 1811 HOURS, 1988,
WITH THE UNIT 2 REACTOR IN MODE 1 (POWER OPERATION) AT 77 PERCENT THERMAL POWER,
SIX .. THE TWENTY MAIN STEAM SAFETY VALVES (MSSV) LIFT SETPOINTS WERE FOUND TO BE
OUT OF SPECIFICATION DURING SURVEILLANCE TESTING. THE MSSV LIFT SETPOINTS RANGED
FROM 16 PSI BELOW TO 6 PSI ABOVE THE TECHNICAL SPECIFICATION REQUIRED RANGE. IN
EACH CASE THE MS$VS' LIFT SETPOINTS WERE CORRECTED AND THE SAFETY VALVES LEFT
OPERABLE PRIOR TO COMPLETION OF THE SURVEILLANCE TEST PROCEDURE (STP). THE
APPARENT MSSV SET POINT DRIFT COULD HAVE BEEN ATTRIBUTABLE TO TWO FACTORS, in
TESTING METHOD, AND; 2) SET POINT DRIFT DUE TO VALVE DESIGN / APPLICATION. THE
INVESTIGATION CONCLUDED THAT THE OLD TESTING METHOD HAD A HIGH PROBA8ILITY OF

'
|

|

|

|

|
>
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CONTRIBUTING TO THE APPARENT MSSV SET POINT DRIFT. THE IMMEDIATE CORRECTIVE
ACTION, AS REQUIRED BY THE SURVEILLANCE TEST PROCEDURE, WAS TO RESET THE SAFETY
VALVES SETPOINTS TO WITHIN THEIR SPECIFIED RANGES UTILISING AN IMPROVED TESTING
METHOD. TO PREVENT RECORRANCE. FUTURE MSSV SETPOINTS WILL BE TESTED WITH THE
IMPROVED TESTING METHOD. THIS WILL MORE ACCURATELY REFLECT THE MSSV SETPOINTE.

[ 20] COOK DOCKET 50-316 LER 88-005
ICE BUILDUP IN ICE CONDENSER FLOW PASSAGES CUE TO SUBLIKATION. f
EVENT DATE: 041608 REPORT DATE: 051988 NSSS: WE TYPE: PWR |

(NSIC 2093591 ON APRIL 26, 1988 WITH UNIT 2 IW MODE 5 (COLD SHUTDOWN), FLOW
PASSAGE INSPECTIONS OF THE Ich CONDENSER REVEALED FROST AND ICE stf!LDUP CN THE j
LATTICE FRAMES OF GREATER THAN 3/8 INCH IN A TOTAL OF FOUR FLCW PASSAGES IN ONE
OF THE TWENTY-FOUR ICE CONDENSER SAYS. TECH SPEC 4.6.5.1.B.3 LIMITS PROST OR ICE

'
BUILDUP IN FLOW PASSAGES TO A NOMINAL THICKNESS OF 3/8 INCH. ACCORDING TO THIP
TECH SPEC. BUILDUP EXCEEDING THIS LIMIT IN TWO OR MORi FLOW TASSAGES PER BAY IS

IEVIDENCE OF ABNORMAL DEGRADATION. THOUGH THE EVALUATION HAS CONCLUDED THAT THE
DEGRADATION IS NOT SERIQUS. ISSUANCE OF THIS VOLUNTARY LER IS APPROPRIATE SINCE
SOME DEGRADATION HAS BREN IDENTIFIED. ACTIONS TAKEN TO CORRECT THE ABNORMAL i

'DEGRADATION INCLUDED MANUAL CLEANING OF THE FLOW PASSAGES AND AN T WT RI 'A AL
INVESTIGATION OF THE EVENT. THE RESULTS OF TECH SPEC SURVEILLANCES RIGARDING L

IFRCST AND ICE THAT FORMS IN THE FLOW PASSAGES IS BEING MONITORED TO EISURE THAT
ANY ADVERSE TRENDS IN THE AMOUNT OF ICE AND FROST BUILDUP BETWEEN SU9iEILLANCES |
WILL BE IDENTIFIED. THE IMPACT O' FROST AND ICE BUILDUP IN THE FLOM PAISAGES IS ,

ALSO BEIPG STUDIED IN CONJUNCTION WITH THE OTHER UTILITIES WITH ICL CONDENSER
CONTAINMENTS.

[ 21) COOPER DOCKET 50-298 LER 88-010
FAILURE OF ONE CORE SPRAY SYSTEM SUCTION VALVE TO CLOSE DURING SURVEILLANCE
TESTING DL TO INCORRECTLY INSTA', LED POTOR OPERATOR PIN!0H CEAR.
EVENT DATE: 102385 REPORT DATE: 05'118 NSSS: GE TYPE: BWR
VENDOR: LIMITORQUE CORP. 1

(NSIC 209317) ON OCTOBER 23, 1985. DURING PERFORMANCE OF SURVEILLANCE PROCEDURE
6.3.4.2, CORE SPRAY MOTCR OPERATED VALVE OPERABILITY TEST, CORE $ PRAY SUCTION
VALVE CS-MOV-M078 WOULD NOT CLOSE WHEN REMOTELY ACTUATED FROM THE CONTROL ROOM. i

THE PROBLEM WAS IMMEDIATELY INVESTIGATED AND IT WAS DETERMINED THAT THOUGH THE !
MOTOR WOULD RUN, AN APPARENT GEAR TRAIN PROBLEM YXISTED SINCE VALVE POSITION DID
NOT CHANGE. IT WAS FURTHER VERIFIPD THAT THE YALVE COULD BE REPOSITIONED USING

,

THE LOCAL MANUAL HANDWHEEL. AT THE TIME OF DISCOVERY OF THIS CONDITION. THE [
PLANT WAS SHUTDOWN. THE CAUSE OF THE OPERA 31LITY PROBLEM WAS DISCOVERED TO BE [DUE TO INCORRECT P!NION GEAR ORIENTA?!ON IN THE MOTOR OPERATOR, AM SMs-0 OPERATOR
MANUFACTURED BY LIMITORQUE CORPORATION. A NEW PINION GEAR WAS INSTALLED AND
RELATED CORRECTIVE ACTIONS WERE TAKEN TO RESTORE THE OPEPATOR TO A SATISFACTORY f
CONDITION. THE OPERATOR WAS ELECTRICALLY RETERMINATED. SUCCESSFULLY STROKE *

TLSTED AND RETURNED TO SERVICE. SUBSEQUEN?LY. AS A FOLLOWUP TO THIS EVENT AND AS f
ADDITIONAL CORRECTIVE ACTION IN RESPONSE TO IRIN 95-22. AN INSPECTION WAS !

CONDUCTED OF ALL LIMITORQUE SMB.O THROUJH 4 OPERATORS INSTALLED IN RAFETY F. ELATED I

fAPPLICATIONS TO VERIFY CORRECT GEAR ORIENTATION.
i

[ 22] COOPER DOCKET 50-298 LER 87-020
APPARENT NONCOMPLIANCE WITH THE DIE 5EL GENELATOR SURVEILLANCE TESTING FREQUENCY
REQUIREMENTS.
EVENT DATE: 082787 REPORT DATE: 092587 NSSS: GE TYPE: BWR -

VENDOR: COOPER ENERGY SERVICES I
!

(NSIC 209203) DURING A RECENT NRC INSPECTION, AN APPARENT NONCOMPLIANCE WITH THE !

DIESEL GENERATOR SURVEILLANCE TESTING FREQUENCi ASSOCIATED WITH THE ANNUAL i,

r
r

I

,
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INSPECTIONS PERFORMED IN 1984 WAS IDENTIFIED. SPECIFICALLY, THE INSPECTIONS

g CONDUCTED IN 1984 WERE NOT ACCOMPLISHED WITHIN 15 MONTHS (ANNUAL PLUS AN
ALLOWABLE EXTENSION OF 25 PERCENT) OF THEIR PERFORMANCE IN LATE MAY - EARLY JUNE

3 1983. IN 1984 THE PLANT WAS IN OPERATION DURING THE MAY - JUNE TIME FRAME, AND
EXCEPT FOR A TWO DAY SHUTDOWN IN AUGUST, OPERATION CONTINUED UNTIL SEPTEMBER 15,
THE DATE FOR THE START OF THE REFUELING / PIPE REPLACEMENT OUTAGE. THE CAUSE Or t

THIS APPARENT NONCOMPLIANCE WITH TECH SPEC SURVEILLANCE iNTdRVAL FOR THE DIESEL
GENERATOR ANNUAL INSPECTIONS (PARAGRAPH 4.9.A.2.F. OF THE CNS TECH SPECS) WAS DUE
TO THE UNDERSTANDING OF THE TERM "ANNUAL" WHICH EXISTED AT THAT TIME. "ANNUAL"
WAS UNDERST0OD TO l'EAN ONCE PER YEAR, THEREFORE. THE REQUIRED IH5PECTICH3 WERE TO
BE ACCOMPLISHED AT SOME TIME BET'4EEN JANUARY 1 AND DECEMBER 31 OF EACH YEAR. AS

A RESULT OF DISCUSSIONS CONDUCTED SUBSEQUENT TO THID EVENT REGARDING THE
DEFINITION OF SURVEILLANCE TESTING INTERVALS, PROCEDURAL CHANGES WERE MADE
INCORPORATING STANDARD TECH SPEC DEFINITIONS. IN ADDITION, A CHANGE TO THE TECH

SPEC WAS INITIATED TO LENGTHEN THE REQUIRED DIESEL GENERATOR INSPECTION INTERVAL t

TO 18 MONTHS.

I 23) COOPER DOCKET 50-298 LER 88-011
| UNPLANNED ACTUATICM OF AN ENGINEERED SAFETY FEATURE DURING PERFORMANCE OF ,

MAINTENANCE ON THE l'V DC BATTERY SYSTEM. '

EVENT DATE: 041800 kMPORT DATE: 051888 NSSS: GE TYPE: BWR

(NSIC 209398) ON 4/10/$8, WITH THE PLANT IN COLD SHUTDOWN AND THE 1988 REFUELING
OUTAGE IN PROGRESS, A GROUP 6 ISOLATION (CLOSURE OF SECONDARY CONTAINMENT

'ISOLATION VALVES AND ACTUATION OF THE STANDBY CAS TREATMENT (SGT) SYSTEM)
OCCURRED WHILE PERFORMING MAINTENANCE ON THE A 24V DC BATTERY. THE ISOLATION WAS |
INITIATED BY ACTUATION OF TRIP RELAYS POR ONE OF THE REAC'JOR BUILDING EXHAUST
PLENUM RADIATION MONITORS WHEN A MOMENTARY DECREASE IN BATTERY BUS VOLTAGE
QCCURRED. THE DECREASE IN BATTERY BUS VOLTAGE WAS DUE TO LOOSENING OF A 4ATfERY
INTER-CELL CONNECTOR, BEING REMOVED FOR CLEANING. THIS EVENT OCCURRED DUE 10 A

I MISCOKMUNICATION OF CLEARANCE ORDER REQUIREMENTS AND THE ACTUAL WORK TO BE
| PERFORMED ON THE 24Y DC BATTERIES. PRIOR TO INITIATING WORK, A UTILITY ,

ti ELECTRICIAN REVIEWED WITH THE LICENSED OPERATOR THE CLEARANCE ORDER TO BE
IMPLFMENTED. SUBSEQUENTLY, THE 1A1 AND 1A2 24V CHARGER DC OUTPUT CIRCUIT

) BREAKERS WERE OPENED, ISOLATING THE CHARGERS PROM THE BUS. HOWEVER, THE A1 AND A2
24V DC BATTERIES REMAINED TIED TO THE BUS. THE LICENSED OPERATOR WAS NOT AWARE
7 HAT LO53 OF THE 24V DC BATTERIES WOULD OCCUR DURING PERFORMANCE OF THE WORK.
*.0RRECTIVE ACTION TAKEN INCLUDED RESTORATION OF THF A 24V DC BATTERY PUS TO ITL ,

NORMAL CONFIGURATION AND RESTORATION OF NORMAL REACTOR BUILDING YENTILATION, '

RETURNING THE SGT SYSTEM TO STANDBY.
;

!

i | 24) COOPER DOCKET 50-298 LER 88-012
UNPLANNED ACTUATION OF GROUP ISOLATION ENGINEERED SAFETY FEATURES WHILE SHUTDOWN

) DUE TO RELAY FAILURE.
EVENT DATE: 042288 REPORT DATE: 051988 H555: GE TYPE: BWR
VENDOR: GENERAL ELECTRIC CO. Lj

I |
! (NSIC 209310) ON 4/22/88, WHILE SHUTDOWN FOR THE 1988 Rr'UCLING OUTAGE, PARTIAL L

GROUP 2 AND GROUP 6 !$0LATIONS UNEXPECTEDLY OCCURRED f. 3: 45 A.M. TNFSE PARTIAL |

ENGINEERED LAFETY FEATURE (ESP) ACTUATIONS WERE TRACED TO A FAILED te?UNED) COIL
*

FOR RELAY 16A K17, A GROUP 2 ISOLATION RELAY. DUE TO EXISTING PLANT CONDITIONS, I

| THE EFFECTS OF THE PARTIAL GROUP 2 ISOLATION (PRIMARY CONTAINMENT ISOLATION)
) RESULTED IN NO IMPACT ON PLANT ACTIVITIES. HOWEVER, THE EFFECTS OF THE GROUP 6
'

ISOLAVICW 8.dECONDARY CONTAINMENT ISOLATION AND INITIATION OF THE STANDBY GAS
I

,

TREATMEh? (SGT) SYSTEM) WERE EVIDENT IN THAT NORMAL REACTOR BUILDING VENTILATION .

; WAS AUTOK\TICALLY SHUTDOWN AND ONE HALF OF THE SECONDARY CONTAINMENT ISCLATION '
'

VALVES AUIQMATICALLY CLOSED. WHEREAS. THE A SGT SYSTEM TRAIN NORMALLY WOULD HAVE
STARTED DUh TO THIS FAILURE, IT HAD PREVIOUSLY BEEN REMOVED FROM SERVICE FOR

j OUTAGE RELAT.!D MAINTENAN>|3 AND, THEREFORE, WAS NOT ACTUATED. THE RELAY FAILURE

,

|

'
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WAS CONSIDERPD TO BE RANDOM IN HATURE AND NCT DUE TO ANY SPECIFIC CAUSE. THE
l RELAY : fat REPL..CED, THE PARTIAL GROUP 1 AND 6 ISOLATIONS WERE RESET, AND NORMAL
| REACTOR bd!LDIlG VENTILATION WAS RESTORED. NO ADDITIONAL CORRECTIVE ACTION WAS
| NECES*ARY, FAl'.URES OF RELAYS OF THIS TYPE (CR120A RELAYS MANUFACTURED BY |

GENERAL ELECTRI') HAVE OCCURRED ON A RANDOM BASIS IN THE PAST. NO UNUSUAL |

FAILURE TRENDS LOR RELAYS OF THIS TYPE HAVE BEEN NOTED AT COOPER.

|

| [ 25! COOPER DOCKET 50-298 LER 88-013
I UNPLANNED ACTUATI(NS OF GROUPS 2 AND 6 If0LATIONS DUE TO PERSONNEL ERROR AND
| HUMAN FACTORS DEF1;IENCY.
I EVENT DATE: 042688 REPORT DATE: 052688 NSSS: GE TYPE: BWR

,
(HSIC 209399) ON 4/2//88, TWO UNPLANNED ACTUATIONS OF GROUPS 2 AND 6 ISOLATIONS

| (PRIMARY CONTAINMENT .50tATION AND SECONDAPY CONTAINMENT ISOLATION, INCLUDING SGT
(SGTI SYSTEM INITIATIOi, RESPECTIVELYI OCCURRED DURING PERFORMANCE OF REACTOR'

PROTECTION SYSTEM (RPS) MFA RELAY MAINTENANCE. BOTH EVENTS OCCURRED WHEN NEUTRAL
LEAD CONNECTIONS FOR RtL,Y 5A-K3B (1 OP 0 MAIN STEAM ISOLATION VALVE (MSIV)

i
' CLOSURE SCFAM RFLAYS) W Era DISCONNECTED. DUE TO THE NEUTRAL LEAD WIRING

CONFIGURATION /dICH INVOLV.S DAISY CHAINING OF THE NEUTRAL CONNECTIONS FBOM
SEVERAL RELA 18, INTERRUPTIO.'OF THE NEUTRAL LEAD CIRCUIT WILL RESULT IN
DE-LNERGIEING ONE OR MORE RELAYS. IN BOTH SITUATIONS, DRYWELL HIGH PRESSURE
RELAY 5A-K48 WAS ALSO DE-ENERL'IED. THIS RESULTED IN ACTUATION OF PRIMARY
CONTAINMENT ISOLATION S'.1 TEM ( P.'IS ) LOGIC CHANNEL B. AT THE TIME, PCIS CHANNEL A
WAS ALSO IN A TRIPPED CONDITION, AND AS A RESULT, THE GROUPS 2 AND 6 ISOLATIONS
OCCURRED. THE CAUSE OF THE FIRST ' RIP WAS DUE TO OVERLOOKING THE INTERACTION
BETWEEN THE RPS HFA RELAYS AND PCIS THE STCOND TRIP WAS DUE TO THE NEUTRAL LEAD
BEING FULLED FREE FROM A COMPRESSIOh TYPE CONNECTION DURING WIRING VERIFICATION.
CORRECTIVE ACTION TAKEN INCLUDED INSTALLATION OF JUMPERS TO PRESERVE THE NEUTRAL
CONNECTION CIRCUIT PRIOR TO SUBSEQUENT REMOVAL OF RELAYS POR MAINTENANCE, AND
CHECKING ALL NEUTRAL BUS BAR COMPRESSION TYPE CONNECTION DURING WIRING
VERIr! CATION.

( 26] CRYSTAL RIVER 3 DOCKET 50-302 LER 88-011
DEFECTIVE PROCEDURE LEADS TO MISINTERPRETATION OF SURVEILLANCE REQUIREMENTS AND
CAUSES MISSED SVRVEILLANCE.
EVENT DATE: 042288 REPORT DATE: 052388 HSSS: PW TYPE: PWR ;

I

(NSIC 209358) ON APRIL 22, 1988 CRYSTAL RIVER UNIT 3 WAS OPERATING IN MODE 1
(POWER OPERATION AT 1005 RATED THERMAL POWER, PRODUCING 892 MWE. AT 1000
DURING A NORMAL REVIEW OF SURVEILLANCE PROCEDURE DATA. IT WAS DISCOVERED THAT THE
INSERVICE TESTING PROGRAM QUARTERLY VALVE STROKE TESTING WAS ONLY PARTIALLY
COMPLETED IN THE FIRST QUARTER OF 1988. CRYSTAL RIVER UNIT 3 TECH SPEC 4.0.5
REQUIRES THAT AN INSERVICE TESTING PROGRAM, WHICH INCLUDES THE VALVE STROKE

!TESTING, BE CONDUCTED IN AC40RDANCE WITH THE ASME BOILtR AND PRESSURE VESSEL
CODE. SE* TION XI (SECTION XII. SECTION XI REQUIRES THE QUARTERLY VALVE STROKE
TESTING OF ASME CODE CLASS 1, 2 AND 3 VALVES. THIS PROCEDURE, WHICH SCHEDULES

'ALL TECH SPEC SURVEILLANCES, DID NOT GIVE ADEQUATE GUIDANCE ON THE SCHEDULING

REQUI9EMENTS FOR THE SECTION XI TESTS. THE MASTER SURVEILLANCE PLAN WILL BE
REVISED TO INCLUDE THE HEEDED INFORMATION. THERE WAS NO IMMEDIATE CORRECTIVE
ACTION TAKEN OR REQUIRED. THE VALVE STROKE TESTING HAD BEEN PERFORMED ON
SCHEDULE FOR THE SECOND QUARTER OF 1988 PRICA TO THE DEFICIENCY BEING DISCOVERED.
SINCE THE TESTING WAS COMPLETE. AND ALL THE VALVES HAD PERFORMED SAf!SFACTORILY, |

THERE WAS NO IMMEDIATE ACTION NEEDED.

[ 27] CRYSTAL RIVER 3 DOCKET 50-302 LER 88-012
DESIGN ERROR LEADS TO INADEQUATE ISOLATION BETWEEN INSTRUMENTS IN THE CONTROL
ROOM AND REMOTE SHUTDOWN PANEL.
EVENT DATE: 042888 REPORT DATE: 052788 NSSS: BW .YPE: PWR

,
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(HSIC 209458) ON APRIL 28, 1988. CRYSTAL RIVER UNIT 3 WAS OPERATING IN MODE 1
(POWER OPERATION) GENERATING 882 MWE. THE ENGINEERING DEPARTMENT WAS REVIEWING
PLANT INSTRUMENT DRAWINGS AS PART OF THE B&W OWNER'S GROUP SAFETY AND RELIABILITY
IMPROVEMENT PROGRAM. DURING THIS REVIEW, IT WAS DISCOVERED THAT 10 CFH 50,
APPENDIX R ELECTRICAL ISOLATION REQUIREMENTS FOR BOTH TRAINS OF REACTOR COOLANT
SYSTEM HOT LEG TEMPERATURE INSTRUMENTATION IN THE REMOTE SHUTDOWN PANEL AND
CONTROL ROOM WAS COMPROMISED BY A RECENT INSTRUMENTATION INSTALLATION. TitI S
EVENT WAS CAUSED BY A DESIGN ERROR IN THE DEVELOPMENT OF CONTROL ROOM INSTRUMENT i

MODIFICATIONS TO SATISFY FLORIDA POWER CORPORATION COMMITMENTS TO REGULATORY
GUIDE 1.97. EA*tD ON A PRELIMINARY CHECK OF OTHER $1MILAR CIRCUITS, THIS APPEARS
TO BE AN ISOLATED OCCURRENCE. A ROVING FIRE WATCH, PEWFORMING AN HOURLY CHECK OF
THE CABLE SPREADING ROOM WAS LSTABLISHED. DESIGN CHANGES TO PROVIDE THE REQUIRED
ISOLATION BETWEEN THE CONTROL ROOM AND REMOTE SHUTDOWN PANEL T(HOT)
INSTRUMENTATION WERE DEVELOPED AND THEN INSTALLED ON MAY 27, 1988.

1

j ( 201 DAVIS-BESSE 1 DOCKET 50-346 LER 82-028 REV 01
UPDATE ON CHECK VALVE IN SERVICE WATER TUNNEL CN RETURN LINE OF CCW HT EXCHANGER

I FAILS TO CLOSE.
EVENT DATE: 061102 REPORT DATE: 051000 NSSS: BW TYPE: PWR
VENDOkt VELAN VALVE CORP.

(NSIC 209365) ON JUNE 11, 1982 DURING THE PERFORMANCE OF THE SERVICE WATER
REFUELING TEST ST 5075.02, IT WAS FOUND THAT SWING CHECK VALVE SW44 WOULD NOT
CLOSE. THIS VALVE !$ LOCATED IN THE SERVICE WATER TUNNEL ON THE RETURN LTNE FROM
THE COMPONENT COOLING WATER HEAT EXCHANGER e-2. SURVEILLANCE REQUIREMENTS OF
4.0.5 COULD NOT BE MET. THERE WAS NO DANGER TO THE HEALTH AND SAFETY OF THE
PUBLIC OR TO STATION PERSONNEL. THE ABILITY OF THE UNIT TO REMOVE DFCAY HEAT'

FROM THE REACTOR CORE WAS NOT AFFECTED BY THIS OCCURRENCE. THE APPARENT CAUSE !$
A DESIGN ERROR. CORROSION PRODUCTS AT THE P!VOT POINTS DUL TO THE GALVANIC
EFFECT OF DISSIMILAR METALS IN THE SERVICE WATER ENVIRONMENT CAUSED THE DISKj

ASSEMBLY TO STICK OPEN. UNDER MWOS 82-1790 AND 1809 THE VALVE WAS RETURNED TO
SERVICE ON JUNE 13, 1992. UNDER FCR 83-0151, THIS AND $1MILAR SERVICE WATER
CHECK VALVES WILL BE REPLACED WITH BUTTERFLY VALVES DURING THE STH REFUELING
OUTAGE.

I 29| DAVIS-BESSE 1 DOCKET 50-346 LER 87 010 REV 01
UPDATE ON UNIT TPIP DURING A SEVERE THUNDERSTORM DUE TO fURBINE VIBRATION TRIP
SETPOINTS BEING LOWER THAN NECESSARY. *

EVENT DATE: OR2107 REPORT DATE: 051088 NSSS: Bh TYPE: PWR'

VENDOR: MICRO SWITCH e

(NSIC 209303) ON 8/21/07 AT 2258 HOURS WITH A SEVERE THUNDERSTORM IN THE AREA,
i THE UNIT EXPERIENCED A TRIP FROM 1004 REACTOR THERMAL POWLR. THE POST-TRIP
"

RESPONSE WAS NORMAL WITH THE EXCEPTION OF A FASTER THAN HORMAL REACTOR COOLANT
SYSTEM (RCS) AND PRESSURE RFJUCTION. THE MAIN CONTRIBUTOR WAS THE EXCESSIVE
STEAM LOAD WHEN THE 2ND 4TAGE DEHEAT STEAM SOURCE VALVE TO THE et MOISTURW

' SEPARATOR REHEATER FAILED TO AUTCMATICALLY CLOSE AFTER THE TURBINE TRIP. THE
! CAUSE OF THIS VALVE FAILURE WAS TRACEL PRFsSURE SWITCH, PS9006, WHICH FAILED TO
| ACTUATE. ALSO THE DAPID FEEDWATER RED"CtION CIRCUIT DID HOT RESPOND AS DESIRED
! AND REQUIRED MANUAL OPERATOR ACTION TO OBTAIN THE DES! RED PC'T-TRIP STEAM

GENERATOR WATER LEVEL. THE CAUSE OF THE UNIT TRIP WAS A PARTIAL LOSS OF THE A
AND C PHASES (FOR 3 1/2 CYCLES) IN THE POWER GRID WHICH CAUSED J SVDDEN SHIFT IN |
THE TURBINE-GENERATOR SHAFT POSITION AND RESULTANT VIBRATION SF1KES AT THE

,

3 EARINGS. THE e9 BEARING EXCEEDED ITS VIBRATION TRIP SET POINT. THIS CAUSED A i

TURBINE GENERATOR TRIP WHICH INITIATED AN ANTICIPATORY REACTOR TRIP SYSTEM (ARTS) |
; TRIP OF THE REACTOR. THE LNIT WAS BACK ON LINE ON AUGUST 23, 1987 AND RETURNED

TO FULL POWER OPERATION ON AUGUST 24, 1987. THE PRESSURE SWITCH WA6 REPAIRED AND F
,

'
j SELECTED TURBINE-GENERATOR BEARING TRIP SETPOINTS WERE INCROASED SUCH THAT ALL
i TRIPS NOW OCCUR AT 12 MILS.

i

1
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[ 30) DAVIS-BESSE 1 DOCKET 50-346 LER 88-010
l MISSED FIRE WATCH DUE TO UNIDENTIFIED INOPERABLE FIRE DETECTION.

EVENT DATE: 040688 REPORT DATE: 050688 NSSS: BW TYPE: PWR

(NSIC 209270) ON APRIL 6, 1988 AT APPROXIMATELY 0230 HOURS MAINTENANCE WAS IN
PROGRESS WHICH ISOLATED THE SPRINKLER HEADER ABOVE MAIN FEEDWATER PUMP 1-2 ANDi

I CAUSED AN ALARM ON FIRE ALARM /ANhUNCIATOR PANEL C4105. THIS IS A NON-TECHNICAL
| SPECIFICATION FIRE ALARM ANNUNCIATOR / PANEL. THE SHIFT SUPERVISOR WAS UNAWARE OF

THE ALARM'S $1GNIFICANCE. AT APPROXIMATELY 1000 HOURS FIRE PROTECTION PERSONNEL
NOTICED THAT FIRE ALARM / ANNUNCIATOR PANEL C4105 WAS IN AN ALARM CONDITION. THIS
EFFECTIVELY RENDERED THE FIRE DETECTION FOR THE TURBINE BUILDING INOPERABLE.
THIS ALONG WITH TWO THOIERABLE FIRE BARRIERS REQUIRED CONTINUbv5 FIRE WATCH AT

| FIRE DOORS 423 AND 327 IN ACCORDANCE WITH TECHNICAL SPECIFICATION 3.7.10. THE
| CONTINUOUS WATCH WAS ESTABLISHED AT 1040 HOURS. A PROCEDURE, DB-FP-00009, AND A

STANDIllG ORDER HAVE BEEN REVISED TO PROVIDE CLEARLY STATED GUIDANCE TO THE SHIFT
SUPEdVISOR CONCERNING IMPLEMENTATION OF COMPENSATORY MEASURES. THIS EVENT IS
BEING REPORTED IN ACCORDANCE WITH 10CFR50.73(Alt 28t!).

I

( 31] DAVIS-BESSE 1 DOCKET 50-346 Ll:R 8 8-011
INCORRECT TERMINATION OF A CONTINUQUS FIRE WATCH FO. LOWING MAINTINANCE.
EVENT DATE: 040888 REPORT DATE: 052788 NSSS: BW T1PE: PWR

INSIC 209417) ON APRIL 8, 1988 FOLLOWING MAINTENANCE ON FIRE DOOS 422 THE SHIFT
SUPERVISOR INCORRECTLY DECLARED FIRE DOOR 422 OPERABLE AND TERMINATED THE
CCNTINUQUS FIRE WATCH FOR FIRE BARRIER Af.1-H/4225 ON APRIL 28, t988 DURING A
SUBSEQUENT REVIEW OF THE SURVEILLANCE TE,tT USED FOA POST-MAINTENAllCE TESTING,
FIRE PROTECTION PERSONNEL NOTED THAT ONLY edLECTED PORTIONS OF THr. SURVEILLANCE
TEST WERE PERFORMED. THESE PORTIONS OF THE SURVEILLANCE PROCEDURE ONLY TESTED
THE MAINTCNANCE THAT WAS PERFORMED B'T DID NOT CONFIRM THE COMPLETE TECHNICAL
SPECIFICATION OPERABILITY SURVEILLANCE REQUIREMENTS THAT WERE PAS 1 DUE. FIRE
PROTECTION PERSONNEL CONTACTED THE SHIFT SUPERVISOR AND A CONTINUtlUS FIRE WATCH
WAS RE-ESTABLISHED AT 1315 HOURS ON APRIL 28, 1988. OPERATIONS MANAGEMENT WILL
DISCUSS THIS INCIDENT WITH THE SHIFT SUPERVISORS TO EMPHAS!8E THE METHODOLOGY TO
DECLARE SYSTEMS OPERABLE FOLLOWING MAINTENANCE. THIS OCCURRENCE ] $ BEItiG
REPORTED ACCORDINJ TO 10CFA50.73tA)(28tII.

[ 321 DIABLO CANYCH 1 DOCKET 50-215 LER 87-016 REV 01
UPDAT2 ON ENTRY INTO TECH SPEC 3.0.3 DUE TO FOUR SHUTDOWN BANK CONIROI RODS NOT
BEING FULLY WITHDRAWN CAUSFD BY FUSE FAILURE.
EVENT DATE: 100687 REPOR7 DATE: 042888 NSSS: WE TYP ts PWR
OTHER UNITS INVOLVED: DIABLO CANYON 2 (PWR)
VENDOR: SHAWMUT COMPANY

(HSIC 209250) ON OCTCBER 6. 1987. AT 0405 PDT WITH THE UNIT IN MODit 1 (POWER
OPERATION) AT 100 PERCENT POWER, A PLANT SHUTDOWN WAS INITIATED IN ACCORDANCE
W!lH TECHNICAL SPECIFICATION (TSI 3.0.3 AND AN UNUSUAL EVENT WAS DI:CLARED WHEN
FOUR SHUTDOWN CONTROL RODS, INSERTED ONE STEP TO 29' STEPS WERE NO1' FULLY
WITHD9 AWN WITHIN ONE HOUR AS REQUIRED BY TS 3.1.3.5. WHEN THE SHU1'DOWN BANK A
GROUP 2 CONTROL RODS WETE INSERTED ONE SIEP FUSES FOR EOTH THE SHU170WN AND THE
CONTROL BANK A GROUP 2 CON 4AOL RODS FAILED. TWd ONE HOUR EMERGENC) kNENT REPORT
REQUIRED BY 10 CFR 50.72 WAS COMPLETED BY 0434 PDT. ON OCTOBER 6 A1 0530 PDT
AITER REPLACING THE FAILED FU$ES. THE FOUR SHUTDOWN RCDS WERE FULLY WITHDRAWL4
THEREBY EXITING TS 3.0.3. THE UNUSUAL EVENT WAS TERMINATED AT 0543 PDT.
WESTINGHOUSE HAS PERFORMED A SAFETY ANALYSIS WHICH DETERMINE 7 THAT DPERATION WITH
SHUTDOWN ROD BANKS POSITIONED TO 225 STEPS OR HIGHER W7LL NOT INCREASE THE
PROBABILITY OR CONSEQUENCES OF ANY ACCIDENT ANALYEED IN THE FSAR UPDATE.
THEREFORE. THIS EVENT DID NOT AFFECT THE HEALTH AND S AFETY OF THE P JBLIC. THE
EVENT WAS CAUSED BY A POOR SOLDER JOINT BETWEEN THE TOP END CAP AND THE METAL

_________-____ - _ _____ _- _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ . _ _ _ _ _ _ _ _ _ - _ _ _ _ _ _ . . _ _ _ _ _ _ - _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
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FUSE LINK OF THE FUSE. ALL CONTRO ROD DRIVE FUSES IN BOTH UNITS 1 AND 2 WILL BE
REPLACED WITH IMPROVED FUSES DURING THE NEXT AVAILABLE OUTAGES.

[ 33) DIABLO CANYON 1 DOCKET 50-275 LER 88-010
CONTAINMENT VENTILATION ISOLATIONS DUE TO ELECTRONIC NOISE.
EVENT DATE: 041688 REPORT DATE: 050608 NSSS: WE TYPE PWR

(NS!C 209219) ON APRIL 16, 1988 AT 2139 PDT, APRIL 19, 1988 AT 1245 PDT, AND
APRIL 23, 1988, AT 1313 PDT AND 1330 PDT WITH THE UNIT IN MODE 6 (REFUELING) THE
CONTAINMENT VENTILATION ISOLATION SYSTEM (CVIS) WAS AUTOKATICALLY ACTUATED WHEN A
HIGH ALARM OCCURRED ON RADIATION MONITOR (RM) RM11 FOR THE APRIL 16 AND APRIL 19
EVENTS AND ON RM14A FOR THE APRIL 23 EVENTS. CVIS VALVES, NOT ALREADY IN THE
CLOSED POSITION PRIOR TO THE EVENTS, AUTOMATICALLY CLOSED AS DESIGNED. AS
REQUIRED BY 10 CFR ;0.72(Bl(2)(!!) FOUR-HOUR NONEMERGENCY REPORTS WERE MADE AT
2300 PDT APRIL 16, 1988 1425 PDT APRIL 19, 1988 AND 1444 PDT, APRIL 23, 1988. THE
CVIS ACTUATIONS WERE ATTRIBUTED TO SPURIOUS NOISE SIGNALS AS INDICATED BY THE
ABSENCE OF VALID INITIATION SIGNALS. THE CVIS WAS RESET AT 2333 PDT APRIL 16,
1988 1430 PDT, APRIL 19, 1988 AND 1349 PDT, APRIL 23, 1988. TO PRECLUDE
RECURRENCE TIME DELAY CIRCUITRY, SIMILAR TO THAT ALREADY INSTALLED IN UNIT 2
WILL BE INSTALLED IN UNIT 1 IN THOSE RADIATION MONITORS THAT CAN ACTUATE THE CVIS
AND ARE KNOWN TO BE SUSCEPTIBLE TO ELECTRONIC HOISE.

[ 34] DIABLO CANYON 1 DOCKET 50-275 LER 88-012
CONTINU0US PARTICULATE AND IODINE PLANT VENT SAMPLE FLOW NOT MAINTAINED DUE TO
PERSONNEL ERROR.
EVENT DATE: 042288 REPORT DATE: 052388 NSSS: WE TYPEt PWR

(NSIC 209388) ON 4/22/88, THE SURVEILLANCE REQUIREMENT OF TECH SPEC (TSI
4.11.2.1.2 TABLE 4.11 2 ITEM 4 WAS NOT MET WHEN IT WAS DETERMINED THAT AN AUX.
SAMPLE PUMP, USED AS A REPLACEMENT PUMP FOR THE INOPERABLE 1-RY-24, "PLANT VENT
SAMPLE COLLECTION PUMP," WAS NOT RUNNING. THE PUMP WAS FOUND NOT RUNNING BY A
CHEMISTRY AND RADIATION PROTECTION TECH AFTER PERFORMANCE OF A FLOW VERIFICATION
TEST REQUIRED BY TS 4.3.3.10. THE ILC TECH INVOLVDD WITH THE EVENT DID N0?
REALIEE THE TS SIGNIFICANCE OF MAINTAIN!NG CONTINUOUS FLOW THROUGH THE AUA.
SAMPLE PUMP AND THFREFORE SECURED IT WHILE CONDUCTING TROUBLESHOUTING EFFORTS IN
AN ATTEM/T TO RETURN 1-RY-24 TO SERVICE. THE TECH FAILED TO USE GOOD JUDGEMENT
WHILE TROUBLESHOOTING AND FAILED TO NOTIFY THEIR FOREMAN BEFORE SECURING THE
PUMP. THE TS 30-DAY INOPERABILITY REQUIREMENT FOR PUMP 1-RY-24 WAS NOT ADEQUATELY
TRACKED BY REOPONSIBLE SUPERVISION AND RESULTED IN A LAST MINUTE EFFORT TO RETURN
1-RY-24 TO SERVICE. THIS CONTRIBUTED TO THE TECHNICIANS' FAILURE TO ADEQUATELY
CONSIDEP THEIR ACTION IN SECURING THE AUKILIARY SAMPLE PUMP WHILE TROUBLESHCOTING
1-RY-24 CORRECTIVE ACTIONS INCLUDE COUNSELING I4C TECHNICIANS AND MANAGEMENT
PERSONNEL, PEVIEWING TS 4.3.3.10 AND ADDING A PRECAUTIONARY STATEMENT TO THE
PROCEDURE GOVERNING THE FUNCTIONAL TEST OF 1-RY-24 AND A PRECAUTIONARY LABFL ON
THE AUA SAP.*LE PUMP ADDRESSING FLOW REQUIREMENTS.

[ 35) DIABLO CANYON 2 DOCKET 50-323 LER 88-005
CONTAINMENT VENTILATION ISOLATION INITIATION DUE TO ELECTRONIC NOISE CAUSED BY
MECHANICAL WEAR ON THE CHECK SOURCE LATCH.
EVENT DATE: 040588 REPORT DATE 050488 NSSS: WE TYPE: PWR
VENDOR WESTINGHOUSE ELECTRIC CORP.

(NSIC 209270) ON APRIL 5. 1988, AT 1244 PDT, WITH UNIT 2 IN MODE 1 (POWER
OPERATIONI, A SPURICUS INITIATION OF THE CONTAINMENT VENTILATION ISOLATION SYSTEM

(C ISI OCCURRED. THE SAMPLE LINE ISOLATION VALVES FOR GASEOUS RADIATION i.ONITORS
RM-11 AND RM-12 CLOSED AS DESIGNED. ALL OTHER CVIS VALVES THAT RECE!VE TSOLATION
SIGNALS WERE ALREADY CLOSED WHEN THE EVENT OCCURRED. AS REQUIRED BY 10 CFR
50.72(Bl(2)(III, A 4-HOUR NON-EMERGENCY EVENT REPORT WAS MADE ON APRIL 5 1988 AT



_ _ _ _ _ _ . _ _ _ _ _ _ _ _ _ _ _ - _ _ _ _ _ _ _ - - _ _ _ _ _ . _ _ _ _ _ _ - _ - __ _ - _ __-_________--__________

!
i

I<

14 |

1440 PDT. IT WAS DETERMINED THAT THE CVI WAS CAUSED BY ELECTRONIC NOISE GENERATED
BY THE CHECK SOURCE DRIVE MOTOR FOR PLANT VENT P.kRTICULATE RADIATION MONITOR
2RM-288. DUE TO MECHANICAL WEAR, THE 2RM-28B CHECK SOURCE LATCH FAILED TO CATCH
PROPERLY. THEREBY ALLOWING THE CHECK SOURCE TO DROP AND THE MOTOR TO RE-ENERGI!E,
RESULTING IN DRIVE MOTOR CYCLING. THE CYCLING MOTOR GENERATED SUFFICIENT NOISE i

TQ INITIATE A HIGH ALARM ON 2RM-148, LOCATED IN THE SAME CABINET AS 2RM-288, ,

'CAUSING THE CVI. THE 2RM-10B CHECK SOURCE DRIVE MOTOR ASSEMBLY WAS REPLACED TO
PREVENT RECURRENCE OF THE PPOBLEM. |

[ 361 DRESDEN 2 DOCKET 50-237 LER 88-006
LOSS OF PRIMARY CONTAINMENT NITROGEN INERTING MAKEUP SYSTEM DUE TO DAMAGE CAUSED
BY PERSONNEL ERROR.

I EV'.dT DATE : 042988 REPORT DATE: 052588 NSSS: GE TYPE: BWR
07HER UNITS INVOLVED: DRESDEN 3 (BWR)

| (NSIC 209452) AT 0340 HOURS ON APRIL 29, 1988, WITH UNIT 2 OPERATING AT 835 RATED
THERMAL POWER AND UNIT 3 IN COLD SitUTDOWN FOR A REFUELING OUTAGE, MECHANICAL
MAINTENANCE DEPARTMENT (MMD) PERSONNEL WsRE REPLACING THE UNIT 3 CONTAINMENT VENT
AND PURGE SYSTEM VALVE 3-1601-205. DURING RIGGING OPERATIONS INVOLVED WITH
INSTALLING THIS VALVE, A UNIT 2 PRIMARY CONTAINMENT NITROGEN INERTING MAKEUP t

SYSTEM LINE WAS INADVERTENTLY KINKED AND CRACKED. THE OPERATING DEPARTMENT SHIFT [
FOREMAN RESPONDED IMMEDIATELY AND SUCCESSFULLY ISOLATED THE NITROGEN INERTING ,

MAKEUP PIPING. DUE TO THIS ISOLATION OF THE NORMAL HITROGEN INERTING MAKEUP
SYSTEM, AN ORDERLY UNIT 2 SHUTDOWN WAS INITIATED PER TECH SPEC 3.7.A.6.8 AND AN
UNUSUAL EVENT WAS LECLARED AT 0440 HOURS. AFTER WARMING OF THE NITROGEN j

VAPORI!ER AND VALVING IN THE NITROGEN INERTING SYSTEM IN ORDER TO PROVIDE AN
'

ALTERNATE NITROGEN INERTING MAKEUP SUPPLY, THE UNUSUAL EVENT WAS CANCELLED AT ;

0640 HOURS. SAFETY SIGNIFICANCE WAS MINIMAL AS THE PRIMARY CONTAINMENT WAS AT
ALL TIMES MAINTAINED >/= 1 PSIG OXYGEN PER TECH 1PEC 3.7.A.5.A AND THE DRYWELL TO I
TORUS DIFFERENTIAI PRE 3 CURE REMAINED AT >/= 1 Pf,IG PER TECH SPEC 3.7.7.A.

I

[ 37] DRESDEN 3 DOCKET $0-249 LER 84-003
CONTAINMENT PENETRATION PIPING FLUED HEAD ANCHOR SUPPORTS IN EXCESS OF FSAR
DESIGN CRITERIA DUE TO DESIGN AND CON &TRUCTION DEFICIENL?tS.
EVENT DATE: 032388 RLPORT DATE: 041818 NSSS: GE TYPE: BWR r

t

(NSIC 209044) ON MARCH 23, 1988 AT 1115 HOURS DURING NORMAL UNIT 3 OPERATION AT '

2426 MW THERMAL POWER 4965) DRESDEN STATION MANAGEMENT WAS NOTIFIED BY THE BWR |
ENGINEERING DEPARTMENT THAT THREE PRIMARY CONTAINMENT PIPE PENETRATION FLUED HEAD
ANCHORS (FHA'S) DID NOT MEET FINAL SAFETY ANALYSES REPORT (FSAR) DESIGN
REQUIREMENTS. THE DEFICIENCIES WERE DISCOVERED AS A RESULT OF ANALYSIS OF FMA '

DATA FROM FHA INSPECTIONS PERFORMED IN JANUARY OF 1988. TWO OF THE FMA'S WERE i

DETERMINED TO NOT MEET FSAR PIPE RUPTURE DESIGN REQUIREMENTS DUE TO A DESIGN ,

DEFUCIENCY WHEN TME ANCHORS WERE REDESIGNED DJRING THE 1986 UNIT 3 RECIRCULATION t

JIPING REPLACEMENT REFUEL OUTAGE. THE THIRD FMA WAS DETERMINED TO BE DEFICIENT
DUE TO A BRACE THAT WAS IDENTIFIED AS MISSING DUE TO AN ORIGINAL CONSTRUCTION i

DEFICIENCY. A PRELIMINARY ASSESSMENT OF THE THREE FHA's DETERMINED THAT THE !

ANCHORS ARE WITHIN OPERABILITY LIMITS AND WILL PERFORM THEIR INTENDED FUNCTIONS I

UNDER ALL DESIGN BASIS EVENTS. NO TECH SPEC REQUIREMENTS WERE VIOLATED. FOR I
THESE REASONS. THIS EVENT WAS CONSIDERED TO BE OF MINIMAL SAFETY SIGNIFICANCE. t

REPAIRS TO THE THREE FHA'S WILL BE PERFORMED UNDER MODIFICATION M12-3-88-20 WHICH i
IS SCHEDULED FOR COMPLETION PRIOR TO START UP FOLLOWING THE UNIT 3 1988 REFUEL i
OUTAGE. NO PREVIOUS OCCURRLNCES OF FHA DEFICIENCIES WERE DISCOVERED. i

!

[ 38| DRESOEN 3 COCKET 50-249 LER 88-004
TYPE B AND C LOCAL LEAK RATE TEST LIMIT EXCEEDED DUE TO LEAKAGE THROUGH PRIMARY
CONTAINMENT !$0LATION VALVE.
EVENT DATE: 040488 REPORT DATE: 042888 NSSS: GE TYPE: BWR

D

i

,
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VENDOR: HANCOCK CO.

(NSIC 209290) ON APRIL 4, 1988, WITH UNIT 3 IN A REFUdLING OUTAGE AND DURING THE
PERFORMANCE OF DRESDEN TECHNICAL STAFF SURVEILLANCE PROCEDURE (DTSI 1600-1, LOCAL
LEAK RATE TESTING (LLRTI OF PRIMARY CONTAINMENT ISOLATION VALVES, THE ATMOSPHERE
CONTAINMENT AND DILUTION (ACAD) PURGE CHECK VALVE 3-2599-238 LEAKED 192.66 SCFM.
THIS BROUGHT THE TOTAL "AS FOUND" LEAKAGE USING THE MAXIMUM PATHWAY METHOD FOI.
TYPE "B" AND "C" TESTING TO 627.596 SCFH. WHICH EXCEEDED THE TECH SPEC
3.7.A.2.B.(2)(A) LIMIT OF 493.116 SCFH. WORK REQUEST #D74156 WAS INITIATED TO
REPAIR THE VALVE. THE CAUSE OF THE EXCESSIVE LEAKAGE IS UNKNOWN AT THIS TIME.
THIS VALVE WILL BE REPAIRED AND RETESTED PRIOR TO UNIT SIARTUP. A SUPPLEMENT TO
THIS REPORT WILL THEN BE SUBMITTED OUTLINING THE CAUSE OF FAILURE, RETEST

RESULTS. THE FINAL TYPE "B" AND "C" LEAK RATE TEST RESULTS AND ANY ADDITIONAL
CORRECTIVE ACTIONS TO PREVENT RECURRENCE. ALSO INCLUDED WITH THE SUPPLEMENT WILL
BE A TABULATION OF ALL THE TESTABLE PENETRATIONS MAXIMUM AND MINIMUM PATHWAY
LEAKAGES. THE SAFETY SIGNIFICANCE OF THIS EVENT WAS MINIMAL BECAUSE THE IN-LINE
ISOLATION VALVE, 3-2599-29 WAS NOT OBSERVED TO DE LEAKING. THEREFORE, THE
"THROUGH' LEAKAGE, WHICH 'JEPRESENTS ACTUAL CONTAINMENT LEAKAGE, WAS MINIMAL. A
PREVIOUS OCCURRENCE OF THIS TYPE IS OUTLINED IN REPORTABLE OCCURRENCE 887-004 ON
DOCKET e050237.

[ 39] DRESDEN 3 DOCKET 50-249 LER 88-011
GROUP II PRIMARY CONTAINMENT ISOLATION DUE TO PROCEDURAL INADEQUACY.
EVENT DATE: 041288 REPORT DATE: 0510$$ NSSS: GE TYPE: BWR

(NSIC 2093521 ON APRIL 12, 1988 AT 0441 HOURS, WITH UNIT 3 SHVT DOWN FOR A
REFUELING OUTAGE. A GROUP II PRIMARY CONTAINMENT ISOLATION WAS RECEIVED. THIS
ISOLATION SIGNAL RESULTED IN THE TRIPPING AND ISOLATING OF THE UNIT 3 REACTOR
BUILDING VENTILATION FANS, THE AUTO START OF THE STANDBY GAS TREATMENT SYSTEM AND
THE CLOSURE OF ALL ISOLATION VALVES (NOT CUT OF SERVICE AS A RESULT OF THE REFUEL
OUTAGE) PERTAINING TO THE GROUP II ISOLATION SIGNAL. THE CAUSE OF THE EVENT WAS
THE DE-ENERGIEATION OF THE DRYWELL HIGH RADIATION MONITORS WHILE HANGING AN OUT
OF SERVICE ON THE ATMOSPHERIC CONTAINMENT ATMOSPHERE DILUTION / CONTAINMENT AIR
MONITORING (ACAD/CAMI SYSTEM. THE ROOT CAUSE OF THE EVENT WAS CONTRIBUTED TO
PROCEDURAL INADEQUACY. AS IMMEDIATE CORRECTIVE ACTION, POWER WAS RESTORED TO THE
RADIATION MONITORS AND THE ISOLATION WAS RESET. THE LONG TERM CORRECTIVE ACTIONS
INCLUDE EVALUATING POSSIBLE PROCEDURE CHANGES AND ADDITIONAL TRAINING ON
ELECTRICAL BLUEPRINT READING. THE SAFETY SIGNIFICANCE OF THIS EVENT WAS MINIMAL
$1NCE THE 'JRYWELL RADIATION MONITORS WERE NOT REQUIRED TO BE OPERABLE WITH THE
REACTOR IF A SH7TDOWN CONDITION AND ALL FUEL REMOVED FROM THE REACTOR.

( 40] DRESDEN 3 DOCKET 50-249 LER 88-007
STANDBY 11 QUID CONTROL RELIEF VALVES FAIL TO OPEN DUE TO SOLIDIFICATION OF SODIUM
PENTABORATE SOLUTION.
EVENT DATE: 041388 REPORT DATE: 050688 NSSS: GE TYPE: BWR
VENDOR: CROSBY VALVE & GAGE CO.

(NSIC 209350) ON APRIL 13, 1988 AT 2130 HOURS WITH UNIT 3 IN THE REFUEL MODE, THE
STANDB7 LIQUID CONTROL (SBLC) RELIEF YALVES 3-1105A AND 3-11058 FAILED TO OPEN
DURING THE PERFORMANCE OF DRESDEN MAINTENANCE PROCEDURE (DMP 1100-2 STANDBY
LIQUID CONTROL RELIEF VALVE SETTING. AN INSPECTION OF THE VALVES REVEALED THAT
SODIUM PENTABORATE SOLUTION HAD SOLIDIFIED IN THE VALVES. THIS SOLIDIFICATION
OCCURRED BECAUSE THE HEAT TRACE SYSTEM WAS DISCONNECTED FROM THE SBLC PIPING ON
APRIL 10, 1988 TO ALLOW FOR INSTALLATION OF A MODIFICATION TO THE SBLC SYSTEM.
THE ROOT CAUSE OF THIS EVENT WAS ATTRIBUTED TO BLOCKAGE OF THE RELIEF VALVES AS A
RESULT OF SOLIDIFICATION OF THE SODIUM PENTABORATE SOLUTION. A CONTRIBUTING
CAUSE OF THE RFLIEF VALVES' FAILURE INCLUDED INSUFFICIENT PROCEDURAL PRECAUTIONS
REGARDING THE TIMELINESS OF TESTING THE RELIEF VALVES. AFTER CLEANING THE VALVES'
INTERNALS. MAINTENANCE PERSONNEL READtUSTED THE VALVES TO OPEN WITHIN THE

. - - _________________________________ _ _
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! REQUIRED TECH SPEC LIMITS. TO PREVENT FUTURE OCCURRENCES OF THIS TYPE, DMP
1100 2 WILL BE REVISED TO INDICATE THAT THE RELIEF VALVES MUST BE TESTED
EXPEDITIOUSLY FOLLOWING THE REMOVAL OF THE VALVES FROM THE SYSTEM. THE SAFETY
SIGNIFICANCE OF THIS EVENT WAS MINIMAL SINCE THE RELIEF VALVES ARE BELIEVED TO
HAVE BEEN OPERABLE PRIOR TO THE HEAT TRACE SYSTEM BEING DISCONNECTED SINCE THE
S0DIUM PENTABORATE WOULD HAVE BEEN IN SOLUTION AT THAT TIME.

