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TREATMENT SYSTEM. WHEN MAINTENANCE WAS PERFORMED, 1T WAS DETERMINED THAT THE
ARTIFICIAL (ELECTRONIC BACKGROUND SOURCE HAD FAILED. PFUPTHER INVESTIGATION
REVEALED THAT THE ROOT CAUSE FOR THE ARTIFICIAL BACKGROUND SOURCE TO PAIL WAS
FAILURE OF AN INVERTER CHIP. IMMEDIATE CORRECTIVE ACTIONS WERE TO DETERMINE THE
SOURCE OF THE INITIATION SIGNAL AND VERIFY AUTOMATIC FUNCTIONS. MAINTENANCE WAS
THEN PERFORMED ON THE RADIATION MONITOR AND IT WAS RETURNED TO SERVICE ON H-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.

| &) BEAVER VALLEY DOCKET 50-334 LE: 88-008
CONTAINMENT ISOLATION VALVES OMISSION FROM SURVEL)LANCE TEST NG.
EVENT DATE: 040588 REPORT DATE: 050588 NSSF: W% TYPE: PWR

VENDOR: MASONEILAN IMNTERNATIONAL, INC.

(NSIC 209272) ON 4/5/88, A REVISION OF THE TTAIN B CONTAINMENT ISULA1ION VALVE
TRIFP TEST WAS BEING PREPARED IN ORDER TO CORRICT TYPOGRAPKICAL ERRORS., DURING
THE PRE-REVISION REVIEW, IT WAS DISCOVERED THAT THERE WERE THREE FIPE PROTECIION
VALVES WHICH RECEIVED A TRAIN B CONTAINMENT "SOLATION PHASF A (CIA) SISNAL TO
CLOSE WHICK WERE NOT INCLUDED IN THIS TEST. A PROCEDURE REVISION WAS IMMEDIATELY
INITIATED TO INCLUDE THESE VALVES IN THIS TEST. A SPECIAL PROCEDURE WAS
INITIATED TO VERIPY THESE VALVES WILL STROKE CLOSED UPON RECRIVING A CIA SIGNAL,
ADDITIONAL REVIEW VERIFIED THAT ALL OTHER CIA VALVEE WERE PFULLY TRSTED. THE
THREE VALVES WERE VERIFIED O BE IN THE QUARTERLY STROKE TEST VERIFYING MANUAL
OPERABILITY AND ABILITY TO STROKE. INVFSTIGATION DETERMINED THAY VALVES WEAR,
WHEN INSTALLED IN '982, CORRECTLY ADDED TO THE TECHNICAL SPHUCIFICATIONS REQUIRING
TESTING. THE VALVES WERE NOT ADDED TO THE TESTING PROGRAM DUE TO PERLONNEL ERROR
BY THE INVOLVED PROCEDURE ENGINEER. SINUE 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 PERPORMED. THERE WERE MINIMAL
SAFETY 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.

[ 9} BRAIDWOOD DOCKERT %0-u%é LER 87-.048 RRV 02
UPDATE ON LOSS OF OFFSITE POWER DUE TC TNADVERTENT DELUGE SYSTEN ACTUATION
RESULTING FROM A MISPOSITIONED VALVE.

EVENT DATE: 091187 REPORT DATE: 051688 N5SES: wB TYPE: PWE

(NSIC 209080) AT 142% ON SEPTEMBER 11, 1987, DURING THE PERFORMANCE OF A DELUGE
SYSTEM SUKVEILLANCE, BOTH SYSTEM AUXILIARY TRANSFORMERS TRIPPED. THE DRELUGE
SYSTEM ACTUATED AS A RESULT OF A MISPOSITION AUXILIARY “RAIN VALVE, THIS NESULTED
IN A LOSS OF OFFSITE POWER INVESTIGATION AS TO THE SOURCE OF TR MISPUSITIONED
VALVE REVEALED NO SPECIFIC REASON FOX THE VALVE MANIPULATION OR DOUUMENTATION
OTHER THAN A PREVIOUS UNRELATED SURVEILLANCE. THR UNIT NORMAL AC POWER LINEBUP
WAS RESTORED AT 1578 ON SEPTEMBER '), 1987. ALL ENG'NEERED SAFPETY PEATURE
SYSTEMS OFERATED AS DESIGNED, TO PREVENT RECURRENCE, THE PROCRDURE POR THR
SURVEILLANCE HAS BEEN CHANGED TO ENSURE THR AUXILIARY DRAIN VALVE (8 IN ITS
CORRECT POSITION PRIOR TO OPENING THE MAIN DRAIN VALVE, ALSO, THE TRANSFORMER
TRIP ASSOCIATED WITN THE DELUGE MAS BEEN REMOVED., THE COMMON DRAIN