[ 41) DRESDEN 3 DOCKET 50-249 LER 88-010
MAIN STEAM 5AFETY VALVE 3-203-4D SETPOINT FCUND OUTSIDE TECH SPEC LIMITS DUE TO
SETPOINT DRIFT.

i

EVENT DATE: 042488 REPORT DATES 051388 NSS5: GE TYPE: BWR

| VENDOR: DRESSER INDUSTRIES, INC.
1

I (HSIC 209453) ON APRIL 24, 1988 AT 1200 HRS WITH THE UNIT 3 IN REFUEL MODE WITH
ALL THE FUEL REMOVED, DURING THE PERFORMANCE OF DRESDEN MAINTENANCE PROCEDURE

| (DMP) 200-3, UNIT 2/3 SIX INCH SAFETY VALVE PRE. MAINTENANCE TESTING. THE MAIN
I STEAM SAFETY VALVE 3-203 4D (SERIAL NUMBER BK 6296) OPENED AT A PRES $URE OF 1282
l PSIG, WHICH WAS IN EXCESS OF THE TECH SPEC 4.6.E REQUIRED SETPOINT OF 1260 PSIG

+/- it. THE CAUSE WAS ATTRIBUTED TO SETPOINT DRIFT. THE VALVE WILL SE
OVERHAULED, SET. AND RETESTED SATISFACTORILY PRIOR TO RE-INSTALLATION. THE
SAFETY $2GNIFICANCE OF THIS EVENT IS MINIMAL BASED ON AN EVALUATION WHICH JHOWS i

THAT WITH THE VALVE IN T!t!S AS-FOUND CONDITION, THE REACTOR PRESSURE SAFETY LIMIT
WOULD NOT HAVE BEEN EXCEEDED UNDER ANY DESIGN BASIS EVENT. THE LAST EVENT OF
THIS TYPE WAS REPORTED BY LICENSEE EVENT REPORT HO $7-30 ON DOCKET NO. 050237
WHICH INVOLVED TWO MAIN STEAM SAFETY VALVE SETPOINTS BEING FOUND OUTSIDE TECH
SPEC LIMITS DUE TO MI5 HANDLING AND SETPOINT DRIFT.

( 42| FARLEY 1 DOCKET 50-348 LER 88-010
CONTROL ROOM PRESSURIEATION UNABLE TO MAINTAIN REQUIRED PRESSURE DUE TO OPEN
PENETRATIONS.
EVENT DATE: 041188 REPORT DATE: 051188 N555: WE TYPE: PWR
OTHER UNITS INVOLVED: FARLEY 2 (PWR) j

(NSIC 209296) ON 4/11/88 IT WAS DETERMINED THAT INDIVIDUALLY NEITHER OF THE
,

CONTROL ROON PRE 55URIEATION UNITS WAS ABLE TO MAINIAIN THE REQUIRED PRESSURE OF
AT LEAST 0.125 INCHES WATER GAUGE DUE TO AN EXCESSIVE AMOUNT OF CROSS-ELECTRICAL
AREA BEING OPEN DUE TO BREACHED PENETRATIONS IN THE CONTROL ROOM. THIS EVENT IS
REPORTABLE BECAUSE .(EITHER OF THE TWO INDEPENDENT TRAINS Of THE CONTROL ROOM

IPRES $URIIATICN WAS ABLE TO MEET THE TECH SPEC SURVEILLANCE REQUIREMENTS DUE TO A
SINGLE CAUSE. THE CAUSE OF THIS EVENT !$ COGNITIVB ERROR IN THAT THE TESTING
PERFORMED TO SPECIFY THE ALLOWABLE AMOUNT OF OPEN PENETRATIONS IN THE CONTROL
ROOM WAS PERFORMED INCORRECTLY. THE NORMAL SYSTEM ALIGNMENT WAS USED RATHER THAN
THE POET-LOCA ALIGNMENT. THIS RESULTED IN THE PROCEDUAE INADEQUACY QF
FNP-0-AP-16 (CONDUCT OF OPERATION - OPERATIONS GROUP) THAT LED TO THID EVENT.
ido CF THE OPEN PENETRATIONS WERE SEALED AND THE CONTROL BOOM PRESSULE STABILIEE9 i

AT 0.14 INCHES WATER GAUGE. FHP-0-AP-16 HAS BEEN REVISED TO LIMIT TME AMOUNT YF
CONTROL ROOM PENETRATION OPENINGS TO A CROSS SECTIONAL AREA OF 21.21 SQUARE
INCHES.

| 43] FARLEY 1 DOCKET 50-348 LER 88-011
CONTAINMENT HATCHES WERE NON-FUNCTIONAL AS A FIRE BARRIER FOR LONGER THAN SEVEN
DAYS.
EVENT DATE: 041388 REPORT DATE: 051188 NSSS: WE TYPE: PWR

|

(NSIC 2092953 THE CONTAINMENT PTRSONNEL AND EQUIPMENT HATCHES HAVE BEEN OPEN FOR |
MORC THAN SEVEN DAYS TWICE DURING THE CURRENT REFUELING OUTAGE. THE HATCHES WERE

I'OPENED TO SUPPORT OUTAGE ACTIVITIES. THE FIRST TIME THE SEVEN-DAY TIME LIMIT WAS
EXCAEDED FOR THE PER$0NNEL HATCH WAS 4 13-88 AT 1925 AND THE SECOND TIME WAS l

|

I
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5-5-88 AT 0503. THE SEVEN-DAY TIME LIMIT FOR THE EQUIPMENT HATCH WAS EXCEEDED ON
4-18-88 AT 2115 AND 5-9-88 AT 1400. SINCE THE CONTAINMENT WALL IS CONSIDERED TO
BE A FIRE BARRIER, OPENING THESE HATCHES CONSTITUTES BREACHING A FIRE BARRIER.
TECH SPEC 3.7.12 REQUIRES THAT WITHIN ONE HOUR, EITHER ESTABLISH A CONTINUOUS
FIRE WATCH OR VERIFY THE OPERABILITY OF FIRE DETECTORS AND ESTABLISH AN HOURLY
FIRE WATCH PATROL. CONTINUOUS FIRE WATCHES WERE ESTABLISHED AND MAINTAINED. TECH
SPEC 3.7.12 ALSO REQUIRES THAT BREACHED FIRE BARRIERS BE RESTORED TO FUNCTIONAL

" STATUS WITHIN SEVEN DAYS OR A SPECIAL REPORT MUST BE SUBMITTED WITHIN THE
FOLLOWING 30 DAYS. THEREFORE, THIS SPECIAL REPORT IS BEING SUBMITTED. DUE TO THE
SCOPE OF THE WORK IN PROGRESS, IT WAS NOT PRACTICAL TO CLOSE THESE HRTCHES WITHIN
SEVEN DAYS. THE CONTAINMENT PERSONNEL AND EQUIPMENT HATCHES WILL BE CLOSED PRIOR
TO ENTRY INTO MODE 4 (HOT SHUTDOWN).

| 44) FARLEY 1 DOCKET ?0-348 LER 88-012

|
FIRE HOSE STATION INOPEABLE FOR MORE THAN FOURTEEN DAYS.

[ EVENT DATEt 042188 REPORT DATE: 051388 NSSS: WE TYPE: PWR

i (NSIC 209279) AT 1500 ON 4-7-80, FIRE HOSE STATION N1V43-D-128 WAS ISOLATED
1 BECAUSE THE PACKING FOLLOWER ON THE VALVE WAS BROKEN WHICH CAUSED EXCPSSIVE

LEAKAGE. REPAIRS COULD NOT BE COMPLETED WITHIN FOURTEEN DAYS. TECHNICAL
SPECIFICATION 3.7.11.4 REQUIRES THE FIRE HOSE STATION TO BE RETURNED TO OPERABLE
STATUS WITHIN FOURTEEN DAYS OR A SPECIAL REPORT MUST CE SUBMITTED WITHIN THE
FOLLOWING 30 DAYS. THEREFORE. THIS SPECIAL REPORT IS BEING SUBMITTED.

1 RFPLACEMENT PARTS FOR THE FIRE HOSE STATION HAVE BEEN ORDEPED. THE REPA!R$ WILL
; BE COMPLETED AS SOON AS THE PARTS ARE R3CEIVED. TECHNICAL SPECIFICATION ACTION

STATEMENT REQUIREMENTS FOR THE INOPERABLE FIRE HOSE STATION ARE BEING MET.
Y

l 45! FERMI 2 DOCKET $0-341 LER 87-043 REY 02
UPDATE ON CONTROL CENTER HEATING VENTILATING AND AIR CONDITIONING SYSTEM ACTUATES
TO RECIRCULATION MODE.
EVENT DATE: 090207 REPORT DATE: 051388 NSSS: GE TYPE: BWR

j (NSIC 209263) ON SEPTEMBER 2, 1987 AT 1442 HOURS. THE CONTROL CENTPR HEATING,

] YENTILATING AND AIR CONDITIONING (CCHVAC) DIVISION I SHIFTED FROM NORMAL
j OPERATION TO RECIRCULATION MODE. ALSO, THE DIVIS10N I STANDBY GAS TREATMENT
j SYSTEM (SGTSI AUTOMATICALLY INITIATED. IMMEDIATELY PRIOR TO THESE ACTUATION 5,

'

CHANNEL *A" FUEL POOL EXHAUST VENTILATION RADIATION MONITOR RECEIVED A
I DOWNSCALE/ INOPERABLE TRIP ALAEM. THE PLANT ENGINEERING STAFF WAS ABLE TO
I RECREATE THE CCHVAC AND SGTS ACTUATION BY MOVEMENT OF THE CONTROLS FOR THE FUEL
{ POOL EXHAUST VENTILATION RADIATION MONITOR INDICATOR AND TRIP UNIT. HOWEVER, THE
i EXACT CAUSE OF THE ORIGINAL EVENT COULD NOT Sk DETERMINED. TO PREVENT
] RECURRENCE, REQUIRED READING WAS ISSUED. INFORMATIONAL ENGRAVED PLATES HAVE BEEN

ATTACHED ONTO EACH OF THE FUEL POOL RADIATION EXHAUST MONITORS A, B, C AND D THAT
; STATES THE FOLLOWING: "RED PUSNBUTTON SWITCH IS FOR RESET ONLY. INOP TRIP CANNOT

BE INHIBITED."'

I

l ( 46] FERMI 2 DOCKET 50-341 LER 88 000 REV 011

! UPDATE ON LEAKAGE IN EXCESS OF THE ALLOWABLE FOUND FOR PRIMARY CONTAINMENT
ISOLATICN VALVES DURING LOCAL LEAK RATE TESTING.
EVENT DATE: 022988 REPORT DATE: 052788 NSSS: GE TYPE: BWR

(NSIC 209414) PERIODIC LEAK RATE TESTING OF PRIMARY CONTAINMENT ISOLATION VALVES
! WAS COMPLETED AS REQUIRED BY TECHNICAL SPECI?! CATION SURVEILLANCE REQUIREMENTS
| DURING THE LOCAL LEAK RATE TESTING OUTAGE. DURING THE COURSE OF TESTING. THE
1 DETERMINATION WAS MADE THAT THE COMBINED LEAKAGE LIMITS AS SPECIFIED IN TECHNICAL
| SPECIFICATION LIMITING CONDITIONS FOR OPERATION WERE EXCEEDED. THE BASIS OF THE
1 SURVEILLANCE REQUIREMENT IS TO ALLOW FOR THE EARLY DETECTION OF VALVE LEAKAGE DUE
| TO NORMAL WEAR AND DEGRADATION DURING A SPECIFIED TIME INTCRVAL. THE VALVE

!

i

\
|

|

l
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LEAKAGE WAS CAUSED BY NORMAL DEGRADATION OF VALVE COMPONENTS AND/OR CONTAMINANTS i

ON THE VALVE SEATS. FORTY-FOUR PRIMARY CONTAINMENT ISOLATION VALVES WERE
CLEANED. REWORKED, REFURBISHED AND FUCCESSFULLY RETESTED TO BRING THE TOTAL
ALLOWABLE LEAKAGE INTO COMPLIANCE WITH TECHNICAL SPECIFICATIONS.

[ $7] FERMI 2 DOCKET 50-341 LER 88-010
DE-ENERGIEED RADIATION MONITOR CAUSES CONTROL CENTER HEATING VENTILATION AHD AIR

' CONDITIONING TO SHIFT TO THE RECIRCULATION MODE.
l EVENT DATE: 0310$$ REPORT DATE: 041188 HSSS: GE TYPE: BWR
l

(NSIC 200924) ON MARCH 10 1988 AT 2355 HOURS. THE TURBINE BUILDING STATIONARY
PARTICULATE. IODINE. AND NOBLE CAS (SPINGl RADIATION MONITOR LOST POWER AND THE
CONTROL CENTER HEATING VENTILATION AND AIR CONDITIONING (CCHVAC) SYSTEM SHIFTED

'
TO THE RECIRCULATION MODE AS DESIGNED. THE EVENT WAS CAUSED BY THE FAILURE OF
OPERATIONS PERSONNEL TO COMPLY WITH THE RF,QUIREMENT OF THE ABHORMAL LINE-UP SHEET

| FOR A MODULAR POWER UNIT (MPU) DE-ENERGIEATION. DURING ROUTINE MAINTENANCE OF
t THE MPU. THE ABNORMAL LINE UP SHEET REQUIRED LEAVING THE CCHVAC IN THE
| RECIRCULATION MODE HOWEVER THIS WAS OVERLOOKED. THIS ACTION WOULD HAVE AVOIDED
| THE ENGINEERED SAFETY FEATURE ACTUATION. AN ENGINEERING DESIGN PACKAGE (EDP) WAS
| DEVELOPED TO REMOVE THE CCHVAC ISOLATION FUNCTIONS FROM THE TURBINE BUILDING

SPING. THE EDP WAS SINCE BEEN INSTALLED.

[ 48] FERMI 2 DOCKET 50-341 LER 88-009 REV 01 |

UPDATE ON SAFETY RELIEF VALVES FAIL THEIR SET PRESSURE SURVEILLANCE TOLERANCE
TEST.
EVENT DATE: 031100 REPORT DATE: 051688 NSSS: GE TYPE: BWR
VENDORr TARGET ROCK CORP.

(NSIC 209325) THE MAIN STEAM SYSTEM IS EQUIPPED WITH FIFTEEN SAFETY RELIEF VALVES ;

(SRYS). TECHNICAL SPECIFICATIONS REQUIRE THAT HALF OF THE SRYS BE PROVEN |
OPERABLE AT LEAST ONCE EVERY EIGHTEEN MONTHS BY PERFORMING A SET PRESSURE TEST. 6

FIFTEEN SRYS WERE REMOVED AND SENT TO WYLE LABORATORIES TO MEET THE SURVE!LLANCE
REQUIREMENT. WYLE LABORATORIES NOTIFIED DETROIT EDISON THAT NINE OF THE SRVS
FAYLED THEIR SET PRESSURE TEST. THE CAUSE OF THIS EVENT IS CURRENTLY UNDER REVIEW

'BY THE SITE AND GEh2RICALLY BY THE BOILING WATER REACTOR OWNERS GROUP (BWROGl SRV
SET POINT DRIFT COMMITTEE. ALL VALVES REMOVED FROM THE PLANT FOR TESTING WERE
REFURBISHED. CLEANED, RETESTED AND RECERTIFIED TO BE WITHIN ACCEPTED TOLERANCES
PRIOR TO RETURN TO FERMI 2 FROM WYLE LABORATORIES.

[ 49| FERMI 2 DOCFET 50-341 LER 88-015
DIVISION I ISOLATIONS EXPERIENCED DURING IMPLEMENTATION OF A DESIGN CHANGE.
EVENT DATE: 041700 REPORT DATE: 051700 NSSS: GE TYPE: BWR

(NSIC 2093621 DURING THE INSTALLATICH OF A MODIFICATION TO THE PRIMARY
CONTAINMENT RADIATION MON!TORING SYSTEM. TWO ISOLATIONS OF ENGINEERED SAFETY |
FEATURES WERE EXPERIENCED. THE FAILURE TO FULLY INCORPORATE A CHANGE INTO THE j
WORK PACKAGE RESULTED IN THE LIFTING CF A LEAD IN AN ENERGIEED CIRCUIT. THIS
CAUSED ISOLATIONS OF THE DIVISION I REACTOR BUILDING HEATING. VENTILATION AND AIR |

CONDITIONING ALONG WITH OTHER SYSTEMS. ALSO. DURING THE IMPEMENTATION OF THE I

MODIFICATION, THE E!ECTRICIANS PULLED A FUSE WHICH THEY THOUGHT WOULD DE-ENERGI!E |
A CIRCUIT THEY WOULD BE WORKING ON. THE FUSE IDENTIFIED DID NOT DE-ENEkG18E THE
EXPECTED LOGIC DUE TO AN ERROR IN READING THE WIRING DIAGRAMS. THEREFORE. THE
S AM E ISOLATIONS PREVIOUSLY DESCRIBED WERE EXPERIENCED AGAIN. AS CORRECTIVE
ACTIONS. A REVIEW OF THE IMPACT OF THE INSTALLATION WAS MADE BY BOTH MAINTENANCE
AND ENGINEERING PERSONNEL. A REVIEW OF THE EFFECTIVENESS OF THE DESIGN CHANGE
PROCESS WILL BE MADE.

|
|
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| 50] FITEPATRICK DOCKET 50-333 LER 88-001 REV 04
UPDATE ON HIGH PRESSURE COOLANT INJECTION MADE INOPERABLE DUE TO MOTOR OPERATED
VALVE FAILURE AS A RESULT OF PROCEDURE DEFICIENCY.
EVENT DATE: 031088 REPORT DATE: 051388 NSSS: GE TYPE: BWR &

VENDOR: PORTER PEERLESS MOTORS

(NSIC 209412) DURING NORMAL OPERATION AT 1001 RATED POWER ON 3/10/00 WHEN ,

REQUIRED TO BE OPERABLE BY TECHNICAL SPECIFICATION 3.5.C. HIGN PRESSURE COOLANT,

i INJECTION (HPCI) (BJ) WAS MAC3 INOPERABLE WHEN STEAM SUPPLY VALVE 23-MOV-14
FAILED TO QPEN DURING SURVEILLANCE TESTING. AUTOMATIC DEPRESSURIEATION SYSTEM

J (AD). LOW PRESSURE COOLANT INJECTION (BO), LOW PRESSURE CORE SPRAY (BM). AND
REACTOR CORE ISOLATION COOLING (BN) SYSTEMS WERE DEMONSTRATED OPERABLE. THESEj SYSTEMS ARE REDUNDANT TO OR BACK UP HPCI, RESULTING IN OPERATION OF THE PLANT,

'

WITHIN THE RANGE OF ACCIDENT ANALYSES IN THE FINAL SAFETY ANALYSIS REPORT. THE
MOTOR ON 23-MOV-14 WAS DE3TROYED BY EXCESSIVE CURRENT AS A RESULT OF A PROCEDURE,

DEFICIENCY WHICH DID NOT REQUIRE INSPECTION AND LUBRICATION OF THE THREADS OF THEd

j VALVE STEM AND STEM NUT WHEN VALVES ARE REPACKED. IMMEDIATE CORRECTIVE ACTION WAS
j TO REPLACE THE FAILED MOTOR AND RETURN HPCI TO SERVICE OH 3/11/88 WITHIN
j APPROXIMATELY 23 HOURS. LONG-TERM CORRECTIVE ACTION IS TO REVISE THE VALVE
j REPACKING PROCEDVRE TO REQUIRE INSPECTION, CLEAN!NG, AND LUBRICATION OF THE

!
THREADS OF THE VALVE STEM AND STEM NUT. LER 85-025, 86-014, 86-011, AND 86-003

| ARE RELATED EVENTS IN WHICH SAFETY-RELATE VALVE MOTORS FAILED DUE TO PROCEDURE
atrICIENCIES. |

|
[ $1] FT. CALHOUN 1 DOCKET 50-235 LER 88-006
STATION BATTERY SURVEILLANCE TEST NOT PERFORMED DURING JANUARY 1988.

] EVENT DATE: 031588 REPORT DATE: 041488 NSSS: CE TYPE: PWR

| (HSIC 200930) ON MARCH 15, 1988 IT WAS DISCOVERED THAT SURVEILLANCE TEST St-DC-1 |
j F.1 "STt. TION BATTERIES" HAD NOT SEEN COMPLETED DURING THE MONTH OF JANUARY 1988. r

j THIS IS IN VIOLATION OF TECHNICAL SPECIFICATION 3.7(21A WHICH REQUIRES A TEST BE j

PERFORMED *EVERY MONTH". INVESTIGATION REVEALED THAT ELECTRICAL MAINTENANCE

J| PERSONNEL HAD COMPLETED THE JANUARY SURVEILLANCE TEST ON DECEMBER 28, 1987
j : SCHEDULED DUE DATEl. SINCE THE TEST WAS NOT COMPLETED AGAIN UNTIL FEBRUARY. THE

REQUIRED TASTING INTERVAL OF "EVERY MONTH" HAD NOT BEEN MET. THE REASON THE TEST t'

i WAS NOT SCHEDULED AND SUBSEQUENTLY COMPLETED DURING JANUARY CAN BE ATTRIBUTED TO |
i THE WAY THE SURVEILLANCE TEST SCHEDULING PROGRAM WAS DESIGNED. TO PREVENT A
I POSSIBLE RECURRENCE OF THIS PROBLEM, THW TEST WILL BE SCHEDULED FOR THE SECOND

WEEK 0F EACH MONTH. THIS WILL ENSURE IT IS PERFORMED DURING ITS SCHEDULED L

CALENDAR MONTH. IN ADDITION OPPD NAS FU5MITTEC AN APPLICATION FOR AMENDMENT OF I

I THE TECHNICAL SPECIFICATIONS TO PROVIDE FOR A 25 PERCENT EXTENSION TO |

| SURVE!LLANCE INTERVALS. THIS WILL PROVIDE A REASONABLE COMPLET!OW PERIOD FOR ALL
SURVEILLANCE TESTS NOT PRESENTLY COVERED UNDER THIS EXTENSION. ;a

I i
| !
I [ 521 FT. CALHOUN 1 DOCKET $0-285 LER 88-010 i
,

INOPERABLE CHECK YALVES ON SIRWT BUBBLER $. I

I
I EVENT DATE: 041588 REPORT DATE: 051688 NSSS: CE TYPE: PWR

VENDOR: CRANE VALVE CO.

i (NSIC 209315) ON APRIL 15, 1988 AT 1455 HOURS WHILE OPERATING AT 100 PERCENT [
I POWER. TESTING REVEALED THAT CHECK VALVES IN INSTRUMENT AIR LINES TO BUSSLER
( LEVEL INSTRUMENTATION ON THE SAFETY INJECTION AND REFUELING WATER TANK (SIRWT) !

I
| FAILED TO HOLD A SACK-PRESSURE, AS WOULD BE REQUIRED AFTER A LOSS C" IMITRUMEN'
J AIR. IF A LOCA OCCURRED WITM A C0!NCIDENT LOSS OF INSTIVMENT AIR PT c35URE UNDER (
I THIS CONDITION, IT IS POS$1BLF THAT A RECIRCULATION ACTUNTION $1GNAL JULD HAVE I

j ACTUATED EARLIER IN THE TRANSIENT THAN DES!GNED, RESULT!HG IN A LOSS OF SAFETY ;

- INJECTICH AND CONTAINMENT SPRAY FLOW. AT 1539 HOURS ON APRIL 15, 1988 THE NRC ,

| WAS NOTIFIED IN ACCORDANCE WITH 10 CPR 50.72 a.1.!!.B. UPON DISCOVERY OF THE [

! FAILURE. THE CHECK VALVES WERE REPLACED WITH A DIFFERENT TYPE CHECK VALVE. THE j

| t

,

b
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NEW VALVES WERE TESTED TO ENSURE OPERABILITY, AND THE SYSTEM WAS RETURNED TO
NORMAL. TO ENSURE CONTINUED OPERASILITY, THE CHECK VALVES HAVE BEEN INCORPORATED
INTO THE STATION 8 IN-SERVICE-INSPECTION (ISI) PROGRAM. PRESENT PLANS CALL FOR |
THE VALVES TO BE TESTED AS PART OF THE !$1 PROGRAM DURING THE SCHEDULED 1988
OUTAGE.

( 53] FT. CALHOUN 1 DOCKET 50-285 LER 88-013
FAILURE TO BYPASS INOPERABLE REACTOR PROTECTIVE SYSTEM CHANNEL.
EVENT DATE: 050989 REPORT DATE: 060980 HSSS: CE TYPE: PWR

(NSIC 209526) ON MAY 9, 1988, AT 0902 (CDT), DURING THE PERFORMANCE OF
SURVEILLANCE TEST ST-RPS-3 F.2 CHANNEL "C" REACTOR COOLANT LOW FLOW TRIP
SETPOINT WAS FOUND TO BE OUT OF TOLERANCE LOW. UPON COMPLETION OF THE
SURVEILLANCE TEST THE INSTRUMENT AND CONTROL TECHNICIAN SUBMITTED A MAINTENANCE
ORDER TO CONDUCT AN INVESTIGATION INTO THE PROBLEM. THE PRORLEM WAS LATER
CETERMINED TO BE A FAILED POWER SUPPLY TO THE TRIP UNIT, WHICH WAS REPLACED AND
THE UNIT RETURNED TO OPERABILITY ON MAY 11, 1980 AT 2042 (CDTI. THIS CONDITION
RESULTED IN THE TRIP UNIT BEING INOPERABLE LONGER THAN TECHNICAL SPECIFICATIONS |
ALLOW. SPECIFIC CORRECTIVE ACTIONS IN RESPONSE TO THIS INCLUDE: A CAUTION HAS
BEEN INCLUDED IN THE RPS SURVEILLANCE TESTS GOVERNING TRIP UNIT SETPOINT L

VERIFICATIOF, TO INSTRUCT THE TECHNICIAN CONDUCTING THE TEST THAT WHENEVER A TRIP I

UNIT IS FOUND OUT OF SPECIFICATION TO NOT!PY THE SHIFT SUPERVISOR FOR OPERABILITY
DETERMINATION. 2. A MEMORANDUM FEOM THE SUPERVISOR - MAINTENANCE WAS ISSUED TO
INSTRUMENT AND CONTROL AND ELECTRICAL MAINTENANCE PERSONNEL STRESSING THE |

IMPORTANCE OF OPERABILITY DETERMINATION WHEN TECHNICAL SPECIFICATION EQUIPMENT IS !

FOUND TO BE OUT OF SPECIFICATION.

|

t 54) HATCH 1 DOCKET 50-321 LER 88 004
DRAIN LINE FAILS DUE TO FATIGUE CAUSING HIGH TEMPERATURE CONDITION AND VALVE I

ISOLATION. I
EVENT DATE: 041580 REPORT DATE: 051680 NSSS: GE TYPE: BWR i

VENDOR: GENERAL ELECTRIC CO. *

(HSIC 209324) ON 4/15/06 Ar APPROXIMATELY 0411 CDT, UNIT ' WAS IN THE RUN MODE AT !
AN APPROXIMATE POWER LEVEL OF 2436 MWT (APPROXIMATELY 100 PERCENT OF RATED |

THERMAL POWER). AT THAT TIME, PLANT OPERATIONS PERSONNLL NOTED THAT ONE OF THE !

REACTOR WATER CLEAN UP (RWCU EIIS CODL CE) PRIMARY CONTAINMENT ISOLATION SYSTEM ,

(PCIS EIIS CODE JM) VALVES NAD CLOSED. THIS WAS ?N UNANTICIPATED ACTUATION OF AN
ENGINEERED SAFETY FEATURE. THE ROOT CAUSE OF THIS EVENT IS HIGH CYCLE FATIGUE
FAILURE OF A 3/4 INCH DRAIN LINE. THE FAILURE OF THE DRAIN LINE ALLOWED STEAM TO
BE RELEASED INTO THE RWCU PUMP ROOM. THIS ACTIVATED A ROOM TEMPERATURE SENSOR
WHICH, IN TURN, SENT AN ISOLATION SIGNAL TO THE OUTBOARD PCIS VALVE. CORRECTIVE ,

ACTIONS FOR THIS EVENT INCLUDED: 1 REPLACING THE DRAIN LINE AND VERIFYING THE !

LINE DID NOT LEAK, 2) INVESTIGATING THE OPERATION OF A TRANSMITTER, 33 SCHEDULING i

REPLACEMENT OF A RWCU PUMP, AND 4) SCHEDULING A DETAILED ENGINEERING |

EVALUATION / ANALYSIS OF THE RWCU DRAIN LINES AND ASSOCIATED SMALL 803E PIPING |
SUPPORTS. i

( 55] HATCH 1 DOCKET 50-321 LER 80 005
PERSONNEL ERROR CAUSES AIR INTRODUCTION INTO TURRINE LUBE OIL COOLERS RESULTING (
IN SCRAM. |
EVENT DATE: 041988 REPORT DATE: 051980 NSSS: GE TYPE: BWR

.

(HSIC 200406) ON 4/19/08 \T APPROXIMATELY 0802 CDT, UNIT 1 WAS IN THE RUN MODE AT
AN APPROXIMATE POWER LEVEL OF 2433 MWT (APPROXIMATELY 100 PERCENT OF RATLD >

THERMAL POWERI. AT THAT TIME, PLANT OPERATIUNS PERSONNEL WERE EXCNANGING THE
MAIN TURBINE LUBRICATION CIL COOLERS (TLOCS E!!S CODE TDl. SHORTLY AFTER THE
EXCHANGE OF THE TLOCS, A REACTOR SCRAM OCCURRED. THE ROOT CAUSE OF THIS EVENT IS



21

PERSONNEL ERROR. SPECIFICALLY, PLANT OPERATIONS SUPERVISORY PERSONNEL ASSIGNED AN
INFREQUENTLY PERFORMr.D TASK WITHOUT ISSUING SUFFICIENT GUIDANCE RELATIVE TO THE
PERFORMANCE OF THE TASK. ADDITIONALLY, OPERATIONS PERSONNEL FAILED TO NOTIFY
OPERATIONS SUPERVISION THAT THEY WERE UNFAMILIAR WITH THE TASK. THE CORRECTIVE
ACTIONS FOR THIS EVENT INCLUDED: 1) COUNSELING OF INVOLVED OPERAT.ONS PERSONNEL,
AND 2) REVIF,1NG PLANT PROCEDURES TO PROVIDR GUIDANCE RELATIVE TO REMOVING AND
RETUANING THE TLOCS TO SERVICE. IT IS ANTICIPATED THE PROCEDURE REVISIONS WILL
BE COMPLETED BY APPROXIMATELY 6/1/88.

[ 56| HATCH 2 DOCKET 50-366 LER 88-010
DEFICIENT PROCEDURE RESULTS IN INADMQUATE SURVEILLANCE RESULTS.
EVENT DATE: 041488 REPORT DATE: 051388 NS$$ GE TYPE: BWR

(NSIC 209330) ON 04/14/88 AT APPROXIMATELY 1445 CDT. A MEMBER OF THE PROCEDURE
UPGRADE PROGRAM (PUP) DETERMINED THAT THE REFPONSE TIME TESTING PROCEDURE FOR THE
AVERAGE POWER RANGE MONITOR CIRCUITRY (APRM EIIS CODE IG) DID NOT PRODUCE DATA
WHICH COULD CONSISTENTLY DEMONSTRATE THAT THE FLOW REFERENCED, UPSCALE SIMULATED
THERMAL POWER TRIP (STFT) RESPONSE TIMES WERE ACCEPTABLE. SPECIFICALLY, THE
PROCEDURE DID NOT EFFECTIVELY EXCLUDE THE CAPACITATIVE (RC) TtME CONSTANT IN THE
STPT CIRCUIT, AS PERMITTED BY THE TECHNICAL SPECIFICATIONS. THEREFORE, FROM THE
RESULTING DATA, IT COULD NOT ALWAYS BE DETERMINED WHETHER THE RESPONSE TIME
ACCEPTANCE CRITERIA HAD BEEN MET, RESULTING IN A CONDITION PROHIBITED BY THE
PLANT'S TECHNICAL SPECIFICATIONS. THE ROOT CAUSE IS PROCEDURE INADEQUACY. THE
PROCEDURE DID NOT PROPERLY EXCLUDE THE SIMULATED THERMAL POWER TIME CONSTANT FROM
THE MEASUREMENT OF THE RESPONSE TIME. THE CORRECTIVT ACTIONS FOR TH!$ EVENT
INCLUDED SCHEDULING THE REVISION OR REPLACEMENT OF THE DEFICIENT PROCEDURE AND
ITS SATISFACTORY PERFORMANCE PRIOR TO THE STARTUP FPOM THE NEXT UNIT 2 REFUELING
OUTAGE.

[ 57| HATCH 2 DOCKET 50-366 LER $$-013
PERSONNEL ERROR ALLOWS VALVE TO BE OPENED RESULTING IN PRIMARY CONTAINMENT
VIOLATION.
EVENT DATE: 041588 REPODT DATE: 051688 NSSS: GE TYPE: BWR

(NSIC 209332) ON 4/15/SE AT APPROXIMATELY 0930 CDT, UNIT 2 WAS IN THE RUN MODE AT
AN APPROXIMATE POWER LEVEL OF 2432 MWT (APPROXIMATELY 100 PERCENT OF RATED
THERMAL POWER). AT THAT TIME, PLANT OPERATIONS PERSONNEL WERE PERFORMING A
FUNCTIONAL TEST PROCEDURE IN OpbER TO RETURN A HYDROGEN RECOMBINER (E!!S CODE BB)
TO SERVICE AND THEY OrvilAD A PRIMARY CONTAINMENT ISOLATION SYSTEM (PCIS E!!S CODE
JM) VALVE. THIS VALVL ' AS OPENED PRIOR TO ENSURING THAT *NE SYSTEM PIPING WAS
LEAK OR PRESSURE TESTED AFTER BE!NG REPAIRED. THE P! PING WAS THE SECOND PCIS
BARRIER AND THE FAILU3E TO TEST THE PIPING VIOLATED FRIMARY CONTAINMENT
INTEGRITY. THE ROOT CAUSE OF THIS EVENT IS COGNI%IVE PERSONNEL ERROR. PLANT
PERSONNEL DID NOT INITIALLY REALIEE THE PIPING WAs THE SECOND-PRIMARY CONTAINMENT
BARRIER. CORRECTIVE ACTIONS FOR THIS EVENT INCLUDED: 1) CLOSING ISOLATION
VALVES, 2) INITIATING CONTROLS TO PREVENT OPENING OF THE VALVES, 35 PERFORMING

,

j TESTING OF THE PIPING. AND 4 ) COUNSELING INVOLVED PERSONNEL.

| [ 50) HATCH 2 DOCKET 50-366 LER 88-011
} EQUIPMENT FAILURE IN CONJUNCTION WITH SURVEILLANCE CAUSES SCRAM.

EVENT DATE: 041788 REPORT DATE: 051688 N335: GE TYPE: BWR
v YENDOR: GENERAL ELECTRIC CO.

(HSIC J09331) ON 04/17/83 AT APPROXIMATELY 0140 CDT. UNIT 2 WAS IN THE RUN MODE
' AT AN APPROXIMATE POWER LEVEL OF 1949 MWT (APPROXIMATELY 40 PERCENT OF RATED
! THERMAL POWER). OPERATIONS PERSONNEL WERE PERFORMING A TURBINE CONTROL YALVE

(TCV E!!S CODE JJ) FAST CLOSURE INSTRUMENT FUNCTIONA! TEST. WITN THE REACTOR
PROTECTION SYSTEM (RPS E!!S CODE JCl CHANNEL A IN THE TRIPPED CONDITION DUE TO

|

1
i

!

l

|
|

|
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THE TC? TESTING, THE RPS CHANNEL B UNEXPECTEDLY TRIPPED, RESO *ING IN A ECRAM.
THE ROOT CAUSE OF THIS EVENT APPEARS TO BE EQUIPMENT FAILURE. SPECIFICALLY, THE
PROBABLE CAUSE OF THE RPS CHANNEL 8 TRIP WAS A FAILED 15 VOLT REGULATOR CARD IN
THE AVLRAGE POWER RANGE MONITOR (APdM E!!S CODE IGl CHANNEL B. HOWEVER, SINCE IT
WAS DETERMINED THAT THE ALARM PRINTER WOULD NOT HAVE RECORDED A HIGH PRESSURE
SCRAM SIGNAL DUE TO A FAILED PROCESS COMPUTER BOARD, THE RPS CHANNEL B TRIP COULD
ALSO HAVE BEEN CAUSED BY A SPURIOUS HIGH PRESSURE TRIP. CORRECTIVE ACTIONS FOR
THIS EVENT INCLUDED THOROUGHLY INVESTIGATING TRIP SYPTEM 51 (THE PORTION OF RPS
CHANNEL B LOGIC Mli!CH ACTUALLY TRIPPED), FOR THE CAU3E OF THE TRIP AND REPLACING
THE FAILED EQUIPMENT.

|
! 59) HATCH 2 DOCKET $0-366 LER 88-012 '

DEFICIENT PROCEDURE CAUSES INADEQUATE RESP 0 HSE TIME SURVEILLANCE RESULTS.
EVENT DATE: 042188 REPORT DATE: 052388 NSSS: GE TYPE: BWR i

|
| (NSIC 209425) ON 04/21/88 AT APPROXIMATELY 1315 CDT, UNIT 2 WAS IN COLD SHUTDOWN
| WITH AN APPROXIMATE POWER LEVEL OF 0 MWT (APPROXIMATELY 0 PERCENT OF RATED i

i THERMAL POWER). AT THAT TIME, A MEMBER OF THE PROCEDURE UPGRADE PROGRAM IPUPI I

DETERMINED THAT THE PROCEDURE FOR TESTING THE RESPONSE TIME FOR THE ISOLATION 6

i FUNCTION OF THE SUPPLY AND EXHAUST DAMPERS IN THE REACTOR BUILDING (EIIS CODE VA) i

AND REFUELING FLOOR NORMAL VENTILATION (EIIS CODE VG) SYSTEMS DID NOT INCLUDE g

TESTING THE RESPONSE TIME OF THE !$0LATION ACTUATION INSTRUMENTATION. THUS,
SURVEILLANCE REQUIREMENTS WERE NOT MET RESULTING IN A CONDITION PROHIBITED BY THE '

PLANT'1 TECHNICAL SPECIFICATIONS. THE ROOT CAUSE OF THIS EVENT IS PROCEDURE
|INADCQUACY. T):E PROCEDURE DID NOT PROPERLY MEASURE ISOLATION SYSTEM RESPONSE |

TIME FROM THE RECEIPT OF THE INITIAL SIGNAL THROUGH THE CLOSURE OF THE DAMPERS. '

THE CORRECTIVE ACTICHS FOR THIS EVENT INCLUDED DEVELOPING AND PERFORMING TWO
SPECIAL PURPOSE PROCEDURES WHICH DEMONSTRATED ACCEPTABLE INSTRUMENTATION RESPONSE
TIMES AND SCHEDULING DEVELOPMENT OF PERKANENT PROCEDURE REVISIONS.

i

[ 60) HATCH 2 DOCKET 50-366 LER 88-014 l

DEFICIENT PROCEDURE CAUSES INADEQUATE 18 MONTH REACTOR PROTECTION SYSTEM !

FUNCTIONAL TESTS.
EVENT DATE: 042788 REPORT DATE: 052688 NSSS: GE TYPE: BWR i

(NSIC 209426) ON 04/27/88 AT APPROXIMATELY 1815 CDT, UNIT 2 WAS IN COLD SHUTDOWN
WITH AN APPROXIMATE POWER LEVEL OF 0 MWT (APPROXIMATELY 0 PERCENT OF RATED
POWER). AT THAT TIME. PROCEDURE UPGPADE PROGRAM (PUPI PERSONNEL REPORTED THAT
THE LOGIC SYSTEM 'UNCTIONAL TEST (LSFT) PROCEDURES FOR THE REA0 TOR PROTECTION
SYSTEM (RPS E!!S CODE JCl DID NOT TEST SOME FORTIONS OF 131E RPS LOGIC.
SPECIFICALLY, THE KAIN STEAM ISOLATION VALVE IMSIV E!!S CODE JM) AND TURBINE STOP
VALVE (TSV E!!S CODE JJ) CLOSURE RPS LOGIC WAS NOT COMPLEYELY TESTED AND THE SPS
TEN-SECOND TIME DELAYS WERG NOT TESTED AT THE REQtt! BED 18 MONTH FREQUENCY. THUS,
SURVEILLANCE REQUIREMENTS WERE NOT ADEQUATELY MET RESULTING IN A CONDITION
PROHIBITED BY THE PLANT'S TECHNICAL SPECIFICATIONS. THE ROOT CAUSE OF THIS EVENT
IS PROCEDURE INADEQUACY. THE RPS LSFT PROCEDURES DID NOT SUFFICIENTLY COVER THE
RPS LOGIC TO FULLY DEMONSTRATE COMPLIANCE WITH THE TECHNICAL SPECIFICATIONS
k QUIREMENTS. THE CORRECTIVE ACTIONS FCR THIS EVENT INCLUDED DEVELOPING AND
PE4 FORMING A SPECIAL PURPOSE LSFT PROCEDURE, REVIEWING CALIBRATION HISTORY, AND
SCHEDULING DEVELOPMENT OF PERMANENT PROCEDURE REVISIONS.-

[ 611 HOPE CREEK 1 DOCKET 50-354 LER 86 092 REV 01
UPDATE ON UNEXPECTED ACTUATION OF HPCI. RCIC AND CHANNEL D OF THE PRIMARY
CONTAINMENT ISOLATION SYSTEM (PCIS).
EVENT DATE: 120606 REPORT DATE: 060188 NSSS: GE TYPE: BWR
VENDOR: ROSEMOUNT, INC.

(NSIC 209373) ON DECEMBER 6 1986 AT 1111 HOURS. THE PLANT WA3 IN OPERATIONAL
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CONDITION 1 (POWER OPERATION) AT 981 POWER GEN 1 RATING 1067 MWE. FULL POWER*

GENERATOR LOAD PEJECT TESTING WAS IN PROGRESS WHEN A HPCI. RCIC AND D CHANNEL
PCIS ACTUATION OCCURRED ON SPURIOUS LOW AND HIGN WATER LEVEL SICNALS. IN

,

ADDITION A LEVEL 8 FEEDWLTER PUMP TRIP $1GNAL WAS GENERATED. THE FEEDWATER4

j SYSTEM WAS SUBSEQUENTLY RETURNED TO NORMAL SHUTDOWN OPERATION. ALL EQUIPMENT
'

ACTUATED AS DESIGNED. $1NCE THESE ACTUATIONS WERE NOT ANTICIPATED AS A PART OF
. THE TESTING IN PROGRESS. A NONEMERGENC4 (4 HOURI NOTIFICATION WAS MADE TO THE

NBC. THE ROOT CAUSE OF THIS OCCURREKCE WAS PRESSURE OSCILLATIONS IN THE REACTOR
! LEVEL SENSING LINE WHICH WERE DETECTED BY THE FAST-ACTING ROSEMOUNT TRAN$MITTERS
} - A DESIGN MISAPPLICATION. A FILTER CIRCUIT WAS INSTALLED IN THE GFNERAL
| ELECTRIC CONTROL PANEL TO PROVIDE INTEWIM ADJUSTABLE FILTEk1NG CAPABILITY.
! REDESIGNED ROSEMOUNT CIRCUIT BOARDS ARE PRESENTLY SCHEDULED FOR DELIVERY IN

NOVEMBER, 1988 AND INSTALLATION DURING THE M!D. CYCLE OUTAGE IN JANUARf 1989.
|

| 62] HOPE CREEK 1 DOCKET 50-354 LER 88-029
j FAILUBE TO MAKE TWO FOUR-HOUR FLOW RATE ESTIMATES DURING A 500;H PLANT VENT
| MONITOR OUTAGE DUE TO PERSONNEL ERROR.

EVENT DATE: 041388 REPORT DATE: 051288 NSSS: GE- TYPE 5WR

(NSIC 209329) THE SOUTH PLANT VENT MONITOR WAS INOPERABLE AAD FOUR-HOUR ESTIMATES
OF THE FLOW RATE THROUGh THIS PATHWAY WERE BEING MADE AS REQU! RED BY TECHNICAL

i SPECIFICATION 3.3.7.11 ACTICH 122. ON APRIL 13, 1988 AT 1600 HOURS. THE FLANT
d WAS IN OPERATIONAL CONDITION 2 (STARTUP) AT 28 POWER GENERATING 0 MWE WNEN THE
l CONTROL ROOM RECEIVED A REPORT THAT. CONTRARY TO THE TECHNICAL SPECIFICATION
i REQUIREMENT. THE 0800 HOUR AND 1200 HOUR FLOW ESTIMATES FOR APRIL 13, 1988 WERE
i NOT MADE. FLOW RATE ESTIMATES WERE RESUMED AT 1600 MCURS ON THE S AME DAY. THE

| CAUSES OF THIS EVENT WERE FAILURES OF BOTH LICENSED AND NON LICENSED OPERATORS 70
INITIATE AND COMPLETE THE APRIL 13. 1988 DAILY LJO AND THE SURVEILLANCES REQUIRED
BY THE PLANT TECHNICAL SPECIFICATIONS. CORRECTIVE ACTIONS INCLUDED COUNSELLING

l 0F THE RESPONSIALE PERS$NNEL IN THE IMPORTANCF QF COMPLETING ALL DAILY LOG FORMS
FULLY.

( 63| HOPE CREEK 1 DOCKET 50-354 LER 88-010
| TWO HPCI OIL CONTROL VALVES DISCOVERED NOT IN THE RLQUIRED POSITION FOR
j OPERABILITY DUE TO PER$CNNEL ERRORS.
j EVENT DATE: 041488 REPORT DATE: 05258t NS$$s CE TYPts SWR
i
3 (NSIC 209419) ON APRIL 14 litt AT 1900 HOURS. THE PLANT WAS IN OPERATICHAL
f CONDITION 2 (STARTUPI AT 51 POWER GENERATING 0 MWE WHEN TWO (2) HPCI O!L CONTF.0L

VALVES WERE DISCOVERED NOT 70 BE IN THE REQUIRED POSITION FOR OPERASILITY. IT*

) WAS DETERMINED THAT THE M!$ POSITION!NG OF THESE VALVES RESULTED IN A FAILURE OF
) HPCI DURING TESTING TO DEVELOP A FLOW OF AT LEAST $600 GPM TO THE REACTOR
J PRESSURE VESSEL (RPV) AT RATED PRESSURE IN LESS THAN 27 SECONDS. AS BIQUIRED TO
) PERFORM ITS SAFETY FUNCTION. HPCL WAS DECLARED INOPERABLE AND ACTION STATEMENT OF
i TECHNICAL SPECIFICATION 3.5.1.C WAS ENTERED. TMS TWO VALVES WERE RETURNED 70
] THEIR REQUIRIO POSITION FOR OPERABILITY AND HPCL TESTING WAS COMPLETED
j SA118 FACTORY. THE ROOT CAUSE OF THIS OCCURRENCE WA5 UNAUTHORISED REPOSITIONING
- 0F THE TWO HPCI O!L CONTROL VALVES PERSONNEL ERROR. CORRECTIVE ACTIONS INCLUDE
l RESTORING THE VALVES TO THEIR REQUIRED POSITIONS AND POSTING SIGNS CAUTIONING
{ THAT THEY NOT BE UNLOCKED OR REPOSITIONED WITHOUT PROPER AUTHORISATION.

|

t 64) NOPE CREEK 1 DOCKET 50-154 LER 88-012
i MANUAL REACTOR SCRAM FOLLOWING A LOSS OF ALL CIRCULATING WATER PVMPS DUE TO
j MALFUNCTION CF THE CIRCULATING WATER SYSTEM MULTIPLEXER IMUX) DUE TO EQUIPMENT
! FAILURE.
j EVENT DATE: 043088 REPORT DATE: 053188 NSSS: GE TYPE: BWR

(NSIC 209421) ON APRIL 30 1988 AT 0550 HOURS. THE PLANT WAS IN OPERATIONAL
|
|

|

J

|
1

l
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CONDITION 1 (POWER OPERATION) AT 100% POWER GENERATING 1085 MWE WHEN THE
CIRCULATING WATER SYSTEM BEGAN TO EXPERIENCE SPURIOUS PUMP DISCHARGE VALVE
CLOSURES AND PUMP TRIPS. AT APTROXIMATELY 0850 HOURS BOTH 4.16 KVA UNIT
SUBSTATION CIRCULATING WATER SYSTEM INFEEDS TRIPPED. PLACING ALL CIRCULATING
WATER SYSTEM PUMPS IN EMERGENCY TRIP CONDITION. THE REACTOR WAS MANUALLY
SCRAMMED A7 0852 HOURS. THE MAIN STEAM 190LATION VALVES (MSLVI WERE CLOSED AT
0938 HOVRS. ALL REACTOR FEED PUMP TURBINLS WERE TRIPPED. WITH THE MAIN
CCHDENSER ISCLATED. HIGH PRESSURE COOLANT INJECT!wN (HPC11 AND REACTOR CORE
ISCLATICH COOLING (RCIC) WERE PLACED IN SERVICE. WHILE BOTH HPCI AND RCIC WERE
RUNNING. A HIGH REACTOR WATER LEVEL TRIP OCCUkRED. REACTOR PRESSURE INCREASED AND
A SAFETY / RELIEF VALVE (SRV) LIFTED. ON THE SUBSEQUENT SRV CLOSURE. DEACTOR WATER
LEVEL SHRANK TO LEVEL 2 AND GENERATED AN AUTOMATIC SCRAM $1GNAL. HPCI AND RCIC
WERE THEN MANUALLY RETURNED TO SERVICE 10 CONTROL PRESSURE AND WATER LEVEL DURING
SHUTDOWN. THE ROOT CAUSE OF THIS OCCURkE9CE WAS FAILURE IN THE CIRCULATING WATER
SYSTEM MULTIPLEX (MUX) SYSTFM WHICH CAUSES MULTIPLE SPURICUS SIGNALS TO THE
CIRCULAT1HG WATER SYSTEM COMPONENTS . AN NQUIPMENT FAILURE.

[ 6t' INDIAN Po!NT 2 DOCKET 50-247 LER 88-005
TESTING OUTSIDE REQUIRED FREQUENCY RANCE.
EVENT DATE: 040488 REPORT DATE: 050488 HSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: INDIAN POINT 1 (PWR)

(NSIC 209264) ON APRIL 4, 1908 APRIL 11 1980. APRIL 15, 1990. AND APRIL 18,
1988, IT WAS DISCOVERED THAT Sr.VERAL SURVEIt'.ANCE INTERVALS FOR TESTING. REQUIRED
BY TECHNICAL SPECIFICATIONS. MAD BEEN EXCEEDED. THE UNTIMELY SURVE!LLANCES
INCLUDED A TEST IN THE FUNCTIONAL RADFATION MONITORING SYSTEM AND SEVERAL VALVES
WHICH ARE REQU! BED TO BE TESTED IN ACsciSANCE WITH SECTION XI 0F THE ASME BOILER
AND PRESSURE VESSEL CODE. UPON DISCOVERe. ALL TESTS ON THE ABOVE EQUIPMENT WERE
PROMPTLY PERFORMED WITH NO RESULTANT FAILURES IN TESTS REQUIRED BY TECHNICAL
SPECIFICATIONb.

| 661 INDIAN POINT 3 DOCKET 50-286 LER 87-010 ptv 01

UPDATE CH SURCRITICAL SAFETY INJECTION ACTU% TION CAUSED BY OPERATOR ERROR WHILE
TROUBLESHOOTING STATIC INVERTER.
EVENT DATE: 090387 REPORT DATE: 040.'80 NSSS: WE TYPE: PWR

(NSIC 209301) AT 2336 HRS ON 9/3/97 WITH THE REACTOR SU8 CRITICAL. THE CONTROL
ROOM REACTOR OPERATOR WAS IN THE PROCESS OF MANUALLY IN9ERTING CONTROL RCDS IN
ORDER TO SHUT DOWN FOR TURBINE MAINTENANCE. DURING TMF COURSE OF THIS SNUTDOWN A
REACTOR TRIP AND SAFETY INJECTION (8!I ACTUATION OCCUPRED AUTOMATICALLY AND ALL
EQUIPMENT FUNCTIONED PROPERLY. NO WATER WAS INJECTED INTO THE REACTOR BECAUSE
THE REACTOR COOLANT SYSTEM (RCSI WAS AT NokMAL OPERATING PRESSURE, INVESTIGATION
REVEALED THAT. WHILE TROUBLESHOOTING NO. 32 STATIC INVERTER. A LICENSED OFERATOR
INADVERTENTLY INTERRUPTED THE POWER SUPPLT TO INSTRUMENT SUS 32 (PROTECTION
CHANNEL !). CAUSING ITS VOLTAGE TO DROP TO EERO, THE LOSS OF POWER TO INSTRUMENT
SUS 32 (PROTECTION CHANNEL !) CAUSED ASSOCIATED REACTOR PROTECT!4G RELAYS TO
DE-ENERGI!E AND INITIATED A REACTOR TRIP VIA THE NUCLEAR ANSTRUMENTA?!0N SYSTEM
(NIS) INTERMEDIATE RANGE 35 MIGH FLUX SIGNAL. DUE TO THE DE-ENERGIEATION OF
PROTECTION CHANNEL !. ALL $1 RELAYS ASSOCIATED WITH PROTECTION CHANNEL I STRAM
FLOW TRANSMITTERS AND LOW TAVERAGE FOR RCS LOOP 1 ALSO DE-ENERGISED. THE
REMAINING FORTION OF THE St LOGIC WAS MADE UP WHEN THE ACTUAL RCS LOOP 2 TAVERAGE
DECREASED BELOW THE LOW SET POINT (542F FOR 31 ACTUATION. IN ORDER 70 PRECLUDE
RECURRENCE. A DISCUS $10N OF TMIS EVENT HAS BEEN INCORPORATED INTO THE LICENSED
OPERATOR REQUALIFICATION PRORAM.
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[ 67] KEWAUNEE DOCKET 50-305 LER 88-004
COMMUNICATION DIFFICULTIES DURING THE IMPLEMENTATION OF NEW CONDENSER HOTWELL
FLUSH PROCEDURE RESULTS IN REACTOR TRIP.
EVENT DATE: 041288 REPORT DATE: 051288 NSSS: WE TYPE: PWR

(NSIC 209319) AT 0215 ON 4/12/00 WHILE THE PLANT WAS AT 23% REACTOR POWER IN A
STARTUP FOLLOWING THE CYCLE XI!!-XIV REFUELING OUTAGE, A LOW CONDENSER
APPROXIMATELY 5% CAUSED A CONDENSATE PUMP TRIP. AN ASSOCIATED FEEDWATER PUMP
TRIP, AND THEN A TURBINE / REACTOR TRIP. THESE ACTUATIONS OCCURRED DURING A
SECONDARY FLANT FLUSHING EVOLUTION. THIS IS A POST-QUTAGE SPECIAL PROCEDURE
WHICH FLUSHES CONTAMINANTS FROM SECONDARY PLANT PIPING AND THE CONDENSER THAT MAY
HAVE BEEN INTRODUCED INTO THE SECONDARY SYSTEM DURING THE REFUELING QUTAGE. THE
SECONDARY PLANT PIPING WAS FLUSHED TWICE. AND THEN THE CONDENSER WAS FLUSHED 5
TIMES. DURING THE FINAL CONDENSER FLUSH AT 23% POWER. THE HOTWELL LEVEL
DECREASED TO APPROXIMATELY St. AT APPROXIMATELY 51 LEVEL THE CONDENSATE PUMP
TRIPPED DUE TO THE LOW HOTWELL LEVEL. THIS PUMP TRIP ENSURES ADEQUATE NET
POS!TIVE SUCTION HEAD IS MAINTAINED FOR THE CONDENSATE PUMP. THE CAUSE OF THE
EVENT WAS A COMBINATION OF THE PROCEDURE REQUIRING LOCAL VALVE MAN!PULATIONS
OUTSIDE OF THE CONTROL ROOM. COMMUNICATION DIFFICULTIES. AND THE RAPID RATE OF
DECREASE IN THE HOTWILL LEVEL. THIS COMBINATION RESULTED IN THE HOTWELL LEVEL
DECREASING TO BELOW THE CONDENSATE PUNP TRIP SET POINT. THE CONDENSATE PUMP TRIP
RESULTED IN AN ASSUCIATED FEEDWATER PUMP TRIP FOLLOWED BY A TURBINE / REACTOR TRIP.

( 68) LA SALLE 1 DOCKET 50-373 LER 88-004
TRIP OF *A* REACTOR PROTECTION SYSTEM DUE TO IMPROPER INSTALLATION OF *A" AVERAGE
POWER RANGE MONITOR RELAY.
EVENT DATE: 042288 REPORT DATE: 052000 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: LA SALLE 2 (BWR)

(NSIC 209475) ON APRIL 22, 1988 AT 1319 HOURS. WITH UNIT 1 DEFUELED AND UNIT 2 IN
OPERATIONAL CONDITION 1 (RUN) AT 965 POWER. DURINJ THE PERF0PMANCE OF WORK
REQUEST L79559 BY THE INSTRUMENT MAINTENANCE t!M) DEPARTMENT. REACTOR PROTECTION
SYSTEM (RPSI BUS "A" TRIPPED. IN ACCORDANCE WITH THE WCRK REQUEST. THE
TECHNICIAN WAS REPLACING RFLAY 1C518-K1 IN AVERAGE POWER RANGE MONITOR (APRMI *A*
PANEL 1H13-0600 WHEN A SMALL SPARK OCCURRED NEAR THE RELAY SOCKET. WITH THE TRIP
OF RPS BUS *A" ON UNIT 1 A NUMBER OF AUTOMATIC ACTIONS OCCURRED AS A RESULT OF
THE SUBSEQUENT GROUP !! THROUGH VII ISOLATIONS AND HALF SCRAM. IMMEDIATE
INVESTIGATION REVEALED THAT THE 1C71-8003A & C POWER MONITORING ASSEMBLIES
(PMA'S). THE 175 AMP *A" EPS GENERATOR CUTPUT BREAKER WERE TRIPPED, AND A 6 AMP
FUSE (1C71-F12Al WAS BLOWN. ALL OF WHICH PRED THE APRM CIECUITRY. THE INITIATION
OF THE EVENT WAS DETERM!NED TO BE A SHORT TO GROUND WHICH OCCURRED WNEN THE
REPLACEMENT 1C515-K1 RELAY WAS MISPOSITIONED WHILF BEING INSERTED INTO THE RELAY
SOCKET BY THE IM TECHNICIAN. THE SAFETY CONSEQUENCES OF THE EVENT WERE MINIMAL
$1NCE UL.T 1 WAS DEFUELED. ALL ISOLATIONS AND ACTUATIONS (HALF SCRAM ON UNIT 1
SBGT INITIATIONI OCCURRED AS DESIGNED. THE 1C515-K1 RELAY WHICH WAS BEING
INSTALLED IN THE APRM CIRCUITRY WHEN THE *A* RPS BUS TRIPPED WAS BENCH TESTED BY
THE IM DEPARTMENT AND FOUND TO BE UNDAMAGED.

( 69) LA SALLE 2 DOCKET 50-374 LER 88-004
MISSED TECH SPEC SURVEILLANCE ON MSIV LEAKAGE CONTROL SYSTEM DUE TO PERSONNEL
ERROR.
EVENT DATE: 032100 REPORT DATE: 042088 NSSS: GE TYPE: BWR

(NSIC 2090351 CN MARCH 21, 1988 AT 1130 HOURS WITH UNIT 2 IN OPERATIONAL
CONDITION 1 (RUNI AT 35% POWER. LASALLE OPERATING SURVEILLANCE LOS-MS-M1, "MAIN
STEAM ISOLATION VALVE LEAKAGE CONTROL SYSTEM (MSIV LCS) BLOWER AND HEATER
OPERABILITY TEST * WAS DISCOVERED to BE PAST ITS CRITICAL TIME AND Dt!E OF 0820
HOURS ON MARCH 21, 1988. THE MSIV LCS WAS DECLARED INOPERABLE AND THE ACTION
STATEMENT FOR TECH SPEC 3.0.3 WAS ENTERED AT 1245 NOURS. FOLLOWING THE j

1
4

.
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SATISFACTORY PERFORMANCE OF THE INBOARD PQRTION OF LOS-MS-M1, TECH SPEC 3.0.3 WAS
EXITED AT 1322 dOURS. THE OUTBOARD PORTION OF LOS-MS-M1 WAS SATISFACTORILY
COMPLETED AT 1355 HOURS. THE PRIMARY CAUSE FOR THE MISSED SURVEILLANCE WAS THE
FAILURE OF THE UNIT 2 SHIFT FOREMEN, OVER A PERIOD OF SEVERAL SHIFTS. TO INITIATE
THE PERFORMANCE OF LOS-MS-Mi EVEN THOUGH THE SURVEILLANCE WAS PAST DUE AND

'APPROACHING ITS CRITICAL DUE DATE. TO PREVENT RECURRENCE OF THIS EVENT, THE
SHIFT 70REMEN HAVE BEEN TRAINED ON THEIR RESPONSIBILITY TO REVIEW THE
COMPUTER!!ED SURVEILLANCE SCHEDULE, THE SHIFT TURHOVER AND THE PLANNING SCHEDULE (

AT LEAST ONCE EACH SHIFT AND A CHECKOFF BLOCK MAS BEEN ADDED TO THE SHIFT j
FOREMAN'S SHIFT TURNOVER SHEET TO ENSURE THE REVIEW IS PERFORMED. THIS EVENT IS ,

REPORTABLE PURSUANT TO 10CFR50.73(Alt 25t!) DUE TO THE DEV!ATION FROM PLANT TECH
SPEC. r

t,

( 70) LIMERICF 1 DOCKET 50-352 LER 36-006 REV 01 !

UPDATE ON FAILURE TO PERFORM A TECH SPEC SURVEILLANCE REQUIREMENT. !

EVENT DATEL 011986 REPORT DATE: 051988 NSSS: GE TYPE: BWR

(N81C 209366) ON JANUARY 22, 1986 AT 1200 HOUR $. WITH THE UNIT IN COLD SHUTDOWN
TO REPAIR THE et MAIN TURBINE CONTROL VALVE, THE FIRE PROTECTICH ASS!$ TANT
DISCOVERED THAT MONTHLY SURVEILLANCE TESTS 7-022 951-0 AND 7-022-953-0 (FIRE HOSE

,

STATION AND HOSE CART VISUAL INSPECTIONS. RF.SPECTIVELY) DID NOT MEET THE
SURVEILLANCE REQUIREMENTS OF TECH SPECS 4 i.6.5.A AND 4.7.6.6.A. THE TESTS WERE .

REQUIRED TO BE PERFORMED PRIOR TO JANUARY 19 1986. ALTHOUGH ALL EQUIPMENT WAS }

SUBSEQUENTLY FOUND TO SATISFY THE SURVEILLANCE TEST CRITERIA. ALL TECH SPEC FIRE
'

HOSE STATIONS AND HOSE CART STATIONS WERE CCHSIDERED ADMINISTRATIVELY INOPERABLE
IN ACCORDANCE WITH THE REQUIREMENTS OF TECH SPEC 4.0.3. DURING THE TIME INTERVAL !
BETWEEN JANUARY 19, 1986 AND JANUARY 22, 1906. THE CAUSE OF THIS EVENT WAS j
INADEQUATE COMMUNTCATIONS AMONG THE FIRE PROTECTION GROUP MEM3ERS AND AN ;

INADEQUATE SUPERVISORY OVERVIEW 0F THE SURVEILLANCE TEST PERFORMANCE. UPON !

DISCOVERY, THE SURVEILLANCE TESTS WkRE IMPEDIATELY CONDVCTED AND ALL EQUIPMENT f
WAS FOUND TO BE SATISFACTORY. ALL STATIONS WERE DECLARED OPERABLE AND ALL |

PERSONNEL RESP 0NSIBLE WERE COUNSELED TO EMPHASIEE THE IMPORTANCE OF DUE DATES.
'

AN ACMIN!$TRATIVE GUIDELINE WAS IMPLEMENTED FEBRUARY 26 1986 TO REQUIRE i
'

NOTIFICATION OF RESPONSIBLE SUPERVISORS WHEN A SURVEILLANCE TEST APPROACHES AN
OVEPDUE DATE. THERE WERE NO ADVERSE CONSEQUENCES AS A RESULT OF THIS EVENT. i

l

r

[ 711 LIMERICK 1 DOCKET 50-352 LER 87 02) REV 03 ;

UPDATE ON ENGINEERED SAFETY FEATURE DUE TO STATION BATTERY CHARGER FAILURE. i

EVENT DATE: 061107 REPORT DATE: 051200 NSSS: GE TYPE: BWR i

VENDOR: BROWN BOVERI I

C6 D BATTERIES. DIV 0F ELTRA CORP. i

INSIC 209304) ON JUNE 11 1987, THE STANDBY GAS TREATMENT AND REACTOR ENCLOSURE
RECIRCULATION SYSTEMS (ENGINEERED SAFETY FEATURESI INITIATED AS A CONSEQUENCE OF j

'' '!ONS TAAEN DUE TO FAILURE OF THE 1A1DiO3 STATION BATTERY CHARGER. THE 125 VDC 6

l!ON BATTERIES (1A1) WERE DISCONNECTED FROM THE BUS AT THE TIME OF THE EVENT I

TO ACCOMMODATE MAINTENANCE WORK. THE BATTERY CHARGER FAILURE IS BELIEVED TO BE A L

RESULT OF AN INTEGRATED CIRCUIT CONTROLLER CARD FAILURE WRICH RESULTED IN DC |
VOLTAGE FLUCTUATION. HOWEVER. WHEN THE CARD MANUFACTURER PERFORMED A FAILUBE j
ANALYSIS, NO DEFECT COULD BE FOUND. THE CONSEQUENCES OF THIS EVENT WERE MINIKAL d

BECAUSE THE ENGINEERED SAFETY FEATURES INITIATED AS DESIGNED AND THE UNIT WAS ,

SHUTDOWN WITH THE CORE OFFLOADED AT THE TIME OF THE EVdNT. A TEMPORARY CIRCUIT !

ALTERATION (TCA) WAS INSTAttED TO PROVIDE AN ALTERNATE POWER SUPPLY TO THE [DE ENERGI!ED BUS. DURING RE-ENERGI!ATION OF THE BUS, A REACTOR PROTECTION SYSTEM '

SERIES BREAKER TRIPPED DUE TO A SPURICUS UNDERVOLTAGE RELAY TRIP SIGNAL. BROWN (
BOVERI. THE UNCERVOLTAGE RELAY KANUFACTURER, NAS FILED A PART 21 REPORT REGARDING

|
THE RELAY FALSE ACTUATION. THE AFFECTED UNDERVOLTAGE RELAYS IN UNIT 1 WERE I

REPLACED WITH RELAYS MODIFIED BY BROWN BOVERI. ONE OF THE MODIFIED RELAYS i

|
>

i

:

I

|
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PRODUCED FALSE ACTUATIONS DURING POST-INSTALLATION TESTING AND HAS BEEN RETURNED
TO BROWN BOVERI FOR FURTHER ANALYSIS.

[ 721 LIMERICK 1 DOCKET 50-352 LER 87-048 REV 02
UPDATE ON REACTOR SCRAM RESULTING FROM A MAIN TURBINE TRIP DUE TO LOW
ELECTRO-HYDRAULIC CCHTROL PRES $URE.
EVENT DATE: 091987 REPORT DATE: 052088 NSSS: GE TYPE: BWR

(NS!C 2093051 ON 9/19/07 AT 0910 HOURS. THE REACTOR SCRAM FROM 901 POWER AND A
RECIRCULATION PUMP TRIP. FOLLOWING A MAIN TURBINE TRIP ON LOW ELECTRO-HYORAULIC
CONTROL (EHCl SYSTEM OIL PRESSURE. FOLLOWING THE TUR8!NE TRIP, OPERATION OF THE
TUR8!NE BYPASS VALVES WAS MAINTAINED UNTIL THEIR EHC ACCUMULATOR PRESSURE BLED
DOWN. REACTOR PRESSURE REACHED A PEAK VALUE OF 1093 PSIG AND REACTOR VESSEL
WATER LEVEL kFACHED A NINIMUM LEVEL OF MINUS 2 INCHES DURING THE EVENT. THERE
WERE NO ADVERSE CONSEQUENCES AND THERE WAS NO RELEASE OF RADIOACTIVE MATERIAL
RESULTIN3 FROM THIS EVENT. THE CAUSE OF THE EVENT WAS THE FAILURE OF A TURING
SOCKET WELD IN THE EHC FLUID ACTUATING SUPPLY (FASI LINE TO THE 63 MAIN TURBINE
CONTROL VALVE (MTCVI. THE SECTION OF EHC PIPE CONT *.INING THE FAILED WELD WAS
REMOVED FOR INSPECTION AND A NEW SECTION OF PIPC WAS WELDED INTO THE LINE.
ANALYSIS OF THE MEASURED PIPING MOVEMENT AND VIBRATION LEVELS ?NDICATES THAT A
PROPERLY BONDED WELD WOULD NOT HAVE FAILED AS A RESULT OF THE VIBRATIONS PRESENT.
AS SUCH. THIS EVENT !$ CONSIDERED AN ISOLATED INCIDENT. ADJUSTMENTS WERE MADE
TO THE STEAM LINE RESONANCE COMPENSATOR (SLRC) AND A SECOND SLRC WAS TEMPORARILY
INSTALLED IN SERIES WITH THE FIRST TO REDUCE THE CONTROL SIGNAL OSCILLATIONS.
FULL POWER OPr, .;... WAS ACHIEVED ON NOVEMBER 21, 1987.

t 73) LIMERICK 1 DOCKET 50-352 LER 88-005 REV 01
UPDATE CA TECH SPEC VIOLATICH OF DRYWELL SUMP FLOW DETECTION SYSTEM OPERASILITY
DUE TO PERSONNEL EBROR.
EVENT DATE: 021988 REPORT DATE: 051988 NS$$a GE TYPE: BWR

(NSIC 209327) CH FEBRUARY 19 1988 IT WAS DETERMINED THAT THE UNIT 1 DRYWELL SUMP
FLOW LEAKAGE MONITORING SYSTEM. ONE OF FOUR REACTOR COOLANT LEAKAGE MONITORING
SYSTEMS, WAS INOPERABLE IN VIOLATION OF TECHNICAL SPECIFICATION 3.4.3.1. A
TECHNICAL REVIEW OF THE DRYWELL SUMP FLOW MONITORING SYSTEM FOR UNIT 2
PREOPERATIONAL TESTING FOUND THAT REPLICATION OF A WIRING CHANGE MADE IN AUGUST
1987 AS PART OF A UNIT 1 MODIFICATION. WOULD PREVENT THE SYSTEM FROM PROVIDING
ALARM INDICATIONS OF A DRYWELL LEAKAGE RATE LARGER THAN TH0$E SPECIFIED IN
TECHNICAL SPECIFICATION 3.4.3.2. THE DRYWELL SUMP FLOW LEAKAGE MONITORING SYSTEM
WAS THEREFORE DECLARED INOPERABLE. THERE WERE NO ADVERSE CONSEQUENCES AS A
RESULT OF THIS EVENT AND NO RELEASE OR RADIATION OCCURRED AS A RESULT OF THIS
EVENT. UNIT 1 DRYWELL LEAKAGE REMAINED BELOW THE TECHNICAL SPECIFICATION LIMITS
DURING THE PERIOD OF IN0PERA51LITY. ONCE IDENTIFIED. THE WIRING WAS RESTORED TO
ITS ORIGINAL CONFIGURATION, AND AT 1830 HOURS ON FEBRUARY 19 THE SYSTEM WAS
DECLARED CPERABLE. THE CAUSE OF THE EVENT WAS A COMBINATION OF PERSONNEL ERRORS
St THE UTILITY EMPLOYED SYSTEM ENGINEERS AND THE CCHTRACT DESIGN ENGINEER. TO
PREVENT RECURRENCE. PROCEDURE TRAINING WILL BE COMPLETED BY THE CONTRACTOR AND A
MEMO HAS BEEN SENT TO THE UTILITY SYSTEM ENGINEERS STRESSING THE IMPORTANCE Or

i

PROVIDING THOROUGH DESIGN AND MODIFICATION PACKAGE REY!EW. I

,

|

[ 74) LIMERICK 1 DOCKET 50-352 LER 88-014 |
CONTROL ROOM HVAC ISOLATION RESULTING FROM FALSE HIGH CHLORINE CONCENTRATION
SIGNAL BELIEVED TO HAVE BEEN CAUSED BY RAINWATER
EVENT DATE: 041688 REPORT DATE: 050908 NSSS: GE TYPE: BWR

(NSIC 209281) ON APRIL 16, 1988 AT 615 HOURS. THE MAIN CONTROL ROOM VENTILATION
SYSTEM !$0 LATED DUE TO A FALSE 'D' CHANNEL HIGH CHLORINE CONCENTRATION SIGNAL.
THE 'B' TRAIN OF THE CONTROL ROOP EMERGENCY FRESH AIR SUPPLY (CREFAS1 SYSTEM. AN
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ENGINEERED SAFETY FEATURE. INITIATED AS DESIGNED. THE EVENT OCCURRED DURING A
RAIN *TORM AND THE FALSE HIGH CHLORINE CONCENTRATION 81GNAL IS BELIEVED TO HAVE
BEEN CAUSED BY RAINWATER COMING IN CONTACT WITH THE CHLORINE ANALYEER PROBE
RESULTING IN A CHEMICAL IMBALANCE IN THE PROSE'S ELECTROLYTE. THE ANALYEER i

| PROBES ARE LOCATED CLOSE TO THE CUTSIDE AIR IHTAKE LOUVERS OF THE CONTROL [
| ENCLOSURE AIR INTAKE PLENUM. AFTER THE 'D' CHANNEL CHLORINE 7NDICATOR SPIKED, j
| THE CONTROL ROOM CPERATORS IMPLEMENTED TOXIC CAS PROCEDURE (SE23 UtlTIL THE <

| SIGNAL WAS VERIFIED TO BE SPURICUS. BY PERFORMING A CHANNEL CHECK OF THE 'A'. *D' f
| AND 'C' CHLORINE DETECTOR INDICATORS IN THE MAIN CONTROL ROOM. ALL CHLORINE i
i CHANNELS INDICATED A NORMAL LEVEL (LESS THAN 0.1 PPM) AND THE ISOLATION WAS RESET |AT 1653 HOURS. THE DURAT!0H OF THE CONTROL ROOM ISOLATION WAS EERO HOURS 30

MINUTES. THERE WAS NO RELEASE OF RADIOACTIVE MATERIAL TO THE ENVIRONMENT AS A I
,

RESULT OF THIS EVENT. A MODIFICATION TO CREFAS. DESIGNED TO CHANGE THE CHLORINE ,

DETECTOR SYSTEM LOGIC AND LOCATION OF THE PROBES. HAS BEEN DEVELOPED AND IS '

|SCHEDULED TO BE INSTALLED BY JULY 15 1980.
|

!
l 751 LIMERICK 1 DOCKET 50-352 LER 88-015 i
LIMERICK START OF AN EMERGENCY DIESEL GENERATOR DUE TO PERSONNEL ERROR DURING

'

TROUBLESHOOTING OF THE TEST START CIRCUITRY. I
EVENT DATE: 041000 REPORT DATE: 051000 NSSS: GE TYPE: BWR

[

(NSIC 2093203 ON APRIL 18, 1988 AT 1009 HOURS WITH THE UNIT SHUTDOWN. THE D10
EMERGENCY DIESEL GENERATOR AUTO-STARTED IN THE TEST MODE DUE TO AN UNPLANNED TEST I

START $1GNAL. THIS EVENT WAS CAUSED BY A PERSONNEL ERROR AND IS REPORTABLE AS AN I

TNGINEERED SAFETY FEATURE ACTUATION. IKMEDIATELY PRIOR TO THE EVENT. A UTILITY I

"! ELD ENGINEER WAS EXAMINING THE EMERGENCY DIESEL GENERATOR (EDG) TEST START i

11RCUITRY IN THE DIESEL GENERATOR BAY. THE ENGINEER PROCEEDED TO MEASURE THE !

VOLTAGE ACROSS THE TEST START BELAY (TSRXI SEAL-IN CONTACTS WITHOUT THE PRIOR I

fOPERATIONS STAFF APPROVAL REQUIRED BY ADMINISTRATIVE PROCEDURES. THE TEST METER
WAS INCORRECTLY SET AND DREW ENOUGH CURRENT TO SIMULATE CLOSURE OF THE CONTACTS ,

AND ACTUATE THE TEST START RELAY. THE EDO WAf RETURNED TO THE STANDBY MODE AT f
1500 HOURS. THE CONSEQUENCES OF THIS EVENT WERE MINIMAL BECAUSE THE UNPLANNED (
START DID NOT AFFECT THE EDG'S ABILITY TO RESPOND TO A LOSS OF OFFSITE POWER !

ACCIDENT. A MEMORANDUM HAS BEEN ISSUED TO ALL FIELD ENGINEERS REQUIRING THE USE
,

OF A TROUBLESHOOTING CONTROL FORM WHEN PERFORMING ACTIVITIES WHICH EVEN REMOTELY !

HAVE POTENTIAL FOR IMPACT ON OPERATIONS. |
t
i

! 761 MILLSTCHE 1 DOCKET 50-245 LER 87-042 REV 01 i
UPDATE ON FAILURE TO ESTABLISH A POST-ACCIDENT SAMPLING SYSTEM SURVEILLANCE. (EVENT DATE: 102707 REPORT DATE: 050900 NS$$a GE TYPE: BWR '

i

1(NSIC 209262) ON QCTOBER 27, 1987 AT 1530 HOURS. WITN THE PLANT CPERATING AT 100% ;

POWER. UNIT 1 ENGINEERING WAS REVIEWING A RESPONSE TO A INFORMATION NOTICE ,

t!E-06-60). TITLED UNANALYEED POST LOCA RELEASE PATHS. IT WAS DETERM!NED THAT NO I

SURVE!LLANCE EXISTED THAT TESTED THE POST ACCIDENT S AMPLING SYSTEM (PAS $1 AS
REQUIRED BY TECHNICAL SPECIFICATION SECTION 6.13. SPECIAL TEST PROCEDURES TO
VERIFY THE INTEGRITY OF THE SYSTEM WILL BE WRITTEN AND WILL BE PERFORMED. AN
UPDATE TO THIS LER WILL SE SENT PRIOR TO MAY OF 1900. TNE UNIT'S SURVEILLANCE
PROCEDURES WILL BE UPDATED TO INCLUDE THE PROCEDURES MENTIONED ABOVE. THERE WERE
NO SAFETY CONSEQUENCES AS A RESULT OF THIS EVENT. THE UNIT'S SURVEILLANCE
PROCEDURES HAVE BEEN UPDATED TO REFLECT THE HECESSARY TESTING REQUIREMENTS.

[ 77) MILLSTCNE 1 DOCKET 50-245 LER 80 004 REV 01
UPDATE ON POTENTIAL FCULING OF ECCS SUCTION STRAINER $.
EVENT DATE: 031000 REPORT DATE: 052700 NSSS: GE TYPE: BWR
VENDOR: CNICAGO BRIDGE AND IRON COMPANY

(NSIC 2093763 ON MARCH 18, 1980. WHILE OPERATING AT 1004 POWER (529 DEGREES
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FAHRENHEIT. 1032 PSIG) AN ENGINEERING EVALUATION WAS COMPLETED WHICH DETERMINED
THAT THERE WAS A POTENTIAL FOR Tdt EMERGENCY CPRE COOLING SYSTEM (ICCSI PUMP
SUCTION STRAINERS 70 FOUL WITH FIBROUS INSULATION DEBRIS. FOLLOWING A LOSS OF
COOLANT ACCIDENT (LOCAL FIBROUS INSULATION DEBRIS MIGHT FOUL THE TORUS STRAINERS
AND REDUCE THE AVAILABLE kET POSITIVE SUCTION HEAD (NPSHI BELOW THE MINIMUM
REQUIRED FOR PUMP OPERABILITY. A JUSTIFICATION FOR CONTINUED OPERATICH (JCol
CONCLUDED THAT CONTINUED OPERATION IS JUSTIFIED BASED ON THE FOLLOWING: (Al THE
MEASURES TAKEN TO ENSURE THE INTEGRITY OF THE HIGH ENERGY P! PING SYSTEMS IN THE
DRYWMLL RESULT IN AN EXTREMELY LOW PROBABILITY OF A LOCA IN THE DRYWELL DURING
THE NEMAINDER OF THE CURRENT FUEL CYCLE. (B) AN ASSESSMENT OF THE EFFECTS OF THE
INSULATION DEBRIS DEMONSTRATES THAT ECCS PERFORMANCE IS ACCEPTABLE, PROVIDED TH4T
THE MAXIMUM AVERAGE PLANA * LINEAR HEAT GENERATION RATE (MAPLMGRI THERMAL LIMITS
ARE RCDUCED TO ACCOUNT FOR SLIGHTLY RMDUCED CORE SPRAY PUMP FLOW. (C) THE
EMERGENCY OPERATING PROCEDURES (EOP) RELATING TO ECCS OPERATION AND CONTAINMENT
SPRAY CPERATION ARE REVISED TO ACCOUNT FOR THE NPSH EFFECTS OF INSULATION DEBRIS
FOULING AND PEANALYEED ECCS HEAD LOSSES.

[ 78) MILLSTONE 2 DOCKET 50-336 LER 80 008
UNRECOVERABLE DROPPED CEA.
EVENT DATE: 040888 REPORT DATE: 050608 HSSS: CE TYPE: PWR
VENDOR AMFRICAN AIR FILTER Co., INC.

COMBUSTION ENGINEERING, INC.

INSIC 2C92733 THE UNIT HAD BEGUN A PLANNED SHUTDOWN CH APRIL 8, 1988 FOR THE
REPAIR OF KNOWN REACTOR COOLANT SYSTEM AND STEAM GENERATOR BLOWDOWN VALVE LEAKS
IN CONTAINMENT. AT 2237 AND AT A POWER LEVEL OF 991 CEA #22 DROPPED INTO THE
CORE. AT 2355 AND AT 66% POWER. IT WAS DETERMINED BY INSTRUMENT AND CONTROL
TECHNICIANS INVESTIGATING THE DRCPPED CEA TMAT THE CONTROL ELEMENT CRIVE SYSTEM
FOR CEA e22 COULD NOT BE REPA! RED WITHIN THE TIME REQUIREMENTS OF TECHNICAL
SPECIFICATION ACTION STATEMENT 3.1.3.1.E. AND THE CEA WAS DECLARED INOPERABLE.
AS THE CCNDITION OF CEA #22 WOULD NO LONGER MEET THE ACTION REQUIREMENTS OF
LIMITING CONDITION FOR OPERATION (LCol 3.1.3.1 LIMITING CONDITION FOR OPERATION
3.0.3 WAS ENTERED AND OPERATORS CONTINUFD THE PLANT SHUTDOWN. AT 0455 ON APRIL
9 1988 CEA et DROPPED INTO THE CORE. THE PLANT ENTERED MODE 3 AT 1503 ON APRIL
9 1988 AND LOGGED OUT OF LCO 3.0.3. THE CAUSE OF CEAS #22 AND et DROPPING INTO
THE CORE MAS BEEN DETERMINED TO BE OVEFHEATING OF THE UPPER GRIPPER COIL. THE
CAUSE OF THE OVERHEATING OF THE UPPER GRIPPER COILS WAS THE DEGRADATION OF TWE
CECM COOLING SYSTEM CUE TO AIR FLOW BLOCKAGE OF THE HEAT EXCHANGER DUE TO BORIC
ACID DEPOSITION. THE SOURCE OF THE BORIC ACID IN THE CONTAINMENT ENVIRONMENT !$
STILL UNDER INVESTIGATION.

[ 79) MILLSTONE 3 DOCKET 50-423 LER 88 01e
REACTOR TRIP DUE TO TURBINE TRIP DUE TO LOW COND2NSER VACUUM.
EVENT DATE: 041388 REPORT DATE: 051388 NS$$s WE TYPE: PWR

(WSIC 2094343 CN APRIL 13, 1988 AT 1652 NOUR$. WITH THE PLANT AT 100% POWEB IN
MODE 1 THE PLANT RECEIVED AN AUTOMATIC REACTOR TRIP AS A RESULT OF A TURBINE
TRIP. THE TURb!NE TRIP WAS DUE TO A LOSS OF CONDENSER VACUUM IN THE 'A' MAIN
CONDENSER. LOSS OF CONDENSER VACUUM WAS CAUSED BY THE AUTCMATIC TRIPPING OF THE
*A* AND THE *B' CIRCULATING WATER PUMPS (CWSI QUE TO HIGN DIFFESENTIAL PRESSURE
ACROSS THE TRAVELING SCREENS. HIGH DIFFERENTIAL PRESSURE ACROSS THE TRAVELING
SCREENS WAS A RESULT OF A) LEAKING STRAINER ISCLATION VALVES ON THE OPERATING
TRAIN WHICH REQUIRED THAT THE ASSOCIATED SCREEN WASH PUMP BE STOPPED IN ORDER TO
CLEAN THE STRAINER. B) CNLY ONE SCREEN WASH PUMP BEING IN OPERATION, AND C)
ENVIRCNMENTAL CCNCITICNS CAUSING HIGNER THAN NORMAL SEAWEED FOULING ON TWE
SCREENS. BOOT CAUSE OF THE TRIP WAS '.EAKiNG ISOLATION VALVES ON THE SCREEN WASH
DUPLEX STRA!NERS REQUIAING THE OPERATIN3 FUMP TO BE REMOVED FROM SERVICE. AS
CORRECTIVE ACTION, THE OPERATIONAL FROCEDURES HAVE BEEN UPDATED TO PROVIDE

1
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GUIDANCE ON CLEANING OF THE SCREEN WASH STRAINERS. THE OUT OF SERVICE PUMP HAS |
'BEEN FIXDD.
|

|

[ 80) MILLSTONE 3 DOCKET 50-423 LER 88 015
,

REACTOR COOLANT SYSTEM UNIDENTIFIED LEAKAGE ACTION &FATEMENT IMPROPERLY i

TERMINATED. |

EVENT DATE: 041548 REPORT DATE: 051698 N5SS WE TYTE: PWR
.

'(NS!C 209340) ON APRIL 15. 1988 AT 1500 HOUR 3 IN MODE 3 IMOT STAN' DRY) 551 DEGREWS
AND 2250 PS!A. IT WAS DETERMINED THAT THE ACTION TAKEN TO TERMINATE A PREVEQUSLY
DOCUMENTED UNIDENTIFIED LEAKAGE EVENT HAD BE2N !MIR.0PERLY PERFORMED. AT 1715 ,

HOURS ON APRIL 14 THE ACTION STATEMENT FOR AN UN1DENTIFIED REACTOR COOLANT (
SYSTEM (RCSI LEAKRATE OF GREATER THAN 1 GAtt0N PER MINUTE (GPM) WAS ENTERED BASED i

ON THE INCREASED LEAKRATE OBSERVED BY VCLUME CONTROL TANK MAKE UP. AT 2107 HOURS .

'

CH APRIL 14 AFTER A LEAK SOURCE WAS IDNNT! Fit 0 AND ISOLATED. THE ACT10H
STATEMENT WAS EXITED SASED QN QUALITATIVE ASSESSMfNT OF PLANT FARAMETERS BEING
STEADY. FOLLOWING THL RESOLUT10h 0F COMPUTER PROBLEMS AND THE COMPLET!ON OF RCS [
SAMPLING. A LEAKAGE SURVEILLANCE PROGRAM WAt INITIATED AT 0900 HOUR $ ON APa!L 15, i

AT 1332 HOUTS. THE LEAKRATE WAS DETERt!!NED TQ BE 1.15 GPM. BOOT CAUSE OF THIS :

| EVENT WAS PERBCNNEL ERROR. THE DECISION WAS MADE TO TERMINATE THE UNIDENTIFIED f
LEAKAGE ACTION STATEMENT WITHOUT 7 DETA! LED QUANT! TAT!Yt* t.lALYS13 TO DETERMINE t

t

THE UNIDENTIFILD LEAKRATE. 4LL OPJRATIONS DEPAsTMENT PEAe0NW3L HAVE BEEN SENT A f;

I MEMORANDUM STIPULATING THAT APPROVEC SURVEILLANCES OR OTHER QUANTITATXVE METHODS. !

| MUST BE USED TO DETERMINE WHENEVER RL% UN!DENTIFIED LEAKAGE HAF SEEN CORRECTED. I
| THE APPLICABLE OPERATING PROCEDURE HAS SEEN CHANGED TO PROV!rt BETTER QUIDAA'CE ON I

MEASURING UNIDENTIFIED BCS LEAKAGE. j
i

|

[ Sil MILLSTONE 3 DOCKET 50-423 LER 40-0'6 f

MODE CHANGE WITH ACTION STATEMENT IN EFFECT DUE To b ERSONNEL ERROR. |EVENT DATEI 042588 BEFORT DATE: 052588 NCSS: WE TYPE: PWA '

(NS!C 209435) AT 0333 HOURS ON APRIL 25 1998 AT 350 DEGREES AND 435 PSIA. THE 6

CONTROL SWITCHES FOR BOTH TRAINS OF MOTOR DRIVEN AUXILIARY FEEDWATER IMDAFW)
PUMPS AND TRAIN A $9PPLEMENTARY LEAK COLLECTION AND RELEASE SY3 TEM (SLfRS) FAN !
WERE LEFT IN PULL-TO-LOCK (PTL) DVRING A CHANGE FROM MODE 4 (HOT SHUI'DOWN'l 70 i

MODE 3 (H0T STANDBY). BOOT CAUSE FOR EACH EVENT WAS OPERATOR ERROR. IMM.tDIATE [
CORRECTIVE #CTION BY THE OPERATOR WAS TO WALK 70WN THE MAIN COWTROL BOARDS 70 |
ASSURE EQUIPMENT THAT WAS REQUIRED TO BE OPERA 8LE WAS OPEDABLE. TM5 TECHN! CAL ;

SPECIFILATIOl;G WERE REVIEWED TO ENSURE ANY EQUIPMENT THAT WAS NOT REQUIEED TO BE I

CTERABLF IN MODE 3 WAS SPECIFICALLY CooERED BY A PNOCEDURE STEP CR wad VERIFIED
TO BE OPERABLE. AS ACTION TO PREVENT 4ECURRENCE. OW. SHIFT PERSONNEL HAVE BEEN
BRIEFED ON PROPER REVIEW OF PSUIPMENT STATUS PRIOR TO MC.EE CHANGES. CU! DANCE. IN ,

THE FORM CF A HIGHT ORDER. HAS BEEN PROVIDED TO ENSVRE THAT THE APPP0FRIATE LOG j
ENTRIES ARE MADE WHENEVER EQUIPMENT IS PLACED IN PTL. TME TLANT MEATUP FROCEDURE i

WAS P.0DIFIED TO SEQUENCE THE AUXILI ARY FEEDWATER SYSTEM ALIONMENT FOR SYDTFM |

, OPERABILITY AND TO REQUIRE A REVIEW OF BYPASS ANNUNCIATORS PRIOR 70 CHANGING I
| MODES. Tdt TRAIN A AND 8 MDAFW PUMPS WERE INORERABLE FOR AFPROXIKATELY 4 AND 6

HOURS RESPECTIVELY AND THE TRAIN A SLCBS FAN WAS INOPERABLE FOR ABOUT 9 MOURS.
FROM THE !!ME MODE 3 WAS ENTERED.

|

| ( 82| MILLSTONE 3 DOCKET 50 423 LER 84 017
FAILURE TO NOTE FLOW RATES ON AUX 1LI ARY S AMPLE E!G DUE TO FERSONNEL AND ,

'

INTERDEPARTMENTAL ERRORS. l

| EVENT DATE: 042588 REPORT DATE: 052589 NSSS: W TYPEa PWR |
|

| (NSIC 20$470) ON APRIL 25 1980 AT 2016 HOURS. AT $64 CEGREES F AND 22$Q PSIA.
I IT WAS DISCOVERED THAT THE 4-HOUR SAMPLE FLOW RATJ EST1ttATE MAD NOT BEEN
| PERFORMED AS REQUIRED BY TECH SPEC 3.3.3.10. AT 0752 014 APRIL 25, ties. THE

|

;

I
'
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TUR3!NE BUILDIN1 VENTILATION VENT MONITOR WAS TAMEN CUT OF SERVICE TO PEAFORM A|

SURVE!LLANCE. DURING THE SURVEILLANCE. IT WAS DETERMINED ThAT THE NOBLE GAS
] DETECTOR OF THE RADIATION MONITOR WAS NOT OPERATING PACPERLY. THE SHIFT ,

j SUPERVISOR ($$1 DIRECTED CHEMISTRY PERSCHNEL TO INSTALL THE AUXILIARY S AMPLE R10
'

AND TO TAKE SAMPLES AND FLOW RATES. CHEMISTRY 100K THE REQUIRED SAMPLE, SVT DID.

j NOT RECOPD THE FLOW RATES $1NCE THIS HAD PREVIOUSLY BEEN AN OPERAT!0NS DEPARTMENT ,

PESPONS!BILITY. $!NCE OPERATIONS WAS NEVER NOTIFIED THAT THE EVOLUTION WAS
COMPLETED. THE INSTALLATION OF THE S AMPLE RIO WAS NEVER LOGGED. At 2016 HOURS,

; THE SS INVESTICATE0 A LOW SAMPLE FLOW ALARM AT THE RADIATION MON 1 TOR PANEL. NE
; SUBSEQUENTLY VERIFIED THAT THE AUXILIARY SAMPLE RIG WAS IN PLACE AND BEGAN

RECORDING THE REQUIRED FLOW ESTIMATES. ROOT CAUSE OF THIS EVENT !$ HUMAN ERROR, I

i MAN!FESTED BY INADEQUATE COMMUNICATIONS WITHIN THE OPERATIONS CETARTMENT AND WITH ;

! OTHER DEPART.1ENTS. ACTION TO PREVENT RECURRENCE OF THIS EVENT !S,TO REQUIRE f
j WRITTEN COMMUNICATIONS BEThEEN DEPAR. 'NTS WNENEVER DIRECTING AhuiHER COMPANY. ;;

[.
>

[ 83) MONTICELLO DOCKET $0 263 LER 87 092 REY 01
,

UPDATE ON SHUTDOWN COOLING HIGH SUCTION PRESSURE TRIP DUE TO MINOR PRESSUGE'

i TRANS!ENT.
i EVENT DATE: 01"887 REPORT DATE: 0%1688 NSSS: GE TYPE: 8WR j
j |

(NSIC 209300) ON JANUARY 8, 1987 A TRIP OF THE RNR SHUTDO4W CQQLING SUPPLY HIGH
PRESSURE INTERLOCK OCCURRED WHILE PLACING THE SHUTDOWN COOL!hG MODE OF RHu IN i

SERVICE. THE TRIP RESULTED IN CLOSURE OF THE SHUTDOWN COOLING SUPPLY ISCLAV10H ,

VALVES WHICH, IN TURN. CAUSED AN RHR PUMP TRIP DUE TO THE LOSS OF SUCTION PAlld *

j INTERLOCK. THE CAUSE OF THE TRIP WAS RELIEVED TO BE A PRESSURE TRANSIENT WHICH
TRIPPED THE INTERLOCK PRESSURE SWITCHES WHkN RHR FLOW WAS INITIATED TO THEj
VESSFL. THE SHUTDOWN COOLING $UPPLY ANJ RETURN LINES WERE FLUSMED AND SHUTDOWN3

1 COOLING WAS SUCCESSFULLY PLACED IN SERVICE. TESTING WAS PERFORMED THE NEXT TIM 2
4 THAT RWR SHUTDOWN COOLING WAS PLACED IN SERVICE TO DETE1MINE IF A SIGNIFICANT
. PRESSVRE TRANSIENT OCCURS. THE TESTING DID NOT SHOW A SIGNIFICANT PRESSURE |
I TRANS!!NT. THE CAUSE OF THE EVENT IS BELIEVdD TO BE A SPURICUS ACTUATION OF THE *

| PRESSURE SWITCMtS). THE TRIP LOGIC IS ARRANGED SC THAT EITHER OF THE TWO [
'

PRESSURE SWITCHES WILL INIT! ATE A ' RIP.
]
f

[ 8t} NINE MILE POINT 1 DOCEET $b-220 LER 88-003 REV 01 j
i UFDATE ON AUTOMATIC INITIATION OF REACTOR SUILDING EMERGENCY VENTILATICN DUE TO

PERSONNEL ERROR. (j
EVENT DATE: OJ2288 REPORT DATE: 051688 HSSSI G4 TYPE: BWR ,j

j VENDOR: GENERAL ELECTRIC CO. [
A I
i (NSIC 2093098 REV 1 TO THIS LER IS BEING ISSUED TO CORRECT ITEM til, THE C/ENT j
j DATE ON PAGE 1 0F THE LER FORM. FROM 02/28/89 TC 02/22/88. ON 2/22/88, WITH NMP }

UNIT 1 IN A REFVELING OUTAGE, INSTRUMENT AND CONTROL (!&Cn TECrNICIAN3 WERE ['

REPAIRING JENCHED POWER SUPPLY POR AN ENVIRONMENTAL AREA RADIATION MONITOR. E
*

DURING THE!R REPA!R OPERATICH, INFORMATION REQUIRED TO COMPLATE THE REPA!RS FAS r

UNAVAILABLE IN TME VENDOR MANUAL. IN CRDER 70 OBTAIN THE REQV!kED INFORMATICE. g

j IT WAS HECESSARY TO GET THE INFORMATION FROM Ah IN-SERVICE POWER SUPPLY. VPON [
INSPECTION OF THE IN-SERV!CE POWER SUPPLY, A WASHER FROM TME POWEm SUPPLY NOUJING !'

i INADVERTENTLY FELL INTO THE VIRCUITRV. GROUNDING ONE OF THE CIRCUIf 90ARCC :

! CAUSING AN OFF-SCALE HIGN RADIATICH SIGNAL AMD THEEESY INITIATING THE REACTOR !

j BUILDING EMERGENCY VENTILATION SYSTEM. THE ROOT CAUSE 0' THIS EVENT W75 l
"

DETERMINED TO BE PERSONNEL ERROR WITH INSUFFICIENT VENDOR MANUAL DATA AVAILABLE'

1 AND METALLIC COMPONENT WASHERS AS CONTRIBUTING FACTORS. IMMECIATE CORRECTIVE
! ACTION CONSISTED OF VERIF11NG THAT PERSONNEL EkROR CAUSED YWE EVENT, REPAIRING

| THE DAMAGED POWER SUPPLY AND RETURNING THE REACTOR BUILDING VENTILATICH 1YSTEM TO
' ITS NORMAL MODE OF OPERATION. ADUITIONAL CORRECTIVE ACTION INCLUDCD CENERATING A

STATION WO'' *EQUEST TO LABEL THE POWER SUPPLIES AND A PROBLEM RLPORT 70
INVESTIG. NGING THE WASHER MATERIFL ON 7NE POWER SUPPLIPS.i

|

|
,

<
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( 85) NINE MILE POINT 1 DOCKET 50-220 LER 88-012
FAILURE TO HYDROSTATICALLY TEST A PSRTIrN OF THE ASME CLASS 1 PF335URE BOUNDARY
DUE TO PROCEDURAL ERROR.
EVENT DATE: 041888 REPORT DATE: 0518CO NSSS: GE TYPE: BWR !

(NSIC 209310) ON AFRIL 18, 1988, WHILE N!h .! CIta VNIT 1 (NMP1) WAS IN COLD
SHUTDOWN FOR REFUELING, IT WAS DISCOVERED Th i ' TION OF THE ASME CLASS 1
PRESSURE BOUNDARY WAS NOT HYDROSTATICALLY TEST. 1986. ASME "ECTION XI
RCQUIRES A HYDROSTATIC TEST OF THE PRESSURE BO' t FOR CLASS 1 PIPING, PUMPS
AND VALVES, AT OR NEAR 'HE END OF EACH INSE1V NSPECTION (ISI) INTERVAL. THE
FIRST TEN YEAR ISI INTENVAL WAS TO BE COMPLETRu 1N 1986. FAILURE TO COMPLETE
TESTING IN ACCORDANCE WITH ASME SECTION XI CONSTITUTES A VIOLATION OF PLANT
TECHNICAL SPECIFICATIONS. THE ROOT CAUSE OF THIS EVENT WAS PERSONNEL ER70R AS A
RESULT CF AN ERROR IN THE HYDROSTATIC TEST PROCEDURE. CONTRIBUTING FACTORS WERE
MISCOMMUNICATION AND LACK OF ATTENTION TO DETAIL. INITIAL CORRECTIVE ACTION WAL
TO DOCUMENT THE EVENT VIA AN OCCURRENCE REPORT (OR). THE d!SSED PORTION OF THE

! SYSTEM WILL BE HYDRC3TATICALLY TESTED PRIOR TO STARTUP. LONG TERM CORRECTIVE
ACTION INCLUDES INITIATING A LEASONS LEARNED TRANSMITTAL TO ADDRESS THE PERSONNEL
ERROR AND CONTRIBUTING FACTORS, AND A REVIEW OF 1986 ISI RELATED HYDROSTATIC TES7
PROCEDURES.

n

( 86) HINE MILE POINT 1 DOCKET 50-220 LER 88-002
'

FAILURE TO ESTABLISH A F/RE WATCH PATROL DUE TO A PERSONNEL ERROR RESULTING IN A !

TECHNICAL SPECI/! CATION VIOLATION. [
EVENT DATE: 042788 REPORT DATE: 052688 NSSS: GE TYPE: BWR 6

(NSIC 209370) ON APRIL 27, 1988, AT 0830 HOURS, WITH NINE MILE POIPT UNIT 1
(NMP1) SHUTDOWN AND Thd CORE OFF LOADED, IT WAS REPORTED THAT THE TECH SPEC f
REQUIREMENT OF ESTABLISHING A 1 HOUR FIPE WATCH PATROL FOR THE TWO NONFUNCTIONAL 6

i FIRE BARRIER PENETRATIONS WAS NOT IMMEDIATELY ESTABLISHED. THE ROOT CAUSE OF '

THIS EVENT WAS DETERMINED TO BE A PERSONNEL ERROR DUE TO MISCOMMUNICATION.
IMMEDIATE CORRECTIVE ACTIONS INCLUDED VERIFICATION OF DETECTION IN THE AFFECTED
AREAS AND ESTABLISHING A FIRE WATCH PATROL FOR THE NONFUNCTIONAL PENETRATIONS,
ESTABLISHING A FIRE WATCH PATROL ON ALL TECHNICAL SPECIFICATION RATED BARRIER 3
FOR AS LONG AS THE INSPECTION OF THESE BARRIERS BY THE ENGINEERING DEPARTMENT
CONTINUES, COUNSELING OF THE PERSONNEL INVOLVED AND ISSUING A STATION SHIFT

[
SUDFRVISOR INSTRUCTION TO ENSURE THAT THE FIRE DEPARTMENT IS FULLY INFORMED ON
AL- '.ATTMRS RELATING TO THEM. #DDITIONAL CORRECTIVE ACTION WILL INCLUDE
GENERATING A PROCEDURE EVALUATION REQUEST FOR THE OCCURRENCE PEPORT PROCEDURE TO !
EVALUA1F THE NEED FOR AFFECTED DEPARTMENT NOTIFICATION, AND ISSUING A LESSONS .

LEARNED TRANFMITTAL INSTRUCTING OPERATIONS PERSONNEL TO ENSURE THAT TECHNICAL
SPECI?ICATION REQUIREMENT ACTIONS ARE TAKEN. |

,

I

( 87] NINE MILE PO1HT 2 DCCKET 50-410 LER 88-021 !

HIGN PRESSURE CORE SPRAY RELAYS FOUND TO BE IMFROPFRLY DOCUMENTED FOR SAFETY I
| RELATED USE DUE TO PERSONNEL ERROR.

EVENT DATE: 031488 REPORT DATE: 052088 NGS9: GE TYPE: BWR

(NSIC 209336) ON MARCH 14, 1988 WITH THE PLANT IN COLD SHUTDOWN, IT WAS
DISCOVERED THAT 17 RELAYS IN THE HIGH PRESSURE CORE SPRAY SISTEM (CSH) SWITCHGEAR

l (2EGSePNLO28) MAY NOT BE ACFEPTABLE FOR HUCLEAR SAFETY RELATED APFLICATION.
' DURING A PREAUDIT REVIEW BY THE VENDOR ON MARCH 14, 1988, IT WAS DISCOVERED THAT

THE ABOVE RELAYS WERE CONDITIONALLY RELEASED MARCH 24, 1981. PER THE
; DOCUMENTATION THEY REQUIRED DEDICATION OR REPLACEMENT WITH SAFETY RELATED
; COMPONENTS AT A FUTURE DATE. ON JANUARY 14, 1983, THW CONDITIONAL AELEASE WAS

ERRONEOUSLY LIFTED VIA A "FIELD DISPOSITION INSTRUCTION". THIS EVENT IS BEING
REPORTED ON A VOLUNTARY BASIS. IF THE RELAYS COULD NOT HAVE BEEN DEDICATED AC IS

}- A SINGLE FAILURE WOULD HAVE RENDERED CSH IHOPERABLR AND REPORTABLE PER
10CFR50.7)(Al(2)(V). THE CAUSE OF THE EVENT IS VENDOR PERECHNEL

q

t
i
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ERROR-INATTENTION TO DETAIL. THE CONDITIONAL RELEASE FOR THE SWITCHGEAR
CONTAINING THE RELAYS WAG LIFTED INCORRECTLY. THE RELEASING DOCUMENT DID NOT
ADDRESS THE RELAYS THAT WERE ON THE CONDITIONAL RELEASE. THE UNQUALIFIED RELAYS
WERE DEDICATED PER THE REQUIREMENTS OF THE INITIAL RELEASE DOCUMENT. FIELD
DEVIATION DIS?OSITION REQUEST (FDDN) KGI-6262, WRITTFN MARCH 16, 1988, ADDRESSES
THIS ISSUE. THE VENDOR FERFORMED A REVIEW OF ALL CONDITIONAL RELEASES ON THE
NINE MILE POINT 2 PROJECT AND HAS VERIFIED THAT ALL CONDITIONAL RELEASES HAVE
BEEN RESOLVED.

[ 88] NINE MILE POINT 2 DOCKET 50-410 LER C8-018
TECHNICAL SPECIFICATION VIOLATION OCCURS AS A RESULT OF A MISSED LEAK RATE
SURVEILLANCE DUE TO PERSONNEL ERROR.
EVENT D*TE: 040608 REPORT DATE: 050688 NSSS: CE TYPE: BWR

(NSIC 209285) ON 4/6/88 AT 0955 WITH THE REACTOR AT A POWER LEVEL OF APPROX. 100%
RATED THERMAL CAPAr?TY, IT WAS DISCOVERED THAT HINE MILE POINT UNIT 2 (NMP2) WAS
NOT IN COMPLIANCE bLtH TFCH SPEC (TS) SECTIONS 3/4.6.1. SPECIFICALLY, IT WAS
DETERMINED THAT A LEAK RATE SURVEILLANCE TEST FOR A PRIMARY CONTAINMENT
PENETRATION WAS NOT PERFORMED IN A TIMELY MANNMR AS REQUIRED BY TJ GECTION
4.6.1.2.D. THEREFORE, THE NMP2 OPERATORS DECLARED THE PRIMARY CONTAINMENT (PC)
TO BE INOPERABLE AND COMMENCED A REACTOR SHUTDOWN AS REQUIRED BY TS SECTION
3.6.1.1. THE LEAK RATE TEST WAS PERFORMED AND ABNORMAL PENETRATION LEAKAGE WAS
IDENTIFIED HOWEVER, IT WAS DETERMINED THAT THE PC INTEGRITY WAS STILL INTACT.
AN kHUSUAL EVENT DECLARED AT 1105, WAS TERMINATED BY 14 35 THAT S AME DAY WHEN PC
INTEGRITY WAS VERIFIED. THE ROOT CAUSE FOR THIS EVENT IS A PERSONNEL ERROR. A
SIGNIFICANT CONTRIBUTING FACTOR WAS A PROBLEM WITH THE PLANNING AND SCHEDULING
(P&SL DEPARTMENT'S SURVEILLANCE TRACKING SYSTEM. THE CORRECTIVE ACTIONS FOR THIS
EVENT ARE THE ABNORMAL PENETPtTION LEAKAGE WILL BE CORRECTED, THE PES
COMPUTELIEED SURVEILLANCE TRACKING SYSTEM HAS BEEN MODIFIED, THE INSTRUMENT AND
CONTP)L (14C) DEPARTMENT HAS UPGRADED ITS OWN COMPUTRRIEED SURVEILLANC' TRACKING
SYSTEM, AND A SUMMARY OF THIS EVENT WILL BE INCLUDED IN THE LESSONS LEARNED BOOKS
FOR DEPARTMENTS RESPONSIBLE FOR TS S URV E ?.LI. ANC E S .

[ 89] NINE MILE POINT 2 DOCKET 50-410 LER 88-020
ENGINEEPED SAFETY FEATURE ACTUATION CAUSED BY HIGH RADIATION SIGNALS DUE TO
ELECTRICAL NOISE.
EVENT DATE: 040788 REPORT DATE: 050488 NSSS: GE TYPE: BWR

(NSIC 109206J ON 4/7/88 AT 0952 HOURS AND AT 1026 HOURS WITH THE REACTOR AT
APPROX. 100% POWER AND THE MODE SWITCH IN "RUH", NINE MILE POINT UNIT 2 (NMP2)
EXPERIENCED EN3INEERED SAFETY FEATURE (ESP) ACTUATIONS. BOTH EVENTS CONSISTED OF
A SECONDARY CONTAINMENT ISOLATION AND THE AUTOMATIC INITIATION OF THE STANDBY GAS
TREATMENT SYSTEM (38GTS), AN EMERGENCY RECIRCULATION UNIT COOLER, AND PEACTOR
BUILDING UNIT COOLERS. BOTH EVENTS OCCURRFD WHILE ATTEMPTING TO PERFORM
SURVEILLANCE PROCELURE H2-OSP-HCS-SA001, "DBA HYDROGEN RECOMBINER FUNCTIONAL AND
ELECTRICAL CONTINUITY TEST". THE ESF ACTUATIONS OCCURRED, AS DESIGNED, ON A
SPURIOUS HIGH RADIATION SIGNAL. THE IMMEDiATE CAUSE OF THE SPURIOUS RADIATION
SIGNAL HAS BEEN LETERMINED TO BE ELECTRICAL NOISE. THE NOISE WAS A RESULT OF
"CHATTERING" AT THE CONTACTOR ASSOCIATED WITH RECOMBINER INLET VALVE 2HCS*MOV258.
2HCS*MOv258 IS THROTTLED PER STEPS IN N2-OSP.HCS-SA001. THE CAUC 06 THE
CONTACTOR "CHATTERING" HAS BEEN DETERMINED TO BE AN INCREASED '' TORQUE
REQUIREMENT SINCE THE PREVIOUS TORQUE SWITCH SETTING.

[ 90) NINE MILE POINT 2 DOCKET 50-410 L. .. ...

DESIGN RATED REACTOR CORE FLOW EXCEEDED DUE TO POOR ELECTRICAL CONNNECTION
RESULTS IN PLANT OPERATION IN AN UNANALIEED CONDITION.

! EVENT DATE: 041988 REPORT DATE: 051988 NSSS: GP TYPE: BWR
| VENDOR: BAILEY CONTROLS CO.
l

|
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(NSIC 209337) OH 4/19/88 AT 0930 HRS WITH THE REACTOR AT APPROX 991 OF RATED |
; THERMAL POWER, THE NINE MILE POINT UNIT 2 (NMP2) REACTOR WAS INADVERTENTLY

OPERATED WITH GREATER THAN 1001 OF RATED REACTOR CORE FLOW. OPERATIONS'

PERSONNEL, WHILE RAISING REACTOR POWER BY ADJUSTING REACTOR RECIRCULATION FLOW, i

OBSERVED THAT THE REACTOR CORK RECIRCULATION SYSTEM HAD EXCEEDED ITS FULL POWER
| DESIGN RATED FLOW OF 108.5 MILLION POUNDS /MOUR (MLB/HRI. ACTUAL REACTOR
| RECIRCULATION FLOW WAS RECORDED BY THE GENERAL ELECTRIC TRANSIENT ANALYSIS

RECORDING SYSTEM (GETARS) AT 109.984 MLB/HR. THIS 2 LACED THE UNIT IN A CONDITION
NOT SPECIFICALLY ADDRFSSED IN THE NMP2 FINAL SAFETY ANALYSIS REPORT (PSAR). THE
ROOT CAUSE OF THIS EVENT WAS A POOR ELECTRICAL CONTACT BETWEEN THE SUMMER CARD
AND ITS MATING $0NNECTOR, IN THE REACTOR RECIRCULATION SYSTEM. THE REACTOR TOTAL
CORE ILOW SIGNAL PASSES THROUGH THIS CARD. THIS CONDITION RESULTED IN AN
ERRONEOUS FLOW INDICATION. IMMEDIATE CORRECTIVE ACTION TAKEN BY NIAGARA MOHAWK
LICENSED OPERATORS WAS TO REDUCE CORE FLOW TO LESS THAN 1001 OF RATED. ADDITIONAL
CORRECTIVE ACTIONS INCLUDED REMOVAL OF THE SUMMER CARD AND CLEANING OF THE
CONTACTS. UPON INSTALLATION OF THE CARD, OPERATIONS PERSONNEL COMPARED THE SUM |

'

OF THE INDIVIDUAL LOOP INDICATORS WITH THE TOTAL SIGNAL FLOW FROM GETARM AND
VERIFIED THE PROPER OPERATION OF THE SUMMER CARD.

|

[ 91'] NORTH ANNA 1 DOCKET $0-338 LER 87-010 REV 01
UPDATE ON STEAM GENERATOR TUBE DEFECTS. ,

EVENT DATE: 051487 REPORT DATE: 052488 NSSS: WE TYDE: PWR !

VENDOR: WESTINGHOUSE ELECTRIC CORP.

(NSIC 209375) DURING THE 's987 REFUELING OUTAGE ON UNIT 1, STANDARD EDDI* CLARENT
BOBBIN PROBE INSPECTIONS IN THE 'A', 'B', AND 'C' STEAM GENERATORS IDENf!FIED
GREATER THAN ONE PERCENT OF THE INITIAL SAMPLE GROUP TO BE DEFECTIVE. ALL TUBES
EXHIBITING: (1) CLEAR INDICATIONS OF BEING DEFECTIVE (I.E. GREATER THAN 40
PERCENT "THRU WALL" INDICATIONI, (2) "DISTORTED INDICATIONS" AT THE TUBE SUPPORT j
LOCATIONS, AND s3) INDICATIONS IN THE VICINITY OF THE TUBESHFET THAT WERE
IDENTIFIED USING THE 8X1 PROBE AND CONFIRMED WITH THE ROTATING PANCAKE COIL
PROBE. WERE REMOVED FROM SERVICE. THE DEFECTS IDENTIFIED IN THE STEAM GENERATORS
ARE REPORTABLE PURSUANT TO 10CFR50.73(A>(2)(Vi(C) AS REQUIRED BY TECHNICAL |
SPECIFICATION 4.4.5.5.C. IN CPDER TO FACILITATE DETERMINATION CF THE NATURE AND
CAUSE OF THE TUBESHEET INDICATIONS, TWO TUBES WERE REMOVED TROM THE 'A' STEAM
GENERATOR FOR FURTHER NONDESTRUCTIVE AND DESTRUCTIVE EXNMINATION. PRELIMINARY i

RESULTS OF THL EXAMINATIONS PERFORMED ON THE TWO TUBES REVEALED CIRCUMFERENTIAL ]
PRESSURIZED WATLk STRESS CORROSION CRACKING IN THE EXPANSION TRANSITION REGION OF
BOTH TUBES AT THE TOP OF THE TUBESHEET. THE HEALTH AND SAFETY OF THE GENERAL
PUBLIC WERE 'OT AFFECTED DURING THIS EVENT.

[ 92] NORTH ANNA 1 DOCKET 50-338 LER E8 018
SURVEILLANCE OF POST ACCIDEllT CC' .4 MENT PRESSt*RE TRANSMITTERS NOT PERFORMED.
EVENT DATE: 040588 REPORT DATE. es0588 NS$$s WE TYPE: PWR
OTHER UNITS INVOLVED: NORTH ANNA 2 (PWR1

(HSIC 209274) AT 16 30 HOURS, ON 4/5/88, WITH UNITS 1 AND 2 AT 100 PERCENT POWER
(MODE il, IT WAS PISCOVERED fHAT THE CHANNEL CHECK SURVEILLANCE REQUIREMENT FOR
CONTAINMENT POST ACCIDEH** PRESSURE INSTRUMENTS WERE NOT BEING PERFORMED. THE
SURVEILLANCE REQUIREMENTS OF TECHNICAL SPECIFICATION 4.3.3.6 RMQUIRES A CHANNEL !

CHECK AT LEAST ONCE PER 31 DAYS FOR THESE CHANNELS. THE CONTAINMENT WIDE RANGE |
'

POST ACCIDENT PRESSURE CHANNELS WERE INSTALLED IN MAY 1901 FOR UNIT 1 AND JULY
1981 FOR UNIT 2 IN ORDER TO COMPLY WITH THE REQUIREMENTS OF NUREG-0578 ANJ
NUREG-0737. THIS EVENT IS REPORTABLE PURSUANT TO 10CFR$0.73(A)(2)(!!(B). THE
CAUSE OF THE MISSED SURVEILLANCES IS ATTRIBUTED TO THE FAILURE TO RECC?NIEE THAT
THE MODIFICATION THAT INSTALLED THE CONTAINMENT WIDE RANGE PRESSURE TRANSMITTERS
WAS IMPLEMENTED TO MEET THE REQUIREMENTS OF TECHNICAL SPECIFICATION 3.3.3.6 POR
WIDE RANGE POST ACCIDENT PRESSURE INSTRUMENTATION. AS AN IMMEDIATE CORRECTIVE
ACTION, THE ACTION STATEMENT OF TECHNICAL SPECIFICATION 3.3.3.6 WAS ENTEREL.

|
i
i

|
|
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THERE WERE NO SAFETY IMPLICATIONS AS A RESULT OF THE EVENT. THE REQUIRED CHA*NEL
CALIBRATIONS WERE BEING PERFORMED IN ACCORDANCE WITH TECHNICAL SPECIFICATION
REQUIREMENTS. THE HEALTH AND SAFETY OF TEE GENERAL PUBLIC WERE NOT AFFECTED AT
ANY TIME DURING THIS EVENT.

I 93) NORTH ANNA 2 DOCKET 50-339 LER 88-003
INADVERTENT CONTAINMENT DEPRESSURIZATION SYSTEM ACTUATION DURING MAINTENANCE
ACTIVITIES.
EVENT DATE: 050488 REPORT DATE: 052598 NSSS: WE TYPE: PWR

(NSIC 209413) AT 1104 HOURS ON 5/4/87, WITH UNIT 2 AT 1005 POWER, AN INADVERTENT
PARTIAL TPAIN "B" ENGINEERED EAFETY FEATURES (ESP) ACTUATION OF THE CONTAINMENT
DFPRESSURIEATION SYSTEM OCCURRED. AS A RESULT OF PROMPT OPERATOR ACT10N AND THE
SPECIFIC EQUIPMENT CONFIGURATION, AN ACTUAL CONTAINMENT SPRAY DID NOT OCCUR.
THIS EVENT IS REPORTABLE PURSUANT TO 10CFR50.'3(A)(2)(I)(b) AND
10CFR5 0. 7 3 ( A) ( 2 ) ( I$') . A FOUR HOUR REPORT WAS MADE IN ACCORDANCE WITH
10dFR50.52ts:(2)(II). IdE ACTUATION OCCURRED WHEN A GROUND WAS INTRODUCED INTO
THE SOLID STATE PROTECTION SYSTEM DURING VALV3 MAINTENANCE. AS A CORRECTIVE
ACTION, THE CONTROL ROOM OPERATORS VERIFIsD THAT THE ACTUATION WAS SPURIOUS,
PERFORMED THE XECESSARY ACTIONS TO ENABLE RESETTING THE ACTUATION SIGNAL, AND

j SUCCESSFULLY RESET THE ACTUATION SIGNAL. TO PREVENT RECURRENCE OF SIMILAR
EVENTS, APPLICABLE PROCEDURES WILL BE REVIEWED AND REVISED AS NECESSARY TO'

INCLUDE ADDITIONAL AUTIONS AND NOTES AND QEQUIRE THE USE OF INSULATED TOOLS WHEN
WORKING IN SWITCHES, BOXES, ETC. NO SIGNIFICANT SAFETY CONSEQUENCES RESULTED ."ROM
THIS EVENT BECAUSE AN ACTUAL CONTAINMENT SPRAY DID NOT OCCUR. ALSO, EQUIPMENT

,

ACTUATIONS WERE VERIFIED TO HAVE ACTUATED PER DESIGN AND WERE SUBSEQUENTLY
RESTORED TO THEIR NORMAL CONFIGURATION. THE HEALTH AND SAFETY OF THE GENERAL
PUBLIC WAS NOT AFFECTED AT ANY TIME DURING THIS EVENT.

( 90) OYSTER CREEK DOCKET 50-2:9 LER 88-006
PREVIOUS MODIFICATION CAUSES FOUR ISOLATION CONDENSER PIPE BREAK SENSORS TO BE
OUT OF SPECIFICATION DURING SURVEILLANCE.
EVENT DATE: 0325P9 REPORT DATE: 041988 NSSS: Gb TYPF MWR
VENDOR: ITT-BARTON

(NSIC 208993) DURING A SURVEILLANCE TEST ON MARCH 25, 1986 AT 1300 HOURS, FOUR OF
EIGHT ISOLATION JONDENSER PIPE BREAK SENSORS TRIP TESTED AT A DIFFERENTIAL
PRESSURE GREATER THAN THE MAXIMUM ALLOWABLE TRIP SETPOINT SPECIFI'D IN THE
TTCHNICAL SPECIFICATIONS. AT THE TIME OF THE OPCCRRENCE THE PLANT WAS IN THE RUN
MODE AT 1004 POWER. THE CAUSE OF THE EVENT IS A COMBINATION OF A 1980 FIELD
MODIFICATION ON THE SWITCHUS AND VARIOUS SWITCH COMPONENT PROBLEMS. THE SAFETY.

SIGNIFICANCE IS MINIMAL DUI TO THE OPERABILITY OF OTHdR PIPE BREAK SENSORS, AREA
RADIATION MONITORS AND ARLA TEMPERATURE MONITORS. IMMEDIATE CORRECTIVE ACTION
WAS TAKEN TO ADJUST THE FWITCHES TO TRIP WITHIN TECHNICAL SPECIFICATION LIMITS.
f.ONG TERM CORRECTIVE *CTION !$ TO REPLACE UP TO FUUR REACTOR PROTECTION SYSTEM.

DIGITAL SENSORS DURING THE PLANT'S NEXT REFUELING OUTAGE (FOURTH QUARTER 1988).
I MONITOR THEIR PERFORMANCE OV3R THE SUBSEQUENT OPERATING CYCLE, AND REPLACE THE

ISOLATION CONDENSER PIPE BRTAK SENSORS DURING THE FOLLOWING REFUELING OUTAGE
PROVIDED THE OPERATION OF THE NEW SENSORS PROVES ACCEPTABLE.

!,

[ 95| OYSTER CREEK DOCKET 50-219 LER 88-007
INADEQUATE SUPPORT OF REACTOR SAMPLE LINE DUE TO MISCOMMUNICATION OF TECHNICAL
DATA CAVIED BY PERSONNEL ERROR.i

1 EVENT DATE: 041288 REPORT DATE: 051188 NSSS: GE TYPEt BWR

(NSIC 209307) ON APRIL 12, 1988 IT WAS DETERMINED THAT A REACTOR COOLANT SAMPLE
LINE CONTAINING A CONTAINMENT ISOLATION VALVE WAS NOT ADEQUATELY SUPPVRTED. THE'

DISCOVEh/ WAS MADE SEVERAL DAYS EARLIFM BY "ONTRACTOR PERSONNEL BUT A PREL1'11 NARY
>

;

i
i
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| EVALUATION SHOWED NO PROBLEM EXISTED. LATER, WHEN ADDITIONAL INFORMATION WAS
OBTAINED IT WAS DET;RMINED THAT THE VALVE WEIGHT WAS GREATER THAN THE LIMIT
MSTABLILHED BY THE ANALYSIS. THE EVENT IS ATTRIBUTED TO PERSONNEL iaROR BECAUSE

N 1986 THE VALVE IN THE LINE WAS REPLACED WITH A VALVE APPROXIMATELY THREE (3)
.iMES HEAVIER THAN THE ORIGINAL VALVE. WHEN THE WEIGHT INCREASE WAS ANALYEED THE
INFORMATION WAS MISCOMMUNICATED OM THE ACTUAL ORIENTATION OF THE VALVE 50 THE
ANALYSIS WAS NOT ACCURATE. THE SAFETY SICNIFICANCE OF THIS OCCURRENCE IS
CCNSIDERED MINIMAL BECAUSE PRESENT EVALUATIONS HAVE DETERMINED THAT NO PIPING
FAILURES WOULD HAVE OCCURRED ALTHOUGH CODE ALLOWABLE STRESSES WOULD HAVE BEEN
EXCEEDED IN A DESIGN BASIS SEISMIC EVENT. ADDITIONALLY, THE INSIDE CONTAINMENT
IaOLATION VALVE WOULD HAVE RFMAINED OPERABLE AND WOULD HAVE ISOLATED THE LINE.
THE LINE WILL REMAIN ISOLATEL UNTIL ADDITIONAL SUPPORTS ARE INSTALLED. THIS LER
WILL BE DISTRIBUTED AS REQUIRED READING FOR PLANT ENGINEERING PERSONNEL.

( 961 OYSTER CREEK DOCKET 50-219 LER 88-008
STANDBY GAS INITIATION CAUSED BY PROCEDURAL NONCOMPLIANCE WHILE PLACING AUGMENTED
OFFGAS SYSTEM IN SERVICE.
EVENT DATE: 041488 REPORT DATE: 051388 NSSS: GE TYPE: BWR

(Nb!C 209308) ON 4/14/88 AT 0941 HOURS. A REACTOR BUILDING ISOLATION AND STANDBY
CAS TREATMENT SYSTEM AUTOMATIC INITIATION OCCURRED. THE REACTOR WAS OPERATING A?
FULL POWER AT THE TIME. THE CAUSE OF THE EVENT WAS FAILURE TO DRAIN THE
AUGMENTED OFFGAS (AOG) SYSTEM'S OFFGAS IHLET LINE IN ACCORDANCE WITH THE SYSTEM
OPERATING PROCEDURE. THIS CAUSED SYSTEM PRESSURE OSCILLATIONS WHICH EVENTUALLY
FORCED RADIOACTIVE GASES PAST A DRAIN LINE SUMP WATER SEAL, INTO THE AREA UNDER
THE PLANT'S VENTILATION STACK. THE SAFETY SIGNIFICANCE IS MINIMAL BECAUSE OF THE
LIMITED DURATION OF THE RELEASE INTO THE STACK BASE AREA AND BECAUSE THE SAFETY
SYSTEMS FUNCTIONED AS DESIGNED. IMMEDIATE CORRECTIVE ACTION TAKEN WAS TO ENTER
THE PLANT'S EMERGENCY OPERATING PROCEDURES FOR SECONDARY CONTAINMENT CONTROL.
THE OFFGAS INLET LINE WAS DRAINED BEFORE THE AOG SYSTEM WAS RETURNED TO SERVICE.
THE AOG SYSTEM OPERATING PROCEDURE WILL BE REVISED TO DRAIh THE OFFGAS INLET LINE
IMMEDIATELY BEFORE PLACING THE AOG SYSTEM IN SERVICE. THE DRAIN LINE SUMP WATER
SEAL WILL BE EVALUATED FOR ADEQUACY AND MODIFIED IF NECESSARY. PERSOhNEL
INVOLVED IN THIS EVENT WILL RECEIVE COUNSELING ON THE IMPORTANCE OF PROPER
TURNOVER AND STRICT PROCEDLEAL COMPLIANCE. ADDITIONALLY, THIS REPORT WILL BE MADE
REQUIRED READING FOR RADWASTE OPERATIONS PERSONNEL.

[ 97) PALISADES DOCKET 50-255 LER 88-006 I

INADVERTENT MANUAL ACTUATION OF AUXILIARY FEEDWATER ACTUATION SYSTEM. ;

EVENT DATE 032788 REPORT DATE: 042688 HSSS: CE T)?E PWR

(NSIC 209127) ON 3/27/88 AT 2225 AUX. FEEDWATER PUMP P-8A (BA P) WAS
INADVERTENTLY STARTED WHEN THE AUX. FEEDWATER ACTUATION SYSTEM (APAS) WAS
MANUALLY ACTUATED BY A MEMBER OF THE OPERATIONS DEPT. THE MANUAL ACTUATION
OCCURRED WHILE THE OPERATOR WAS ATTEMPTING TO RESET ACTUATION CHANNEL ALARM
LIGHTS. THE REACTOR WAS CRITICAL WITH THE PLANT OPERATING AT 1005 OF RATED POWER
WHEN THE ACTUATION OCCURRED. AT 1250 THE "C" SIGNAL CHANNEL SENSOk OF THE AFAS
FAILED DUE TO A P0WER SUPPLY TRIPPING WHICH RESULTED IN A LOfS OF POWER TO THE
CABINET. THIS POWER FAILURE PROVIDtD A TRIP SIGNAL INTO THE AFAS ACTUATION
LOGIC. WitILE REVIEWING AFAS PANEL INDICATIONS AND IN ATTEMPTING TO RESET WHAT
WAS THOUGHT TO DF AN IMPROPER INDICATION, AN OH-COMING OPERATGR DEPRESSED AN
UNMARKED BUTTON BELOW THE ILLUMINATED INDICATUR. THIS ACTION FAOVIDED A SECOND
LOW LEVEL SIGMAL NECESSARY TO COMPLETE THE ACTUATION LOGIC AND S*ARTED P-8A. THE
INALVERTENT ACTUATION HAS BEEN ATTRIBUTED TO INSUFFICIENT GUIDANCE BEING
AVAILABLE IN ALARM AND RESPONSE PROCEDURES. ANOTHER CONTRIBUTING FACTOR TO THIS
EVENT IS PCOR LABELING OF COMPONFNTS ON THE AFAS ACTUATION PANEL.

- ...
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j [ 98] PALO VERDE 1 DOCKET 50-528 .LER 87-025 REV 02
' UPDATE ON MODIFICATIONS TO STEAM ISOLATION VALVES TO TURBINE DRIVEN AUXILIARY .

FEEDWATER PUMP RENDER PUMP INOPERARLE.4

EVENT DATE: 112787 REPORT DATE: 041288 NSSS: CE TYPF PWR
OTHER UNITS INVOLVED: PALO VERDE 2 (PWR)

(NSIC 08914) THIS IS A SUPPLEMENT TO LER 97-025-01. ON 11/27/87 AT
APPROXIMATELY 0220 MST, WITH PALO VERDE UNIT 2 IN MODE 1 (POWER OPERATION) AT
1001 POWER, THE TURBINE DRIVEN AUXILIARY FEEDWATER PUMP (BA)(P) DID HOT ACHIEVE
RATED SPEED DURING THE MONTHLY OPERABILITY SURVEILLANCE TEST. AN INVESTIGATION

|

: FOUND THAT THE "OPEN" LIMIT SWITCH (55)(33) SETnOINTS FOR THE "B" AND "A" TRAIN
i ISOLATION VALVES (SB)(ISV) W"RE ADJUSTED ON OCTOBER 14 AND 15, 1987,

I
RESPECTIVELY, TO PREVEN 7 THE VALVE INTERNALS * ROM IMPACTING ON THE BACKSEAT.

1 THIS WAS DONE IN ACCORDANCE WITH AN APPROVED ENGINEERING EVALUATION WHICH DID NOT
PROV7DE CORRESPONDING ADJUSTMENTS TO THE "RAMP UP" LIMIT SWITCHES (58)(33),

. THEREFORE PREVENTING THE PUMP FROM ACHIEVa G RATED SPEED. FOLLOWING THESE
j ADJUSTMENTS, THE PUMP WAS RETURNED TO OPERABLE STATUS, CONTRARY TO TECH SPEC

3.7.1.2. ONGOING INVESTIGATION DETERMINED THAT VALVES HAD BEEN RETURNED TO i

OPERABLE STATUS CONTRARY TO T.S. 3.6.3. AS IMMEDIATE CORRECTIVE ACTION THE LIMIT
SWITCHFS WERE PEADJUSTED, OPERABILITY TESTS CONDUCTED ON 11/27/87, AND THE
INVESTIGATION EXPANDED TO INCLUDE UNITS 1 AND 3. PRELIMINARY EVALUATIONS
IDENTIFIED THE ROOT CAUSE AS COGNITIVE PERSONNEL ERROR (UTILITY, LICENSED) IN
THAT THE ENGINEERING EVALUATION DID NOT ADDRESS THE FULL IMPACT OF THE APPROVED
MODIFICATION.+

[ 99) PALO VERDE 1 DOCKET 53-528 LER 88-011
REACTOR TRIP DUE TO PERSONNEL ERROR AND EQUIPMENT MALFUNCTION.
EVENT DATE: 041988 REPORT DATE: 051888 'NSSS: CE TYPE: PWR
VENDOR: SOUTHERN STATES EQUIPMENT

(NSIC 209344) AT APPROXIMATELY 0148 MST ON A?RIL 1-9, 1988, PALO VERDE UNIT 1 WAS
IN MODE 1 (POWER OPERATION) AT 1001 REACTOR (RCT) POWER WHEN THE UNIT EXPERIENCED
A 1005 LOAD REJECTION AND RESULTANT REACTOR POWER CUTBACK (RPCB). APPROXIMATELY
30 SECONDS AFTER THE RPCB, A REACTOR TRIP OCCURRED DUE TO A LOW DNBR TRIP FROM
THE CORE PROTECTION CALCULATOR (CPC)(CPU). A CONTROL ROOM OPERATOR (UTILITY,

LICENSED) INADVERTENTLY OPENED THE MOTOR OPERATED DISCONNECT (MOD) FOR UNIT 1
MAIN GENERATOR (GEN)(MOD PL-910). THIS INITIATED A LOAD REJECTION AND SUBSEQUENT
GENERATOR TRIP AND TURBINE (TRB) TRIP RESULTING IN A RPCB. AN INTERLOCK BETWEEN
MOD PL-910 AND THE ASSOCIATED $25 KV (FK) BREAKERS (BKR) AND MANUAL DISCONNECTS
PL-916 AND PL-917 DID NOT FUNCTION. THIS ALLOWE! MOD PL-910 TO OPEN INITIATING
THE LOAD REJECTION. IMMEDIATE CORRECTIVE ACTION WAS TO REPAIR THE PERMISSIVE
CONTACTS ON PL- 916 AND PL-917 AND ENSURE THAT THE IMTERLOCK WAS OPERABLE. FOR
CORRECTIVE ACTION TO PREVENT RECURRENCE, THE INTERLOCK CIRCUIT WILL BE
ELECTRICALLY CHECKED PERIODICALLY FOR PROPER OPERATION. AN ENGINEERING

; EVALilATION REQUEST HAS BEEN INITIATED FOR A REANALYSIS OF THE RPCB AND THE
SOFTWARE / DATA FOR THE C&C'S. ALSO APPROPRIATE DISCIPLINARY ACTION WILL BE
ADMINISTERED. NO PNEVIOUS SIMILAR EVENTS HAVE BEEN REPORTED.

.

| [100) PALO VERDE 1 DOCFET 50-528 LER 88-015
' REACTOR TRIP DUE TO TEST POWER SUPPLY FAILURE.
'

EVENT DATE: 051288 REPORT DATE: 060688 HSSS: CE TYPE: PWR

I (NSIC 209550) AT 1315 MST ON MAY 12, 1988, PALO VERDE UNIT 1 WAS IN MODE i (POWERi

OPERATION) AT APPROXIMATELY 911 POWER WHEN AN AUTOMATIC ACTUATION OF THE REACTOR
,

(RCT)(AC) PROTECTION SYSTEM (RPS)(JC) OCCURRED. SURVEILLANCE TEf7 3657-95500
(PLANT PROTECTIVE SYSTEM (PPS)(JC) FUNCTIONAL TEST- RPS/ ENGINEERED SAFETY FEATURE
ACTUATION SYSTEMS (ESFAS)(JE)) WAS IN PROGRESS WHEN THE REACTOR (MCT)(AC) TRIP
OCCURRED. PERFORMANCE OF 365T-95804 INVOLVES A SEPARATE POWER SUPPLY (JX)(JC)
UTILIEED ONLY DURING TESTING TO "HOLD" THE BISTABLE AND MATRIX RELAYS FROM

- _ . _ _ _ - - - . -
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ACTUATION DURING THE TEST. THE POWER SUPPLY WAS FOUND TO BE VARYING IN AMPLITUDE
, INTJRMITTENTLY WHICH WOULD CAUSE VARYING REMOVAL AND REINSTATEMENT OF THE BUCK

AND BOOST VOLTAGE. THIS CAUSED THE TRIP OF THE "A" AND "D" REACTOR TRIP CIRCUIT
BREAKERS. IMMEDIATE CORRECTIVE AC.' ION WAS TO REPLACE THE POWER StJPLY WITH A
PROPE3LY OPERATING POWER SUPPLY. A PRECAUTION WAS ADDED TO 36ST-95B04 TO ENSURE |

THAT THE TEST PERFORMER IS AWARE THAT THE POWER SUPPLY MAY EXHIBIT INSTABILITIES
AS INDICATFD LT LAMP "FLICKERING".

i

(101] PALO VERDE 2 DOCKET 50-529 LBR 88-005 REV 02
UPDATE ON INADVERTENT SAFETY INJECTION RESULTING FROM PERSONNEL ERROR.
EVENT DATE: 022188 REPORT DATE: 060288 NSSS: CE TYPE: PWR 1

VENDOR: BORG-WARNER CORP. I
GOULD INC.

(NSIC 209493) THIS IS A SUPPLEMENT TO LER 2-88-005-01. ON FEBRUARY 21, 1988,
PALO VERDE UNIT 2 WAS IN MODE 5 (COLD SHUTDOWN) AT APPROXIMATELY 170 F AND 125
PSIA BEING COOLED-DOWN AND DEPRESaVRIEED TO BEGIN A REFUELING OUTAGE. AT
APPROXIMATELY 0719 MST AN INADVERTENT SAFETY INJECTION (JE) FROM THE SAFETY
INJECTION TANKS (BP)(ACC) OCCURRED AS A RESULT OF LOW PRESSURIEER PRESSURE
SIGNALS NOT BEING PROPERLY BYPASSED. TH.1 SAFETY INJECTION WAS ACCOMPANIED BY A
CONTAINMENT ISOLATION (BP)(JE) ENGINEEREL SAFETY FRATURES (ESP) ACTUATION. THERE
WERE NO OTHER ESF ACTUATIONS AND NONE WERE NECESSARY. DURING Tilt EVENT A HIGH
P3 ESSURE SAFETY INJECTION (HPSI) VALVE (INV) DID NOT FULLY OPEN. ALL OTHER
EQUIPMENT OPERATED PER D* SIGN. THE ROOT CAUSE OF THE EVENT WAS A COGNITIVE
PERSONNEL ERROR ON THE PART OF UTILITY, LICENSED PERSONNEL. ADDITIONALLY DURING
THE EVENT, THE HPSI LOOP INJECTION VALVE DID NOT OPEN DUE TO A BLOWN FUSE (FU).
AS CORRECTIVE ACTION, APPROPRIATE DISCIPLINARY MEASURES WILL BE TAKEN. THE HPSI
LOOP INJECTION VALVE WAS VERIFIED TO OPERATE PRO *'ERLY AFTER REPLACING THE
MALFUNCTIONING FUSE. THE CAUSE OF THE FUSE OPENING COULD NOT BE DETERMINED.
FURTHER TESTING WAS CONDUCTED AND IT WAS DETERMINED THAT THE FUSE FAILURE WAS
RANDOM AND THAT THE EXISTING FUSE SPECIFICATION IS ADEQUATE. THERE HAVE BEEN NO
PREVIOUS SIMILAR OCCURRENCES.

(102) PALO VERDE 2 DOCKET 50-529 LER 88-010
SURVEILLANCE INTERVAL EXCEEDED FOR PLANT VENT MONITORS.
EVENT DATE: 040688 REPORT DATE: 051688 HSSS: CE TYPE: PWR

THSIC 209345) AT APPROXIMATELY 0900 MST, ON APRIL 15, 1988 PALO VERDE UNIT 2 WAS
IN MODE (REFUELING) WHEN CHEMISTRY PERSONNEL (UTILITY AND CONTRACTOR, NON-
LICENSED) DETERMINED THAT THE ALLOWABLE SURVEILLANCE TEST INTERVAf. sal BEEN
EXCEEDED FOR THE PLANT VENT SYSTEM MONITORS (RU-143 AND RU- 144)(4L); HON).
SUBSEQUENT TO THE DISCOVERY THAT THE SURVEILLANCE TEST INTERVAL HAD BEEN
EXCEEDED, THE S.T. WAS SATISFACTORILY PERFORMED ON APRIL 15, 1988 AT
APPROXIMATELY 0946 MST FOR THE LOW RANGE MONITOR (RU-143) AND ON APRIL 16, 1988
AT APPROXIMATELY 1015 MST FOR THE HIGH RANGE MONITOR (RU-144). THE ROOT CAUSE OF
THE EVENT WAS A COGNITIVE PERSONNEL ERROR BY A CHEMISTRY TECHNICIAN (CONTRACTOR,
NON-LTCENSED) TO COMPLETE THE S.T. WITHIN THE ALLOWABLE INTERVAL. THE TECHNICIAN
MISINTERPRETED THE REQUIREMENT TO PERFORM THE 5 T. ON A "DAILY" (I.E., ONCE PER
CALENDAR DAY) BASIS VICE *ONCE PER 24 HOURS". AS IMMEDIATE COHAECTIVE ACTION, THE
APPROPRIATE S.T. ON PLANT VENT SYSTEM MONITOR WAS SATISFACTORILY COMPLETED AT
0946 MST ON APRIL 15, 1988. THE CORRECTIVE ACTION TO PREVENT RECCURRENCE WAS A
CHANGE TO S.T.(75ST-9tE07) TO CHANGE THE TERMINOLOGY TO EE CONSISTENT WITH THE
TECHNICAL SPECIFICATION (T.S.) AND A REVIEW OF RADIOACTIVE EFFLUENT 5.T.S TO
ENSURE THAT THE REQUIREMENTS OF THE T.S. ARE CLEARLY AND EXPLICITLY IMPLEMENTED.
NO SIMILAR EVENTS HAVP. BEEN REPORTED.
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(103) PALO VERDE 2 DOCKET 50-529 LER 88-007
FUEL BUILDING EXHAUST VENTILATION ACTUATION DUE TO RADIATION MOFITOR MALFUNCTION.
EVENT DATE: 051188 REPORT DATE: 060888 NSSS: CE TYPE: PWR
VENDOR: KAMAN SCIENCES CORP.

(NSIC 209551) ON MAY 11, 1988 A' APPROXIMATELY 1945 MST, PALO VERDE UNIT 2 WAS IN
MJDE 6 (REFUELING) WHEN THE LOW RANGE FUEL BUILDING EXHAUST VENTILATION MONITOR
SPURIOUSLY ACTUA!3D THE FUEL BUILDING AND CONTROL ROOM ESSENTIAL VENTILATION
SYSTEMS. THE ACTUATION OCCURRED ON THE "B" TRAIN AND CROSS-TRIPPED ON THE "A"

TRAIN AS EXPECTED. THE INIT1AL TROUBLESHOOTING REVEALED A LOCKUP OF THE
MONITOR'S MICROPROCESSOR. PREVIOUS LOCKUPS OF SIMILAR MICROPROCESSORS WERE
CORRECTED BY RESEATING THE MICROPROCESSOR BOARD: THEREFORE, THE CONTACTS ON THE
MICROPROCESSOR BOARD WERE CLEANED AND THE BOARD WAS RESEATED, TESTED, AND
RESTORED TO SERVICE. SUBSEQUENTLY, THE MONITOR INTERMITTENTLY SPIKED AND WAS
TAKEN OUT OF' SERVICE. ADDITIONAL TROUBLESHOOTING REVEALED AN INTERMITTENT
MALFUNCTION OF THE THE SYSTEM BOARD WHICH CAUSED A SPURIOUS ACTUATION AND LOCK UP
OF THE MICROPROCESSOR. AS IMMFDIATE CORRECTIVE ACTION, THE SYSTEM BOARD WAS
REPLACED AND THR MONITOR WAS RESTORED TO SFRVICD. AS CORRECTIVE ACTION TO
PREVENT RECURRENCE, ADDITIONAL TESTING OF THE SYSTEM BOAWD IS BEING CONDUCTED.
IF ADDITIONAL INFORMATION 15 DIS * OVERED CONCERNING THE MALFUNCTION OF THE SYSTFM
BOARD, A SUPPLEMENT TO THIS REPORT WILL BE ISSUED. NO SIMILAR EVENTS HAVE
OCCURRED.

(104] PALO VERDE 3 DOCKET 50-530 LER 88-002 REY 01-

UPDATE ON ASME SURVEILLANCE INTERVAL EXCEEDED FOR CONTAINMENT ISOLATION VALVE.
EVENT DATE: 010988 REPORT DATE: 053188 NSSS: CE TYPE: PWR

(NSIC 209446) ON MARCH 24, 1988 PALO VERDE UNIT 3 WAS IN MODE 1 (POWER OPERATION)
AT 100 PERCENT POWER WHEN IT WAS DISCOVERED THAT SURYFILLANCE TESTING HAD NOT
BEEN CONDUCTED WITHIN THE ALLOWABLE TIME INTERVAL FOR A CONTAINMENT ISOLATION
VALVE FROM THE CONTAINMENT RADWASTE SUMP (WK). CN DECEMBER 1, 1987 SURVEILLANCE
TESTING HAD BEEN CONDUCTED ON THE VALVE IN ACCORDANCE WITH TECHNICAL
SPECIFICATION 4.0.5 WHICH REQUIRES TESTING IN ACCORDANCE WITH SECTION XI OF THE
ASME BOILER AND PKESSURE VESSEL CODE. THE VALVE MET THE REQUIRED ACCEPTANCE
CRITERIA: HOWEVER, THE MEASURED STROKE TIME INCREASED BY MORE THAN 50% FROF THE
PREVIOUS TEST. THE VALVE IS REQUIRED TO BE TESTED ONCE PER 3 MONTHS; HOWEVER,
WHEN STROKE TIMES INCREASE BY 50% OR MORE RELATIVE TO THE PREVIOUS TEST, ASME

SECTION XI REQUIRES THE TESTING FREQUENCY TO BE ADJUSTED TO A MONTHLY INfERVAL.
THE TESTING SCHEDULE WAS NOT MODIFIED TO MEET THE MONTHLY SURVEILLANCE INTERVAL
FOR THE VALVE. OM JANUARY 9, 1989 THE MODIFIED SURVEILLANCE INTERVAL WAS
EXCEEDED. THE ROOT CAUSE OF THE EVENT WAS EVALUATED TO BE A COGNITIVE PERSONNEL
ERROR BY A TECHNICIAN (UTILITY, NC?l-LIC ENS ED ) RESPONSIBLE FOR TRACKING THEi

I COMPLETED TESTS. TO PREVENT RECURRENCE THE INDIVIDUAL WILL RECEIVE APPROPRIATE
COUNSELING AND/0R DISCIPLINARY ACTION. A PREVIOUS SIMILAR EVENT OCCURRED AS,

i DESCRIBED IN LER 1-87-015-00.

(105] PEAf.H BOTTOM 2 DOCKET 50-277 LER 87-005 REV 01,

UPDATE ON EXCEED THE ALLOWABLE CONTAINMENT LEAKAGE LIMIT DUE TO PERSONNEL ERRORS,

| PROCEDURAL DEFICIENCIES, AND FOREIGN MATERIAL IN VALVE SEATS.
EVENT DATE: 040787 kEPORT DATE: 052388 NSSS: GE TYPE: BWR
VENDOR: ANCHOR / DARLING VALVE CO.

I (NSIC 209367) ON APRIL 7, 1987, WITH UNIT 2 IN THE SHUTDOWN CONCITION FOR

( REFUELING, THE INBOARD AND OUTBOARD MAIN STEAM LINE DRAIN ISOLATION VALVES, WHICH
t.RE SUBJECT TO LOCAL LEAK RATE TES'."S (LLRT) AS SPECIFIED IN 10 CFR 50, APPENDIX

J. HAD UNSAT!3 FACTORY TRSY RESULTS BECAUSE NO "AS-FOUND" LEAK.GE RATES WERE
DETERMINED FOR THW PENETRATION FROM A VALID TEST. THEREFORE, IT MUST BE ASSUMED

l THAT THE LEAKAGE HATE THROUGH THESE VALVES WOULD HAVE EXCEEDED THE TYPE A TEST
| LIMIT, CONSTITUTING A FAILURE OF THE *AS-FOUND" INTEGRATED LEAY. RATE TEST. THE

:
t

|

l
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i

I
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CAUSE OF THE VALVES * LOCAL LEAK RATE TEST FAILURE WAS DETERMINED TO BE FINE
PARTICLES IN THE VALVE SEATS RESULTING FROM PREVIOUS REPAIRS TO THE 80B MAIN
STEAM ISOLATION VALVE, AN "AS FOUND" LLRT WAS NOT POSSIBLE FOR THE OUTBOARD
VALVE DUE TO DAMAGE CAUSED BY ITS OPERATION WHEN THE VALVE MOTOR LEADS WERE

,

INADVERTENTLY REVERSED FOLLOWING MAINTENANCE ACTIVITIES. THE CONSEQUENCES OF THE |

EVENT WERE MINIMAL BECAUSE THE OUTBOARD VALVE WAS AN EFFECTIVE PRESSURE BOUNDARY
| DURING THE MAIN STEAM ISOLATION VALVE LLRT, CONDUCTED ON MARCH 14, 1987. ;

| THEREFORE, EXCESS LEAKAGE CONDITIONS PROBABLY OCCURRED DURING ACTIVITIES BETWEEN l

|
SHUTDOWN FOR REFUELING AND LOCAL LEAK RATE TESTING. I

(106] PEACH BOTTOM 2 DOCKET 50-277 LER 88-007
TECH SPEC FIRE BARRIER DEFICIENCIES AND FAILURE TO REPORT SOME DEFICIENCIES
WATHIN 30 DAYS DUE TO INADEQUATE CONTROLS.
EVECT DATE: 101587 REPORT DATE: 051688 NSSS GE TYPE: BWR
OTHER UNITS INVOLVED: PEACH BOTTOM 3 (bMR)

(NSIC 209355) ON 10/15/87 IT WAS DEidRMINED THAT SEVERAL FIRE BARRIERS IN THE
TURBINE BUILDING AND THE RADWASTE $UILDING HAD CAPS PILLED WITH UNQUALIFIED FILL
MATERIAL. THE CABLE SPREADING 1 JOM, AS WELL AS OTHER ROOMS, IS AFFECTED. THIS
CONDITION WAS NOT REPORTED WIT'aIN 30 DAYS IN ACCORDANCE WITH 10 CPR 50.73 AS A |
RESULT OF INADEQUATE PROGRAMMATIC CONTROLS TO ENSURE THAT DEFICIENT CONDITIONS '

ARE EVALUATED FOR REPORTABILITY. ON 4/15/88 A HOLE (3 IN. DIA.) IN THE FLOOR (A
FIRE BARRIER) OF THE CAPLE SPREADING ROOM WAS DISCOVERED. A PANEL WHICH CONTAINS
ANNUNCIATOR RELATED CIRCUITRY RESTS ON THIS HOLE. THESE CONDITIONS ARE
REPORTABLE BECAUSE THEY VIOLATED THE TECH SPEC REQUIRCMENT FOR FUNCTIONAL FIRE
BARRIERS. FIRE WATCHES WERE ESTABLISHED OR VERIFIED TO ALREADY BE IN PLACE TO
COMPENSATE FOR EACH OF THESE DEFICIENT BARRIERS WITHIN ONE HOUR OF DISCOVERY IN
ACCORDANCE WITH THE TECH SPECS. THE HOLE IN THE CABLE SPREADING ROOM FLOOR WAS
REPAIRED ON 4/25/88 TO SATIS' * THE 3-HOUR FIRE RATING REQUIREMENT. A
MODIFICATION HAS BEEN INITIA'iED TO UPGRADE THE FILL MATERIAL IN THE FIRE BARRIER
SEISMIC GAPS. THIS MODIFICATION WILL BE COMPLETED BY AUGUST 1988 ON UNIT 2 AND
PRIOR TO RESTART CN UNIT 3. IMPLEMENTATION OF A NEW EXPANDED PROCESS FOR
IDENTIFYING AND DISPOSITIONING POTENTiALLY REPORTABLE ITEMS IS BEING IMPLEMENTED I

TO ENSURE COMPLIANCE WITH REPORTABILIT7 REQUIREMENTS. |

(107j PEACH BOTTOM 2 DOCAET 50-277 LER 87-o' REV 01
U5DATE ON ACTUATION OF PRIMARY CONTAINMENT ISOLATIOl' SYSTEM RFSULTING DURING AN
INTERRUPTION IN OFFSITE POWER.
EVENT DATE: 123087 REPORT DATE: 042388 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: PEACH BOTTOM 3 (BWR)
VENDOk AGASTAT RELAY CO.

(NSIC 209260) AT 0910 HOURS ON DECEMBLR 30, 1987, A PARTIAL LOSS OF OFFSITE POWER
INITIATED THE ACTUATION OF THE PRIMARY CONTAINMENT ISOLATION SYSTEM (PCIS) OF
BOTH UNITS 2 AND 3. THE UNEXPECTED ACTUATION OF AN ENGINEERED SAFETY FEATURE.
THE PCIS, MAKES THIS EVENT REPORTABLE. OF7 SITE POWER WAS INTERRUPTED WHEN A
CRANE MADE CONTACT WITH AN ENERGIEED TRANSMISSION LINE MAINTAINED BY ANOTHER
UTILITY. THE LOSS OF POWER FROM THIS L*>4 RESULTED IN A FAST TR\NSFER OF FOUR OF
THE EIGHT 4KV BUSSES TO THE ALTERNATE Sv64E OF OFFSITE POWER. THE PCIS AhO FAST
TRANSFER FUNCTIONED AS DESIGNED AND THE DIESFL GENERATORS WERE AVAILABLE, BUT

|UNCHALLENGED. THE "2A" REACTOR PROTECTION SiSTEM M010R GENERATOR (RPS M/G) SET
TRIPPED, RESULTING IN PCIS GROUP III AND RDVS INBOARD ISOLATIONS AND A HALF-SCRAM

i

SIGNAL TO UNIT 2. NO CONTROL ROD MOTION OCCURRED, AND THERE WERE NO ADVERSE
|CONSEQUENCES AS A RESULT OF THIS EVENT. PECO'S INVESTIGATION SHOWS THAT THE 5'S j

M/G SET TRIP WAS CAUSED BY THE FA!1URE OF THE TIME DELAY RELAY (AGASTAT MODEL I

e7022AD). THE RELAY FAILURE IS ATTRIBUTED TO AGE. THESE RELAYS HAVE BEEN ADDED |
TO THE PREVENTIVE MAINTENANCE PROGRAM. j

.. - - __ . -- -. --. - - - . _ _ . -- - - - .- -
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[108] PEACH BOTTOM 2 DOCKET 50 277 LER 88-005 REV 01
UPLATE ON FAILURE OF CONTROL PANELS TO MEET ORIGINAL SEISMIC QUALIFICATIONS DUE
TO WELDING INSTALLATION ERROR.
EVENT DATE: 030388 REPORT DATE: 051088 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: PEACH BOTTOM 3 (BWR)

(NSIC 209266) ON 3/3/88 WITH UNIT 2 IN COLD SHUTDOWN AND UNIT 3 IN THE REFUELING
MODE WITH THE CORE OFFLOADED, IT WAS CONFIRMED THAT THE AS-BUILT ANClORAGE
CONFIGURATIONS OF THE UNIT 2 AND 3 MAIN CONTROL ROOM PANELS DO NOT CINPORM WITH
THE ORIGINAL INSTALLATION REQUIREMENTS, AND, THEREFORE, MAY NOT BE S/FFICIENT TO
WITHSTAND LOADS DUE TO PEAK SEISMIC CONDITIONS. THE INVESTIGATION FAS CONTINUED
AND ON APRIL 18, 1988, CABLE SPREADING ROOM PANELS WERE ALSO FOUNb NOT TO CONFORM
WITH THE ORIGINAL DESIGN DETAIL. THE CA*JSE OF 7HIS DEFICIENCY WAS ORIGINAL
INSTALLATION ERROR DURING ORIGINAL CONSTRUCTION OF THE UNITS IN THE 1970's.
DETAILS FOR CONTROL PANEL WELDING WERE PROVIDED ON THE ORIGINAL DESIGN DRAWINGS,
BUT WERE NOT FOLLOWED. CORRECTIVE ACTIONS ARE TO WELD THE BASE CHANNEL OF EACH
PANEL TO THE FLOOR EMBED ON THE OUTSIDE OF THE PANEL OR BOLT THE PANELS "O THE
CONCRETE FLOOT WHEN THE CONCRETE EMBED IS NOI PRESENT. THIS EFFORT WILL vu
COMPLETED PRIOR TO RESTART OF EITHEk UNIT. THE REMAINING SAFETY RELATED
FLOOR-MOUNTED PANELS IN BOTH UNITS WILL BE INSP5CTED FOR VERIFICATION OF ADEQUATE
ANCHORAGE. THERE WERE NO ACTUAL ADVERSE SAFETY CONSEQUENCES AS A RESULT OF THE
EVENT. UNDER THE CONSERVATIVE SCENARIO OF TAKING NO CREDIT FOR EXISTING WELDS,
CONTINUED OPERATION OF EQUIPMENT ON THE DEFICIENT PANELS COULD N3T BE ASSURED
DURING A DESIGN BASIS EARTHQUAXE.

[109] PEACH BOTTOM 2 DOCKET 59-277 LER 88-001
TWO BLOWN FUSES RENDERED LEAST ONE OR MORE INDEPENDENT TRAINS OF MULTIPLE

,

ENGINEERED SAFETY FEATURES INOPE9ABLE.
EVENT DATE: 042888 REPORT DATE: 052688 NSSS: GE TYPE: BWR

(NSIC 209389) AT 0945 HOURS ON APRIL 28, 1988 DURING THE PRELIMINARY CHECKOUT OF
THE 'A' CHANNEL CORE SPRAY LOGIC, A PIELD ENGINEER DIfCOVERED TWO BLOWN FUSES.
THE BLOWN FUSES RENDERED AT LEAST ONE INDEPENDENT TRAIN OF SEVERAL ENGINEERED
SAFETY FEATURES INOPERABLE, THEREBY INVOKING THE REPORTING REQUIREMENTS OF 10 CFR
50.73:A)(2)(VII). THE FUSES WERE REPLACED AT 1100 HOURS. PECO HAS INITIATED A
PHYSICAL INSPECTION OF TF1 FUSES TO DETERMINE THE FAILURE MODE. THE CONSEQUENCES
OF THE BLOWN FUSES TOE MINIMAL. SINCE UNIT 2 WAS IN THE COLD SHUTDOWN CONDITION,
THE HIGH PRESSURE SAFETY SYSTEMS WERE NOT REQUIRED TO BE OPERABLE AND THE
REDUNDANT LCW PRESSURE SYSTEM TRAINS WERE AVAILABLE. NO ESF SYSTEMS ACTUATED AS A
RESULT OF THIS EVENT.

[110) PERRY 1 DOCKET 50-440 LER 88-012
IMPROPER D.C. BUS TRANSFER DUE TO OPERATING ERROR RESULTS IN A COMPLETE LOSS OF
FEEDWATER AND A REACTOR SCRAM ON LOW REACTOR WATER LEVEL.

2 EVENT DATE: 042788 RE? ORT DATE: 052788 NSSS: GE TYPU: BWR

(NSIC 209479) ON APRIL 27, 1988, AT 2209, AN AUTOMATIC REACTOR SCRAM OCCURRED DUE
TO A REACTOR WATER LEVEL OF LESS THAN LEVEL 3 (+177.7 INCHES ABOYE THE TOP OF

j ACTIVE FUEL). THE LOW WATER LEVEL OCCURRED AFTER AN IMPROPER TRANSFER OF DC
POWER SUPPLIES RESULTING IN A TEMPORARY LOSS OF AC CONTROL POWER FOR THE HOT
SURGE TANK LEVEL CONTROL VALVES AND A SUBSEQUENT TRIP OF ALL OPERATING FEEDWATER
PUMPS. THE CAUSES OF THE EVENT ARE PERSONNEL ERROR AND PROCEDURAL INADEQUACY. A
MISINTERPRETATION OF THE INSTRUCTION DESCRIBING DC POWER SUPPLY TRANSFERS PLACED
THE DC LLECTRICAL SYSTEM IN A NON-RECOMMENDED LINEUP LEADING TO THE LOSS OF VITAL
120 VAC POWER FED FROM THE DC BUS VIA AN INVERTER. THE INSTRUCTION WAS CONFUSING
AND DIFFICULT TO IMPLEMENT. CORRECTIVE ACTIONS TO PREVENT RECURRENCE INCLUDE),

COUNSELING OF THE OPEkATORS INVOLVED REGARDING THEIR RESPONSIBILITIES TOWARDSf

FAIMILARITY d!TH INSTRUCTIONS AND PROCEDURAL COMPLIANCE, TRAINING FOR ALL
,

!
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OPERATORS REGARDING THE SEQUENCE OF EVENTS, AND REVISING THE APPROPRAITE SYSTEM
OPERATING INSTRUCTIONS TO PROVIDE GREATER EASE OF USE BY THE OPERATOR.

[111] PERRY 1 DOCKET 50-440 LER 88-013
FLOW INDICATION INACCURACY COUPLED WITH OVERSENSITIVE FLOW CONTROL VALVES RESULT
IN INDICATED HIGH DIFFERENTIAL FLOW AND REACTOR WATER CLEANUP SYSTEM ISOLATION.
EVENT DATE: 042788 REPORT DATE: 052788 NSSS: GE TYPE: BWR

(NSIC 209438) ON APRIL 27, 1988 AT 2248, A REACTOR WATER CLEANUP (RWCU) SYSTEM !
,

'

| CONTAINMENT ISOLATION OCCURRED DUE TO INDICATED HIGH DIFFERENTIAL FLOW. THE
ISOLATION OCCURRED DURING AN ATTEMPT TO RESTART THE SYSTEM FOLLOWING REACTOR |

SCRAM AND BALANCE OF PLANT ISOLATION ON LOW REACTOR WATER LEVEL (REFERENCE LER
| 88012). IN RESPONSE TO THE ISOLATION, PLANT OPERATORS VERIFIED NO ACTUAL SYSTEM
| LEAKAGE EXISTED AND RETURNED THE RWCU SYSTEM TO SERVICE AT 2253. AS A RESULT OF i

| THIS AND PREVIOUS SIMILAR EVENTS, AN INCREASE OF THE DIFFERENTIAL FLOW TRIP [
SETPOINT AND/OR TIME DELAY HAS BEEN UNDER EVALUATION TO ALLOW ADDITIONAL [
OPERATING MARGIN FOR THE INDICATED RWCU DIFFERENTIAL PLOW. ADDITIONALLY, AH

'

ENGINEERING DESIGN CHANGE TO REPLACE THE RWCU FLOW CONTROL VALVES HAD PREVIOUSLY ,

BEEN INITIATED. HOWEVER, DUE TO OPERATIONAL CONTRAINTS, THIS CHANGE IS NOT i

EXPECTED TO BE IMPLEMENTED UNTIL THE FIRST REFUELING OUTAGE.
~

i

(112) PERRY 1 DOCKET 50-440 LER 88-014
HIGH REACTOR VESSEL LEVEL FOLLOWING OPENING OF MAIN STEAM ISOLATION VALVES 7

RESULTS IN REACTOR PROTECTION SYSTEM ACTUATION DUE TO FAULTY RELAY. '

EVENT DATE: 042888 REPORT DATE: 052788 HSSS: GE TYPE: BWR
VENDOR AMERACE CORP.

(NSIC 209439) ON APRIL 28, 1988 AT 1605 A REACTOR PROTECTION SYSTEM (RPS)
ACTUATION OCCURRED ON REACTOR VESSEL HIGH LEVEL (LEVEL 8, +219.5 INCHES ABOVE TOP
OF ACTIVE FUEL) DUE TO A FAULTY BYPASS RELAY IN RPS D4 VISION I CHANNEL A.
DIVISION II RPS WAS ALREADY IN A TRIPPED CONDITION FOR THE PERFORMANCE OF NEUTRON
MONITORING INSTRUMFNTATION SURVEILLANCES. THE MAIN STEAM ISOLATION VALVES WERE
OPENED RESULTING IN REACTOR VESSEL LEVEL SWELL ABOVE THE HIGH LEVEL RPS TRIP
SETPOINT. ALTHOUGH THE LEVEL 8 TRIP SHOULD HAVE BEEN BYPASSED IN THIS
OPERATIONAL CONDITION, RPS DIVISION I CHANNEL A TRIPPED CAUSING A FULL RPS
ACTUATION. RPS WAS RESET WHEN REACTOR VESSEL LEVEL DECREASED BELOW THE RPS HIGH
LEVEL TRIP SETPOINT. INITIAL TROUBLESHOOTING AND BENCH TESTS DETERMINED THIS
EVENT WAS CAUSED BY A FAILURE OF CONTACTS TO CLOSE IN THE BYPASS RELAY FOR RPS
CHANNEL A HIGH REACTOR VESSEL LEVEL. IN ORDER TO PREVENT RECURRENCE THE RELAY
HAS BEEN REPLACED AND THE NEW RELAY FUNCTIONALLY TESTED. THE OLD RELAY IS BEING
RETVRNED TO THE MANUFACTURER FOR CONFIRMATORY FAILURE ANALYSIS.

[113] PERRY 1 DOCKET 50-440 LER 84-015
UNEXPECTED BYPASS VALVE OPENING DURING REACTOR STARTUP DUE TO PROCEDURAL
DEFICIENCY RESULTS IN A LEVEL 3 REACTOR SCRAM.
EVENT DATE: 043088 REPORT DATE: 052788 NSSS: GE TYPE: BWR

(NSIC 209440) ON APRIL 30, 1988 AT 1754, DURING PLANT STARTUP A REACTOR SCRAM

|
OCCURRED DUE TO A REACTOR WATER LEVEL OF LESS TIMN LEVEL 3 (+177,7 IN"HES ABOVE |

TOP OF ACTIVE FUEL). THIS EVENT OCCURRED DURING A PLANT STARTUP WHMN THE STEAM
BYPASS VALVES OPENED UNEXPECTEDLY UPON OPENING OF THE B MAIN STEAM ISOLATION
VALVE (MSIV) RESULTING IN THE LEVEL TRANSIENT. THE ROOT CAUSE OF THIS EVENT WAC

f A PROCEDURAL DEFICIENCY. THE OPERATING PROCEDURES DID HOT AD50UATELY ADDRESS THE
INTERACTION OR PROVIDE ADEQUATE SETPOINT MARGIN FOR THE STEAM BYPASS AND PRESSURE
REGULATING SYST7M WHEN OPENING MSIVS. AN ADDITIONAL CONCERN ASSO"!ATED WITH THIS
EVENT WAS THAT THE STEAM BYPASS VALVE OPPN ALARM AND ANNUNCIATOR WERE NOT NOTICED

| BY THE CONTROL ROOM OPERATORS. CORRECTIVE ACTIONS TO PREVENT RECURRENCE INCLUDE
A REVISION TO THE OPERATING PROCEDURES TO RNSURE THAT THE BYPASS SYSTEM DOES NOT

|
|

i |
'

|

|

| !
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UNNECESSARILY OPERATE WHEN OPENING THE MSIVS AT PRESSURE, COUNSELING OF THE
OPERATORS INVOLVED REGARDING THEIR RESPONSIBILITIES TOWARD ALARM RESPONSE AND
KNOWLEDGE OF PLANT CONDITIONS, AND TRAINING FOR ALL OPERATORS REGARDING THE
SEQUENCE OF EVENTS. ADDITIONALLY, A HUMAN FACTORS REVIEW HAS RESULTED IN A
DESIGN CHANGE WHICH WILL UPGRADE THE PRIORITY COLOR CODING OF THE BYPASS VALVE
OPEN ANNUNCIATOR FROM WHITE TO AMBER.

[114] PILGRIM 1 DOCKET 50-293 LER 88-012
AUTOMATIC START OF A REACTOR BUILDING CLOSED COOLING WATER SYSTEM PUMP.
EVENT DATE: 042588 REPORT DATE: 052588 NSSS: GE TYPE: BWR
VENDOR: INGERSOLL-RAND CO.

KOPPERS CO., INC.

(NSIC 209395) ON APRIL 25, 1988 AT 0322 HOURS, AN AUTOMATIC START OF THE LOOP 'A'

REACTOR BUILDING CLOSED COOLING WATER (RBCCW) SYSTEM PUMP 'A? OCCURRED. THE PUPP
START WAS COINCIDENT WITH AN APPROPRIATE CONTROL ROOM ANNUNCIATION. THE CAUSE
FOR THE PUhP START AND ANNUNCIATION Wld ACCELdRATED WEAR INDUCED FAILURE OF THE
COUPLING IN THE RBCCW SYSTEM PUMP 'B'. THE COUPLING MECHANICALLY CONNECTS THE
PRINCIPLE COMPONTNTS (PUMP AND MOTOR) OF THE PUMP. THE COUPLING IS A MODEL 'B',

SIZE 2 1/2, SELF ALIGNING (FAST's) TYPI COUPLING MANUFACTURED BY THE KOPPERS
3

j COMPANY. THE WEAR WAS DUE TO A COMBIFATION OF MISALIGNMENT AND SEPARATION OF THE
GREASE (MOBILUX EP-2) USED IN THE cot'/ LING.* THE REPLACEMENT OF THE COUPLING WAD

a

NOT BEEN COMPLETED WHEN THIS REPORT WAS PREPAPED BUT IS BEING TRACKED AND IS
SCHEDULED PRIOR TO RESTART. ADDITIONAL MEASURES ARE BEING PLANNED AND SCHEDULED.
THE MEASURES INCLUDE DISASSEMBLY, INSPECTION, AND LUBRIUATION (dITH MOBILUX EP-1
GREASE) OF THE OTHER RBCCW SYSTEM PUMP (S) COUPLINGS. THIS EVENT OCCURRED DURING
AN EXTENDED OUTAGE WHILE IN COLD SHUTDOWN CONDITIONS. THE REACTOR MODE SWITCH WAS
IN THE SHUTDOWN POSITION. THE CONTROL RODS WERE IN THE INSERTED POSITION. THE
REACTOR VESSEL WATER TEMPERATURE WAS 95 DEGREES FAHRENHEIT WITH NEGLIGIBLE CORE
DECAY HEAT. THE REACTOR VESSEL PRESSURE WAS EERO PSIG.

(115] PILGRIM 1 DOCKET 50-293 LER 88-013
INADVERTENT MANUAL START OF THE 'B' EMERGENCY DIESEL GENERATOR.
EVENT DATE: 042588 REPORT DATE: 052588 NSSS: GE TYPE: BWR

(NSIC 2093961 ON 4/25/88 AT 1430 HOURS, AN INADVERTENT MANUAL START OF THE 'B'

EMERGENCY DIESEL GENERATOR (EDG) OCCURRED. THE GENERATOR STARTED BUT DID HOT
SUPPLY POWER TO ITS BUS (A-6) BECAUSE THE BUS WAS ALREADY ENERGIEED. FOLLOWING
IMMEDIATE INVESTIGATION BY THE OPERATING SHIFT PERSONNEL, THE GENERATOW WAS

' RETURNED TO NOkMAL STANDBY SdRVICE AT APPROX. 1445 HOURS. THE CAUSE FOR THE
MANUAL START WAS UTILITY TECHNICIAN PERSONNEL ERROR. THE TECHNICIAN MISTAKENLY.

PUSHED THE MANUAL START SWITCH INSTEAD OF AN ANNUNCIATOR RESET SWITCH DURING A
WORK ACTIVITY INVOLVING THE LOCAL CONTROL PANEL OF THE GENERATOR. IMPROVEMENTS TO
THE LOCAL CONTROL PANELS OF BOTH EDGS *A' AND 'B' HAVE BEEN IDENTIFIED AND ARE
BEING TRACKED. THE IMPROVEMENTS INCLUDE POSSIBLE RELOCATION OF THE ANNUNCIATOR'

RESET SWITCH (ES) AND MODIFICATION OF THE MANUAL START SWITCHIES). THIS EVENT
OCCURRED DURING AN EXTENDED OUTAGE WHILE IN COLD SHUTDOWN. THE REACTOR MODE
SWITCH WAS IN THE SHUTDOWN POSITION. THE CONTROL RODS WERE IN THE INSERTED
POSITION. THE REACTOR VESSEL WATER TEMPERATURE WAS 95 DEGREES FAHRENHEIT WITH
HEGLIGIBLE CORE DECAY HEAT. THE REACTOR VESSEL PRESSURE WAS EERO PSIG. THE+

. REACTOR POWER LEVEL WAS EERO MEGAWATTS-THERMAL. THW 'A' EDG WAS OPERABLE AND IN
'

STANDBY SERVICE. EMERGENCY BUSSES A-5 AND A-6 WERE ENERGIEED WITH 4160 VAC POWER'

FROM THE OFFSITE TRANSMIS$10N SYSTEM.

PILGRtM 1 DOCKET 50-293 LER 88-014[116]
.

AUTOMATIC CLOSING OF THE OUTBOARD PRIMARY CONTAINMENT SYSTEM GROUP 6 ISOLATION
VALVES.
EVENT DATE: 042688 REPORT DATE: 052388 NSSS: GE TYPE: BWR
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VENDOR: GENERAL ELECTRIC CO.

(NSIC 209397) ON 4/26/88 AT 1405 HOURS, AN AUTOMATIC ACTUATION OF A PORTION OF
| THE PRIMARY CONTAINMENT ISOLATION CONTROL SYSTEM (PCIS) OCCURRED. THE ACTUATION
'

RESULTED IN THE AUTOMATIC CLOSING OF THE OUT90ARD PRIMAkY CONTAINMENT SYSTEM
GROUP 6 (I.E., REACTOR WATER CLEANUP SYSTEM) ISOLATION VALVES AND THEREBY
INTERRUPTED THE OP.AATION OF THE REACTOR WATER CLEANUP (RHCU) SYSTEM. THE
IhBOARD RHCU SYSTEM ISOLATION VALVE REMAINED OPEN AS EXPECTED. FOLLOWING INITIAL
INVESTIGATION, ONE OUTBOARD RHCU SYSTEM ISOLATION VALVE WAS TAGGED AND MANUALLY
OPENED. LETDOWN OF WATER FROM THE REACTOR VESSEL THROUGH THE RHCU JYSTEM TO THE 1

MAIN CONDENSER RESUMED ON 4/26/88 AT 1502 HOJRS. W.TER WAS BEING INTRODUCED INTO
THE REACTOR VESSEL AS A RESULT OF THE NORMAL OPERATION OF A CONTROL RCD DRIVE
SYSTEM PUMP. THE ROOT CAUSE FOR THE ACTUATION WAS THE FAILURE OF THE COIL IN A
LOGIC RELAY. WHEN THE COIL FAILED, EXCESSIVE CURRENT IN THE CIRCUIT ENERGIZING
THE COIL CAUSED THE CIRCUIT'S FUSE TO BLOW AND DE-ENERGIEED THE CIRCUIT. THE
ACTUATION WAS THE EXPECTED RESULT OF THE CIRCUIT BECOMING DE-ENERGIEED. THE
RELAY COIL AND FUSE WERE REPLACED. POST WORK TESTING WAS COMPLETED
SATISFACTORILY ON 5/3/88 AT 1800 HOURS. BASED ON ANALYSIS, ADDITIONAL RELAYS OR
RELAY COILS HAVE BEEN SELECTED FOR REPLACEMENT PRIOR TO STARTUP.

|

11171 POINT BEACH 1 DOCKET 50-266 LER 88-004
CONTAINMENT ISOLATION VALVE LEAKAGE IN EXCESS OF TECH SPEC LIMITS.
EVENT DATE: 041588 REPORT DATE: 051388 NSSS: WE TYPE: PWR
VENDOR: ROCKNELL MANUFACTURING COMPANY

'JELAN VALVE CORP.

(NSIC 209311) ON APRIL 15, 1988, DURING TYPE "C" LEAK RATE TESTING, TWO VALVES
EXCEEDED THE LEAK RATE ALLOWED BY TECHNICAL SPECIFICATIONS 15.4.4.11.8 AND III.B.
IN EACH CASE, THE REQUIRED TEST PRESSURE COULD NOT BE ACHIEVED AND THEREFORE,
THE LEAK RATE COJLD NOT BE QUANTIFIED. ONE VALVE WAS THE "A" REACTOR COOLANT
PUMP COMPONENT COOLING WATER SUPPLY LINE CHECK VALVE (755A). THIS VALVE DID NOT
HAVE EXCESSIVE LEAKAGE LAST YEAR. HOWEVER, BECAUSE OF PAST LEAKAGE PROBLEMS WITH
VALVES OF THIS TYPE IN THE SAME APPLICATION, IT HAS BEEN REMOVED AND REPLACED. |

THE SECOND VALVE WAS A CHECK VALVE IN THE NITROGEN SUPPLY LINE TO THE PRESSURIZER
RELIEF TANK (528). 528 HAS NOT HAD A HISTORY OF HIGH LEAK RATES. THIS VALVE HAS
BEEN CLEANED AND RETURNED TO SERVICE.

(118] PRAIRIE ISLAND 1 DOCKET 50-282 LER 88-002
AUTO START OF DIESEL-DRIVEN COOLANG WATER PUMPS.
EVENT DATE: 042188 REPORT DATE 052383 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: PRAIRIr ISLAND 2 (PWR)
VENDOR: WORTHINGTON PUMP CORP.

(NSIC 209392) ON APRII. 21, 1988, BOTH UNITS WERE OPERATING AT 100% POWER.
MOTOR-DRIVEN COOLING WATER PUMPS NO. 11, 21 AND 121 WERE RUNNING, SUPPLYING PLANT
COOLING WATER NEEDS. OPERATIONS PERSONNEL NOTICED THAT THE CASING OF NO. 11 PUMP
SEEMED WARMER THAN NORMAL, SO THEY PROCEEDED TO REMOVE NO. 121 PUMP FROM SERVICE
IN ORDER TO INCREASE FLOW THROUGH NO. 11 PUMP. WHEN NO. 121 PUMP WAS SHUT DOWN,
BOTH NOS. 12 AND 22 DIESEL-DRIVEN COOLING WATER PUMPS STARTED AUTOMATICALLY WHEN
LOW COOLING WATER HEADER PRESSURE WAS SENSED. THIS IS A NON-ESF ACTUATION OF ESP
3QUITMENT. REFER TO THE ATTACHED FIGURt. INVESTIGATORS Qt!!CKLY DETERMINED THAT
NO. 11 PUMP HAD LOST PRIME AND WAS NOT PUMPING. NO. 11 PUMP WAS THEN STOPPED.
PUMP PACKING WAS ADJUSTED. THE EDUCTOR TRAP WAS REPLACED, AND EDUCTOR VACUUM WAS
INCREASED. (AT THIS POINT IN THE EVENT, NO. 121 PUMP WAS RESTARTED AND THE
DIESEL-DRIVEN PUMPS WERE SHUT DOWN.) THE PUMP SUCTION BAY WAS INSPECTED:
CLEANING OF THE SCREENHOUSE TRASH RACK WAS BEGUN. INSPECTION OF THE EDUCTOR
PIPING SIGHT GLASS SHOWED THAT NO. 11 PUMP HAD REGAINED PRIME, SO IT WAS STARTED
AND IT RAN NORMALLY. THE EVENT IS REPORTABLE UNDER 10CFR50.73.(A)(2)(IV). THERE

- - _ _ _ _ . _
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WAS NO EFFECT ON PUBLIC HEALTH AND SAFETY SINCE THE SYSTEMS OPERATED AS EXPECTED.
TECH SPEC 3.3.D WAS MET AT ALL TIMES.

!

[119) PRAIRIE ISLAND 1 DOCKET 50-282 LER 88-003
ONE VOLTAGE RESTORING SCHEME INADVERTENTLY MADE INOPERABLE DURING RELAY TESTING.
EVENT DATE: 042688 REPORT DATE: 052688 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: PRAIRIE ISLAND 2 (PWR)

(NSIC 209393) ON APRIL 26, 1988. UNIT 1 WAS AT STEADY-STATE F'JLL POWER. D2

DIESEL GENERATOR WAS OUT OF SERVICE FOR SCHEDVLED ANNUAL PREVENTIVE MAINTENANCE.
BUS 16 RELAY TESTING WAS BEING DONE IN CONJUNCTION WITH THE OUTAGE OF D2 DIESEL

',
GENERATOR. A WIRE HAD BEEN LIFTED PER PROCEDURE TO ALLOW RELAY TESTING. IN

ATTEMPTING TO RETERMINATE THE WIRE, THE RELAY SPECIALIST INADVERTENTLY SHORTED
TWO TERMINALS, POSITIVE TO NEGATIVE, BLOWING THE PANEL POWER SUPPLY FUSE WHICH'

DEENERGIZED THE PANEL RELAYS, AND haKING THE BUS 16 VOLTAGE RESTORING SCHEME
. INOPERABLE. THIS EVENT IS REPORTABLE UNDER 10CFR50.73(A)(2)(I)(B). DURING THE
l EVENT THE REDUNDANT TRAIN OF SAFEGUARDS EQUIPMENT REMAINED OPERA 8LE. BUS 16

REMAINED ENERGIEED FROM ITS NORMAL OFFSITE SOURCE, AND ITS ALTERNATE OFFSITE
SOURCE WAS ALWAYS AVAILABLE MANUALLY. THE BLOWN FUSE FOR BUS 16 VOLTAGE
RESTORING SCHEME WAS REPLACED AND THE BUS WAS DECLARED OPERABLE WITHIN 20
MINUTES. THEREFORE THIS EVENT PRESENTED MINIMAL INCREASED RISK TO THE NEALTH AND
SAFETY OF THE PUBLIC. MODIFICATIONS HAVE BEEN INITIATED TO INSTALL ISOLATION
SWITCHES TO ALLOW THIS TESTING WITHOUT LIFTING WIRES.

(120] QUAD CITIES 1 DOCKET 50-254 LER 88-002 REV 01
UPDATE ON MISSED CALIBRATION AND FUNCTIONAL TESTS DUE TO INADEQUATE PROCEDURE.
EVENT DATE: 011288 REPORT DATEt 052688 NSSS: GE TYPE: BWR

(NSIC 209379) ON 1/12/88, AT 0900 HOURS. IT WAS DETERMINED THAT A QUARTERLY
FUNCTIONAL TEST OF THE REACTOR CORE ISOLATION (RCIC) 6* STEM LOW PRESJURE

1 ISOLATION HAD NOT BEEN PERFORMED PRIOR TO UNIT ONE STARfUP FROM ITS REFVEL OUTAGE
' AS REQUIRED BY TECHNICAL SPECIFICATION TABLE 4.2 1. THE FUNCTIONAL TEST WAS
i IMMEDIATELY PERFORMED ON JANUARY 12, 1988 AFTER THIS WAS IDENTIFIED. ON APRIL 30,
! 1988, DURING A SURVEILLANCE DOCUMENT REVIEW, IT WAS DISCOVERED THAT CALIBRATIONS

INVOLVING REACTOR LOW LOW LEVEL SWITCHES AND RESIDUAL HEAT REMOVAL PUMP DISCHARGE
PRESSURE SWITCHES HAD ALSO BEEN OVERLOOKED DURING THIS PERIOD. THE CAUSE FOR THE
MISSED TESTS WAS AN INADEQUATE PROCEDURE. THE CALIBRATION AND FUNCTIONAL TESTS
ARE NORMALLY COMPLETED CONCURRENTLY. IN THESE CASES, THE TESTS COULD NOT BE'

PERFORMED DUE TO SYSTEM OUT-OF-SERVICES OR ASBESTOS AREAS CREATED DURING THE
REFUEL OUTAGE. THE TEST *NG WAS OVERLOOKED DURING THE SUBSEQUENT STARTUP FROM THE

! REFUEL OUTAGE BECAUSE THE PROCEDURE CHECKLIST IN USE DID NOT LIFFERENTIATE
BETWEEN CALIBRATION AND FUNCTIONAL TESTING. THE PROCEDURE CHECKLIST USED AND
OTHER SIMILAR CHECKLISTS HAVE BEEN REVISED TO DIFFERENTIATE BETWEEN CALIBRATION

j AND FUNCTIONAL TESTING. A MEMORANDUM HAS BEEN ISSUED TO INSTRUMENT MAINTENANCE
' PERSONNEL DETAILING THIS EVENT AND STATING THAT AN APPROPRIATE NOTATION MUST BE
j MADE. i

i [121) QUAD CITIES 2 DOCKET 50-265 LER 88-006
CONTAINMENT PENETRATION PIPING FLUED HEAD ANCHORS OUTSIDE SAFETY ANALYSIS DESIGN,

{ REQUIREMENTS DUE TO ANALYSIS DEFICIENCY.
EVENT DATE: 040488 REPORT DATE: 050288 NSSS: GE TYPE: BWR

(NSIC 209217) ON APRIL 4, 1988, QUAD-CITIES UNIT TWO WAS IN THE RUN MODE AT 93

| PERCENT THERMAL POWER. AT 1410 HOURS. THE STATION WAS NOTIFIED BY THE BWR
{ ENGINEERING DEPARTMENT THAT ELEVEN FLUED HEAD ANCHORG DID NOT MEET THE DESIGN
| REQUIREMENTS OF THE FINAL SAFETY ANALYSIS REPORT (FSARI. NRC NOTIFICATION OF

THIS CONDIT!?M WAS COMPLETED AT 423 HOURS TO SATISFY 10 CFR 50.72. THE CAUSE FOR'

THIS CONDITION WAS DUE TO MISINTERPRETATION OF SCOPE IN THAT THESE STRUCTURES

i

!

I

:

i
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WERE NOT REASSESSED FOR DESIGN BASE REQUIREMENTS BASED ON IE BULLETIN 9-02 AND
79-14 PROGRAMS. MODIFICATION 04-02-88-017 HAS BEEN INITIATED TO REVISE THE
STRUCTURES TO COMPLY WITH SAR REQUIREMENTS. A PROGRAM IS IN PLACE TO ANALYEE THE

|UNIT ONE STRUCTURES IN A SIMILAR MANNER. THIS REPORT IS PROVIDED TO COMPLY WITH-
)( THE REQUIREMENTS OF 10 CFR 50.73(Alt 2)(II)(B .
i

I
,

[122] QUAD CITIES 2 DOCKET 50-265 LER 88-007 !
'

| LEAK RATE FROM ALL VALVES AND PENETRATIONS IN EXCESS OF SPECIFICATION LIMITS.
| EVENT DATE: 042088 REPORT DATE: 042688 N 55: GE TYPE. BWR

(NSIC 209384) ON APRIL 10, 1988, QUAD CITIES UNIT TVO WAS SHUTDOWN FOR THE END OF
CYCLE 9 REFUELING AND MAINTENANCE OUTAGE. ON APRIL 13, 1988 AT 163C HOURS. IT
WAS DETERMINED THAT THE MEASURED COMBINED LEAKAGE RATE FROM ALL PENETRATIONS AND
VALVES, '.XCLUDING THE MAIN STEAM ISOLATION VALVES. EXCEEDED THE TECHNICAL h
SPECIFICATIONS (3.7.A.2) LIMIT OF 293.75 SCFH (0.60LA). THIS WA3 IDENTIFIED j

; WHILE LOCAL LEAK RATE TESTING THE 2-220-588 AND 2-220-628 FEEDWATER CHECK VALVES. ;
1 THE FAILURE MODE OF THE PENETRATIONS AND VALVES IS NOT KNOWN AT THIS TIME SINCE i

THE TESTING AND REPAIR OF THESE ITEMS IS NOT COMPLETE. A SUPPLEMENTAL REPORT
WILL ADDRESS LEAK RATE TESTING AND REPAIRS WHEN THIS !$ COMPLETED. THIS REPORT
IS SUBMITTED TO COMPLY WITH THE REQUIREMENTS OF 10CFR50.73(A)(2)(II).

7

!

[123] RANCHO SECO DOCKET 50-312 LER 88-006
SPURIOUS ACTUATION O' CONTROL AOOM/ TECHNICAL SUPPORT CENTER ESSENTIAL HVAC. [
EVENT DATE: 041488 REPORT DATE: 051288 NSSS: BW TYPE: PWR- '

VENDOR: GENERAL ATOMIC CO.
,

ROCHESTER INSTRUMENT SYSTEMS, INC. r

?

(NSIC 209322) ON APRIL 14, 1988 POTENTIAL DEVIATION FROM QUALITY (PDQ1 88-0121 !
WAS INITIATED TO REPORT NUMEROUS SPURIOUS ACTUATIONS OF THE CONTROL
ROOM / TECHNICAL SUPPORT CENTER (CR/TSC) ESSENTIAL HVAC SYSTEM. THESE ACTUATIONS
WERE CAUSED BY FALSE HIGH READINGS IN THE SYSTEM'S TEMPERATURE SENSOR, RADIATION
DETECTION. AND CHLORINE DETECTION CIRCUITRY. THE SYSTEM HAS EXPERIENCED NUMEROUS j
ACTUATIONS SINCE FEBRUARY 27, 1988, WHEN IT WAS RETURNED TO NORMAL OPERATION FROM

|
A "SYSTEM TESYING" STATUS. BECAUSE THE UPDATED SAFETY ANALYFIS REPORT (USAR) !

'DOES NOT LIST THE CR/TSC ESSENTIAL HVAC AS AN ENGINEERED SAFETY FEATURES (ESP)
SYSTEM AND THE SAFETY FEATUREE ACTUATION SYSTEM (SFAS) SIGNAL HAD BEEN REMOVED,
THE ACTUATIONS WERE ORIGINALLY DISPOSITICHED AS NOT REPORTABLE TO THE NRC.
SUdSEQUENT REVIEW 0F THE RANCHO SECO CONTROL ROOM HABITABILITY REPORT SHOWED THAT
THE SYSTEM WAS THEREIN DESCRIBED TO THE NRC AS AN ESF SYSTEM. THESE ACTUATIONS
ARE THEREFORE BEING REPORTED AS AN AUTOMATIC INITIATION OF AN ESF SYSTEM PURSUANT
TO 10 CFR 50.73(A>(2)(IV). THE DISTRICT IS CONTINUING WITH ITS DETERMINATION OF
THE ESP STATUS FOR THIS SYSTEM AND WILL REVISE THE LER IF REQUIRED. PLANNED 1

CORRECTIVE ACTIONS INCLUDE CHANGING THE TEMPERATURE SWITCH ACTUATION SIGNAL TO AN
ALARM CNLY FUNCTION, AND CHANGING THE RADIATION MONITOR'S ALERT AND ACTUATION
SETPOINTS TO HIGHER LEVELS. SPURIOUS ACTUATIONS OF THE CR/TSC ESSENTIAL HVAC
WERE P

{124] RANCHO SECO DOCKET $0-312 LER 88-003
POTENTIAL PROBLEM WITH GEMS SENSORS MODEL NO. 63328A MODULAR RECEIVERS.
EVENT DATE: 041588 REPORT DATE: 051688 NSSSt BW TYPE: PWR

(NSIC 209321) IN ACCORDANCE WITH 10 CFR 21.21(B)(2), THE SACRAMENTO MUNICIPAL
UTILITY DISTRICT HEREBY SUBMITS A WRITTEN REPORT TO DOCUMENT A POTENTIAL PROBL*M
WITH GEMS SENSORS MODEL NO. 63328A MODULAR RECEIVERS. GEMS SENSCRS IS STOCKING A
NONQUALIFIED MANUFACTURER'S TOGGLE SWITCH FOR THE MODULAR RECEIVER UNDER A
QUALIFIED TOGGLE SWITCH PART NUMBER. GEMS SENSORS WAS UNABLE TO PRODUCE EVIDENCE
THAT THEY PERFORMED THE REQUIRED ANALYSES TO ENSURE THAT THE TOGGLE SWITCHES

. _ _ _ _ - . - . . _ _ _ , - - _ _ _ . . . _ . ,__ _ _ _ _ _ _ _ _ _ -_
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BEING STOCKED WERE EQUIVALENT TO THE QUALIFIED TOGGLE SWITCHES. THE MODULAR
RECEIVERS INSTALLED AT RANCHO SECO HAVE THE QUALIFIED TOGGLE SWITCH INSTALLED.

[125] RANCHO SECO DOCKET 50-312 LER 83-007
INADEQUATE SURVEILLANCE ON BATTERY CHARGER BREAKERS DUE TO PROCEDURE DEFICIENCY.
EVENT DATE: 042888 REPORT DATE: 052688 NSSS: BW TYPE: PWR

(NSIC 209401) ON 4/3/88, AMENDMENT NO. 97 TO THE TECHNICAL SPECIFICATIONS BECAME
EFFECTIVE. ONE OF THE CHANGES IN THE AMENDMENT IS A NEW SURVEILLANCE REQUIREMENT
(4.6.4.F) TO PERFORM WEEKLY BREAKER ALIGNMENT VERIFICATION OF THE 125 VOLT DC AND
120 VOLT AC VITAL BUSES. IMPLEMENTATION OF SURVEILLANCE REQUIREMENT 4.6.4.F WAS*

j TO BE INCLUDED IN REVISION 1 TO SURVEILLANCE PROCEDURE SP.3 "WEEKLY SELECTED
' INSTRUMENTATION CHECKS, INSPECTIONS, AND SYSTEM VERIPICATIONS": HOMEVER. THE
1 SURVEILLANCE REQUIREMENT WAS NOT ADEQUATELY ADDRESSED IN THIS PROCEDURE REVISION.

THE FAILURE TO IMPLEMENT THE SURVEILLANCE REQUIREMENT CAUSED THE BUSES TO BE
"

DECLARED TECHNICALLY INOPERABLE. THE TECHNICALLY INOPFRABLE BUSES CONSTITUTE A
CONDITION PROHIBITED BY THE TECHNICAL SPECIFICATIONS AND IS REPORTABLE PURSUANT
TO 10 CFR 50.73(Al(2)(I)(B). ON 4/28/88, A SURVEILLANCE AUDIT OF TECHNICAL
SPECIFICATION IMPLEMENTING PRUCEDURES DISCOVERED THE PROCEDURE DEFICIENCY.
PROCEDUPE SP.3, REVISION 2 WAS ISSUED ON 4/29/88 TO CORRECT THE DEFICIENCY. THIS
PROCEDURE ADDED WEEKLY BREAKER ALIGNM1NT VERIFICATIONS FUR THE NORMAL CHARGER
BREAKERS, STATIC TRANSFER SWITCHES, AND INVERTERS. THE REVISED SURVEILLANCE
PROCEDURE WAS PERFORMED ON 5/2/88.

[126) RISERBEND 1 DOCKET 50-458 LER 86-039 REV 01
UPDATE ON REACTOR SCRAM ON TUR8INE TRIP DUE TO HIGH VIBRATION SIGNAL.
EVENT DATE: 051986 REPORT DATE: 052788 NSSS: GE TYPE: BWR
VENDOR: GENERAL ELECTRIC CO.

!
| (NSIC 209*74) At 0654 ON 5/19/86 AN INADVERTENT FIRE PROTECTION DELUGE SYSTEM

ACTUATION CCCURRED. THIS ACTUATION DELUGED MAIN tux 31NE BEARINGS 1, 2 AND 3.
MAIN TURBINE OPERATION, INCLUDING VIBRATION, WAS MONITORED CLOSELY WITH NO
ABNORMALITIES NOTED. THE ACTUATION WAS SECURED AT APPROXIMATELY 0709. AT 1423
THAT SAME DAY, WITH THE UNIT AT 73 PERCENT POWER. THE MAIN TURBINE TRIPPED ON A
HIGH BEARING VIBRATION SIGNAL CAUSING A CLOSURE OF THE TURBINE STOP VALVES AND A

. SUBSEQUENT REACTOR SCRAM. INVESTIGATION REVEALED WATER ACCUMULATION IN THE 83
! BEARING VIBRATION PROSE CABLE CONNECTOR WHICH CAUSED A FALSE TRIP SIGNAL. WORK

PER A MODIFICATION REQUEST HAS BEEN COMPLETED WHICH CHANGEf THE TURBINE BEARING
FIRE PROTECTION SYSTEM FROM A DELUGE TO A PRE-ACTION TYPE. THIS CHANGE WILL
PREVENT THE FIRE SUPPRESSION WATER SYSTEM FROM SPRAYING WATER UNLCSS AN ACTUAL
FIRE IS PRESENT. ALL SYSTEMS RESPONDED NORMALLY TO THE TURBINE TRIP AND REACTOR

f' SCRAM. THERE WAS NO ACTUAL HIGH VIBRATION OTHERWISE INDICATED. THERE WAS NO
2 ADVERSE AFFECT ON THE SAFE OPERATION OF THE PLANT OR TO THE HEALTH AND SAFETY OF

THE PUBLIC SINCE THE REACTOR SCRAM PLACED THE UNIT IN A MORE CONSERVATIVE'

CONDITION.'

1
i

; [127) RIVER 8END 1 DOCKET 50-458 LER 86-042 REV 01

I|
UPDATE CH REACTOR SCRAM OH IRM UPSCALE.
EVENT DATE: 061486 REPORT DATE: 0$0688 NSSS: GE TYPE: BWR

(HSIC 209261) AT 2326 ON 6/14/86 DURING RESTART FROM SCRAM 86-17 (TURBINE HIGH
VIBRATION, REF. LER 86-041) THE UNIT TRIPPED ON INTERMEDIATE RANGE MONITOR (IRM)

| UPSCALE FROM APPROXIMATELY 1% POWER. WITH THE REACTOR AT APPROAIMATELY 750 PSIG-
j THE UNIT O.4RATOR (UOn BEGAN ALIGNfMG STEAM LINE DRAINS PER THE STARTUP PROCEDURE

IN USE AT THE TIME. AFTER OPEt'UC TWO 3 INCH DRAINS, PRESSURE BEGAN TO REDUCE
RAPIDLY. THE PRESSURE REDLCTION WESULTED IN A REACTOR WATER LEVEL SWELL AND
POWER DECREASE DUE TO INCR&ASCG VOIDS. THE IRMS WERE DOWN RANGED BY THE CONTROLS

a

(ATC) OPERATOR TO MAINTAIN ONSCALE READINGS. THE SWELL ALSO CAUSED CLOSURE OF
.

'|

|
.

)
.
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THE STARTUP REGULATING VALVE, WHICH ALONG WITH THE REACTOR WATER CLEANUP (RWCU)
RETURN DIVERSI0d, RESULTED IN WATER LEVEL REDUCTION. AS LEVEL DECREASED THE
STARTUP REGULATING VALVE BEG 7.N TO OPEN. WITH THE STARTUP REGULATING VALVE NOW
FULLY OPEN. AND THE IRMS DOWN RANGED DUE TO THE REDUCED POWER LEVELS, THE
SIGNIFICANT MASS FLOW OF COLD FEEDWATER TO THE VESSEL RESULTED IN A FLUX INCREASE
TO THE IRM UPSCALE SETPOINT WHICH CAUSED A REACTOR SCRAM, THE GENERAL OPERATING
PROCEDURE HAS BEEN REVISED TO INCLUDE APPROPRIATE CAUTIONS IN REGARD TO OPENING
STEAM DRAINS. SPECIFIC GUIDANCE AND TRAINING WAS GIVEN TO ALL CREWS AS TO THE
CAUSES OF THE EVENT. THERE WAS NO ADVERSE AFFECT ON THE HEALTH AND SAFETY OF THE
PUBLIC AS A RESULT OF THIS EVENT. |

!

| [128) R031NSON 2 DOCKET 50-261 LER 88-008 |

OPERATICH IN VIOLATION OF TECHNICAL SPECIFICATIONS DUE TO ANALYTIC INPUT ERROR. [
EVENT DATE: 042088 REPORT DATE: 052688 NSSS: WE TYPEt PWR

(NS!C 209381) ON MARCH 24, 1988 WITH UNIT NO. 2 CPEkATING AT SIXTY PERCENT
POWER, THE FUEL VENDOR FOR H. B. ROBINSON NOTIFIED THE LICENSEE'S NUCLEAR FUEL

'SECTION (NFS) 0F AN ERROR IN THE ANALYTIC FACTOR DECKS USED TO PROCESS IN-CORE
DETECTOR MEASUREMENTS AND FOR CORE POWER DISTRIBUTION MAPPING. THE ERROR WAS
CAUSED BY AN OVERSIGHT DURING THE FUEL VENDOR'S ANALYSIS WHEN 1*1 CORRECT ISOTOPIC '

DATA WERE ASSIGNED TO A CYCLE 12 REINSERT ASSEMBLY. SUBSEQUENT EVALUATION OF THE
ERROR REVEALED THAT, AS A RESULT, NONCONSERVATIVE AA.IAL FLUX DIFFERENCE TARGET
BANDS WERE UTILIEED DURING THE PERIOD OF JUNE 29 THROUGH AUGUST 13, 1987.
OPERATION DURING THIS PERIOD OF TIME OCCURRED WITHOUT THE USE OF THE AXIAL POWER
DISTRIBUTION MONITORING SYSTEM, AS REQUIRED BY TECHNICAL SPEC *iFICATION
3.10.2.2.2. HOWEVER, BECAUSE OF CONSERVATISM IN THE PROCESS. NO UNSAFE CONDITION l

RESULTED FROM OPERATING CONTRARY TO TECHNICAL SPECIFICATION LIMITS DURING THIS
PEEIOD. THE FUEL VENDOR HAS REVISED THE IN-CORE INPUT DECKS, AND THE NFS HAS
REANALYEED THE APPROPRIATE FLUX MAPS WITH THE CORRECTED DATA. THE LICENSEE
NOTIFIFD THE NRC VIA THE ENS OF THIS CONDITION ON APRIL 20, 1988 PURSUANT TO
10CFR50.72(B)(1)(II). THIS REPORT IS SUBMITTED PURSUANT TO 10CFR50.73(A)(23(III.

(129] ROBINSON 2 DOCKET 50-261 LER 88-009
REACTOR POWER EXCEEDING TECHNICAL SPECIFICATION LIMIT DUE TO PLANT TRANSIENT.
EVENT DATE: 042288 REPORT DATE: 051088 NSSS: WE TYPE: PWR
VENDOR: WESTINGHOUSE ELECTRIC CORP.

(NS!C 209382) ON APRIL 22, 1988. UNIT 2 WAS OPERATING AT 60% REACTOR POWER,
APPROXIMATELY 407 MWE NET. THE CONTROL OPERATOR ATTEMPTED TO MANU4LLY ASJUST THE
TURBINE LOAD WHILE IN AUTOMATIC CONTRCL USING THE ELFCTRO-HYDRAULIC (E-H) CONTROL
SYSTEM, A NORMAL EVOLUTION. AN E-H SYSTEM TRANSIENT RESULTED. THE TURBINE
DECREASED AUTOMATICALLY TO 350 MWE NET, THEN PICKED UP LOAD TO 520 MWE NET. 50
THAT APPROXIMATELY 64.5% REACTOR POWER WAS ACHIEVED. THE SENIOR CONTROL OPERATOR
QUICKLY PLACED THE TURBINE IN MANUAL CONTROL AND RETURNED THE TURBINE LOAD TO 410
MWE NET, APPROXIMATELY EOS REACTOR POWER. THE TRANSIENT LASTED FOR APPROXIMATELY
THREE MINUTES, DURING WHICH TIME THE REACTOR POWER EXCEEDED THE 60% (1380 MWT)
POWER LIMIT (TECHNICAL SPECIFICATION 3.3.1.1C). MAINTENANCE REPLACED A FAULTY
E-H RELAY CARD WHICH RECEIVES A $1GNAL FROM THE GOVERNOR VALVE POSITION LIMITER.

j AT THE TIMC OF THIS WRITING AN ADDITIONAL E-H CONTROL MALFUNCTION HAS CAUSED A
- TURBINE TRIP AND SUBSEQUEN1 REACTOR TRIP ON MAY 2, 1988. THE RESULTS OF THE
| !!iVESTIGATION REGARDING THAT EVENT INCLUDING RELATIONSHIP TO THIS EVENT WILL BE
| DISCUSSED IN A SUBSEQUENT PEPORT (LER 88-010). THIS LER IS SUBMITTED PURSUANT TO
| 10CFR50.73(A)(2)(13(B).

[130] SALEM 1 DOCKET 50-272 LER 87-018 REV 01
UPDATE ON LEAD / LAG AND DERIVATIVE AMPLIFIERS IMPROPERLY CALIBRATED DUE TO
PROCEDURAL INADEQUACY.

! EVENT DATE: 120987 REPORT DATE: 052588 NSSE: WE TYPE: PWR
1

l

|

|

|

|
|

|
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OTHER UNITS INVOLVED: SALEM 2 (PWR)

(NSIC 209447) ON 12/09/87, IT WAS DETERMINED BY TECHNICAL DEPARTMENT SYSTEM
ENGINEERING PERSONNEL THAT THE LEAD / LAG AND DERIVATIVE AMPLIFIERS *H THE PROCESS
AND PROTECTION CONTROL SYSTEM HAVE BEEN INCORRECTLY CALIBRATED. THE PROCESS AND
PROTECTION EQUIPMENT AFFECTED BY THE IMPROPER CALIBRATION INCLUDE: LOW STEAMLINE
PRESSURE TRIPS OVERTEMPERATURE DELTA T TRIPS OVERPOWER DELTA T TRIPS LOW
PRESSURIEER PRESSURE TRIPS MAIN TUMBINE IMPULSE CONTROL: COOLANT AVERAGE
TEMPERATURE CONTROL (PROGRAMI: POWER MISMATCH CHANNEL IMPULSE CONTROLS AND STEAM
DUMP CONTROL. THE ROOT CAUSE OF THIS EVENT WAS PROCEDURAL INADEQUACY. THE
PROCEDURES INVOLVED HAVE BEEN REVISED TO ENSURE CORRECT CALIBRATION OF THE
LEAD / LAG AND DERIVATIVE AMPLIFIERS.

[1311 SALEM 1 DOCKET 50-272 LtR 88-001 REV 01
UPDATE ON DIESEL GENERATOR DAY TANKS DO NOT MEET SEISMIC CRITERIA DUE TO
INADEQUATE DRSIGN AND REVIEW.
EVENT DATE: 021188 REPORT DATE: 051888 HSSS: WE TYPE: PWR

(NSIC 209386) ON FEBRUARY 11, 1988 AT 1800 HOURS, FSE&G ENGINEERING PEkSONNEL
IDENTIFIED A DEFICIENCY ASSOCIATED WITH THE SALEM UNIT 1 DIESEL GENERATOR (D/G)
DAY TANKS DC. THE THRWE TANKS WERE NOT PROPERLY ANCHORED TO THE SUIPORTING STEEL<

BEAM FOUNDATION. HAD A SEISMIC EVENT OCCURRED, THE TANKS COULD HAVE SHIFTED
POSSIBLY RESULTING IN THE STOPPAGE OF FUEL OIL FLOW TO THE RESPECTIVE D/G EK.
THE ROOT CAUSE OF THIS EVENT HAS BEEN ATTRIBUTED TO INADEQUATE DESIGN AND DESIGN
REVIEW. THE DAY iANKS HAVE APPARENTLY BEEN IN THE AS FOUND CONDITION SINCE
INSTALLATION. A REVIEW OF THE HISTORICAL DOCUMENTATION (E.G., PRINTS AND
SPECIFICATIONS) REVEALED THAT ANCHORING OF THE DAY TANKS WAS NOT SPECIFIED. UPON
DISCOVERY OF THE SALEM UNIT 1 DAY TANK DESIGN CONCERN, SALEM UNIT 2'S DAY TANKS
WEAE INSPECTED. THE UNIT 2 TANKS WERE FOUND TO BE PROPERLY ANCHORED. THE UNIT 1
DAY TANKS WERE WELD ANCHORED TO THE WIDE FLANGE STEEL BEAM FOUNDATION ON FEBRUARY
12, 1988 IN ACCORDANCE WITH SEISMIC DESIGN CRITERIA. ALSO, THE DAY TANK CIVIL

DRAWINGS HAVE BEEN UPDATED TO IDENTIFY THE ANCHOR REQUIREMENTS.

[132] SALEM 1 DOCKET 50-272 LER 88-005
TECH SPEC SURVEILLANCE OF SEALED SOURCES PERFORMED LATE DUE TO INADEQUATE
ADMINISTRATIVE CONTROL.
EVENT DATE: 030788 REPORT DATE: 032988 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: SALEM 2 (PWR)

(HSIC 208928) ON 03/07/88 AT 1200 HOUR 3, IT WAS IDENTIFIED THAT TECHNICAL
SPECIFICATION SURVEILLANCE 4.7.8.1.2.A. SEAL 8D SOURCE LEAK CHECKS, WAS NOT
PERFORMED WITHIN SIX MONTHS PROM THE PRIOR SURVEILLANCE. THE SURVEILLANCE WAS
OVEPDUE AS OF 03/01/88. THE MISSED SURVEILLANCE WAS IDENTIFIED AS A RESULT OF
THE INVESTIGATIVE CORREC22VE ACTIONS REQUIRED BY RL INT LERS WHICH DdAL WITH
OTHER MISSED SURVEILLANCE CONCERNS (E.G., LER 272/88.c44-00). THE ROOT CAUSE OF
THIS EVENT HAS BEEN ATTRIBUTED TO INADEQUATE ADMINISTRATIVE CONTROLS ASSOCIATED
WITH THE NEW COMPUTER BASED WORK ACTIVITY SYSTEM, MANAGED MAINTENANCE INFORMATION
SYSTEM (MMIS). THE SEALED SOURCE LEAK CHECK SURVEILLANCE WAS COMPLETED 03/14/88.
NO LEAKING SOURCES WERE FOUND. A MANUAL SYSTCM FOR TRACKING SURVEILLANCES
WITHIN THE RADIATION PROTECTION DEPARTMENT HAS BEEN IMPLEMENTED. THIS WILL
CONTINUE UNTIL THE MMIS IS UPDATED TO HANDLE THIS SURVE!LLANCE. THE RADIATION AND
CHEMISTRY SURVEILLANCE REVIEW COMMITTED TO BY LER 272/88-004-00 15 CONTINUING.
THE PSE&G HQA EVALUATION OF THE ADMINISTRATIVE CONTROL OF SURVEILLANCE RECURRING
TASKS HAS BEEN INITIATED (REFERENCE SALEM UNIT 2 LER 311/88-004-00).

i

|
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(133] SALEM 2 DOCKET 50-311 LER 88-006
REACTOR TRIP FROM 100% POWER DUE TO FALSE NO. 23 RC LOOP LOW FLOW SIGNAL DUE TO

'

PERSONNEL ERROR;

EVENT DATE: 042188 REPCRT DATE: 051088 NSSS: WE TYPE: PWR

(NSIC 209320) ON APRIL 21, 1988 AT 1533 HOURS, DURING ROUTINE POWER OPERATION, A
REACTOR TRIP OCCURRED. THE TRIP WAS A RESULT OF NO. 23 RFACTOR COOLANT (RC) LOOP
LOW FLOW WITH THE REACTOR GREATER THAN OR EQUAL TO 36% POWER (P-8). AT THE TIME

[
OF THE EVENT, A MAINTENANCE TECHNICIAN WAS REPAIRING A LEAK ON THE LOW PRESSUDE
SIDE OF NO. 23 RC LOOP FLOW TRANSMITTER. THE ROOT CAUSE OF THIS EVENT HAS BEEN
ATTRIBUTED TO PERSONNEL ERROR. THIS EVENT HAS BEEN REVIEWED BY MAINTENANCE
DEPARTMENT MANAGEMENT. APPROPRIATE CORRECTIVE DISCIPLINE WITH THE INDIVIDUAL (S) ;

INVOLVED HAS BEEN COMPLETED. ALSO, THIS EVENT HAS BEEN REVIEWED WITH MAINTENANCE
DEPARTMENT PERSONNEL DURING A "WORK SHOP" TYPE SESSION. THE NEED TO USE
ESTABLISHED PROCEDURES FOR WORK WAS STRESSED. A SIGN (E.G., LAMACOID) WILL BE
POSTED BY THE REACTORS COOLANT FLOW TRANSMITTERS VALVING CAUTIONING PERSONNEL
ABOUT THE FENSITIVITY OF THIS EQUIPMENT TO ISOLATION VALVE MANIPULAT?ON. A HUMAN '

PERFORMANCE EVALUATION SYSTEM (HPES) INVEST!GATION HAS BEEN INITIATED.
,

i

(134] SAN ONOFRE 1 DOCKET 50-206 LER 87-015 REV 01 ;

UPDATE ON ENGINEERED SAFETY SYSTE%S DESIGN FAILS TO MEET SINGLE FAILURE CRITERIA.
EVENT DATE: 1C0787 REPORT DATE: 051788 HSSS: WE TYPE: PWR

(NSIC 209368) ON OCTOBER 7, 1987 WITH UNIT 1 AT 92% POWER, AN ONGOING ENGINEERED !

SAFETY FEATURTS (ESP) ANALYSIS DETERMINED SEVERAL SCENARIOS WHERE A SINGLE i

FAILURE COULD PREVENT CERTAIN ESF SYSTEMS FROM PERFORMING THEIR FUNCTIONS AS j

REQUIRED FOR DESIGN BASIS TRANSIENTS AND ACCIDENTS. THE CAUSE OF THE EVENT WAS |
DETAILED IN LETTERS FROM M. O. MEDFORD (SCE) TO DOCUMENT CONTROL DE14 (NRC), i.

SUBJECT: ESF SINGLE FAILURE ANALYSIS, DOCKET NO. 50-206, WHICH WERE SUBMITTED ON
OCTOBER 16, 1987, AND HOVEMBER 6, 1987 IMMEDIATE CORRECTIVE ACTION TO PRECLUDE o

OCCURRENCE OR MITIGATE THE CONSEQUENCES WAS TAKEN BY ENHANCING ADMINISTRATIVE {
CONTROLS. OPERATOR TRAINING AND COMPLETION OF BEST ESTIMATE ANALYSIS. PLANT i

MODIFICATIONS TO CORRECT SINGLE FAILURE DISCDEPANCIES UNDER CONSIDERATION ARE TO
BE COMPLETED DURING THE NEXT REFUELING OUTAGE. THESE ARE DISCUSSED IN SEPARATE
SUBMITTALS TO THE NRC DATED NOVEM8ER 20, 1987, AND APRIL 5, 1988. THE HEALTH AND
SAFETY OF PLANT PERSONNEL AND THE PUBLIC WERE NOT AFFECTED BY THIS EVENT.

[135) SAN ONOFRE 1 DOCKET 50-206 LER 88-007
TECHNICAL SPECIFICATION REQUIRED EFFLUENT SAMPLE DISCARDED DUE TO INAD4QUATE
ADMINISTRATIVE CONTROLS.
EVENT DATE: 020788 REPORT DATE: 051088 NSSS: WE TYPE: PWR

(NSIC 209306) ON 2/6-7/88, WITH UNIT 1 AT 92% POWER, THE CONTENTS OF THE CEhTER
HOLDUP TANK, WHICH STORES RADICACTIVE LIQUID WASTE, HERE RELEASED. CH 4/11/88,
IT WAS DETERMINED THAT A "PRE-RELEASE" S AMPLE FAOM THE CENTER HOLDUP TANK WAS NOT
RETAINED, WHICH IS CONTRARY TO TECH SPEC 4.5.1. T!!E SAMPLE IS USED TO DETERMINE
THE CONTRIBUTION OF THE TANK CONTENTS TO THE AMOUNT OF ALPHA, SR-89, SR-9, AND
FE-55 RELEASED ANNUALLY. AS A RESULT, THE AMOUNT OF THESE ISOTOPES CONTAINED IN
THE CENTER HOLDUP TANK EFFLUENT CANNOT BE POSITIVELY DETERMINED. 1dERE IS NO
SAFETY $1GNIFICANCE 1C THIS EVENT SINCE THE THE LOW ACTIVITY CONTAINED IN THE
CENTER HOLDUP TANK SAMPLE INDICATES THAT THE CONTRIBUTIONS OF THESE ISOTOPES TO
THE ANNUAL PROJECTED DOSE WOUI,D ALMOST CERTAIHLY HAVE BEEN BELOW THE LOWER LIMIT
OF DETECTION. THE PERSONNEL WHO DETERMINED, BASED ON THE RESULTS PROM THE
INITIAL SAMPLE OF THE CENTER HOLDUP TANK, THAT A RELEASE WOULD BE MADE VITHOUT
PROCESSING AND THEREFORE b!THOUT FURTHER SAMPLING, FAILED TO ADEQUATELY EXs' CUTE
THE EFFLUENT SAMPLING PROCEDURE REQUIREMENT TO ENSURE THAT A "PRE RELEASE" LANPLE
WAS RETAINED. THE ROOT CAUSE OF THIS EVENT IS THE FAILURE OF CHEMISTRY
ADMINISTRATIVE CONTROLS WHICH GOVERN RELEASES TO ADEQUATELY ADDkESS THE SITUATION

- - . ~ __ ,-- - - - - --



51

WHEN AN INITIAL SAMPLE, NORMALLY USED ONLY TO DETERMINE TREATMEPT REQUIREMENTS,
ALSO SERVES AS THE "PRE- RELEASE" SAMPLE.

[136] SAN ONOFRE 3 DOCKET 50-362 LER 88-004
SPURIOUS CONTAINMENT PURGE ISOLATION SYSTEM (CPIS) ON FAILURE CIRCUIT ACTUATION
DUE TO CIRCUIT ERRORS.
EVENT DATE: 051188 REPORT DATE: 061088 NSSS: CE TYPE: PWR
VENDOR: HUCLEAR MEASUREMENTS CORP.

(NSIC 209538) ON MAY 11, 1988, AT 0855 WHILE UNIT 3 WAS IN MODE 6 PREPARING FOR
REFUELING WITH CONTAINMENT PURGE IN PROGRESS. CPIS TRAIN "A" ACTUATED ON MONITOR
FAILURE WHEN THE IODINE FILTER CARTRIDGE WAS REMOVED FROM IODINE DETECTOR
3RI-7804A FOR ROUTINE REPLACEMENT. AFTER DETERMINING THAT CONTAINMENT RADIATION
LEVELS WERE NORMAL AND THAT THE CPIS ACTUATION RESULTED FROM MONITOR FAILURE, THE
CPIS WA', RESET AND CONTAINMENT VENTILATION WAS RESTORED AT 0905. THE CAUSE OF THE
ACTUATION HAS BEEN DTTERMINED TO BE INCORRECT VENDOR DRAWINGS WHICH RESULTED IN
AN INCORRECT CAPACITOR BEING INSTALLED IN THE 3RI-7804A FAILURE CIRCUIT. AS A
RESULT, THE FAILURE CIRCUIT ACTUATED ON A DECREASING COUNT-RATE AS THE FILTER
CARTRIDGE WAS REMOVED. THE FAILURE CIRCUIT SHOULD ONLY HAVE ACTUATED Af A
PPE-SET LOW COUNT-RATE INDICATIVE OF MONITOR FAILURE. ACTION HAS BEEN INITIATED
TC CORRECT THE VENDOR DRAWINGS AND CONFORM INSTALLED AND SPARE EQUIPMENT TO THE
DRAWINGS. SCE QUALITY ASSURANCE (QA) HAS PREVIOUSLY REVIEWED THE VENDOR'S QA
PROGRAM AND IDENTIFIED DESIGN AND DOCUMENT CONTROL PROBLCMS. SCE (QA) WILL
REVIEW THE ADEQUACY OF RESULTING CORRECTIVE ACTIONS TAKEN BY THE VENDOR. IF

NECESSARY, APPROPRIATE ADDITIONAL CORRECTIVE ACTION WILL BE DEVELOPED AND
IMPLEMENTED.

(137] SEA 8 ROOK 1 DOCKET 50-e43 LER 88-002 REV 01
UPDATE ON TECH SPEC SURVEILLANCE NOT PERFORMED.
EVENT DATE: 021188 REPORT DATE: 051688 NSSS: WE TYPE: PWR

(NSIC 209342) ON 2/1/88, IT WAS DETERMINED THAT THE SUPPLY SREAKER FOR INVERTER
1-ED-1-28. WHICH IS SUPPLIED FROM UNIT SUBSTATION 1-EDE-US-51, HAD NOT BEEN
TESTED IN ACCORDANCE WITH THE REQUIREMENTS OF TECHNICAL SPECIFICATION 4.8.4.2.
ON JANUARY 7, 1988. DURING A REVIEW OF SURVE!LLANCE PROCEDURES FOR PROTECTIVE
DEVICES FOR CLASS 1E POWER SOURCES CONNECTED TO NON-CLASS 1E DEVICES, IT WAS
IDENTIFIED THAT THIS BREAKER WAS NOT INCLUDED. FURTHER REVIEW REVEALED THAT THIS
BREAKER WAS NOT INCLUDED ON THE LIST OF BREAKERS WHICH REQUIRE TESTING PURSUANT
TO TECHNICAL SPECIFICATION 3.8.4.2. THIS BREAKEW HAD BEEN TESTED DURING THE
PREOPERATIONAL TEST PROGRAM, AND THEREFORE IT WAS DETERMINED THAT THE
SURYRILLANCE INTERVAL HAD NOT BEEN EXCEEDED. THE SUBJECT BREAKER WAS
FUNCTIONALLY TESTED IN ACCORDANCE WITH THE REQUIREMENTS OF TECHNICAL
SPECIFICATION 4.8.4.2 add WAS FOUND TO BE IHOPERABLE. ON FEBRUARY 11, 1988,
FURTHER REVIEW INDICATED THAT THE BREAKFR HAD BEEN TESTED DURING THE
PREOPERATIONAL TEST PROGRAM AND DID NOT MEET THE REQUIREMENTS OF TECHNICAL
SPECIFICATION 4.8.4.2. FOLLOWING SURVEILLANCE TESTING ON THE SUPPLY 8REAKER TO
UNIT SUBSTATION 1-EDE-US-61, IT WAS SUBSEQUENTLY DETERMINED THAT THS TIE 8REAKERS
BETWEEN UNIT SUBSTATIONS 1-EDE-UN-61 AND 1-EDE-US-63 AND BETWEEN 1-EDE-US-$1 AND
1-EDE-US-53 HAD ALSO BEEN OMITTED FROM THIS TABLE. ACTIONS HAVE BEEN INITIATED TO
ADD THESE BREAKE95 TO THE LIST OF BREAKERS REQUIRING TESTING.

[138) SEQU0YAH 1 DOCKET 50-127 f. E R 87-039 REV 04
UPDATE ON CONTROL ROOM EMERGENCY VENTILATION SYSTEM SINGLE FAILURE CRITERIA
VIOLATED DUE TO A DESIGN ERROR WHICH COULD RESULT IN EXCEEDING ALLOWABLE LDSE TO
OPERATORS.
EVENT DATEt 071087 REPORT DATE: 051388 HSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: SEQUOYAH 2 (PWR)

i
:
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(HSIC 209347) ON JULY 10, 1987, WITH UNITS 1 AND 2 IN MODE 5 (COLD SHUTDOWN). IT
WAS DETERMINED THAT THE POTENTIAL EXISTED FOR A SINGLE FAILURE OF THE MAIN
CONTROL ROOM (MCR) NORMAL PRESSURIEATION SYSTEM, WHEN OPERATING DURING A CONTROL
ROOM ISOLATION (CRI) ACTUATION, TO VIOLATE GENERAL DESIGN CRITERIA (GDC)-19 OF 10
CFR 50 APPENDIX A. "CONTROL ROOM." A MALFUNCTION IN THE CONTROLLER OF THE
OPERATING NORMAL PRESSURIEATION FAN COULD RESULT IN THE CONTROL BUILDING (CB)

j PRESSURE OF THE LOWER FLOORS EXCEEDING THE PRESSURE IN THE MCR THEREBY ALLOWING
UNFILTERED, POTENTIALLY RADIOACTIVE AIR TO LEAK INTO THE MCR. IN ADDITION. Ai

SINGLE FAILURE OF THE OPERATING NORMAL PRESSURIEATION FAN SUCTION DAMPER IN THE
CLOSED POSITION COULD RESULT IN A LOWER THAN DESIGNED PRESSURE IN THE CB LOWER
FLOORS. THEREBY CAUSING EXCESSIVE OUTLEAFAGE FROM THE MCR AND *iHE INABILITY OF
THE CONTROL ROOM EMERGENCY VENTILATION SYSTEM (CREVS) TO MAINTAIN THE MCR
HABITABILITY EONE AT GREATER THAN OR EQUAL TO + .125 INCH WATER-GAUGE PRESSURE.
TVA HAS SUBSEQUENTLY PERFORMED EXTENSIVE TESTING OF CREYS AND IDENTIFIED OTHER
DEFICIENCIES THAT COULD AFFECT CREVS OPERABILITY, BECAUSE OF THESE DEFICIENCIES,
THE DOSE TO MCR PERSONNEL FOLLOWING A POSTULATED DESIGN BASIS ACCIDENT WOULD HAVE
EXCEEDED THE DObt CALCULATED IN FINAL SAFETY ANALYSIS REPORT, SECTION 15.5.3

[139] SEQUOYAH 1 DOCKET 50-327 LER 87-042 REV 02
UPDATE CN INADVERTENT STARTING OF FIRE PUMPS DURING A LOCA COULD DEGRADE THE
AUXILIARY POWER SYSTEM DECAUSE OF A DESIGN ERROR.
EVENT DATE: 072387 REPORT DATE: 052688 NSSF: WE TYPE: PWR
OTHER UNITS INVOLVED: SEQUOYAH 2 (PWR)

(NSIC 209408) THIS REVISION PROVIDES ADDITIONAL INFORMATION CONCERNING THE
LONG-TERM CORRECTIVE ACTION TVA HAS TAKEN TO PRECLUDE A POTENTIAL DEGRADATION OF
THE AUXILIARY POWER SYSTEM BURING A LOSS OF COOLANT ACCIDENT (LOCA). A CONDITION
ADVERSE TO QUALITY REPORT WAS INITIATED ON APRIL 14, 1987, WITH BOTH UNITS 1 AND
2 IN MODE 5 (COLD SHUTDOWNI DESCRIBING A CONDITION WHERE CALCULATIONS FOR THE
AUXILIARY ELECTRIC POWER SYSTEM XAVE NOT INCLUDED THE EFFECT ON SAFETY-RELATED
EQUIPMENT OF THE FIRE PUMPS STARTING AND RUNNING DURING A LOCA. THE FIRE PUMPS
ARE SUPPLIED POWER FROM THE CLASS 1E POWER SYSTEM HOWEVER, THE DESIGN BASId FOR
SEQUOYAH NJCLEAR PLANT DOES NOT INCLUDE A LOCA AND CONCURRENT FIRE. CURING A
LOCA, THE CONTAINMENT TEMPERATURE CAN BE HIGH ENOUGH TO CAUSE THE FIRE PUMPS TO
START BECAUSE OF THE ACTUATION OF THE TEMPERATURE SENSORS ON THE FIRE DETECTION
SYSTEM. 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 DID NOT CONSIDER THE POSSIBILITY OF
INADVERTENTLY STARTING THE FIRE PUMPS DURING A LOCA.

|

(140] SEQUOYAH 1 DOCKET 50-327 LER 87-049 REY 01
UPDATE ON AN INADEQUATE PROCEDURE DURING CONSTRUCTION RESULTED IN IMPROPERLY '

SIEED MOTOR THERMAL OVERLOAD PROTECTION.
EVENT DATE: 080687 REPORT DATE: 052488 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: SEQUOYAH 2 (PWR)

(NSIC 209348) THIS LER HAS BEEN REVISED IN ITS ENTIRETY TO DETAIL SEVERAL
PROBLEMS THAT ARE ASSOCIATED WITH THERMAL OVERLOAD (TOL) PROTECTION DEVICES. THE
MOST RECENT EVENTS INVOLVED THE TOLS BEING INCORRECTLY SIEED. THERE WERE SEVERAL |
ROOT CAUSES FOR THESE PROBLEMS IDENTIFIED, INCLUDING HONCONSERVATIVE ASSUMPTIONS
IN DESIGN CALCULATIONS AND LACK OF COORDINATION BETWEEN DESIGN AND MAINTENANCE. )
TO PROVIDE THE DESIRED MARGIN FOR SAFE OPERATION, THE APPLICABLE CALCULATIONS
WERE REVISED AND THE ASSOCIATED TOLS WERE REPLACED ACCORDINGLY. IN ORDER TO
PREVENT RECURRENCE OF THESE EVENTS, A PROCEDURE METHOD WAS PREPARED TO ENSURE ALL
LIMITING CONDITIONS IN DESIGN DOCUMENTS ARE IDENTIFIED ON THE DESIGN OUTPUT |

|DOCUMENT. ALSO, BEFORE THE REPLACEMENT OF TOLS REQUIRING DIFFERENT S!1ES, A
DESIGN CHANGE WILL BE 74%UED AND DESIGN DRAWINGS WILL DE REVISED. THIS WILL ,

PREVENT MAINTENANCE FROM CHANGING TOL SIEES WITHOUT OBfAINING A DESIGN C"ANGE. |

!
|

|

|
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(141] SEQUOYAH 1 DOCKET 50-327 LEA 88-014 REV 01
UPDATE ON NONCOMPLIANCE WITH CONFIGURATIOb CONTROL REQUIREMENTS FOLLOWING A
POSTMODIFICATION TEST OF A RADIATION MONITOR RESULTED IN A CONTAINMENT
VENTILATION ISOLATION.
. EVENT DATE: 031488 REPORT DATE: 052488 NSSS: WE TYPE: PWR

(NSIC 209466) THIS REPORT IS BEING REVISED TO CLARIFY THE ROOT CAUSE AND INCLUDE
ADDITIONAL CORRECTIVE ACTIONS TO BE IMPLEMENTED TO PREVENT RECURRENCE OF THIS
EVENT. ON 3/14/88, WITH UNIT 1 IN MODE 5 (COLD SHUTDOWH), A TRAIN "A"

CONTAINMENT VENTILATION ISOLATION (CVII OCCURRED. AT APPROX. 1110 EST,
INSTRUMENT MAINTENANCE (IM) PERSONNEL IMPROPERLY ACTUATED THE LOCAL START SWITCH
FOR THE SAMPLE FLOW PUMP ON CONTAINMENT PURGE EXHAUST RADIATION MONITOR (RM)
1-RM-90-130. THE SWITCH ACTUATION CAUSED A SPURIOUS HIGH RADIATION SPIKE WHICH
WAS OF SUFFICIENT MAGNITUDE AND DURATION TO TRIP THE ASSOCIATED RM CIRCUITRY AND
INITIATE A UNIT 1 "A" TRAIN CVI. OPERATIONS PERSONNEL VERIFIED THAT THE CVI WAS
NOT CAUSED BY AN ACTUAL HIGH RADIATION CONDITION AND THEN RESET THE CVI. THE

IMMEDIATE CAUSE OF THIS EVENT WAS AN ELECTROMAGNETIC INTERFERENCE (EMI)-INDUCED
HIGH RADIATION SPIKE. DURING SUBSEQUENT INVESTIGATION, IT WAS DETERMINED THAT
ACTUATION OF THE PUMP SWITCH INDUCED EMI TO THE RM SAMPLE PUMP STATUS (ON/OFF)
CIRCUITRY AND RESULTED IN THE VI. THE ROOT CAUSE OF THIS EVENT WAS THE FAILURE
OF IM PERSONNEL TO COMPLY WITH APPLICABLE CONFIGURATION CONTROL REQUIREMENTS,
CORRECTIVE ACTION: THE CVI WAS RESET, AND A MEMO SENT STATING THE RM TRIP SIGNAL
BE BLOCKED UPON PERFORMING ANY WORK.

[142] SEQUOYAH 1 DOCKET 50-327 LER 88 016 REV 01
UPDATE ON INADVERTENT ACTUATION OF MAIN STEAM LINE ISOLATION DUE TO HIGH STEAM
FLOW SIGNAL.
EVENT DATE: 032a88 REPORT DAIE: 052688 NSSS: WE TYPE: PWR

(NSIC 2094671 THIS LER IS BEING REVISED TO PROVIDE ADDITIONAL INFORMATION
REGARDING: AN INVESTIGATION INTO THE CAUSE OF THE EVENT DESCRIBED HEREIN AND THE
CORRECTIVE ACTION TO BE TAKEN BY TVA TO PREVENT RECURRENCE OF THIS EVENT. ON
3/24/88, AT APPROXIMATELY 1021 EST WITH UNIT 1 IN MODE 5, AN UNPLANNED hAIN STEAM
LINE ISOLATION SIGNAL CCCURRED. THIS SIGNAL WAG GENERATED WHEN AN INADVERTENT
ACTUATION OF HIGH STEAM FLOW 81 STABLE (1.FS-1-21A) WAS ALREADY IN THE TRIPPED
CONDITION BECAUSE OF ONGOING MAINTENANCE WORK. ALSO, THE LO-LO TAVG (REACTOR
COOLANT SYSTEM AVERAGE TEMPERATURE BELOW $40 DEGREES F) AND LOW STEAM LINE
PRESSURE (BELOW 600 PSIG) SIGNALS WERE PRESENT BECAUSE OF THE PLANT BEING IN MODE
5. THEREFORE, ALL THE REQUIRED LOGIC WAS COMPLETMD (HIGH STEAM FLOW IN TWO OUT
OF FOUR LOOPS COINCIDENT WITH LO-LO TAVG OR LOW STEAM LINE PRESSURE IN TWO QUT OF
FOUR LOOPS) TO GIVE THE ENGINEERED SAFETY FEATURE ACTUATION SIGNAL. THE SAFETY
INJECTION (SI) 31GNAL ALSO GENERATED FROM THIS LOGIC WAS BLOCKED AS ALLOWED BY
TECH SPEC 3.3.2.1 BELOW PERMISSIVE P-12 (TAVG BELOW 540 DEGREES F). THEREFORE,
SINCE THE MAIN STEAM ISOLATION VALVES WERE ALREADY CLOSED FOR MODE 5 AND THE
AUTOMATIC SI CIRCUITRY WAS BLOCKED AS ALLOWED BY TECH SPEC, NO EQU!PMENT WAS

,

! ACTUATED, AND NO IMMEDIATE RECOVERY OR RESET ACTIONS WERE NECESSARY.

!
,

( [143] SEQUOYAH 1 DOCKET 50-327 LER 88-018
i INCOMPLETE POSTING OF SIGNS PROHIBITING THE USE OF PORTABLE RADIOS RESULTED IN
I RADIO TRANSMIS$10N INTERFERENCE AND SUBSEQUENT GENERATION OF A REACTOR TRIP

SIGNAL.
EVENT DATE: 041188 REPORT DATE: 051088 NSSS: WE TYPE: PWR

(NSIC 209360) ON APRIL 11, 1988, AT APPROXIMATELY 0150 EDT, WHILE UNIT 1 WAS IN
MODE 5 (COLD SHUTDOWN), A FIRST OUT REACTOR TRIP ANNUNCIATOR WAS RECEIVED IN THE
MAIN CONTROL ROOM FOR STEAM FLOW / FEED FLOW MISMATCH, COINCIDENT WITH LOW STEAM
GENERATOR LEVEL. THE ALARM WAS ACKNOWLEDGED AND THEN A SIMILAR FIRST OUT REACTOR
TRIP ANNUNCIATOR ALARMED AT APPROXIMATELY 0153 EDT. A REACTOR TRIP DID NOT OCCUR
AS A RESULT OF THESE SIGNALS BECAUSE THE REACTOR TRIP BREAKERS HAD PREVIOUSLY
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BEEN OPENED. THE IMMEDIATE CAUSE OF THIS EVENT HAS BEEN ATTRIBUTED TO
MODIFICATIONS PERSONNEL MAKING RADIO TRANSMISSIONS FROM THE NUMBER " ACCUMULATOR
ROOM TO SUPPORT VALVE TESTING. THE NUMBER 4 ACCUMULATOR ROOM CONTAINS REACTOR
PROTECTION SYSTEM CIRCUITS FROM THE NUMBER 3 STEAM GENERATOk LEVEL AND STEAM FLOW
TRANSMITTERS. THE ROOT CAUSE OF THIS EVENT HAS BEEN ATTRIBUTED TO INADEQUATE
POSTING OF SIGNS TO PROHIBIT THE USE OF PORTABLE RADIOS IN OR NEAR THE
ACCUMULATOR ROOMS. AS IMMEDIATE CORRECTIVE ACTION, PERSONNEL HILL BE BETTER
INFORMED REGARDING THE PROHIBITION OF RADIO TRANSMISSION AROUND THE ACCUMULATOR
ROOMS BY POSTING ADDITIONAL SIGNS IN THE VICINITY OF THE ACCUMULATOR ROOMS. TO
PREVENT RECURRENCE OF THIS EVENT, TVA WILL ENSURE THAT PLANT PERSONNEL ARE
COGNIEANT OF THE REQUIRLMENTS OF SQO36, "CONTROL AND USE OF PORTABLE RADIOS."

|144) SHOREHAM DOCKET 50-322 LER 88-004
SEISMIC MONITORING INSTRUMENTATION IN REACTOR BUILDING OUT OF SERVICE FOR MORE
THAN 30 DAYS.
EVENT DATE: 041489 REPORT DATE: 052488 NSSS: GE TYPE: BWR

(HSIC 209463) THIS SPECIAL REPORT IS SUBMITTED PURSUANT TO TECH SPEC 6.9.2 TO
COMPLY WITH TECH SPEC 3.3.7.2. ON APRIL 24, 1988 SEISMIC MONITORING INSTRUMENTS
(ACCELEROGRAPHS) IN THE REACTOR BUILDING WERE TAKEN OUT OF SERVICE FOR
CALIBRATION. CURRENTLY THERE ARE 3 ACCELEROGRAPHS THAT HAVE BEEN INOPERABLE FOR
30 DAYS, AND SHORTLY THERE WILL BE 2 MORE. THESE INSTRUMENTS HAVE BEEN
JUCCESSFULLY RECALIBRATED AND ARE AWAITING A SURVEY TEAM TO VERIFY EXACT
PLACFMENT OF THE ACCELEROGRAPHS. THIS IJ AN 18 MONTH FREQUENCY SURVEILLANCE: THE
LAST TIME THE SURVEILLANCE WAS RUN, THE TIME OUT OF SERVICE LIMITATIONS WERE

EXCEEDED FOR THE ACCELOGRAPHS AND A SPECIAL REPORT WAS REQUIRED (5EE LER 87-002).
THE FIX AT THAT TIME WAS TO REVISE THE PROCEDURE THAT WOULD MINIMIEE THE TIME
OUT OF SERVICE FOR THE VARIOUS SEISMIC INSTRUMENTS WHEN DOING ROUTINE REPAIRS OR
CALIBRATIONS. WHILE AWAITING ISSUANCE OF THE NEWLY REVISED PROCEDURE, THE
CURRENT PROCEDURE WAS USED TO PERFORM THIS TECH SPEC REQUIRED INSTRUMENT
CALIBRATION. THE NEW PROCEDURE HAS BEEN APPROVED AND WILL BE ISSUED IN TWO i

'WEEKS. THIS WILL ELIMINATE THE INSTRUMENT TIME OUT OF SERVICE PROBLEM.

[145] SHOREHAM DOCKET 50-322 LER 88-006
EMERGENCY BUS 101 DEENERGIEED DUE TO PEASONNEL ERROR DURING I6C SURVEILLANCE TEST

!RESULTING IN EDG START AND LOAD AND HUMEROUS ESF ACTUATIONS,
|EVENT DATE: 043088 REPORT DATE: 052788 NSSS: GE TYPE: BWR
l(NSIC 209465) ON APRIL 30, 1988, AT 1245, A LOSS OF EMERGENCY BUS 101 OCCURRED

WITH A SUBSEQUENT START OF EDG 101 AND NUMEROUS ESF ACTUATIONS DUE TO PERSONNEL
ERROR. THE PLANT WAS IN OPERATIONAL CONDITION 4 (COLD SHUTDOWN) WITH THE MODE
SWITCH IN SHUTDOWN AND ALL RODS INSERTED IN THE CORE. AN INSTRUMENT AND CONTROLS
(16C) TECHNICIAN WAS PERFORMING A SURVEILLANCE TEST ON THE EMERGENCY BUS LOAD
PROGRAM (SP 44.309.04). BY PROCSDURE, NE LIFTED A LEAD TO PREVENT THE EMERGENCY
DUS 101 FROM BECOMING COMPLETELY DE-ENERGIEED. BEFORE GOING TO LUNCH, THE
TECHNICIAN RC-LANDED THIS LEAD TO RESTORE THE EMERGENCY BUS PROGRAM TO NORMAL.
FOLLOWING LUNCH, THE TECHNICIAN FORGOT HE HAD RE-LANDED THE LIFTED LEAD AND
PROCEEDED As IF THE LEAD WAS LIFTED. AT 1245. THROUGH RELAY ACTUATION DUE TO
TESTING, THE EMERGENCY BUS WAS DE-ENERGIEED. THIS RESULTED IN THE ACTUATION OF
THE EMERGENCY BUS PROGRAM. THE EMERGENCY DIESEL GENERATOR (101) STARTED AND ITS
OUTPUT BREAKER CLOSED ON THE DE-ENERGIEED EMERGENCY BUS. NUMEROUS ESF A*TUATIONS
ALSO OCCURRED. THE DIESRL STARTED AND RAN WITHOUT INCIDENT FOR 45 MINUTES. THE
BUS WAS RETURNED TO ITS HORMAL AND THE EDG SHUT DOWN. THE TECHNICIAN WHO
PERFORMED THIS TEST WAS PROHIBITED FROM ANY FURTHER TESTING PENDING FURTHER
TRAINING AND DISCIPLINARY ACTION.
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[146] SHOREHAM DOCKET 50-322 LER 88-005
METEOROLOGICAL INSTRUMENTATION OUT OF CALIBRATION.
EVENT DATE: 050988 REPORT DATE: 052688 HSSS: GE TYPE: BWR

(NSIC 209464) THIS IS A SPECIAL REPORT SUBMITTED UNDER TECH SPEC 6.9.2 A3
REQUIRED BY TECH SPEC 3.3.7.3 UNDER THE ACTION STATED THEREIN. THE INSTRUMENT
AND CONTROL (I&C) SECTION IS CURRENTLY UNABLE TO CALIBRATE THE METEROLOGICAL
INSTRUMENTS AS SPECIFIED IN REGULATORY GUIDE 1.23. THE APPLICABLE TOLERANCE
CALLED OUT IN THE REG GUIDE IS: WIND DIRECTION +/- 5 DEGREES. THE APPLICABLE
PROCEDURE SP 44.654.02 (RFL TELEMETER SYSTEM CALIBRATION) ACCMPTANCE CRITERIA WAS
NOT ABLE TO BE MET AND A LIMITING CONDITION FOR OPERATION (LCO) WAS DECLARED
5/9/88. THE CAUSE OF THIS PROBLEM IS THE INABILITY OF THE INSTALLED
INSTRUMENTATION TO MEET THE RECOMMENDED TOLERANCE OF THE REG GUIDE. EVEN THOUGH
THE INSTRUMENTATION IS IN SERVICE AND AVAILABLE FOR USE. IT IS BY DEFINITION

; INOPERABLE BECAUSE TECH SPEC BASES STATE THAT THE INSTRUMENTATION SHOULD BE
i CONSISTENT WITH THE RECOMMENDATIONS OF THE REG GUIDE. A REVIEW IS BEING

CONDUCTED TO ENSURE PROPER INFORMATION IS INCLUDED IN THE SEMI-ANNUAL EFFLUENT
RELEASE REPORT. AN INVESTIGATION BY I4C IS BEING CONDUCTED TO DETERMINE IF

( ALTERNATIVE CALIBRATION TECHNIQUES COULD BE EMPLOYED TO IMPROVE THE ACCURACY OF
THE INSTRUMENTATION.

(147] ST. LUCIE 2 DOCKET 50-389 LER 88-004
MISSED SURVEILLANCE OF SPECIFIC ACTIVITY SAMPLE ANALYSIS DUE TO EQUIPMENT FAILURE
AND PERSONNEL ERROR.
EVENT DATE: 040788 REPORT DATE: 050988 NSSS: CE TYPE: PWR

(NSIC 209282) ON APRIL 7, 1988, ST LUCIE UNIT 2 WAS IN MODE 1 AND AT 100% POWER.
DURING A PLANNED DOWNPOWER, A THERMAL POWER CHANGE OF 21% IN ONE HOUR WAS
ACHIEVED. PLANT'S TECHNICAL SPECIFICATIONS REQUIRE THAT DURING A POWER CHANGE
EXCEEDING 15% IN ONE HOUR, A SAMPLE OF THE REACTOR COOLANT SPECIFIC ACTIVITY ON
DOSE EQUIVALENT IODINE 1-131 (DEQ I-131) BE TAKEN 2 TO 6 HOURS FJLLOWING THE
POWER CHANGE. A SAMPLE WAS TAKEN AT 0841 EDT ON APRIL 8, 1988, 8 HOURS PAST THE
TIME LIMIT. THE ROOT CAUSE WAS A PROGRAM ERROR ON THE THERMAL POWER CHANGE (QRP)
ALARM SETPOINT. 7%E ALARM WAS SET AT 27.45% INSTEAD OF 15% THERMAL POWER CHANGE.
THE ALARM DID NOT ACTUATE WHEN A 21% POWER CHANGE WAS REACHED. A CONTRIBUTING
FACTOR WAS A COGNITIVE PERSONNEL ERROR BY A LICENSED UTILITY OPERATOR FOR FAILURE
TO VERIFY THE ACTUAL POWER CHANGE AND HIS FAILURE TO NOTIFY CHEMISTRY DEPARTMENT
TO TAKE AND DO A SAMPLE ANALYSIS. THE SAMPLE ANALYSIS SHOWED THE SPECIFIC
ACTIVITY TO BE 0.0689 MICROCURIE PER GRAM DEQ I-131, WELL BELOW THE TECHNICAL
SPECIFICATION LIMIT OF 1 MICROCURIE PER GRAM DEQ I-131. THE PROGRAM ERROR WAS
CORRECTED AND THE ALARM SETPOINT WAS TESTED AND VERIFIED TO ACTUATE AT 15% POWER
CHANGE. THE HEALTH AND SAFETY OF THE PUBLIC MAS NOT ENDANGERED DURING THE EVENT.

(148) SUMMER 1 DOCKET 50-395 LER 88-004
TWO 2-INCH CORE DRILLS FOUND UNSEALED DUE TO UNKNOWN CAUSES.
EVENT DATE: 052681 REPORT DATE: 042288 NSSS: WE TYPE: PWR

(NSIC 209021) TWO 2-!NCH CORE DRILLS CONTAINING ONE AND A HALP INCH CONDU!T WERE
FOUND UNSEALED. A REVIEW OF CONSTRUCTION DOCUMENTATION IDENTIFIED THAT BOTH CORE
DRILLS WERE INSTALLED UNDER A FIELD CHANGE REQUEST "B" THAT WAS INITIATED IN MAY
1981. THE ELECTRICAL CIRCUITS CONTAINED IN THE CONDUITS ARE IDENTIFIED ON THE

I E-SERId8 (ELECTRICAL) DRAWINGS) HOWEVER, THE CORE DR!LLS WERE NOT IDENTIFIED ON
THE COMPOSITE (FLOOR / WALL LAYOUT) DRAWINGS. IM11EDIATELY UPON DISCOVERY, THE SHIFT
SUPERVISOR WAS NOTIFIED, A CONTINUOUS FIRE WATCH ESTABLISHED, AND A PRIORITY 1
MAINTENANCE WORK REQUEST INITIATED FOR REPAIR. THE CONSEQUENCES DUE TO THIS
EVENT WERE MINIMAL. THE CORE DRILL PENETRATED FIFTY-ONE INCHES OF CONCRETE AND
EACH TWO INCH CORE DRILL HAS A ONE AND A HALP !NCH CONDUIT PASSING THROUGH IT
WHICH REDUCES THE PENETRATION OPENING TO ONE QUARTER INCH AROUND THE INSIDE
CIRCUMFERENCE. THE FIRE LOADING IN EACH AREA, AS PROVIDED IN THE FIRE PROTECTION

_ _ _ _ _



56

EVALUATION REPORT, IS SUCH A SMALL VALUE THAT THE REQUIRED FIRE BARRIER BETWEEN
THE AREAS WOULD BE LESS THAN THIRTY MINUTES. IN ADDITION, NO SAFE SHUTDOWN
EQUIPMDNT IS LOCATED IN THE AFFECTED AREAS. TWO ADDITIONAL WALLS HAVE BEEN
INSPECTED WITH THE RESIDENT NRC INSPECTOR PRESENT DURING THE INSPECTION OF ONE
AND NO DISCREPANCIES IDENTIFIED. THE LICENSEE CONSIDERS THIS TO BE AN ISOLATED
EVENT AND PLANS NO ADDITIONAL ACTION.

(1491 SURRY 1 DOCKET 50-280 LER 88-010
INOPERABLE INDIVIDUAL ROD POSITION INDICATORS DUE TO INSTRUMENT DRIFT.
EVENT DATE: 041088 REPORT DATE: 051088 NSSS: WE TYPE ( PWR
VENDOR: MAGNETICS DIV SPANG INDUSTRIES, INC.

(NSIC 209267) ON APRIL 9, 1988 AT 1400 HOURS, FOLLOWING A REACTOR SHUTDOWN, WITH
UNIT 1 SOURCE RANGE INSTRUMENTATION AT 200 COUNTS PER SECOND. IT WAS OBSERVED
THAT THE INDIVIDUAL ROD POSITION INDICATORS (IRPIS) (EIIS-EI) FOR ALL CONTROL
RODS (EIIS-ROD) IN SHUTDOWN BANKS 'A' AND 'B' DIFFERED FROM THE ROD GROUP DEMAND
COUNTER BY GREATER THAN 12 STEPS. THE IRPI POSITIONS WERE LOGGED AND THE
INTERPRET /. TION OF TECHNICAL SPECIFICATION (T.S.) 3.12.E WAS APPLIED. THIS
INTERPRETATION WAS THAT THE 12 STEP DEVIATION FROM THE GROUP DEMAND COUNTER
APPLIED AT HOT SHUTDOWN AND ABOVE. SUBSEQUENTLY, ON APRIL 10, 1988 AT 0335
HOURS, A REEVALUATION DETERMINED THAT THE IRPIS WERE INOPERABLE AS T. S. 3.12.E
APPLIED WHENEVER THE REACTOR TRIP BREAKERS WERE CLOSED AND THE CONTROL RODS WERE
NOT FULLY INSERTED. TECHNICAL SPECIFICATION 3.0 WAS ENTERED EFFECTIVE 1400 HOURS
ON APRIL 9, 1988 WHEN THE IRPIS WERE OBSERVED TO VARY GREATER THAN 12 STEPS FROM
THE DEMAND COUNTER. A WORK REQUEST WAS SUBMITTED TO CALIBRATE THE IRPIS. THE
REACTOR TRIP BREAKERS WERE OPENED AT 1758 HOURS ON APRIL 10, 1988. A PROPOSED T.
S. CHANGE IS BEING EVALUATED WHICH WILL RECOGNIEE THE EFFECT OF TEMPERATURE ON
THE ROD POSITION INDICATORS. A SITPOINT CHANGE IS BEING EVALUATED WHICH WILL
LOWER THE P-250 ROD DEVIATION ALA3M TO WARN THE OPERATOR BEFORE THE 12 STEP
DEVIATION IS REACHED.

[150) SURRY 1 DOCKET 50-280 LER 88-011
FAIL TO MANUALLY OPEN PORVS.
EVENT DATE: 041588 REPORT DATE: 351188 NSSS: WE TYPE: PWR

(NSIC 209312) ON APRIL 15, 1988 AT 0505 HOURS, UNIT 1 WAS AT COLD SHUTDOWN WITH
REACTOR COOLANT TEMPERATURE AT 130 DEGREES FAHRENHEIT AND PRESSURE AT 40 PSIG.
DURING A NORMAL DEPRESSURIEATION E'10LUTION, BOTH POWER OPERATED RELIEF VALVES
(PORV EIIS-RV) PCV-1455C AND PCV-1856 FAILED TO MANUALLY OPEN WHEN THE RESPECTIVE
THREE POSITION (CLOSE-AUTO-OPEN) SI: LECTOR SWITCHES WERE PLACED IN THE OPEN
POSITION FROM THE AUTO POSITION. BOTH PORVS WERE LATER OPENED WHEN THE SELECTOR
SWITCHES WERE PLACED IN THE OPEN POSITION FROM THE CLOSED POSITION. THESE VALVES
WERE DECLARED INOPERABLE AND LEFT OPEN IN ACCORDANCE WITH TECHNICAL SPECIFICATION
T. S. 3.1.G. A FOUR HOUR EVENT NOTIFICATION WAS SUBMITTED IN ACCORDANCE WITH
10CFR50.72(B)(2)(III)(D). THIS EVENT IS REPORTABLE PURSUANT TO
10CFR50.73(A)(2)(V)(D). THE CAUSE OF THE PORY MALFUNCTION IS BEING INVESTIGATED.
THE SELECTOR SWITCHES, AIR SUPPLY AND VALVES WILL BE EXAMINED FOR MALFUNCTIONS.

[151) SURRY 1 DOCKET 50-280 LER 88-014
FAILURE TO COMPLY WITH TECHNICAL SPECIFICATION DUE TO ADMINISTRATIVE OVERSIGHT.
EVENT DATE: 042188 REPORT DATE: 051188 NSSS: WE TYPE: PWR
VENDOR: ROBERTSHAW CCHTROLS COMPANY

(NSIC 209313) ON APRIL 21, 1986 AT 1700 HOURS, WITH UNIT 1 IN REFUELING SHUTDOWN.
DURING THE PERFORMANCE OF A PERIODIC TEST, THE THREE CONTAINMENT SMOKE DETECTORS
(E!!S-IC) LOCATED IN THE AIR RECIRCULATION DUCT WORK WERE DETERMINED TO BE
INOPERABLE. TECHNICAL SPECIFICATION 3.21.B.1 REQUIRES THAT A MINIMUM OF ONE OF
THESE DETECTORS BE OPERABLE OR A FIRE PATROL WATCH INSPECT THE AREA HOURLY. A
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SPECIFIC FIRE WATCH WAS NOT POSTEL UNTIL 1615 HOURS ON APRIL 25, 1988. THE 'A'

AND 'B' SMOKE DETECTORS FAILED DUE TO A LOOSE CONNECTION AT THEIR REMOTE
MONITORING PANEL (E!!S-PL). THE CAUSE OF THE FAILURE OF THE 'C' SMOKE DETECTOR

HAS NOT YET BEEN DETERMINED. THE FAILURE TO POST A TIMELY FIRE WATCH WAS DUE TO
AN ADMINISTRATIVE OVERSIGHT. THE 'A' AND *B' SMOKE DETECTORS WERE REPAIRED AND
RETURNED TO SERVICE AT 0015 HOURS ON ArRIL 26, 1988. THE 'C' SMOKE DETECTOR WILL
BE REPAIRED PRIOR TO RESTART FROM THE CURRENT REFUELING OUTAGE. A SHIFT ORDER
HAS BEEN ISSUED FOR ALL LICENSED OPERATORS TO REVIEW THE REQUIREMENTS OF T. S.
3.21.

[152) SURRY 2 DOCKET 50-281 LER 88-009
IHOPERA8LE COMPONENT COOLING WATER HEAT EXCHANGERS DUE TO VACUUM PRIMING SEISMIC
RESTRAINTS NOT INSTALLED.
EVENT DATE: Ca2098 REPORT DATE: 052088 NSSS: WE TYPE: PWR

(NSIC 209314 ON APRIL 20, 1988 AT 1227 HOURS, WITH UNIT 1 IN A REFUELING OUTAGC
AND UNIT 2 At 1004 REACTOR POWER, THE "A" AND '8" COMPONENT COOLING WATER
(EIIS-CC) HEAT EXCHANGERS (EZIS-HXI (CCHX) WERE DECLARED INOPERABLE. THE ''C"

AND "D" CCHXS HAD PREVIOUSLY BEEN REMOVED FROM SERVICE FOR MAINTENANCE. UNIT 2
ENTERED A SIX (6) HOUR CLOCX TO HOT SHUTDOWN IN ACCORDANCE WITH TECHNICAL
SPECIFICATIONS 3.0.1. AN ENGINEERING REVIEW OF THE POTENTIAL DEPENDENCE er CCHAS
ON THE STATION VACUUM PRIMING (VPl SYSTEM HAD DETERMINED THAT FIVE (5) VP VALVES,
(E!!S-ISV) WHICH ISOLATE THE CCHXS SERVICE WATER (SW) P! PING FROM THE VP LINES,
WERE NOT SEISMICALLY MOUNTED. IN A SEISMIC EVENT, THE POTENTIAL WOULD HAVE
EXISTED FOR RUPTURE OF THE VP PIPING AND AIR INGRESS INTO THE OCHX, BREAKING THE
SIPHON EFFECT ON THE SW, AND CAUSING A LOSS OF SW TO THE HEAT EXCHANGERS. THD
SEISMIC SUPPORTS WERE INSTALLED AND THE "A" AND "B". CCHXS WEKE RETURNED TO
SERVICE AT 1710 HOURS CH APRIL 20, 1988 AND T. S. 3.0.1 WAS EXITED, ADDITIONAL
ENGINEERING EVALUATIONS WILL BE PERFORMED TO ASSESS THE NECESSARY DESIGN CHANGES
TO PERMIT FUTURE CCHX OPERATION WITH VACUUM PRIMING IN SERVICE. THE VP VALVES
WILL REMAIN NORMALLY CLOSED PENDING THE RESULTS OF THE ENGINEERING EVALUATIONS.

[153] SUSQUEHANNA 1 DOCKET 50-387 LER 88-008
DESIGN DEFICIENCIES DISCOVERED DURING APPENDIX R REANALYSIS.
EVENT DATE: 042688 REPORT DATE: 052688 NSSS: GE TYPE: BWR

(NSIC 209429) A IEANALYSIS WAS BEING PERFORMED OF SSES COMPLIANCE WITH THE PLANT
LICENSING BASIS FOR MEETING THE REQU'REMENTS OF APPENDIX R. THIS NEW ANALY3IS
WILL ULTIMATELY BECOME AN INTEGRAL PART OF THE NEW FIRE PROTECTION DESIGN BASIS
FOR THE PLANT WHEN IT IS INCORPORATED INTO THE 5' IRE PROTECTION REVIEW REPORT
(FPRRI. NON CONFORMANCE REPORTS WERE USED TO DOCUMENT ANY DISCREPANCIES WITH
PLANT CONDITIONS IDENTIFIED BY THE NEW ANALYSIS. A PORTION OF THESE
NONCONFORMANCES HAVE ALSO BEEN FOUND TO BE APPLICABLE TO THE EXISTING PIRE
PROTECTION DESIGN BASIS. THIS CONDIt!ON IS CONSIDERED A DESIGN DEFICIENCY AND IS
REPORTABLE PER 10CFR50.73(A)(2)(V) er DETAILED IN 10CFR 50.7)(A)(2)(V!). PROPER
COMPENSATORY ACTIONS HAVE BEEN TAKEN FN ACCORDANCE WITH THE PLANT TECHNICAL
SPECIFICATIONS.

(1541 SUSQUEHANNA 2 DOCvET 50-388 LER 88-000
TWO FIRE DAMPERS FOUND INOPERABLE DUE TO MISSING FUSIBLE LINK.
EVENT DATE: 040488 DEPORT DATE: 052688 NSSS: GE TYPE: PkR

(NSIC 209430) ON MAY 2, 1988, IT WAS DETERMINED THAT SHE FOLLOWING CONDITION WAS
REPORTABLE. WITH UNIT 2 DEFUELED, IT WAS OBSERVED DURING PERFORMANCE OF
SM-013-009, "is MONTH INSPECTION OF FIRE WINDOWS / FIRE DAMPERS AND ASSOCIATED
HARDWARE", THAT TWO VENTILATION SUPPLY FIRE DAMPERS FOR UNIT 2 4KV SWITCHGEAR
ROOM !!-407 WERE FOUND TO BE CHAINED IN THE OPEN POSITION WITH NO FUS!8LE LINK
INSTALLED. THE FUSIBLE LINK IS NECESSARY TO ALLOW THE FIRE DAMPER TO CLOSE IN
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THE EVENT OF A FIRE. THIS CONDITION APPEARS TO HAVE BEEN OVERLOOKED DURING THE
PREVIOUS PERFORMANCE OF THE SURVEILLANCE. UPON NOTIFICATION OF THE INOPERABLE
FIRE DAMPERS, THE REQUIRED COMPENSA10RY ACTIONS WERE IMPLEMENTED PER TECHNICAL
SPECIFICATION 3.".7. AS THE EXACT DATE WHEN THESE FIRE DAMPERS BECAME INOPERABLE ,

CANNOT BE DETERMINED. THIS OCCURRENCE IS BEING REPORTED PER
10CFR50,73(A)(2)(I)(B). 1HE FIRE DAMPERS WERE REPAIRED BY INSTALLATION OF THE
APPROPRIATE FUSIBLE LINK INTO THZ CHAIN MECHANISM UNCER WORK AUTHORISATION (WA)
V83578. FURTHER REVIEW &EVEALED THAT THE FUSIBLE LINK WAS PROPERLY INSTALLED IN
THE PEMAINING SIX SIMILAR FIRE DAMPERS AT THE ETATION. THE ABOVE CONDITION IS E

BEING REVIEWED WITH THE APPROPRIATE INSPECTION PERSONNEL.

[155] THREE MILE ISLAND 1 DOCKET '0-289 LER 00-001
FAILURE OF CRD BREAKER UNDERVOLTAGE DEvirE DURING SVRVEILLANfE TESTING.
EVENT DATE: 031689 REPORT DATE: 060388 NSSS: BW TYPE: PWR
VENDOR: GENERAL ELECTRIC CO.

(NSIC 209527) AT APPROXIMATELY 1100 HOURS ON MARCH 16, 1908 DURING THE REACTOR
PROTECTION SYSTEM SURVEILLANCE TEST, A CONTROL RCD DRIVE (CPD) BREAKER FAILED THE
UNDERVOLTAGE (UV) TRIP TEST. THE BREAKER DID HOWEVER TRIP VIA THE SHUNT TRIP
DEVICE. THE UV TRIP PADDLE HAD LODGED OVER THE UV ARMATURE DISK. THIS EVENT IS
NOT REPORTABLE IN ACCORDANCE WITH 10 CFR 50.72 OR 50.73. THEREFORE THIS LER IS
SUBMITTED VOLUNTARILY. THE BREAKER WAS REPLACED AND TESTED SATISFACTORILY.
INVESTIGATION REVEALED DEFECTS IN TWO PARTS (THE UNDERVOLTAGE DLVICE ARMATURE
DISK AND THE UNDERVOLTAGE TRIP PAODLE) . BOTH PARTS WERE REPLACED AND THE UNIT
TFRTED SATISFACTORILY. NO SAFETY SYSTEMS ACTUATED AS A RESULT OF THIS COMPONENT
F A l t .'R E . THIS MAR. FUNCTION WOULD NOT HAVE PREVENTED THE BREAKER FROM TRIPPING
BECAUSE OF THE REDUNDANT SHUNT TRIP DEVICE FEATURE. REDUNDANT BREAKERS ARE ALSO
PROVIDED. ALL CRD BREAKERS WILL BE CMECKED. MAINTENANCE PROCEDURES WILL BE
CHANGED TO PROVIDE DIRECTION FOR VERIFYING DIMENSIONS. RECEIPT INSPECTION FOR
REPLACEMENT PARTS WILL BE REQUIRED IF THE VENDOR CANNOT PROVIDE DIMENSIONAL
CERTIFICATION.

[156) TMREE MILE ISLAND 2 DOCKET 50-320 LER 88-007
CONTAINMENT AIRLOCK DOOR DISCOVERED IN THE OPEN POSITION.
EVENT DATE: 042888 REPORT DATE: 052788 NSSS: BW TYPE: PWR

(? SIC 209462) AT APPROXIMATELY 1445 HOURS ON APRIL 29, 1980, A FUEL HANDLING
SENIOR REACTOR OPERATOR (FHSRO) OBSERVED THAT ONLY ONE (1) OF THE TWO (2) REACTOR )
BUILDING (RB) PERSONNEL AIRLOCK (PAL) DOORS WAS BEING MAINTAINED IN THE CLOSED
POSITION ALTHOUGH ?HERE WA3 NO R8 ENTRY OR EXIT IN PROGRESS. TMI-2 TECH SPEC 2

3.6.1.3 REQUIRES THAT EACH CONTAINMENT AIRLOCK SHALL BE OPERABLE WITH BOTH DOORS
CLOSED EXCEPT WHEN THE AIRLOCK IS BEING USED FOR TRANSIT ENTRY AND EXIT THROUGH
THE CONTAINMENT: THEN, AT LEAST ONE (1) DOOR SHALL BE CLOSED. THUS, THE
CONDITION IDENTIFIED BY THC FHSRO IS REPORTABLE PER 10 CFR 50.7)(A)(2)(1)(B) DUE
TO A CONDITION PROHIBITED BY THE PLANT'S TECH SPECS. THE ROOT CAUSE OF THIS
EVENT WAS PERSONNEL ERROR SY THE AIRLOCK ATTENDENTS /W" *' ENTRY SUPERVISORS,
BASED ON A LACK OF UNDERSTANDING OF THE A80VE TECH $< . 4 4181 MENT.
CONTRIBUTING CAUSES INCLUDED A FAILURE OF THE OPERAI' ind47 /RE FOA THE AlpLOCK
DOORS TO SPECIFY THE REFERENCED TECH SPEC REQUIREMEN. A. 1 * SUNDERSTANDING ON
THE PART OF SOME LICENSED OPERATORS CONCERNING THE REQUIRt " J CF THIS TECH SPEC
AS IT RELATED TO FREQUENT CONTAINMENT ACCESS. IT WAS GENERALLY MISUNDERSTOOD
THAT IT WAS ACCEPTABLR FOR THE OUTER PAL DOOR TO BE LEFT OPEN AND THE INNER PAL
DOOR CLOSED IN ANTICIPATION OF PERSONNEL ENTERING OR EXITING THE RB.

1157] THREE MILE ISLAND 2 DOCKET 50-320 LER 88-000
REMOVAL OF TRASH FROM A RADIOLOGICALLY CONTROLLED AREA WITHOUT PROPER SURVEY.
EVENT JATE: 050488 REPORT DATE: 060300 HSSS: BW TYPE: PWR
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(NSIC 209571) 1.(15 LEW DE3CRIBES 1WO (2) EVENTS INVOLVING REMOVAL OF TRASH
CONTAINING SOLID CONTAMINATED DEBRIS IN EXCESS OF ESTABLISHED LIMITS. THE FIRST

EVENT INVOLVED A HOUSEKEEPING ACTIVITY IN A RADIOLOGICALLY CLEAN AREA AND THE
SECOND INVOLVED REMOVAL OF TRASH FROM A RADIOLOGICALLY CONTROLLED AREA (PCA)
WITHOUT PROPER RELEASE SURVEYS. THE GPU NUCLEAR CORPORATION RADIATION PROTECTION
PLAN, A TMI-2 LICENSING BASIS DOCUNENT PER THE TMI-2 TECH SPECS, ESTABLISHES
LIMITS FOR UNRESTRICTED RELEASE OF 1000 DPM/100 CM(2) LOOSE SURFACE CONTAMINATION

'

AND 5000 DPM/100 CMi2) TOTAL (FIXED PLUS REMOVABLE). THEREFORE, THIS EVENT IS

REPORTABLE PURSUANT TO 10 CFR 20.405(A)(1)(V) SINCE THE CONTAMINATION LEVELS
DISCOVERED AT THE TRASH COMPACTOR WERE IN EXCESS OF TEN (10) TIMES THE LIMIT SET
FORTH IN THE PLAN. THE EARLIERST EVENT DATE OF THIS LER IS MAY 4, 1988: THUS.

'

THE DUE DATE OF THIS DEPORT 15 JUNE 3, 1988 (I.E., 30 DAYS FROM DETN MINATION OF

|
REPORTABILITY). IN BOTH EVENTS, A RADIOLOGICAL CONT 10LS TECHNICIAN WAS ,

PERF0QMING A ROUTINE SURVE) AT THE TRASH COMPACTOR AND DISCOVERED SEVERAL BAGS OF ,

TRASH CONT.\MINATED TO VARIOUS LEVELS IN EXCESS OF ALLOWi.3LE LIMITS. THE BAGS I

WERE REMOVED TO A CONTROLLED AREA AND SURVEYED: THE CONTAMINATED MA1ERIAL WAS
REMOVED AND IDENTIFIED.

.

[158) TROJAN DOCKET 50-344 LER 87-008 REV 01
UPDATE CN FUEL PARTICLES CONTAN!NATING CONTAINMENT AND TECHN4CI AN EXPOSURE TO
RADIATION.
EVENT DATE: 040987 REPORT DATE: 070187 NSSS: WE TYPE' PWR
VENDOR: WEST 7NGHOUSE ELECTRIC CORP.

(NSIC 209194) AT ABOUT 1000 HRS ON APRIL 9, 1987, RADIOACTIVE CONTAMINATION WAS
DISCOVERED ON WORKERS INSIDE CONTAINMENT. THE CONTAMINATION WAS FOUND TO CONSIST
OF DECAYED FISSION PRODUCTS. THE SOURCE OF THE CONTAMINATION WAS FUEL PELLET
FRAGMENTS LOCATED ON THE REACTOR VISSEL FLANGE NEAR STUD HOLE NUMBER 48. THE

FUEL PELLET ORIGINATED FROM FUEL AOD FAILURES THAT OCCURRED IN 1980-1982. WORK
1 INSIDE CONTAINMENT WAS STOPPED. THE MAJORITY OF FUEL FRAGMENTS ON THE REACTOR

FLANGE WERE RETRIEVED. FOLLOWING RESUMPTION OF WORK INSIDE CONTAINMENT, AT ABOUT
1050 HRS ON APRIL 17, 1987, THE TECHNICIAN'S EXPOSURE FOR THE SECOND QUARTER WAS
SUBSEQUENTLY DETERMINED To BE 1.21 REM TO THE WHOLE BODY, 4.62 REM TO THE SKIN,

! AND 9.57 REM TO THE EXTREMITIES. WORK INSIDE THE CONTAINMENT WAS STOPPED FOR ONE
WEEK. NEW PROCEDURES WERE DEVELOPED FOR RADIATION SURVEYING, CONTAMINATION
CONTROL OF RADICACTIVE PARTICLES, AND DECONTAMINATION. TRAINING WAS PERFORMED ON
THE NEW PROCEDURES. EXTENSIVE SURVEYING WAS PERFORMED, AND DECONTAMINATION WAS
COMPLETED AS NECESSARY, PRIOR TO THE INITIATION OF REFUELING. THESE E/ENTS HAD
NO EFFECT ON PUBLIC HEALTH AND SAFETY.

[159) TROJAN DOCKET 50-344 LER 88-006
CENTRIFUGAL CHARGING PUMP SEAL LEAKAGE GREATER THAN FINAL SAFETY ANALYSIS REPORT
ASSUMED LIMITS.
''"' 'E t 040588 REPORT DATE: 050588 NSSS: WE TYPEi PWR

i ,EN"*' 1ANE PACKING CO.

| *n .t <S- '7 5 ) ON APRIL 5, 1988, IT WAS DISCOVERED THAT THE "B" CENTRIFUGAL
CHAksaNG PUMP (CCP) WAS LEAKING THROUGH ITS MECHANICAL SHAFT SEAL TO THE'

AUXILIARY BUILDING ATMOSPHERE AT 50 CUsIC CENTIMETERS (CC)/ MINUTE (3000 CC/HR).
THE CCP IS LOCATED IN THE EMERGENCY CORE COOLING SYSTEM FLOW PATH AND THE LEAKAGE,

EXCEEDED THE 1500 CC/HR ASSUMED N THE FINAL SAFETY ANALYSIS REPORT (FSARI POR,

i SYSTEMS OUTS!DE CONTAINMENT WHICH COULD CONTAIN RADIOACTIVE WATER FOLLOWING A
DESIGN BASIS ACCIDENT <DBA). THIS LEAKAGE COULD HAVE RESULTED IN THYROID DOSES
TO CONTROL ROOM OPERATORS FOLLOWING A DBA EXCEEDING THOSE STATED IN THF. FSAR.
THE CONTROL ROOM EMERGENCY VENT!LATION SYSTEMS WERE DECLARED IHOPERABLE UNTIL THE
LEAKAGE WAS STOPPED. THE CAUSE OF THIS EVENT WAS LEAKA9' THROUGH THE MECHANICAL
SEAL OF CCP "B". THE SEAL LEAKAGE WAS DUE TO UNEVEN WE,3 ON THE SEALS AND A

4 BUILDUP OF BORIC ACID CRYSTALS ON THE SEALS AND SEALING SURFACES WHILE THE PbMP
'

WAS ICLE. CCP "B" WAS ISOLATED TO STOP THE LEAK 35 MINUTES AFTER ITS DISCOVERY.
I
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! THE PUMP'! MECHANICAL SEAL WAS REPLACED, AND THE PUMP WAS RETURNED TO OPERABLE
| STATUS ON APRIL 7 OPERATING PRACTICE WILL BE REVISED TO PROVIDE FOR MORE
! FREQUENT PUMP OPERATION TO PREVENT BORIC ACID B'.'I L DU P ON 'tH E S E A L S . THIS EVENT

HAD NO EFFECT ON PUBLIC HEALTH AND SAFETY.

[1601 TROJAN DOCKET 50-344 LER 88-007
CONTROL JOOM NORMAL AIR CONDITIONING SYSTEM ISOLATION LUE TO SPURIOUS HIGH
CHLURINE SIGNAL.
EVENT DATE: 041088 REPORT JATE: 051088 NSSS: WE TYPE: PWR
VENDOR: FISCHER & PORTER CO.

INSIC 20v276) ON APRIL 10, 1988, AN OPERATOR OBSERVFD APPARENT INDICATION OF LOW
SAMPLE FLOW "OF THE ."HANNEL "B" CHLORINE DETECTOR LOCATED AT THE CONTROL ROOM
NORMAL AIR CONDITIONING SYSTEM (CB-2) AIR INTAKE. DURING INVESTIGATION OF THE
LOW.FIOW RATE. A MOMENTARY SPURIOUS HIGH CHLORINE ALARM WAS INITIATED ON THIS
INSTRUMM;T WHICH GENERATED AN ISOLATION SIGNAL FOR CB-2. THE CHANNEL "B"
CHLORINE DETECTOR WAS CONFIRMED TO HAVE A Lra SAMPLE FLOW RATE AND WAS DECLARED
INOPERABLE. MAINIEHANCE WAS INITIATED WHICH RESULTED IN REPLACEMENT OF THE
CHLORINE DETECTOR. THE CHLCRINE DETECTOR WAS REENERGIEED ON APRIL 12 AND CB-2
ISOLATICH WAS AGAIN INITIATED. SHUTDOWN CF T!!E CB-2 SYSTEM OCCURRED AS DESIGNED
ON BOTH OCCASIONS. FAILURE OF THE CHLORINE DETECTOR WAS EVALUATED AND FOUND TO
BE DUE TO NOR AL EQUIPMEIR WEAR AND AGING. ISCLATION OF CB-2 LPON REEN"RGIEATION
OF ;HE CHLORINE DETECTOR WAS NOT ANTICIPATED BECAUSE WORK AND REENERGIEATION
INSTRUC. IONS DID NOT IDENTIFY THAT THIS ISOLATIOh WOULD OCCUP. THE FAULTY
DETECTOR dAS RL'PLACED AND RET'.STED SATISPACTCRILS. STEPS WILL BE TAKEN TO
INCLE 'E EtPECTED EQUIPMENT RESPOJSE DURING MAINTENANCC AND REENERGIEATION INTO
WONK .HSTAUCTIONS. THIS EVENT HAD WO EFFECT 04 PUBLIC HEALTH AND SAFETY.

t

[161| TROJAN DC'.KET 5 0- 3 4 4 LER 88-000
PRESSURIIER SAFETY VALVE SdT?OINY FOUND OU?-OF-TOLERANCE DURING SURVEILLANCE |TESTING. i

EVENT DATE: 041388 REPORT DATE: 0513b1 NSas: WE TYPE: PWR
VENDOR: CROSBY VALVE & GAGE Ct.c

(NSIC 109277) LURING PERFORMANCE OF P8ESSURIEER SAFETY VALVE (PSV) TESTING GM
APRIL 13, 1988 PSV-8010C LIFTED At 2.*10 PSIG. THIS WAS CUTSIDE THE TPOJAN
TECHNICAL SPECIFICATION (TTS) ALLOWEL TOLERANCE OF 2485 +/- 2 (IE, 2435 TO 2535
PSIG). THE VALVE LIFT SETPOINT WAS ADJUSTED AND THE VALVE RETESTED !
SATISFACTORIL., THE EXACT CAUSE OF THIS EVLNT IS UNKNOWN A*1D IS STILL BEING
TVILUATED. THE \ALVE WILL BE INSPECTED TO AT' TEMPT TO DETERMINE THE CAUSE OF THE
1.O W SEIPOINT. TEST METHODS AND THE NEED TO PERFORM ADDITIONAL PSV TESTING ARE
BRING sVALUATED. THIS EVENT HAD NO EFFECT ON PUBLIC HEALTH AND SAFETY. ?HIS
REPORT IS SUBMITTED IN ACCCRDANCE WITH THE SPECIAL REPORTING REQUIREMENTS OF TTS
3.R.3.1.

[1621 TROJAN DOCKET 50-344 LFR 88-010 i

CONTt!NMENT VENTILATION ISOLATION ON HIGH CONTAINMENT RADIOACTIVITY SIGNAL. |
EVENT DATE: 042188 REPORT DATE: 052088 NS&be WE TYPE: PWR

(NSIC 2G9326) ON APRIL 21, 1988, THE PLANT WAS IN MODE 6 WITH REACTOR VELSEL
WATER LEVEL JUST ABOVE THE TOT OF THC LOOPS AND THE T'C"OR HEAD VE?tT PATH OPEN.
THE C01TAINMENT PURGE SUPPLY A4D EXHAUST SYSTEMS WER W OPERATION. WHILE |
RAISIN 3 REACTOR VESSEL WATER 1,EVEL, A CONTAINMENT VENstLATION ISQLATION WAS ;

INITIATED BY A HIGH C0NTAINM7NT RADTOACTIVITY S!brAL FROM THE CONTAINMENT LOW i

LEVEL NOBLF GAS MONITOR ( PRF - 1 C ) . THE CONTAINMENT PURGE SYSTEM ISOLATION VALVES i
CLOSED AS REQUIRFD. THE !> CREASE IN CONTAINMENT GASEOUS ACTIVITY WAS CAUSED Bf
.A9ES BEING FORCLD OUT OF THE REACTOR VESSEL AND INTO CONTAINMENT WHEN REACTOR )
VESSEL WATER LEVEL WAS I'.C R E AS E D . IKMEDIATE CORRECTIVE ACTION WAS TO STOP

_. _
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RAISING REACTOR VESSEL WATER LEVEL. A TEMPOR7RY PROCEDURE WAS IMPLEMEN'tED THAT
PROVIDED FOR REDUCTING GASES FROM THE REACTOR VESSEL AND DIkECTING THEM TO THE
REFUELING CAVITY EXHAUST SYSTEM. THE METHOD FOP ESTABLISHING THE PRM-1C SET
POINT WAS REVISED TO INCORPORATE A MORE REPRLSENTATIVE BACKGROUND DETEPMINATION
WHEN A RELEASE IS PLANNED. THIS EVENT AAD NO EFFECT ON PUBLIC .*lEALTH AMD $AFETY.

(163] TURKEY POINT 3 DOCKET 50-250 LER 88-006
MISSED SURVEILLANCE OF GAS DECAY TANK HYDROGEN AND OXYSEN CONCENTRATION DUE TO
PERSONNEL ERROR.
EVENT DATE: 040888 REPORT DATE 052388 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: TURKEY POINT 4 (PWRI

(NSIC 209377) LN 4/8/f8, WITH UNITS 3 AND 4 AT 1004 POWER, THE SURVEILLANCE OF
THE HYDROGEN AND OXYGEN CONCENTRATION OF THE IN-SERVICE GAS DECAY TANK WAS NOT
PERFORMED. TECHNICAL SPECIFICA720N (TS) 3.9.2.G.1 REQUIRES THE HYDROGEM AND
OXYGEN CONCENTRATION TO BE DETERMINED ONCE PER DAY DURING OPERATIONS OThdR THAN'

| DEGASSING. THE SURVEILLANCE WAS PERFORMED OH 7PRIL 7 AT 1100 AND WAS NEXT
1 PERFORMED ON APRIL 9 AT 1045 WITH SATISFACTORY RESULTS EACH TIME. THr 48 HOURS

BETWEEN SURVEILLANCES DOES NOT MEET TS REQUIREME9TS. THE CAUSE OF THE MISSED
SURVE!!LANC3 WAS PERSONNEL ERROR. WORK WAS BEING PERFORMED IN THE ROOM WHERE THE
S/MPLE AND ANALYSIS EQUIPMENT IS LOCATED. DURING SHIFT TURNOVER, THE CHEMISTRY

i

TECHNICIAN AND HIS SUPERVISOR DISCUSSED THE FACT THAT THE WORK WOULD HAVE 10 BE

] STOPPED AND IHd SYSTEM LINED UP IN ORDER TO TAKE THE SAMPLE OF THE IN-SERVICE GAS
DECAY TANK TO PERFORM THE TS REQUIRED ANALYSIS. THE CHEMISTRY TECHNICIAN j

MISUNDERSTOOD THIS CONVERSATION TO MEAN THAT THE SUPERVISOR WOUID PERFOMM THE TSj

REQUIPED SURVEILLANCE. THEREFORE, THE DAILY TS RIQUIRED ANALYSIS OF THE
IN-SERVICE CTS DECAY TANK WAS NOT PERFORMED AS REQUIRED. THE SURVilLLANCE HAS
3EEN INCORPORATED IN THE CHEMISTRY DAILY WORKSHEETS. VERIFICATION OF THE

,

| SATISFACTORY COMPLETION OF THE SURVEILLANCE IS PERFORMED BY THE SUPERVISOR
INITIALING THE YORKSHEET. THE SUPERVISOR IN CHARGE AND THE TECHNICIAN WERE.

COUNSELED.

(

{164| TUREr' POINT 3 DOCKET 50-250 LER 88-005a

, LOSS OF FLOWPATH FR'M BORIC ACID STORAGE TANKS TO KEACTOR COOLANT TYSTEM DUE TO f

] COUPLING FAILURE OF THE 3B BORIC ACID TRANSFER PUMP (BATP) AND SEAL FAILURE OF
THE 3A BATP.) .

EVENT DATE: 041584 REPORT DATE: 051388 NSSS: WE TYPE: PWR *

OTHER UNITS INVOLVED: TURKEY POINT 4 (PWRI
VENDOR: DURAMETALLIC CORP.

GouLDS PUMPS INC.
1

(NSIC 2093533 CN 4/14/98 AT 0305, THE 3B BORIC ACID TRANSFER PUMP (BATP) WAS
; TAKEN OUT OF SERVICE (00$1 DUE TO THE PUMP'S FAILURE TO DELIVER FLOW. TS .6.B.4*

REQUIRES A FLOW PATH FROM THE BORIC ACID STORAGE TANKS (BASTl WHEN A R /OR IS
i CRITICAL. CH 4/15. AT 1)?$, A NUCLEAR OPERATOR REPORTED THAT THE 3A BAtt SEAL

TANK WAS SHOWING NO WATER. AS BOTH PUMPS WHICH WERE ALIGNED TO UNIT 3 WERE NOW;

| OOS, NO FLOW PATH FROM THE BAS 75 TO UNIT 3 FOR WHICH CREDIT COULD PE TAKEN
EXISTED. THIS PLACED THE UNIT IN TS 3.0.1, WHICH REQUIRES THAT ACTION BE
INITIATED WITHIN ONE HOUR TO PLACE THE UNIT IN A MODE IN WHICH TS 3.6.B.4 DOES

'

HL' atPLY (MODE 31. AT 1415 THE 4A BATP WAS ALIGNED TO UNIT 3. THE UNIT EXITED
j TS 1.0.1 AND EN'ERED TS 3.6.D.2, bHICW PERMITS CONTINUED POWER OPERATION WITH CNE
I OF T67 'utEE REQUIRED BATPS 005 FOR 24 HRS. IST OF THE 35 BATP WAS COMPLETED AND
I THE PUMP WA3 RETURNED TO SERVICE AT 1715 ON 4/15. AT WHICH TIME THE UNIT EXITED
| TECH SPEC 3.6.D.2. THE CAUSE OF THE 38 BATP'S FAILURE WAS A LOOSE SET SCREW IN
| THE MOTOR / PUMP COUPLING. THE CAUSE OF THE 3A BATP'S SEAL WATER LEVEL DECREATE

WAS A FAILED REAL. THE 4A BATP WAS REALIGNED TO PROVIDE A BORIC ACID FLOWPA%H TO
| UNIT 3. AND THE 3B BATP WAS RETURNED TO SERVICE AT 1715 ON 4/15. THE MECHANICAL

5EAL FOR THE A BATP WAS REPLACED PUMP RETURNED TO SERVICE ON 4/18.

|
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[165] TURKEY PO!NT 4 DOCKET 50-251 LER 88-004 l
TECH SPEC ACTION STATEMENT EXCEEDED WHEN 880 VOLT UNDERVOLTAGE RELAY FAILED |
DURING PERIrDIC TESTING.
EVENT DATE: 040988 REPORT DATE: 050988 HSSS: WE TYPE: PWR 4

VENDOR: GENERAL ELECTRIC CO.

(NSIC 209265) ON APRIL 8, 1988, THE REQUIREMENTS OF TECHNICAL SPECIFICATION (TS)
TABLE 3.5-2, ITEM 3.2.8 WERE EXCEEDED. DURING THE PERFORMANCE OF CPERATINO
PROCEDURE (OPl 9404.2, 4160 VOLT AND 480 VOLT SWITCHGEAR - UNDERVOLTAGE TEST, THE
UNDERVOLTAGE POOTECTION CIECUIT FOR THE 4A 480 VOLT LOAD CENTER WOULD NOT PASS |
THE TEST. THIS CNANNEL WAS DECLARED OUT OF SERVICE AND MAINTENANCE WAS REQUESTED

'

TO INVESTIGATE THE FAILURF. TS SECTION 3.5 TABLE 3.5-2, ITEM 3.2.B REQUIRES 1

THAT FOR THE 480V LOAD CENTERS POWER OPERATION MAY CONTINUE WITH ONE CHANNEL
INOPERABLE AS LONG AS THE IHOPERABLE CHANNEL 15 PLACED IN 7t4E TRIPPED CONDITION.
OPERATIONS WAS UNABLE TO PLACE THE CHANNEL IN THE TRIPPED CONDITION. THEREFORE,

; THE REQUIREMENTS-OF TS TABLE 3.5-2 ITEM 3.2.8 COULD NOT BE MET AND UNIT 4 WAS
1 REQUIRED TO BE PLACED INTO TS 3.0.1 WHICH REQUIRES THE UNIT TO BE IN HOT STANDBY
| IN 7 HOURS. MAINTENANCE REPLACED RELAYS 3277X/4AL AND 327TX/4A2. OP 9404.2 WAS
| RLCOMMENCED AND THE REPLACED RELAYS WERE SATISFACTORILY TESTED. OHIS TOOK THE

UNIT OUT OF TS 3.0.1. THE CAUSE OF THE EVENT WAS FAILURE OF RELAYS 3277X/4AI AND
] 3277X/4A2 IN THE UNDERVOLTAGE PROTECTION SCHEME FOR THE 4A 480 VOLT LOAD CENTER.
"

FPL'S ENGINEERING DEPARTMEMT HAS BEEN REQUESLED 70 EVALUATE THIS FAILURE TO
DETERMINE ROOT CAUSE AND APPROXIMATE CORRECTIVE ACTIONS.

[166] TURKEY POINT 4 DOCKET 50-251 LkR 88-005
CALIBRATION OF NUCLEAR INSTRU"ENTATION SYSTEM POWER RANGE DETECTORS PRRFORMED *

| LATE DUE TO PERSONNEL ERROR.
j EVENT DATE: 042588 REPORT DATE: 052488 NSSS: WB TYPE: PWR

i

(NLIC 209378) THE NUCLEAR INSTRUMdNTATION SYSTEM (NIS) POWER RANGE DETECTORS ARE
CALIBRATFD BY PERFORMING A CALORIMETRIC MEAGUREMENT AND COMPARING THE RESULTS
WITH THE NIS INDICATED POWER. THIS If USUALLY PERFORMED AUTOMATICALLY BY THE
DIGITAL DATA PROCESSING $7 STEM (DDPSI. IT WAS LAST PERFORMED ON 4/24/08, AT

i 0730. DUE TO MALFUNCTIONS, Tht DDPS WAR DECLARED OUT OF SERVICE (003) At 2108,
I 4/28 EFFORTS TO RETURN THE DDPS TO SERVICE WERE INITIATED IMMEDIATELY, HOWEVER A ;

,

i PLANT WORK ORDER (PWO) TO REPAIR TI E DDPS WAS GENEDATED AT APPROXIMATELY 07 30
WHEN IT BECAME AP>ARENT THAT INSTRLMENTATION AND CONTROLS (!&C) MAINTENANCE HEL? 1

WAS RtQUIRED. UNTIL ABOUT 1030 't H E EMPHASIS WAS PLACED UPON FIXING THE DDPS AND4

I IT WAS BELIEVED 7 HAT A MANUAL CALCULATION WOULD NOT BE HEEDED, AT APPROXIM.iTELY
I 1100 EFFORTS TO PERFORM THE CALCULATION MANUALLY WERE INITIATED, HOWEVER THE
| CALCULATION WAS NOT COMPLETED VNTIL 1358. AS THE GRACE PERIOD EXPIRED AT 1330

THE Ps *ER RANGE DETECTORS WERE DECLARED OOS, AND THE UNIT ENTERED TS 3.0.1. AT
I

1350 THE DETECTORS WERE RETURNED TO SERVICE AND THE UNIT EXITED TS 3.0.1. THE
CAUSE OF THE LATE SURVEILLANCE WAS PERSONNEL ERROR. THE DDPS WAS REFAIRED. THE
GROUP PESPONSIBLE FOR THE PERFORMANCE OF THIS SURVEILLANCE DISCUSSED THIS EVENT
IN ORDER TO PREVENT RECURRENCC BY AbSURING THAT ADEQUAT1 TIME IJ ALLOTTED TO
PERFORM THE SURVEILLANCE MANUALLY.

[167] VERMCAT YANKEE DOCKET 50-271 LER 88-005
POTENTIAL LOSS OF SGBT TRAIN DUE TO EXTENSION OF LOOP SEAL.
EVENT DATE: 041788 REPORT DATE: 052788 NSSS: GE TYPE: EWR

(NSIC 209454) DURING 1004 POWER OPERATION ON 04/17/98, AN OPERATOR IDENTIFIED
THAT THE EXISTING TYGON TUBING HAD BEEN REPLACED WITH TUaING THAT HAD INCREASED
THE VERTICAL HEIGHT OF TKG DRAIN LOOP SEALS FOR BOTH STANDBY GAS TREATMENT (SBGT)
TRAINS (E!!S=BH). FOLLOWUP BY THE OPERATOR REVEALED THAT EXCESSIVE DRAIN LOOP
SEAL WATER COLUMN HEIGHT COULS PREVEAT THE SBGT MOISTURE SEPARATOR FROM DRAINING.
THE FILLING OF THg SBGT TRAINS WOULD RESULT IN A REDUCTION OF IODINE ADSORBTION
BY THE ACTIVATED CHAR?OAL BEDS. THE TUBING WAS REPAIRED TL RETURN THE LOOP SEAL

l
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i WATER COLUMN TO ITS ORIGINAL HEIJHT. THE LENGTH OF ADLITIONAL TUBING FOR THE "A"

j TRAIN WAS SHORTER THAN THAT FOR THE "B" TRAIN. IT WAS DETERMINED THAT THE "B"

j TRAIN WOULD HAVE BEEN AFFECTED DURING POST-LOCA LONG TERM CONTAINMENT CLEANUP,
AND THAT THE *A" TRAIN WOULD HAVE OPERATED NORMALLY. THE ROOT CAUSE COULD NOT BE'

* DETERMINED BUT a PROBABLE CAUSE HAS SEEN IDENTIFIED THAT LID TO THE EVENT. THE

j USE OF TYGON TUBING ON THE $8GT DRAIN LOOP SEAL WTLL BE EVALUATRD PER A
: MECHANICAL BYPASS REQUEST. A WALKDOWN WILL BE PERFORMED TO ASSURE THAT ANY OTHER
| TUBING BE!NG USED IN AN OPERATIONAL CONFIGURATION IS DOCUMENTED AND uoNTROLLED.
j PLANT PERSONNEL WILL BE GIVEN SPECIFIC TRAINING ON THIS EVENT. TO IDENTIFY THE
8 PROPER ROOT CAUSE AND CORRECTIVE ACTION. AN EXTENSION 07 10 DAYS WAS REQUESTED OF

AND GRANTED BY THE NRC SENIOR RESIDENT INSPECTOR.'

|168] VERMONT YANKEE DOCKET 50-271 LER 88-004
,

ISCLATION OF RADIATION MONITORS DUE TO PERSONNEL ERRC1.,

EVENT DATE: 0420$$ REPORT DATE: 052000 WSSS: GE TYPE: BWR
;

$ (NSIC 209354) AT 17:0C HOURS ON 4/10/88 WITH THE PLANT OPERATING AT 100% POWER,
| IT WAS DETERMINED THAT THE MANUAL ISOLATION VALVES IN THE SUPPLY AND RETURN LINES

TO THE TWO ADVANCED OFF GAS (E!!S=WF) RADIATION MONITORS WERL CLOSED, THUS,

} PREVENTING THEM FROM SUPERVIS?NG STREAM RADIATION LEVFLS. THESE MONITORS INITIATE
AUTOMATIC SYSTEM ISOLATICH UPON DETECTION OF HIGH RADIATION LEVELS. UPON
DISCOVERY, THE VALVES WERE REOPENED AND FLOW WAS IMMEDIATELY RESTORED TO THE

! MOWITORS. INVESTIGAT20H OF THIS EVENT HAS FOUND THE ROOT CAUSE TO BE PERSONNEL
ERROR. THE MONITOR INLET AND OUILET VALVES WERE CLOSED AS PART OF A ROUTINE'

j DRAINING OPERATION AND WERF INADVERTENTLY LEFT CLOSED AFTER DRAINING WAS
j C 01.P L ET E . CORRECTIVE ACTION CONSISTED OF A DISCUSSION WITH THE PERSONNEL INYOLVED
i CONCERNING THE IMPORTANCE OF RETURNING THE SUBJECT VALVES TO THEIR OPEN POSITION.
I IN ADDITION, THE SPECIFIC DRAINING OPERATION STEPP HAVE BEEN INCORPORAT2D INTO A

PROCEDURM TO BE USED DURING IUTURE DRAINING EVOLUTIONS. THIS WILL ASSURE A
RETURN TO THE PROPER VALVE ALIGNMENT AFTER DRAINING IS COMPLETE.

I

(1691 WATERFORD 3 DOCKET 50-382 LER 88-006
FIRE BARRIER DEGRADED DUE TO INADEQUATE ADMINISTRATIVE CONTROL.
EVENT DATE: 040588 REPORT DATE: 0$0688 NASS: CE TYPE: PWR

(NSIC 209333) AT 1429 HOURS ON APRIL 5. 1988 WATERFORD STE AM F'.ECTRIC STATIUN
| UNIT 3 WAS IN COLD SHUTDOWN WHEN A VITAL AREA FIRE DOOR (VAFD) WAS DISCOVERED TO
- BE-IMPARIED THE VAFD WAS POSTED BY SECURITY SINCE APRIL 1, 1988 DUE TO A
I MALFUNCTIONING LOCK. ON APRIL 5, 1988 A UTILITY MECHANIC REMOVED THE LOCK BUT
| CCULD NOT REFAIR IT AND SECURED FROM THE JOB AT 0146. AT 1015 HOURS THE AREA WAS
i DEVITALIEED AND A POSTED SECURITY OFFICER WA9 NO LONGER REQJIRED. AT 1429 HOURS
I A SECURITY OFFICER. TRAIXED IN FIRE D*0R INTEGh!TY, WAS PEFFORMING THE DAILY FIRE

| DOOR SURVFILLANCE WHEN HE DISCOVEWED THE DOOR WITH ITS LOCKING MECHANILM MISSING.
SINCE REMOVAL OF THE Lock T3 A FIRD EARRIER DESIGN DEVIATION A FIRE IMPAIRMENT,

| WAS ISSUED IN ACCORDANCE WITH TECHNICAL SPECIFICATION 3.7.11. THE ROOT CAUSE OF
i THIS EVEh? WAS INADEQUATE ADMINISTRATIVE CONTROL. THF9E WAS NO POSITIVE MEANS TO

ENSURE A FIRE IMPAIRMENT WAl ISSUSD. TO PREVENT RECURRENCE A NOTE HAS BEEN ADDED
TO THE WORK AUTHORIE ATIO: fMSTRUCTIONS. PkOCEDUAES ARE BEING REVISED TO REQUIRE
A FIRE PROTECTION IMPAIRMENT BE ISSUED WHEN A PROBLEM IS IDENEIFIED WITH A FIRE

| FECTECTION APPLIANCE. FIRE DETECTION EQUIPMENT WAS OPERABLE Ch CNE SIDE OF THE
DOOR ANL QUALIFIED FIRE WATCHES TRANSITED THE AREA AT LEAST ONCE PER HOUR. THE
PLANT WAS In A MODE IN WHICH A FIRE IN THIS AREA WOULD NOT hAVE AFFECTFD PLANT
SAFETY. THERE WAS THEREFORE, NO SA*ETY SIGNIFICANCE TO THIS EVENT.

[174) WATERFORD 3 DOCKET 50-382 LER $$-007
j MISSED CHEMISTRY SAMPLE DUE TO COGNITIVE PkRSOHNEL ERSVR.
| AltNT DATE: 0413Je RFPORT PAIL: 051268 NSSf' CE TYPE: PWR



- _ - - . _. . _ _ .

64 |
| )

(NSIC 209334) AT 1121 HOURS ON APRIL 13, 1988 WATERFORD STEAM ELECTRIC STATION
UNIT 3 WAS IN COLD SHUTDOWN WHEN IT WAs DISCOVERED THAT A MONTHLY TECHNICAL
SPECIFICATION (TS) SAMPLING REQUIREMENT WAS MISSED. THE PREVIOJS PLANT STACK
TRITIUM SAMPLE WAS PERFORMFD ON MARCH 3, 1968. ON APRIL 11, 1988 A SUTERVISOR
DISCOVERED THE SAMPLE WAS OVERDUE, BUT INCORRECTLY CONCLUDED THE CONTAINMENT
PURGE SAMPLE SATISFIED THE SURVEILLANCE. ON APRIL 13, 1988 THE SUPERVISOR
LEARNED THE SAMPLE CANNOT BE SUBSTITUTED AND THE PLANT STACK TRITIUM SAMPLE WAS
TAKEN. THE MAXIMUM ALLOWABLE SURVF.ILLANCE INTERVAL WAS EXCEEDED ON APRIL 8,
1988, THEREFORE TNE PLANT OPERATED IN A CONDITION PROit!BITED Bs TS FOR FIVE DAYS.
THE ROOT CAUSE OF THIS EVENT IS COGNITIVE PERSONNEL ERROR DUE TO NOT FILING THE

| bURVEILLANCE TICKLER CARDS. THIS RESULTED IN THE SAMPLE NOT BEING SCHEDULED.
CONTRIBUTING CAUSES WERE THAT THE COMPUTER TRACKING SYSTEM DID NOT INCLUDE THIS
SAMPLE AND NO ONE WAS ASSIGNED SPECIFIC RESPONSIBILITY TO ENSURE THE TICKLER

| CARDS ARE FILED PROPERLY. THE SAMPLE WAS TAKEN AND FOUND TO BE IN SPECIFICATION.
| CHEMISTRY TECHNICIANS AND THEIR SUPERVISOR WERE COUNSELED. PROCEDURES ARE BEING
l REVISED AND AN INDEPENDENT EVALUATION OF THE CHEMISTRY TS PROGRAM HAS BEEN '

| PERFORMED. SINCF THE SAMPLE WAS IN SPECIFICATION WHEN PERFORMED AND THE PLANT IS
SHUTDOWN FOR REFUELING THERE IS NO HEALTH HAEARD OR SAFETY SIGd!PICANCE TO THIS
EVENT.

'

(171] WATERFORD 3 DOCKET 50-382 LER 88-008
ESF VENTILATION ACTUATIONS DUE TO VOLTAGE FLUCTUATIONS ON A VITAL UNINTERRUPTABLE
BUS.'

| EVENT DATE: 041788 REPORT DATE: 051788 NSSS: CE TYPE: PWR i

(NSIC 20933>> AT 0547 HOURS ON APRIL 17, 1988, AND 2217 HOURS ON APRIL 20, 1988, [
WATERFORD STEAM ELECIRIC STATION UNIT 3 WAS SHUTDOWN IN THE REFUELING MODE WHEN A
VOLTAGE FLUCTUATION ON THE 'A' TRAIN VITAL UNINTERRUPTABLE BUS, POWER i

OISTRIBUTION PANEL (PDP) 390-SA, RESULTED IN AN AUTOMATIC START OF THE 'A' TRAIN
CONTROL ROOM AND FUP.L HANDLING BUILDING EMERGENCY FILTRATION UNITS AND ISOLATION
OF THE 'A' TRAIN SUPPLY AND RETURN VALVES TO THE NON-SAFETY COMPONENT COOLING
WATER HEADER. THE AFFECTED EQUIPMENT WAS RETURNED TO NORMAL AND AH INVESTIGATION
WAS BEGUN. THESE EVENTS ARE REPORTABLE AS ENGINEERED SAFEGUARDS FEATURES (ESP)
ACTUATIONS. TROUBLESHOOTING HAS NOT DEFINITELY DETERMINED A ROOT CAUSE FOR THESE
EVENTS. THE CAUSE IS SUSVECTED TO BE RELATED TO KAINTENANCE ACTIVITIES
ASSOCIATED WITH LOADS SUPPLT TD B'l PDP 3 9 0-S A. IF A ROOT CAUSE IS DETERMINED FOR ;

THESE EVENTS, IT WILL BE DESCRIBED IN A REVISION TO THIS REPORT. THE AFFECTED (3QUIPMENT OPERATED AS DESIGNED AND WAS RESTORED TO ITS NORMAL OPERATING CONDITION
IMMEDIATE!.Y AFTER RACH EVENT. THERE WAS NO EFFECT ON *B' SAFETY TRAIN
COMPONENTS. THUS. THERE WAS NO SAFETY $1GNIFICANCE TO THESE EVENTS. |

|
| [1721 WOLF CRdEK 1 DOCKET 50-482 LER 88-006 |

| ENGIN!ERED SAFETY FEATUNES ACTUATION DUE TO CONTROL ROOM VENTILATION !$0LATION
i SIGNAL CAUSED SPURIOUS SPIKE OF A CHLORINE MONITOR.
'

EVENT DATE: 04. FEPORT DATE: 050988 NSSS: WE TYPE: PWR'

VENDOR: M D A SC6.NTIFIC, IhC.

i(NSIC 209289) ON APRIL 22, 1988, AT 2324 CST, A CONTROL ROOM VENT!LATION
ISOLATION SIGNAL (CRVIS) OCCURRED DUE TO CHLORINE MONITOR GK-AITS-2 INDICATING

,

!

HIGH CHLORINE LEVEL IN THE OUTSIDE AIR MAKEUP TO THE CONTROL BUILDING HEATING, !
VENTILATING AND AIR CONDITIONING SYSTEM. NO CHLORINE WAS PRESENT AS EVIDENCED BY
NORMAL READINGE CM THE REDUNDANT CHLORINE MONITOR. CONTROL ROOM PERSONNEL i

CON)JRMED THAT THE SIGNAL WAS THE RESULT OF A SPURIOUS SPIKE AND HOT THE RESULT |
OF AN ACTUAL HIGH CHLORINE CONDITION. DURING SUBSEQUENT TROUBLESHOOTING WY 1

INSTRUMENTATION AND CONTROLS PERSONNEL, A ROOT CAUSE FOR THE SPURIOUS SPIKE COULD
NOT BE POSITIVELY DETERMINED, dOWEVER, IT IS BELIEVED THAT THIS SPIKE WAS CAUSED
BY A RADIO TRANSMI.SIDH IN THE IKMEDIATE VICINITY OF THE MONITOR. A SIMILAR SPIKE

|
CAUSED BY RADIO TRANSMISSION WAS RECREATED DURING TESTING IN Tu3 INETRUMENTATION |

AND CONTROLS SHOP. TO PREVENT FUTURE ACTUATIONS CAUSED BY RADIO TRANSMISSIONS,

i

|
1
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SIGNS WERE PLACED IN THE AREA PREVENTING RADIO TRANSMISSION. A LETTER WAS PLACED
IN SECURITY REQUIRED READING TO MNSURE THAT SECURITY PERSONNEL WILL NOT USE THEIR
RADIOS IN THIS AREA.

[173) YANKEE ROWE DOCKET 50-029 LER P8-006
SWITCHGEAR ROOM HALON SYSTEM OUT OF SERVICE FOR MORE THAN 14 DAYS.
EVENT DATE: 042088 REPORT DATE: 052088 NSSS: WE TYPE: PWR

(NSIC 2093493 ON 4/6/88, AT 1115 HOURS. DURING NORMAL STEADY STATE OPERATION,
(MODE 1 100 PERCENT POWER) THE SMITCHGEAR ROOM HALON SYSTEM WAS DECLARED-

INOPERABLE. THE DEGRADATICH WAS DECLARED WHEN ONE OF THE SIX HALON BOTTLES WAS
FOUND. BY SURVEILLANCE. TO WEIGH TWO POUNDS LESS THAN THE 95 PERCENT OF FULL
CHARGE WEIGHT ALLOWED BY TECH SPECS 3.7.10.5. ARRANGEMENTS WEP' MADE TO ESTABLISH
AN HOURLY FIRE WATCH PATROL, WITH BACKUP FIRE SUPPRESSION EQUIPMENT IN THE AREA
WHEN THE CONTINUOUS FIRE WATCH ESTABLISHED BY THE SURVEILLANCE PROCEDURE WAS NO
LONGER REQUIRED. PYROTRONICS, THE HALON SYSTEM MANUFACTURER, WAS CONTACTED THE
SAME DAY TO OBTAIN INFORMATION ABOUT RECHARGING THE LOW WEIGHT BOTTLE AND TWO
OTHERS WHICH WEIGHED LESS THAN 100 PERCENT OF FULL CHARGE WEIGHT. THE PURCHASE
ORDER PROCESS FOR RECHARCING THE THREE BOTTLES WA! COMPLETED ON 4/13/88. THE
BOTTLES WERE PICKED UP ON 4/14/88. THE BOTTLES WERE RECHARGED ON 4/15/98 AND
RETURNED TO THE PLANT ON TUESDAY 4/19/88. RECEIPT INSPECTION AND INfTALLATION OF
THE HALON BOTTLES WAS COMPLETED ON 4/20/88, AT 1243 HOUR $. WHEN THE SYSTEM WAS
DECLARED OPERATIONAL. THE HALON SYSTEM WAS INOPERABLE FOR 1 HOUR AND 28 MINUTES
LONGER THAN THE 14 DAYS ALLOWED IN THE TECH SPEC ACTION STATEMENT.

[174] YANKEE ROWE DOCKET 50-029 LER 88-007
INADVERTENT OPENING OF THE Pf4SSURISER SOLENOID OPERATED RELIEF VALVE.
EVENT DATE: 043088 REPORT DATE: 052788 NSSS: WE TYPE: PWR

(NSIC 209451) ON 4/30/88 AT 1510 HOURS WITH THE PLANT IN MODE 3 AND THE REACTOR
COOLANT SYSTEM AT OPERATING TEMPERATURE AND PRESSURE, THE PRES $URIEER SOLENOID
OPERATED RELIEF VALVE (PR-50V-90) WAS INADVERTENTLY OPENED. THE EVENT OCCURRED
WHEN INSTRUMENTATION AND CONTROL (IEC) DEPARTMENT PERSONNEL WFRE PERFORMING A
PRECRITICAL OPERASILITY CHECK OF THE REACTOR PROTECTIVE SYSTEM INSTRUMENTATION.
A TESTER, UNDER TMF SUPERVISION OF A TECHNICIAN, INSERTED A CIRCUIT TEST PLUG
INTO TEST JACKS OF PR-50V-90 CONTROL CIRCUIT INSTRUMENTATION INSTEAD OF REACTOR
COOLANT LOOP 1 FLOW MONITORING INSTRUMENTATION. THd ERROR WAS NOTICED
IMMEDIATELY BY THE TECHNICIAN, AND THE TEST PLUG WAS REMOVED, CLOSING PR-50V-90.
BECAUSE THE !$0LATION VALVE (PR-MOV-512) UPSTREAM OF PR-SOV-90 WAS CLOSED. THERE
WAS NO FLOW FROM THE PRESSURIEER. THE EVENT IS ATTRIBUTED TO PERSONNEL ERROR, IN
THAT THE TESTER FAILED TO CORRECTLY IDENTIFY THE TEST CIRCUIT PRIOR TO INSERTING
A TEST PLUG. THE NRC WAS NOTIFIED VIA ENS AT 1830 HRS. CORRECTIVE ACTIDNS
INCLUDE COUNSELING THE 14C TESTERS AND TECHNICIANS, AND IMPROVED IDENTIFICATICN
OF THE TEST CIRCUITS WITHIN THE MAIN CONTROL BOARD. THE PROCEDURE FOR PERFORMING
THE SURVEILLANCE WAS REVIEWED AND DETERMINED TO PROVIDE ADEQUATE INSTRUCTIONS AND
PRECAUTIONS.

[175] EIOM 1 DCCKET 50-2?% LER 88-0J5
REACTOR TRIP DUE TO STEAM GENERATOR LEVEL TRANSIEHF AFTER FEEDWATER PUMP TECT.
EVENT DATE: 022488 REPORT DATE: 032588 NSSS: WE TYPE: PWR
VENDOR: FISHER CONTROLS CO.

(NJIC 2094'' a. APPROXIMATELY 1000 HOURS ON FEBRUARY 24, 1988 E!ON UNIT 1
TRIPPEL FF *% POWER. THE TECHNICAL STAFF HAD BEEN PERFORMING LOW PRESSURE
STEAM POPP. .mSTING CN IB FEEDWATER (FW) PUMP PER TFCH STAFF SPECIAL PROCEDURE
ITSSP) 87-29. TEE IMMaDIATE CAUSE OF THE TRIP WAS HIGH STEAM GENERATOR LEVEL
CAUSED BY SLOW RESPONSE OF THE 1C FEED REGULATING VALVE AND ITS INABILITY TO
FOLLOW THE SWING IN FW HEADER PRESSURE WHEN 18 FW PUMP WAS TRIPPED OFF AS PART OF
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( THE POPPET TEST. CONTRIBUTING FACTORS WERE FAILURE OF TSSP 81-29 TO ANTICIPATE
| THE MAGNITUDE OF THE EFFECT OF FW PUMP SPEED ON FW FLOW TO THE STEAM GENERATORS,

| FALSE ALARMS ON THE ANNUNCIATOR PANEL DUE TO A SHORT CIRCUIT WHICH DIVERTED THE
OPERATOR'S ATIENTION FROM THE RISING S/G LEVEL, AND FAILURE OF THE CHART RECORDER

FOR CQNTROL ROOM S/G LEVEL DURING THE EVENT. THE REACTOR PROTECTION SYSTEM
FUNCTIONED PROPERLY IN TRIPPING THE UNIT, MINIMIEING SAFETY SIGNIFICANCE.
CORRECTIVE ACTIONS INCLUDE REPAIRS TO THE FW REGULATING VALVE AND REV!310NS TO FW
PUMP POPPET TESTING PROCEDURES.

[176) EION 1 DOCKET 50 295 LER 88-008
PROCEDURE CHANGE NOT PROPERLY OH-SITE REVIEWED DUE TO DEFICIENT ADMINISTRATIVE
PROCEDURES.
F. VENT DATE: 041888 REPORT DATE: 051848 NSSS: WE TYPE: PWR

(NSIC 209357) ON APRIL 18, 1988 IT WAS DETERMINED THAT THE REVIEW OF CERTAIN >

PROCEDURE CHANGES HAD BEEN APPROVED BY THE STATION ON SITE REVIEW (OSRI, BUT HAD

NOT BEEN REVIEWED BY AN INDIVIDUAL HOLDING A VALID SENIOR REACTOR OPERATOR'S
(590) LICENSE. AS REQUIRED BY TECH SPECS. TWO OF THESE PROCEDURES, CHEMISTRY
PROCEDURES ECP 7 00-2 MID ICP 700-3, HAD BEEN PERFORMED SINCE THE IMPLEMENTATION
OF THESE CHANGEE. THIS EVENT WAS CAUSED BY A FAILURE IN THE ADMINISTRATIVE
CONTROL OF SELECTION OF PERSONNEL TO lEVIEW PROCEDURE CHANGES. EACH INDIVIDUAL ,

WHO APPROVED THESE PROCEDURE CHANGES DID SO UNDER THE ASSUMPTICH THAT ONE OF THE ,

OTHER REVIEWERS WOULD BE LICENSED. THE ADMINISTRATIVE PROCEDVRE CONTROLLING +

'REVIEW AND APPROVAL OF P20CEDURE CHANGES DID NOT INCLUVE A CHECK TO ENSURE THAT
THE OSR MEMBERS INCLUDED AN SRO LICENSE. ALL PROCEDURE CHANGES APPROVED WITHOUT
SRO REVIEW WERE ASSIGNED TO AN SRO FOR REVIEW. CORRECTIVE ACTIONS WILL INCLUDE

I
CHANGES TO THE ADMINISTRATIVE PROCEDURE CONTROLLING PROCEDURE CHANGE REQUESTS. TO
INCLUDE VERIFICATION THAT AN SRO LICENSED INTIVIDUAL HAS REVIEWED ANY PROCEDURE i

CHANGES WHICH REQUIRE SRO REVIEW PRIOR TO IMPLEMENTATION. |

!

{177) EION 1 DOCKET 50-295 LER 88-009
FAILURE TO TEST SAFEGUARDS VNDERVOLTAGE LOGIC DUE TO INADEQUATE REY!EW OF TEST ,'

PROCEDURES. ,

EVENT DATE: 042288 REPORT DATE: 052388 NSSS WE TYPE: PWR (
OTHER UNITS INVOLVED: EION 2 (PWR) '

|
(NSIC 209456) ON 4/22/88, kHILE INVESTIGATING WIRING DISCREPANCIES IN THE UNIT |

ONE 2 OUT OF 3 SERVICE BUS UNDERVOLTAGE LOGIC, IT WAS DISCOVERED THAT THE LOGIC
CIRCUIT HAD NOT BEEN RIGOROUSLY TESTED $1NCE INITIAL PRE-OPERATIONAL TESTING ON i

EITHER UNIT 1 OR UNIT 2 AS REQUIRED BY TECH SPECS. UNIT 1 WAS IN COLD SHU1DOWN |
AND UNIT 2 WAS OPERATING AT 991 POWLA. THIS LOGIC CIRCUIT IS RESPONSIBLE FOR TRS
INITIATION OF SAFE SHUTDOWN EQUIPMENT UPON A LOSS OF OFF-SITE POWER. UNIT 2 WAS
PLACED IN A 4 HOUR LIMITING CONDITION FOR OPERATION (LCO) AND THE LOGIC CIRCUIT
WAS TESTED. THE UNIT 1 LOGIC CIRCUIT HAL BEEN PREF!OUSLY TESTED. ON 4/25/88 IT
WAS DISCOVERED THAT THE UNIT 2 SECOND LEVEL UNDERVOLTAGE RELAYS HAD NOT BEEN
CALIBRATED EACH REFVELING OUTAGE AS REQUIRED BY TECH SPECS. THE SECOND LEVEL
UNDERVOLTAGE RELAYS ACTUATE SAFE SHUTDOWN EQUIPMENT UPON A DEGRADED ESSENTIAL BUS
VOLnAGE. UNIT 2 WAS PLACED IN A 4 HOUR LCO AND THE RELAYS WERE CALIBRATED. A
TdELIMINARY REVIEW OF TECH SPECS SECTICN 4.4 WAS CONDUCTED TO INSURE THAT ALL
SUkVEILLANCE REOUIREMENTS WERE BEING MET. AN IN-DEPTH TECHNICAL REVIEW (AT THE
CIRCUIT LEVEL) WILL BE PERFORMED TO EhSURE ALL SUkVEILLANCE REQUIREMENTS ARE
BEING MET. THE FAILURE TO CALIBRATE THE SDCOND LEVEL UNDERVOLTAGE RELAYS AS

J
REQUIRED WAS THE RESULT OF A FAILURR TO ADD THESE RELAYS TO THE CALIBRATION LIST l
WHEN THE RELAY MODIFICATION WAS COMPLETED. |

|

|

|
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1178) EION 2 DOCKET 50-304 LER 88-004

MISSED QUADRANT POWER TILT SURVEILLANCE DUE TO DEFICIENT PROCEDURE.
EVENT DATE: 041488 REPORT DATE: 051388 NSSS: WE TYPE: PWR

(NSIC 209351) ON APRIL 14, 1988, BETWEEN 0800 AND 1300. ONE POWER RANGE NUCLEAR
INSTRUMENTATION CHANNEL WAS INOPERABLE DUE TO INSTRUMtNT MAINTENANCE (IM)
FUNCTIONAL TESTING. AN NOURLY THERMOCOUPLE QUADRANT POWER TILT RATIO (QPTR)
CALCULATION. REQUIRED BY TECH SPEC 4.2.2.C.2, WAS NOT PERFORMED DUkfHG THIS TIME,

DUE TO DEFICIENT PROCEDURES. NO ABHORMAL QPTRS OCCURRED DURING THIS TIME. THE
CORRECTIVE ACTIONS FOR TNIS EVENT WILL BE TO ADD AN OPERAT(R SIGNOFF TO THE IM
CALIBRATION PROCEDURE DIRECTING ATTENTION TO THE REQUIRED SURVEILLANCE, AND TO
MOVE THE SURVEILLANCE INSTRUCTIONS TO A PERIODIC TEST.

_
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COMPONENT INDEX
,

t

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

?

AIR 20, 35 FAILURE, INSTPUMEh? 111-113, 115.-116, f

BATTERIES & CHARGERS 23, 47 31 71 119, 120, 123, 124, 126 129 130 I

110 133, 134, 136, 138-147, 149 151, 165 !
BEARING 29 166, 163, 174 175, 177 178 i

BLOWERS 20 81, 130, 140 FAILURE, PIPE 5, 15, 36, 30, 46, 52,
BREAKER 5, it, 64, 68, 71, 107, 110 54, $5 57, 17, 85 96, 105 121, 122,

125 137, 155 134, 139 152, 167 '

BL9 ASS to FAILURE. TUBING 72 91, 167 ,

CABLMS AND CONNECTORS 5, 6 9, 23, 25 FASTENER 9 28, 50. 84 114, 164 l

21, 49, 64 66 68 71, 73. 78 90 FILTER. SCREEN 79, 118
105, 10'. 110 119 126, 137, 139 FILTERS 77, 79 167 {
145, 147, ;51, 166, 175. 177 FIRE 139 151 [

COMPONENTS 15 *7 18, 28, 35 44, 48, FLOW 55 58, 63 65 90, 127, 140, 175 !
68 94 99, 105 117 140 154, 155, FLUX DISTRIBUTION 56, 58, 112, 166 174 |

164, 169 FUEL ELEMENTS 32, 127 128 174 f
COMPUTER. DIGITAL 103 147 166 FUSE 32, 49 68 St. 101, 109, 116, !
CONDENSER 20, 58, 79 9 175 !

*

CONTAINMtNT AIR LOCK 17 43, 156 GAf 74 123, 160 172 [
CONTAINMENT SUMP 158 GEb RATOR. DIESEL 22, 119. 131

t
CONTAINMENT. ICE CONDENSER 20 GEN AATOR. MOTOR 107 i
CONTRACTOR PERSONNEL 3, 6, 21, 27, 37, NEAT EXCHANGERS 6 9 11, 20 58, 78, f49 71, 73 84 87, 102 103 107, 79 91 134 140, 152, 175 '

116, 117 124, 128 1.15, 136, 155, 172 NEATERS 40 I

CONTROL 10, 11 29, $$. 58 63, 65 67 NOSE 44, 70
90. st. 105, 110 127, 129 130 134 INDICATORS 3, 7, 8 10, 16, 23, 25 27, >

140 165, 174, 175 29, 32, 33, 35, 39, 45, 47, 52 55, !
CONTROL PANEL / ROOM 27, 30, 108 151 56, 58, 61, 62, 65 73-75, 82, 84, 89 !171 97 101-103, 111-113 116 123, 124, i
CONTROL kOD DRIVES 32, 78 133, 134, 136, 141, 146, 149, 160
CONTROL RODS 9, 32, 78 166, 168 172 175, 178 1

CONTROLLER 105 165 INSTRUMENT LINE 2, 61 133, 142 |
COOLING DEVICE 140 INSTRUMENT. ALARM 58, 73 74 110, 147
CYLINDER GAS 173 160, 175
DOOR 17 30, 31, 43, 123, 138, 156 169 INSTRUMENT. AMPLIFIER 130

j DRAINAGE 5 96, 127 INSTRUMENT. CONTROL 81 124
! DRIVE 29 50, 80 INSTRUMENT, FLP 143
1 ELECTRIC POWER 5 11, 47, 53 64 68 INSTRUMENT, INTERLOCK 5 93 145
| 71 St. 97 100, 107, 110, 125, 137, INSTRUMENT, LIQUID LEVEL 12, 143
i 155 INSTRUMENT. POSITION 10 11, 18, 29 (

ELECTRONIC FUNCTION UNITS 3 16, 24, 32, 93, 98 129, 130, 134 130, 149, |
47 53, 58, 64, 68, 71 78, St. 90, 174 |

) 97 100, 116 130, 134 136, 165 INSTRUMENT, POWER RANGE 147 1

) ENGINES. INTERNAL COMBUSTION 22, 119 It4STRUMENT . PROTECTIVE 140
EQUIPMENT 9 20, 52, 132 157 171 INSTRUMENT. SPEED 138
FAILURE. COMPONENT 15 17, 18, 28, 35, INSTRUMENT, SWITCH 2, 5, 14, it. 29,

44, 48, 68 94 99 105 117, 140 53 66. 75 81 83, 89, 93, 94 97-99
15P. 155, 164, 169 til. 120 123, 124 141, 142

FA! LUBE, EQUIPMENT 1-6, 9-11 13, 15- INSTRUMENT. TESTING 14, 75,
; 23, 25 32 34-38, 40-44, 46-53 55 INSTRUMENT, VOLTAGE St. 71 75. 119
1 57-59, 61 63-68 70-73, 77-86, 89-91, 177
I 95-101 103-108, 110, 112-114, 117- INSTRUMENTS MISC. 90 146

119 121-123 125-134, 136-140 1h2 INVERTER 66, 137
145, 147, 148, 150-102 154-159 161- LICENSED OPERATOR 9-12, 17 23, 25, 30-
169, 171 173-175. 177 178 32 47, 49, 58 62 64, 66 67 81

FAILURE, INSTRUMENT 2 3 5-8, 10-12 83 97-99 101 904 112. 113 114,
it. 16 18, 23-25 27 29, 32 33, 35, 129, 147, 156 162 175 176 178

! 39, 45, 47, 43, 52 53 55 56, 58 MONITORING SYSTEM, RADIATION 3'i
| 60-62. 65, 66, 68 11, 73 75, 78. 81- MOTORS 35, 50, 105, 139 140, 165
3

04, 89, 90. 92-94 97-103, 107 109 NEUTRON 56, 58, 112, 166, 178

l

1
a
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COMPONENT INDEX

NONLICENSED OPERATOR 55, 71, 96, 110. TURBINE 126, 129, 134, 175

127, 167 VALVE OPERATORS 10, 21, 29, 48, 55, 57,

tPERATOR ACTION 2, 5, 12, 19, 28, 48, 64, 98, 101, 105, 113, 127, 100, 150,
57, 61, 63, 72, 74, 77, 106, 108, 111, 174
119, 126, 121, 134, 138, 148, 152-154, VALVE, CHECK 28, 38, 52, 117, 122

167 VALVES 1, 4, 5, 10, 13, 15, 17, 19, 21,

PINETRATION 15, 17, 38, 43, 46, 57, 26, 28-31, 36, 38, 40, 41, 43, 44, 46,

105, 121, 122, 156 48, 50, 52, 55, 57-59, 63-65, 67 79,

PENETRATION, ELECTRICAL 42, 86, 148 80, 85, 89, 95, 98, 101, 104, 105,
PENETRATION, PIPE 15, 38, 46, 57, 105, 110, 112, 113, 117, 122, 123, 127,

121, 122 133, 134, 130, 140, 150, 154, 156,

PIPES AND PIPE FITTINGS 5, 36, 42 T2, 161, 162, 168, 169, 174, 175
54, 55, 57, 77, 85, 96, 134, 130, 139, V!BRATION 29, 126, 144

152, 167
7NEUMATIC SYSTEM 10, 55
PRESSURE DROP 10, 29, 130
PRES $URE RELIEF 40, 150, 161, 174
PRES $URE VESSELS 55, 58, 64, 72, 110,

112, 113, 127, 158, 162
PRESSURE, INTERNAL 10, 29, 130
PRESSURIEER 101
PUMP, JET 58
PUMPS 2, 18, 34, 55, 64, 77, 79, 81, >

83, 98, 107, 110, 114, 139, 159, 164
RADIATION MONITCRS 3, 7, 8, 23, 33, 35,

39, 45, 47, 62, 65, 82, 84, 89, 102,
103, 123, 136, 141, 150, 175

REACTOR 55, 58, 64, 72, 110, 112, 113,
127, 158, 162

RECOM81NERS 57
RECORDERS 144, 175
RELAYS 5, 60, 71 93, 107, 119, 140,

145, 177
RESPONSE TIME (0, 107
SAMPLING 82
SEAL 13, 17, 18, 44, 48, 50, 96, 106,

118, 148, 159, 164, 174
SENSORS. FLCW 53, 73, 82, 94, 111, 116,

133, 134, 142, 143, 175
SENSORS, LEVEL 12, 16, 52, 61 97, 120,

124, 143, 175
SENSORS. PRESSURE 2, 5, 25, 29, 55, 58,

61, 83, 92, 101, 113, 120, 134, 175
SENSORS, TEMPERATURE 27, '23, 140

; SERVOMECNANISM 21, 64, 98, 101, 105,
113, 140

SMOKE 139, 151
)

SOLID STATE DEVICE 3, 16, 58, 64, 60,
71, 84, 13,

STEAM GENERATOR 9-11, 29, 91, 134, 175
| STEEL 117

LTEEL. STAINLESS 54'

STORAGE CONTAINER 20, 67, 110, 118,
131, 16J

SUPPCRT STRUCTURE 37, 95, 108, 121,
131, 152

SYSTEM CAPACITY 67, 110
TEMPERATURE 6, 130
TOXICITY 74, 123. 160, 172
'4ANSFORMERS 5
TUBING 72, 91, 167
TURRINE 10, 18, 29, 67, 79 90, 99,
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SYSTEM INDEX

This index is based on systee end system-related keywords assigned by tne NSIC
staff when the sumanties of the LERs are prepared for computer entry.

;

ACTUATIR 12, 14 16 24, 25, 49, 52 CONTROL SYSTEM 115. 126, 129, 130, 149
59 61 74 93 97 101, 109, 120 COOLANT PURIFICATION SYSTEM 26, 37, 54

, 123, 142, 160 165, 172 177 64-66 60 107 111, 116, 139, 140 I
l ANNUNCIATORS $8 73, 110, 147 175 142 145 159, 164

|AUXILIARY 1 9 10 13, 14, 26, 67. 81 COOLANT PURIFICATION SYSTEM /SSF 159 j
97 98, 134, 138, 140, 158 159, 173 164 ;

,

I 8 LOWDOWN 13, 65 COOLANT PURIFICATION S(STEM /TSF 139
| SUILDING 1 6-4 13 14 30, 42. 45, 164 i
I 47, 59, 70-72, .' 4 , $2 St. 86, 89 COOLINw *YMTFM. SECONDARY 9-11, 15 19 !
'

103, 106-108, 123, 131, 138, 140, 145, 25, 26, 22 46, 49 55 58, 60, !
*

| 148, 150-160. 171 173 61, 64, 67 69. ,0. St. 85 91, 97 !
| BUILDING /SSF 14 98, 105, 107, 110, 112 113 121, 122

f'| BUILDING / TSP 14, 42, 138, 158 127, 130 134, 140 142 143, 175
| RYPASS 113, 130 COOLING SYSTEM. SECONDARY /SSF 10, 60 j

CALIBRATION 1, 4 5 11-13, 17, 22. 26 81 98 L
29, 31, 34 40 42, !1, 56 57, 59 COOLING SYSTEM. SECONDARY / TSP St. 64 ;

60. 62 65, 69, 70 76 82 85 88 110 134, 142

f.92, 102, 104-106. 120 125 132, 137 CORE 9, 32, 56, 50, 68 78 100, 112
140, 141 144-146, 154, 163, 1F6, 170, 127, 128, 130 147, 158 166, 170 [1 74 177 CORE REFLOODING SYSTEM 26, 101

f"COMPrNENT COOLING SYSTEh 10, 26 78 CORE SPRAY 21, 77, 87, 109, 110 120
| 114, 117, 121 140, 145, 1 *. 2 , 171 121 !
| COAPONENT COOLING SYSTEM /SSF 114 CORE SPRAY /SSF 109 I
| COMPONENT COOLING SYSTEM /TSF 114, 152 CORE SPRAY / TSP 77 87 110 f

COMPUTER. DIGITAL 147 166 CYLINDER GAS 49, 71 107 117 j
CONDENSER 50, 67 79 DEMINERALIEERS 26

(CONDENSER COOLING SYSTEM 64 79 107 DRAINAGE 49, 72. 73, 104, 107, 167 t

CONDENSER COOLING SYSTEM /SSF 107 ELECTRIC POWER 5. 11, 23 29 40, 47 |
CONDENSER COOLING SYSTEM /TSF 64 49, St. 64, 66 71, 87, 93 96, 101

:CONSTRUCTION 37, 106, 100, 148, 154 105, 107, 109 110 116 119 125 '

f
CONTAINMENT 3. 16-10, 23-26 33, 35 137 139, 140, 145. 147, 155, 165, 177
36 39 43 45, 49 50, 52, 54, 57 ELECTRIC POWER /SSF 93. 96 e

i 59, 65 60 71 73, 77 80 84, 88 ELECTRIC POWER / TSP '9 139
W9 92 95 96 107, 124 134 136 ELECTRIC POWER. VITA. 16, 68, 107, 110.

I 139-141, 145, 151 154, 156, 158 162 125 137, 145, 166 ./1, 175
i 167 EMERGENCY COOLING SYSTEM 52, 101 139 )
1 CONTA*,NMENT ATMOSPdERE 36, 38 57 89 EMERGENCY COO.tNG SYSTEM /SSF 101 '

CONTAINMENT ATMOSPNERE/TSF 36 EMERGENCY COOLING SYSTEM /TSF 52, 139
CONTAINMENT ISOLATION 1 3 4 13, 15, EMEEGENCY POWER. ELECTRIC 5, 22 75 -

17, 21, 24-26, 38 43. 46, 49 55, 57 til. 119 120 131. 139, 145 |59, 61 69 83 48, 95, 98, 101, 104 EMERGENCY POWEP. ELECTd!C/SSF 119, 139
|105 112 113, 116, 117 121, 122 EMERGENCY POWER, ELECTRIC / TSP 22 131

134, 140, 156 ENGINEERED SAFETY FEATURE 12, it. 16
CONTAINMEN' ISOLATION /SSF 25 59 24, 25, 49 52 59 61 74 93, 97
CONTAINM..Nt ISOLATION <TSF 69 101 109, 120, 123. 142, 160 165
CONTAINMEhT SPRAY 26, 52 93 138, 139 172 177
CONTA!hMENT SPRAY /SSF 9) ENGINEERFD SAFETr FEATURE /SSF 25 59
CONTAINMENT SPRAY /TSF $2 134 135 109
CONTAINMENT /F*P 54, 151 ENGINES. INTERNAL COM80STION 70. 75
CONTAINMENT /1LF 80. 139, 158, 162 115 131, 140
CONTAINMENT. 'J.E CONDENSER 20 ENVIRONMENT 84, 144, 146
CONTROL 6-8 36, 38, 42, 45 47, 57 EQUIPMENT 49, 72, 73, 104 107, 167
74 89 106 100, 123, 138, 145 148 FAILURR. ADMINISTRATIVE CONTROL 12 13,
159, 160 171, 172 30 31 43, 55, 65 69 73. 80. 85

CONTROL ROD DRIVES 9 32, 58, 60 78< 68 95. 98 104 106 120. 121, 123
,

121 149, 155 12h. 132 143, 158. 170 176, 177 |
CONTROL RCD DRIVES / TSP 58 FAILURE. DESIGN ERROR 12 19 21, 27
CONTROL SYSTEM 9, 11 it. 29, 32. 42, 24, 37, 61 71, 73 74, 77 111, 119

55, 72 75 78 St. 90, 98 99 113 123. 128. 131 134 138-140, 153, 172
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FA1 LURE, FABRICATION ERROR 3. 21, 32, ON SITE 105, 107, 116, 119 139, 140,'

; 84, 87, 103, 116 117, 124, 136 155 145, 165, 177

FAILURE. INSTALLATION ERROR 18, 40. 49 PNEUMATIC SYSTEM 10, 16, 26 32, 107

57, 72 94, 140, 152 PNEUMATIC SYSTEM /SSF 10. 107
FAILURE, MAINTENANCE ERROR 6, 7, 10 PNEUMATIC SYSTEM /TSF 52

;

14, 21, 23, 25, 30, 36, 39, 47 50 PRESSURE RELIEF 19, 41, 48, 55. 58, 64

: 53, 57, 66 68 73, 75, 84, 93, 95, 85 109, 120

! 98, 99 105, 114 115, 119 130 13J. PRESSURE VESSELS 55, 58 61 64, 72

142 143, 157, 160 167, 169 171 110. 112, 113, 120. 127, 158, 162
FAILURE, OPERATOR ERROR !.11, 30-32 PRESSURIIER 26, 65 80 101, 130, 150,

55, 58 64 67, 71 St. 83, 86, 96, 161, 174

97, 99, 101 110, 112, 113. 118, 123 PROCESS MONITORING 27, 53, 60, 60, 71,

127, 129, 147, 151, 156, 158, 162, 76 92, 100, 107, 112, 130, 133, 134
168, 175, 178 143 145 174'

FEEDWATER 9, 10, 26 29 55, 58, 61 PROCESS MONITORING /TSF 76
i

j 64, 67 81, 97 98, 110, 121, 122 RADIATION PROTECTION PERSONNEL 34 135,

J 127, 134, 140, 175 147, 158

FIRE PROTECTION 4 5 30, 31, 44, 70. RCIC 37, 58, 61, 64 72, 94, 120, 121
1 86, 106, 126, 139 140, 148, 151 153 RCIC/TSF 58, 124

154 169 173 REACTOR CONTROL 9, 32, 7P, 130, 149

FIRE PROTECTION /SSF 126, 151 REACTOR POWER 9 32, 78, 130, 149
FLOW, RECIRCULATION 90 REACTOR PRCTECTION SYSTEM 27 53, 60

.

1 FUEL ELEMENTS 45, 59, 71 89, 103, 107 68, 71, 100 107, 112, 130, 133, 134,
140, 158, 171 143 145. 174

FUEL, FOSSIL 131 REACTOR PROTECTION SYSTEM /SSF 60
i

) GENERATORS 10, II. 18, 29, 42, 55, 58, RHR-LPCI 21, 72, 77, 83, 107, 109, 120,
60, 67 72 79 99, 113, 126. 129, 121

. 130 134, 175 RHR-LPCI/SSF 109
j HEAT EXCHANGERS 29 RHR-LPCI/ TSP 77 83, 10?
J HEATERS 40 RilR-LPSI 26, 139. 140
. HPCT 2, 21, 50, 61, 63, 64 72, 109 RHR-LPSI/TSF 139
1 120 121 SAMPLING 1 26, 65, 72, 95, 140

) NPCI/SSF 109 SERVICE WATER 8137EM 12 26 28 93.
HPCI/TSF 2, 50, 63. 109 107, 112, 140, 145, 152

3

HYDROGEN 36, 38 57 89 SERVICE WATER SYSTEM /2SF 28 93, 107

j INSTRUMENT. ALARM 58 73, 110 147, 175 SERV!CE WATER SYSTEM /TSF 152
INSTRUMENT, IN CORE 56, 50, 68, 112, SHUTDOWN SYSTEM, SECONDARY 40. 121, 140

f 166 170 SPENT FUEL POOL 107, 158
INSTRUMENT, NON-NUCLEAR 2, 5, 6 So, SPENT FUEL POOL /TSF 107

| 27, 64, 81, 83, 89 107 119 132 STACK 34 62, 168, 170
! 138, 140, 145. 175 STACK /Str 62

| INSTRUMENT. NON-NUCLEAR /TSF 27 STACK /TfF 34, 170

i LEAK DETECTION 33, 35, 46, 69, 13, 94 STAND 8Y GAS TREATMENT 3, 23-25, 39 45.
| 111, 116, 124, 136, 1G1 65. 68, 71 84, 96 107, 167

j LU8RICATION 2 55, 63, 175 STANDBY GAS TREATMENT /SSF 24, 167
) MAIN COOLING SYSTEM 9-11, 18, 26, 27 STEAM 26
J 29 41, 48, 52 53 55, 58 64, 65, STEAM GENERATOR 9-11 13, 19, 26, 24,
'

77, 80. 85, 90 91 95, 97, 101 109, 65, 91 97, 134 143 175

| 110, 120 127, 130, 133, 134, 139, STORAGE CCPTAINER 2 55 63, 175
142, 143, 147, 150, 158 161, 167, STRUCTURE 31, 44, 78, 110. 134 153,

174, 175 169, 175
MAIN COOLING SYSTEM /SSF 18, IC9 110 SUBSYSTEM FAULT 4, 10. 14 18. 24, 25

MAIN COOLING SYSTEM /TSF 9, 11, 27, 2s. 28 54, 59, 60, 62 St. 93 96, 98,
80, 90, 127, 134 142, 147, 158 101 107 109 610 114 119 126,

MONITOR 5, 30, 139. 151 139, 151, 159, 164, 167
MONITORING PROGRAM, ENVIRONMENTAL 144 TESTING 1 4 5, 11 13, 17, 19, 22, 26,

146 J9, 31, 34 40, 42 51, 56, 57, 59
MONITORING SYSTEM, RADIATION 3. 7 8 60. 62 65, 69, 70, 76, $2. 85 88

23, 34, 39, 45, 47, 62, 65, 82 84, 92 102, 104-106. 120 125, 132, 137,
89, 102, 103, 123, 168, 175 140. 141, 144-146, 154, 163, 166 170

OFF SITE 5, 29 107, 139, 147 174, 177
ON SITE 5, 11, 49, 64, a7, 93, 101 TORUS 77
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|

| TOTAL SYSTEM FAULT 2 9 11, 14, 22
' 27, 29, 34, 36, 42, 50, 52, 58, 63

64, 69 72 76 77 80. 83 97 90
107 109, 110 114 120 127, 131,
134, 135. 138 139 142 147, 152,

i
150, 159, 162 164, 170

| TUR81NE 10, 11 it. 29, 30, 42, 47, 55,
! St. 60. 67 72, 79, 82 84 86. 99

106 113. 126, 129, 130, 134, 175
TURBINE /SSF 60 126
TURRINE/TSF 72
VENTILATION SYSTEM 3 60, 14, 23 26,

33, 35, 36, 39 42, 45, 47 49 St.
65 68 71 74 84 St. 93 96, 103
107, 123, 136, 138, 140, 141, 145,
154, 159 160, 162 167 171 172

VENT!*ATION SYSTEM /SSF 6 it. 24 59,

93 167
VENTILATION SYSTEM /TSF 14, 42, 159
WASTE KANAGEMENT 106
WASTE TREATMENT. GAS 26, 102, 163

WASTE TREATMENT. LIQUID 26, 104 135
,

WASTE TREATMENT, LIQUID /TSF 135 I

WASTE TREATMENT. SOLID 157 |

IWASTE. INDUSTRIAL 81
l

I
:

!

i

|
1

!

|

1
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| EEYWORD INDEX
i

This index is based on the keywords ashigned by the NSIC staff when the summaries,

of the LERs are prepared for computer entry.

i ACTUATOR 12, 14, 16, 24, 25, 49, 52 COMPONENTS 169
j 59, 61, 74 93, 97, 101 109, 120, COMPUTER, DIGITAL 103, 147, 166
4 123, 142, 160, 165, 172, 177 CONDENSATION 74, 96, 126

ADMINISTRATIVE PERSONNEL ERROR - SEE CONDENSER 20, 67 79

j FAILURE, ADMINISTRATIVE CONTROL CONDENSER COOLING SYSTEM 64 79
AGE EFFECT SEE EFFECT. AGE CONDENSER COOLING SYSTEM / TSP 64-

AGENCY. NRC 22 57 CONNECTICUT YANKEE (PWkt 18
I AIR 20, 35 CONSTRUCTION. 37, 106, 100, 148, 154

AIR / STEAM BINDING 55, 61 CONTAINMENT 3 16-18, 23-26 33 '5
; ANNUNCIATORS 7, 8, 54, 13, 101, 116, 36, 39 43, 45, 49. 50, 52, 54, 57,
4 119, 141, 142. 147, 171, 175 5 9 .. 65, 68, 71, 73. 77 80, 84, 88
1 ARKANSAS NUCLEAR 1 (PWR) 1 89, 92, 95, 96, 107, 124, 134, 136

) ARNOLD (BWR) 2, 3 139-141 145, 151, 154, 156, 158,

]
AUXILIARY 1, 9 10, 13, 14, 26 67 162 167

81 97, 98, 134 138, 140, 158, 159, CONTAINMENT AIR LOCK 17, 43, 156
173

. CONTA!NMENT ATMOSPNERE 36 38, 57, 89
BATTERIES & CNARGERS 23, 47, 51 71 CCNTAINMENT ATMOSPilERE/TSF 36

110 CONTAINMENT ISOLATION 1, 3, 4, 13, 15,

J BEAVER VALLEY 1 (PWR) 4 17, 21, 24-26, 38, 43, 46, 49, 55,
1 SLOWDOWN 13, 65 57-59, 61, 69 83, 88, 95, 98, 101,
1 PLOWERS 20 St. 130 104 105, 112, 113 116, 117, 121

) SRAIDWOOD 1 IPWR) 5-S 122 140, 156
SREAEER 5 11, 68, 71, 107, 110 125 CONTAINMENT ISQLATION/SSF 25, 59'

137 155 CONTAINMENT ISOLATION /TSF 69
hUILDING 1 6-8, 13 14, 30 42, 45 CONTAINMENT SPRAY 26, 52, 93 134, 139*

j 47, 59, 70-72 74, 82, $4 86, 89, CONTAINMENT SPRAY /SSF 93
' 103, 106-108 123, 131, 138, 140, CONTAINMENT SPRAY /TSF 52 134 139

145, 148, 158-160. 171-173 CONTAINMENT SUMP 158
j BUILDING /3SF 14 CONTAINMENT /SSF $4 151
] BUILDING /TSF 14, 42, 138, 150 CONTAINMENT /TSF 80, 139, 150, 162
; SWR REACTOR - SFE REACTOR, BWR CONTAINMENT, ICE CONDENSER 20
i
~

BYPASS 10, 113, 130 CONTAMINATION 2, 40, 46, 57 77, 79,
BYRON 1 (FWR) 9 96, 105, 138, 157-159, 162 167

I CA8LES AND CONNECTORS 6 9 23, 25, CONTRACIOR PERSONNEL 3, 6 21, 27 37,
j 2 7 .- 49, 64, 66, 68 71 73 78, 90 49, 71, 73 84, 87, 102, 103, 107

105 107, 110, 119, 126 137, 139, 116, 117, 124, 128, 135, 136, 155,,

1 145. 147, 151, 166 175, 177 172
i CALIBRATION 1 4, 5. 10-13 17, 19 CCNTROL 6-8, 11, 29 36, 38 42, 45,
! 23, 26. 31, 34, 40-42, 48, 51 53, 47, 57, 58, 63, 65, 67, 7 4,, 89, 90,
j $6 57, 59, 60, 62, 65, 69, 70 75. 98, 105, 106, 108, 110. 123 127,
1 76 82 85, 88 89, 92 94, 90, 102 129, 130 130, 145 148, 159, 160,
| 104-106 113, 120, 123. 125, 130, 165, 17), 172 174, 175
i 132, 137, 141, 144-146, 149, 154, CONTROL PANEL / ROOM 27, 30, 108, 151,
1 161 163 166, 170, 174 177 171
! CALLAWAT 1 (PWRI 10 CONTROL RCD DRIVES 9 32. 58, 60, 78,
I CALVERT CLIFFS 2 (PWal 11 121, 149, 155

CATAWBA 1 (PWR) 12 CONTROL RCD T11VES/TSF 58.

! CATAWRA 2 (PWR) 12-14 CONTROL RODS 9 32 78
! CLADDING FAILURE - SEE FAILURE, CONTROL STUTEM 9 11 18 32, 42 55
1 CLLDDING 72 75 78, 81, 90 98, 99, 113, 115,
! CLINTON 1 18WR) 15-17 126, 129, 130 149
I COMP 0hENT COOLING SYSTEM 10, 26, 70, CONTROLLER 105 165
| 114, 117 121, 140, 145, 152, 171 COOK 2 (PWRI 19, 20
d COMPONENT COOLING SYSTEM /S!F 114 COOLANT PURIFICATION SYSTEM 26, 37,
! COMPONENT COOLING SYSTEM /TSF 114 152 54, 64 66, 68, 107, 111, 116 139,

COMPONENT FAILURE - SEE FAILURE, 140, 142, 145. 159, 164
COMPONENT COOLANT PURIFICATION SYSTEM /SSF 159

COMPONENTS 15, 17, 18, 28, 35. 44, 40, 164
68, 94 99, 105, 117, 154, 155, 164 C00LANT PURIFICATION SYSTEM /TSF 139
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CO3LANT PURIFIFATION SYSTEM /TSF 164 ELECTRONIC FUNCTION UNITS 100 116
( COOLING SYSTEM, SECONDARY 9 11, 15, 130, 134 136, 165
t 19, 25, 26, 41, 46, 49, 55, 58 60. EMERGENCY COOLING SYSTEM 52 101, 139

I''

61. 64, 67, 69, 79 81 85 91 97 EMERGENCY COOLING SYSTEM /SSF 101
98, 105 110, 112 113, 121, 122 EMERGENCY COOLING SYfTEM/TSF 52, 139 j
127, 130, 134, 142 143 175 EMERGENCY POWER, ELECTRIC 5. 22, 75 '

COOLING SYSTEM, SECCHDARY/SSF 10. 60 115, 119, 120 131, 139, 145
81, 98 EMERGENCY POWER. ELECTRIC /SSF 119

COOLING SY37EM, SECONDARY / TSP $8 64 EMERCENCY POWER. ELECTRIC /TSF 22 131
| 110, 134 142 ENGINEERED SAFETY FEATURE 12, 14 16,

| COOPER (BWR) 21-25 24, 25, 49, 52 59, 61 74, 93, 9?
, CORE 9, 32, 56, 58, 68. 78 100, 112, 101 109, 120 123 142, 160 165.
l 127 128, 130, 147, 150, 166 178 172, 177

CORE REFLOODING SYSTEM 26 101 ENGINEERED SAFETY FEATURE /SSF 25, 59 l
CCRt SPRAY 21 77, 87, 109, 110, 120 109 |

| 121 ENGINES, INTERNAL COMBUCTION 22, 70
I CORE SPRAY /SSF 100 75, 115. 119 131, 140

| CORE SPRAY / TSP 77, 87, 110 ENVIRONMENT SEE MONITORING PROGRAM,
| CORROSION 28, 48, 64 117 ENVIRONMEPTAL

'i
-

| CRACK 17, 36, 44, 91, 95, 99 131 EQUIPMENT 9, 20, 49, 52, 72, 73, 104 ,

'

CRUD 2, 40 46, 57, 77 79, 105 167 107, 132 157 167, 171 !

SEE FAILURE. jCRYSTAL RIVER 3 (PWR) 26, 27 EQUIPMENT FAILURE -

CYLINDER GAS 49 71, 107, 117, 173 EQUIPMENT
DAVIS-SESSE 1 (PWR) 28-31 EROSION 134 |DEFORMATION 94 96, 99 EXPOSURE SEE PERSONNEL EXPOSURE.-

DEMINERALIIERS 26 RADIATION
DESIGN ERROR - SEE FAILURE, DESIGN FABRICATION ERROR - SEE FAILURE, |

ERROD FABRICATION ERROR 6

DIABLO CANYON 1 (PWR) 32-34 FAILURE i-178
DIAFLO CANYON 2 EPWR) 32, 35 FAILURE. AJMINISTRATIVE CONTROL 1 4

,

DIESEL GENERATOR - aEE GENERATOR. 5, 7, 10-13, 19, 22 23, 26 29-31 !
DIESEL 36, 39, 40, 42, 43, 49 50, 55, 56 |

DOOR 17, 30, 31 43, 123, 130, 156, 59 60, 65. 67, 69 70 73 76 80, '(169 82, 85 86 88, 92, 95-98 102 104- ,

DOSE MEASUREMENT. INTERNAL 158 106 110, 113 114, 120, 121, 123 !

DRAINAGE 5, 49, 72, 73 96 104 107, 125, 127, 130, 132 . 135 137, 14G- |127, 167 144, 146, 147, 156,~150 160 169
DRESDEN 2 (BWR) 36 170 176-170 i
DRESDEN 3 (BWR) 36-41 FAILURE. CLADDING 158 1

DRIFT 19 41, 53. 94, 123 149 FAILURE. COMPONENT 15, 17, 18, 28, 35, |
DRIVE 50, 80 44, 48, 68 94, 99, 105. 117 154, i
EARTHQUArt 95, 108, 131, 152 155 164 169 ;
EFFECT, AGE 15, 24, 35, 46 St. 94 FAILURE, DESIGN EBROR 12, 19, 21, 27

|| 107, 112, 114, 116, 111, 122, 141, 28 37, 61 71, 73, 74, 77, lit. 119 1
| 159, 160 123, 128, 131, 138 153 172 ;'

ELECTRIC POWER 5, 11, 23, 29, 40, 47, FAILURE. EQUIPMENT 1-6, 9-11, 13, 15 '

49, 51 53, 6 6 ,, 66. 71, 64, 87, 93, 23, 25-32, 34-38, 40-44 46-53, 55 |
96, 97 100, 105 107, 109, 110, 116, 57-59 61 63-68, 70-73 77-86 89- '

119, 125. 137 139 140, 145, 147, St. 95-101 103-100 110 112-114
155, 165, 177 117-119 121-123, 125-134, 136-140

ELECTRIC POWER /SSF 93, 96 142, 145, 147, 148 150-152, 154-159.
ELECTRIC POWER /TSF 29 161-169 171 173-175, 177, 178
ELECTRIC POWER. VITAL 66, 60 110 FAILURE. FABRICATION ERROR ). 21, 32,

{
125, 137 145, 166, 171, 175 84 87 103 117 117 124 136, 155

ELECTRICAL FAILUME 3, 5 9, 11, 23 FAILURE. IdSTALLATION ERROR 18, 40,
24, 27 29 32, 40 47 50 53 64 49, 57 72, 94 152
66, 68, 71 75, 78, 84, 90. i3, 96 FAILUR1, INSTRUMENT 2, 3. 5-8 10-12
97 99-101, 105, 107, 109, 110 116, 14 16, 18, 23-25, 27, 29, 32, 33,
119, 126, 131, 137, 139, 140, 145, 35. 39 45, 47, 49 52, 53 55, 56
147 151, 165. 166 171, 174, 175 58, 60-62, 65, 66, 68, 71, 73 75, !

EL3CTRONIC FUNCTION UNITS 3, 16. 24, 78 81-84, 69 90, 92-94, 97-103 |

47 53, 64 68, 71 78 84 90 97, 109, 111-113 115, 116, 119, 120 I

i
,

|

__ . __ , _ _ _ _ _ . _ __ _ _ _ __ _ , . _ .
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FAILURE, INSTRUMENT 123, 124, 126, HEAT EXCHANGERS 6, 9-11, 20, 78, 79,
129, 130, 133, 134, 136, 138 147, 91, 152
149, 151 165, 166, 168, 174 175 HEATERS 40
177 178 HIGH 5, 10, 20, 29 54, 55, 58, 64

FAILURE, MAINTENANCE ERROR 6, 7, 10, 79, 90, 96, 112 113, 127, 134, 138,
14, 21, 23, 25, 29, 30 36 37, 39, 139 162, 167, 175
47, 50, 53, 57, 66, 68 73, 75, 84, HIGH TEMPERATURE 54, 78, 118, 134,
93. 95, 98, 99 103, 105. 114, 115, 139, 140, 152
119, 130, 133, 142, 143 157, 160, HOPE CREEK 1 ($WR) 61,64

167, 169 til HOSE 44, 70

FAILURE. OPERATOR ERROR 9 11, 30-32 HPCI 2, 21, 50, 61, 63, 64, 72, 109,
55, 67, 71 81, 83, 86, 96, 97, 99, 120, 121

101 110, 112, 113, 118, 123, 127 HPCI/SSF 109
129, 147, 151, 156 158, 132, 168 HPCI/TSF 2 50, 63, 109

175. 178 HUMAN FACTORS 2 3, 5, 21 25, 32, 48,

FAILURE. PIPE 5, 15, 36, 38, 46 52, 67, 68 97, 105, 106 113 115 '19,

54, 57 77 85 96, 105, 121, 122, 126, 135 167, 175

134 139, 152, 167 HUMIDITY, RELATIVE 20, 54, 139 167

FAILURE. TU$1NG 72, 91 167 HYDRAULIC EFFECT 5, 96, 133

FARLEY I (PWR) 42-44 HYDROGEN 36, 38 57, 89

FARLEY 2 (PhR) 42 ICE 20
FASTENER 9, 28, 50, 84, lit. 164 INCIDENT, HUMAN ERROR 6 10, 12-14

FATIGUE 54, 72 1's-19 21, 23, 25, 27 28, 30-32, 34
FEEDWATER 9 10 26, 55, St. 61, 64, 36, 37, 43. 47, 49, 51, 53 55, 57,

67, 81, 97, 98 110, 121, 122, e27 61-63. 65, 66 68 69, 71-75, 77, 80
134, 175 81 St. 85, 87, 88 93, 94 96, 98

FERMI 2 ($WR) 45-49 99 101, 103, 104, 106-108, 110, 111,
FILTER. SCREEN 79 118 114-119, 121, 123 125, 128, 131-134,
FILTERS 77 79, 167 136, 138-143 145, 147, 148, 151-158,
FIRE 27, 106. 139 147, 151, 154 163 166-168, 170-172, 174-178
FIRE PROTECTION 4, 5. 30, 31, 44, 70, INDIAN POINT 1 (PWR) 65

86, 106 126, 140, 148, 151, 153. INDIAN POINT 2 iPWR) 65
154 169, 173 INDIAN PO!HT 3 (PWR) 66

FIRE PROTECTION /SSF 126, 151 INDICATORS 3, 7, 8. 16, 23, 25, 27
FIT! PATRICK ($WR) 50 32, 33, 35, 39, 45, 47, 52, 55, 56,
FLAW 32 72, 108 61, 62, 65. 73-75, $2 84, 89 97,

FLOOD 74 96, 126 101-103, 111-113 116, 123, 124, 133
FLOW 2, 6, 10, 14, 18, 20, 24, 29 30, 134 136, 141, 146, 149, 160, 166

34, 36, 44 50, 52, 55, 57 58, 63- 168, 172, 178
65, 67 77-79 81, 83 87, 90, 98 INDUSTRY, NUCLEAR 29 128
101, 107 109, 110. 114 118, 127 INSPECTION 2, 5, 10, 12 14, 15 17-
134, 130, 139 142, 159 164, 175 21, 28, 34, 37, 38, 40-42 46 48,

FLOW $ LOCKAGE 2, 6, 14, 18 20 24, 50 52, 53 57 St. 63 68 71 80,

30, 34, 36 44, 50, 52, 57, 58, 63. St. 86, 88, 91, 94, 98 100, 105 .06,
64, 67 77-79 81 83, 87 98 101, 112, 117-119 122, 130, 131 137,
107, 109 110, 114, 118 134, 138 14G, 144, 145, 148, 151, 152, 154,
139, 142, 159, 164 155, 157, 158, 161, 165, 166, 169

FLOW. RECIRCULATION 90 173 174, 177, 178
FLUX DISTRISVTION 32, 56, 112, 127 INSTALLATICH ERROR SEE FAILURE,-

128 166. 178 INSTALLATION ERROR
FT. CALHOUN 1 IPWR) 51-53 INSTRUMENT FAILURE SEE FAILURE.-

FUEL ELEMENTS 32 45, 59, 71 89 103 INSTRUMENT
107, 1J7, 128, 140, 158, 171, 178 INSTRUMENT LINE 2, 61, 133 142

FUEL. FOS $1L 131 INSTRUMENT. A$ NORMAL INDICATION 2 3
FUSE 32, 49, 68 84, 101 1C9 116, 5-10. 12 14, 16, it. 23-25, 27 29,

119, 175 30. 32, 33, 35, 39, 45, 47 49, 52,
GAS 74 123, 160. 172 55 58, 61 62, 64, 68, 71 73-75
GENERATOR, DIESEL 22, 119 131 82-84, 87 89 90, 93 97-101, 103.
GENERATORS 11, 18, 29, 42 55, 60. 67, 109-113 116, 119, 123, 124, 126,

72 79, 99, 113, 126, 129 130 129, 130, 133. 134, 136, 138-145
HATCH 1 ($WR) 54, 55 147 151 160 165, 166 168, 172,
MATCH 2 ($WR) 56-60 174, 175, 178

- _ _ _ _ . .
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INSTRUMENT, ALARM 7 8 30, 54, 73, MAINTENANCE AND REPAIR 66 68, 71 72
74 101 110, 116 119 141, 142 75 70, 79. 82. St. 90, 92-94, 98,
147, 160, 171 175 101, 105, 107, 114, 115, 117 119

INSTRUMENT, AMPLIFIER 130 116, 133, 136, 140, 142, 143, 160
INSTRUMENT. CONTROL 81, 124 162 164, 171
INSTRUMENT, FLOW 143 MAINTENANCE ERROR - SEE FA! LUBE.
INSTRUMENT. IN CORE 56, 68 112, 166. MAINTENANCE ERROR

170 MILLSTONE 1 (BWR) 76 77
INSTRUMENT. INTERLOCK 5 93, 145 MILLSTONE 2 (PWR) 78
INSTRUMENT, LIQUIP LEVEL 12 143 MILLSTONE 3 (PWR) 79-82

| INSTRUMENT, NON-NUCLEAR 4 5. 6, 27 MODIFICATION 78, 147
! 64 St. 83, 89, 719 132, 138 140, MONITOR 5, 30, 151

|
145, 175 MONITORING PROGRAM. ENv!RONMENTAL 144

j INSTRUMENT, NON-NUCLEAR /TSF 27 146
INSTRUMENT. POSITION 11 18, 32, 93 MONITORING SYSTEM, RADIATION 3, 7. 8i

i

98 129, 130, 130, 149, 1/4 23, 34 35 39, 45, 47, 62, 65 82,
INSTRUMENT. POWER RANGE 147 84 89 102, 103. 123, 168 175
INSTRUMENT. PROTEC71VE 140 MONTICELLO (BWR) 83
INSTRUMENT. SPEED 130 MOTORS 35, 50, 105 139, 140, 165

,

| INSTRUMENT. SWITCH 2 5 it. 18, 29 NEUTRON 56, 112, 166 178
'

53. 66 75, 81, 83 39, 93, 94, 97 NINE MILE POINT 1 (BWR) 04-86
99, til. 120, 123, 124, 141 142 NINE MILE POINT 2 (BWR) 87-90 ,

I INSTRUMENT. TESTING 14 75 NOISE 33, 35 89 141 143. 172 i

INSTRUMENT, VOLTAGE 58, 71 75 119 MONLICENSED OPERATOR 71 96, 110, 127,
177 167

INSTRUMENTS. MISC. 90, 146 NORTH ANNA 1 (PWR) 91, 92
INVERTER 66 137 NORTH ANNA 2 (PWR) 92, 93

| KEWAUNEE (PWR) 67 OFF SITE 5. 29 139 147
LA SALLE 1 (BWR) 68 ON SITE 5, it. 49, 74, 87 93, 96
LA S alt.E 2 tsWR) 68 69 101, 105 116 119 126 140, 145,
LEAK 13, 15, 17, 18, 29, 38, 44, 46, 157 165 177

50, 52 54 57, 72 77-80. 88. 91 OPERATION 1-4~ 8 9, 12, 14, 18, 19 |
95 105. 106 117 tit. 122, 131, 22, 26 27, 29. 32, 35-37 42, 50-58 I
134 130, 139, 152, 158 159, 164, 61, 64, 55, 67-69 72, 73, 76-79 88 I
167 30, 97-100 104, 110 110-121 123. I

LEAE DET2CTION 33 35. 46, 69 73. 94, 124, 128 129 132-135, 147 148,
111 its. 124, 136, 141 152. 153, 155. 159 160, 163-168

LICENSED OPERATOA 1 it. 12, 17, 23, 172, 17), 175 177, 178
.

|25, 30-32, 47, 49, 62. 66 67, St. OPERATOR ACTION 2 5, 9, 11 12, 19,
83 97 99 101 104 112 113. 118 28 32, 48 57 St. 61, 63. 64 71,
129, 147, 156 162, 175 176. 178 72 74 77, 83 96 106, 108, 111 |

| LIGNTHING 29 112, 119.~ 123, 126, 129, 131, 138
JLIMERICK 1 IBWR) 70-75 148 152-t54, 162, 167

LOW 2, 6, 9-11 14 18, 20, 24, 29 OPERATOR ERROR - SEE PAILUBE. OPERATOR
30 34, 36, 42 44, 50, 52 55 $7 ERROR: LICENSED OPERATORsNONLICENSED )
58 63, 64 67 72, 77-79 81 83. OPERATOR
87 98 101, 107 109 110, 112-114 OFfen?IeM ?* 4*, 't ***

118. 127 134 130, 139, 142, 159 CYSTER CREEK (BWki 94-96
164, 173 PALISADES (PWR) 97

LUBRICATION 2 50, 55 63, 114, 175 PALO VERDE 1 (PWR) 98-100
MAIN COOLING SYSTEM 9-11 18, 26, 27 PALO VERDE 2 (PWRI 98, 101-103
29 41 48, 52, 53 55, 58, 64, 65 PALO VERDE 3 (PWat 104
77 80 85 90, 91 95, 97 101, 109 PEACM BOTTOM 2 (BWR) 105-109
110. 120 127, 130. 133 134, 142 PEACN BOTTOM 3 I5WR) 106-108
14), 147, 150 Ill. 161 167 174 PENETRATION 15 17, 38, 43. 46, 57
175 105 121, 122, 156

MAIN COOLING SYSTEM /Str it. 109 110 PENETRATION. ELECTRICAL 42, 86, 144
MAIN COOLING SYSTEM /TSF 9 11, 27, 29 PENETRATION. PIPE 15, 38 46, 57, 105,

80 90. 127, 134 142, 147, 158 121 122
MAINTENANCE AND REPAIR 2 3, 6. 9. 13. PERRY 1 (BWR 110-113

14 16 18, 20 21 23-25, 28-30, 36 PERSONNEL EXPOSURE. RADIATION 158
43 44, 47 48, 50, 57 58 61 64 PILGRIM 1 tsWR) 114-116
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| KEYWORD INDEX

i
PIPE FAILURE - SEE FAILURE, P!rt: PIPES REACTOR PROTECTION SYSTEM 68, 71, 600

AND PIPE FITTINGS 112, 130. 133, 143, 145, 174
PIPES AND PIPE FITTINGS 5, 36, 42, 52, REACTOR PROTECTION SYSTEM /SSF 60

54, 57, 77, 85, 96 134, 138 139 REACTOR SHUTDOWN 9-11, 18, 29, 55, 58,
152, 167 64, 66, 67 72 78 79, 88 99, 100

PNEUMATIC SYSTEM 10, 16, 26, 52, 107 110 112, 113, 126, 127, 133. 143
PNEUMATIC SYSTEM /SSF 10. 107 149, 175

1 PNEUMATIC SYSTEM /TSF 52 REACTOR STARTUP 10. 11, 17, 62 63,

POINT SEACH 1 (PWR) 117 113, 127
q

POISON, SOLU 8LE 70, 159 REACTOR, SWR 2, 3, 15-17, 21-25, 36-
|

PRAIRIE ISLAND 1 teWR) 118, 119 41, 45-50, 54-64, 68-77, 83-90, 94'

PRAIRIE ISLAND 2 (PWR) 116, 119 96, 105-116 120-122, 126, 127, 144-

PRECIPITATION 70 159 146, 153, 154, 167 168
|
- PRESSURE DROP 10, 67, 77, lit. 130. REACTOR, PNR 1, 4-14, 18-20, 26-35

152 42-44, 51-53, 65-67 78-82. 91-93,

PRESSURE PULSE 5, 96, 133 91-104, 117-119, 123-125, 120-143,
a

PRESSURE RELIEF 19 40, 41, 48, 55 147-152, 155-166, 169-178>

I St. 64, 85 109, 120 150, 161 174 RTCOM81NERS 57
PRESSURE VESSELS 55, 58. 61, 64, 72. RECORDERS 144

112, 113 120, 127, 150, 162 REFUELING 23 25, 33, 34, 36, 38-44,
PRESSURE. EXTERNAL 5 10, 11, 29 42, 68 71 84 85 91, 98, 102, 103,

! $2, 55, 58, 64 72, 79, 96, 101, 107 105, 107, 117, 130, 136 iS1, 154

] 112-114, 127, 130, 142 158, 162, 171

; PRES $URE, INTERNAL 5, 10, 11, 42 52 REGULATION. HRC 106
55, 50, 64 72 79, 96, 101, 107 RELAYS 5, 60, 71 93, 119, 140 145,

,

112-114 127, 130, 138, 142 177;

: PRESSURIEER 26, 65, 80, 101, 130 150, RESPONSE TIME 4 13, 17, 22, 26, 29-
1(1 174 32, 34, St. 56, 57 59, 60, 62, 65,

PROCEDURES AND MANUALS 1-7, 10-14, 17- 69, 70, 76, 82 85, St. 92, 98 101,

19 21-23, 25-32, 34, 36-40, 42, 43 102, 104-107, 120 125, 132, 135,
47-53, 55-57, 59-63 65-77 79-82, 137, 146 147, 163, 166, 170, 175,
84-88 92-99, 101-111, 113-121, 123- 177 178
128, 130-148, 151-158, 160, 163, 166- aEVIEW 1-4, 11-13, 17-19, 21 25-29
172, 174-178 31, 32, 34, 37, 30, 40, 47, 48. 50-,

d PROCESS MONITORING 27, 53 60, 68 71, 53, 55-57, 59-63, 65 69-71 73, 74
76, 92. 100, 112, 130 133, 143, 145, 76, 77 79-82, 84-88, 95 98, 101-

1 174 104 106 108-111 114, 115-121 123
I PROCESS MONITORING /TSF 76 125 128, 130-132, 134-144, 146-14d,

j PROPERTY, CHEMICAL 157, 167 151-156, 158, 163, 166-168, 170 175-
PUMPS 2. 18, 34, 64, 67 77, 79, 81, 170

i 83, 107, 110 114 110, 139 152 RNR-LPCI 21, 72 77 83 107, 109

] 159 164 120 121
: PWR REACTOR - SEE REACTOR. PWR RHR LPCI/SSF 109
; QUAD CITIES 1 (SWR) 120 RHR-LPCI/TSF 77 83
' QUAD CITIES 2 (SWRn 121, 122 RMR-LPSI 26, 139

| BADIATION MONITORS 3. 7, 8 23, 33. RIVER 8END 1 18WRI 126. 127
1

35, 39, 45, 47, 62, 65 82, 84 89 ROBINSON 2 (PWR) 128, 129
f 102, 103, 12), 136, 141 ift SALEM i (PWR) 130-132

RADIATION PROTECTION PERJONNEL 34, SALEM 2 (PWR) 130, 132 133
3

j 135 147, 150 SAMPLING 1 26, 65, 72. 82. 95
RADIATION SAFETY AND CONTROL 158 SAN ONOFRE i (PWR) 134, 135

! RADIOACTIVITY RJLEASE 18 54 80. 96 SAN ONOFRE 3 (PWR) 136
i 134 130, 157-159, 162 SCRAM. REAL 9-11, it. 29 55 58, 64

! RANCHO SECO (PWR 123-125 67 72 79 99, 100. 110 113, 126
RATE 10 29 127 149, 175
BCIC 37 58, 61, 64, 94 120 121 SCRAM. SPURICUS 66 112 133 143

! RCIC/TSF 58, 120 SEARROOK 1 (PWR) 137
REACTOR 55, 58 64 72, 112. 113, 127 SEAL 13, 17, 10 44, 48 50, 96, 106

ISP, 162 118 lat. 159, 164, 174
,

EJACTOR CONTROL 9, 32 76, 130, 149 SEISMIC DESIGN 95, 100, 131, 152

!' REACTOR POWER 9, 32, 78 130. 147, 149 SENSORS, FLOW 53, 73, 82. 94 111
( REACTOR PROTECTION SYSTEM 27, 53, 60, 116, 133 134 142, 143
!

i
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KEYWORD INDEX ,

i
SENSORS. L. VEL 12 16 52, 61 97 TEST. SYSTEM OPERABILITY 13?. 137, )

120, 124, 143, 175 140, 144, 145, Int. 151 152, 154 j
l SENSORS. PRESSURE 2, 5, 25, 29, 55, 155 157, 150, 161, 165, 166, 169

,'61 83. 92, 101 113, 120 134 173 174, 177 178
SENSORS. TEMPERATURE 27, 123, 140 TESTING 1-5, 11-13 17-19, 21 22, 25- |
SEQUOYAH 1 (PWR) 138-143 29, 31 32, 34, 37, 30 40 42, 47, i

SEQUOYAH 2 (PWR) 130-140 40, 50-53 55-57 59-63 65, 69-71
SERVICE WATER SYSTEM 12, 26 28 93 73. 74 76 77 79-82 04-88 92, 95

|107 118, 145, 152 98 101-106 108-111, 114, 115-121,
i

SERVICE WATER SYSTEM /SSF 28, 93 123-125 120, 130-132 134-148, 151-

| SE2VICE WATdR SYSTEM /TSF .52 156 150, 163 166-160 170 174-178
SERVOMECHANISM 21, 98, 105 113 140 THERMAL TRANSIENT 10, 29

j

1 SHOREHAM (BWR) 144-146 THREE M1LE ISLAND 1 (PWR) 155
'

SNUTDOWN SYSTEM. SECONDARY 40 121 THREE MILE ISLAND (PWR) 156 157,

1 140 TORUS 77
SMcKE 27, 106 139, 147, 151 154 TOTAL SYSTEM FAULT 2 9 11, 14 22

) SOLID STATE DEVICE 3 16, 64 6s, 71 27, 29, 34 36, 42 50 52, 58, 63,
i 04 136 64, 69, 72, 76 77 80, 83, 87 90

, SPENT FUEL POOL 107, 158 107, 109, 110 114, 120, 127, 131,

f SPENT FUEL POOL /tSF 107 134 135, 130, 139 142, 147, 152
g ST. LUCIE 2 (PWRf 147 158, 159, 162 164, 170

STACK 34, 62 168 170 T0XICITY 74, 123, 160 172
1

1 STAC%/SSF 62 TRANSFORMERS S
! STACK /TSF 34, 170 TRANSIENT 9 55 St. 64 72 83. 101

STANDtY GAS TREATMENT 3, 23 25 39, 113, 142
45, 65 68 71 89 96. 167 TROJAN (PWR) 158-162

STANDSY GAS TREATMENT /SSF 24, 167 TUBING 72 91, 167
STEAM 26 TUBING FAILURE - SEE FAILURE. TUBING
STEAM GENERATOR 9-11 13, 19, 26, 65 TURBINE 19 18 30, 42 47 55, 60.

91, 97, 134 143, 175 67 72, 79 84 88 86 98, 99 106
STEEL 117 113, 126. 129, 130
STEEL. STAINLESS 54 TURBINE /SSF 60 126
STORAGE CONTAINER 2 20, 55. 63. 67 TURBINE /TSF 72
110 118 131, 163 175 TURKEY Po!NT 3 (PWR) 163 164

STRUCTURE 31 44, 78 118 134, 153 TURKEY POINT 4 (PWR) 163-166
169 175 UPDATE 5 11, 28, 29, 32, 45, 46, 43

SUBSYSTEM FAULT 6 10 14, it. 24, 25. 50, 61, 66, 70-73, 76 77 83, 84,
28 54 59 60 62. 81 93 96, 98, 91 98 101 104, 105 107, 100, 120.
101, 107, 109, 110 114 119, 126, 126, 127, 130, 131, 134 137-142 158
151, 159, 164, 167 VALVE OPERATORS 21 48, 55, 57, 98

SUMMER 1 (PWal its 101 105 113. 127 140, 150 174
SUPPORT STRUCTURE 37, 95, 108 121 VALVE. CNECK 28, 30 52, 117 122

131, 152 VALVES 1 4 5, 10, 13, 15 17, 19
SURRY 1 (PWR) 149-151 21, 26 20-31, 36, 38 40 41, 43
SURRY 2 (PWR 152 44 46, 44, 50, 52, 55 57-59, 63-65
SUSQUEHANNA 1 (SWRi 153 67 79 30 85 89 95, 90, 101 104
SUSQUEHANNA 2 (BWR) 154 105 110, 112, 113, 117 122 123.
SYSTEM CAPACITY 9 10, 20, 55, 58, 67, 127, 133 138, 140 150, 154, 156,

72 96. 110 112 113 118 127, 134 161 162 168 169, 174 175
162, 173 175 VENTILATION SYSTEM 3 6-8 14, 23-26

TEMPERATURE 6 9, 11, 29, 127, 130, 33, 35, 36, 39 42, 45, 47, 49 it.
132 65. 68 71, 74, 84, et. 93, 96 103.

TEST INTERVAL '4 13, 17, 22, 26 31, 107, 123 136, 138, 140 141, 145,
34, 51 56 57 59, 60, 62 65. 69, 154, 159, 160 162, 167 171 172
70 76 82 45 C8 92, 102, 104 VENTILATION SYSTEM /SSF 6 it. 24 59,
105. 120. 125, 132, 135, 137, 146, 93 167
147, 163 166, 170 177 170 VENTILATION SYSTEM /TSF 14, 42, 159

TEST. SYSTEM OPERABILITY 2. 5 10. 12. VERMONT YANKEE (BWR) 167 168
14 15, 17-21, 28, 34, 37, 38, 40-42. VIBRATIUN 5, 18, 29 St. 61, 72 96
46, 48, 50, 52, 53, 57 58 63. 68, 126, 133, 144, 158
71 80 81, 86, 88 91 94, 98-100 WASTE MANA".EMENT 106
105. 106 112, 117-119 122, 130 WASTE TREATMENT. CAS 26, 102, 163

-
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KEYWORD INLEX

WASTE TREATMENT, LIQUID 26, 104, 135
WASTE TREAft1ENT, LIQUID /TSF 135

z WASTE TREATMENT, SOLID 157
a WASTE, INDUSTRIAL 81

WATERFORD 3 (PWk) 16 'J - 111
I WEAR 15, 24, 35, 46, 58, 94, 107, 112,
i 114, 116, 117, 122, 141, 159, 160
'
, WELDS 32, 72, 108
' WOLF CREEK 1 (PWR) 172

YANKEE ROWE (PWRI l'3, 174
EION i (PWR) 175-177
EION 2 (PWR) 177, 178
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;

I VENDOR CODE INDEK
!
I 'AGASTAT RELAY CO. 107

AMERACE CORP. 112
AMERICAN AIR FILTER CO., INC. 78
ANCHOR / DARLING VALVE CO. 105
ATWOOD & MORRILL CO., INC, 15

'WAILEY CONTROLS CO. 90
BORG. WARNER CORP. 101
BROWN BOVERI 71
C & D BATTERIES. DIV 0F ELTRA CORP 71

ICNICAGO 3RIDGS AND IRON COMPANY 17. 77
|COMBUSTION ENGINEERING. INC. 78
'

COOPER ENERGY SERVICES 22 .i

CRANE PACKING CO. 159 )

CRANE VALVE CO. 52 [
CROSBY VALVE & GAGE CO. 40 161 }
DRESSER INDUSTRIAL VALVE & INST DIV 19 j
DRESSER INDUSTRIES. INC. 41 |,

| DURAMETALLIC CORP. 184 i

| FISCHER & PORTER CO. 160
|~

FISHER CONTROLS CO. 175 ,

GENERAL ATOMIC CO. 123
GENERAL ELECTRIC CO. 16 24 St. 58

St. 116 126, 155. 165 *

fGOULD INC. 101
COULDS PUMPS INC. 164 i

NANC0CK CO. 38
INGERSOLL-RAND CO. 114
ITT-BARTON 94
KAMAN SCIENCES CORP. 103
KOPPEPS CO., INC. 114
LIMITORQUE CORP. 21 |
M D A SCIENTIFIC. INC. 172 i

KAGNETICS DIV SPAMG INDUSTRIES. INC 149
MASONEILAN INTERNATIONAL. INC. 4

r
MICR0 SWITCH 29 '

NUCLEAR MEATUREMENTS CORP. 3 136 |
PORTER PEERLESS MOTORS 50 !
ROBERTSNAN CONTROLS COMPANY 151 -

'
ROCHESTER INSTRUMENT SYSTEMS. INC. 123
ROCKWELL MANUFACTURING COMPANY 117 !

R05EMOUNT. INC. 61
SHAWMUT COMPANY 32 '

fSOUTHERN STATES EQUIPMENT 99
SQUARE D COMPANY 2
TARGET ROCK CORP. 40 I
VELAN VALVE CORP. 28, 117 !

WESTINGNOUSE ELECTRIC CORP. 35 91 !
'129, 150

, WORTNINGTON PUMP CORP. 110
|
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LicenseeEventReport(LER) Compilation -
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For month of July 1988 ,. ....

July 1988. . . . .
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.. . ..

g
August 1988
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Oak Ridge National Laboratory .... . ,.. , ..Nuclear Operations Analysis Center
Oak Ridge, TN 37831 FIN A9135
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| Office for Analysis and Evaluation tionthly Reportof Operational Data
U.S. Nuclear Regulatory Comission
Washington, DC 20555 July 1988

..........w,i.

This monthly report contains Licensee Event Report (LER) operational information that was
processed into the LER data file of the fbClear Safety Infomation Center (NSIC) dJring the
one conth period identified on the cover of the doctnent. The LERs, froa which this ,

' information is derived, are submitted to the fbclear Regulatory Comission (NRC) by nuclear
power plant licensees in accordance with federal regulations. Procedures for LER reporting;

for revisions to those events occurring prior to 1934 are described in fRC Regulatory Guide
*1.16 and f0 REG-1061, Instructions for Preparation of Data Entry Sheets for Licensee Event

Reports. For those events occurring on and af ter January 1,1934, LERs are being submitted
in accordance with the revised rule contained in Title 10 Part 50.73 of the Code of Federal
Regulations (10 LFR 50.73 - Licensee Event Report System) wtiich was published in the Federal
Register (Vol. 48, fb.144) on July 26, 1933. f0 REG-1022. Licens_ee_ Eve,ngeport System -
Description of Systems and Guidelines for Reporting, provides supporting 9Jidance and
irfomation on the revhed LER rule. The LER suouries in this report are arranged

| alphabetically by facility nam and then chronologically by event date for each facility.
Cogonent, system, kepord, aM corponent vendor indexes follow the sumuries. Vendors are
those identified by the utility when the LER form is initiated; the keywords for the
comonent system, aM general keyword indees are assigned by the computer using correlation
tables froa the Sequence Coding and Search Systea.
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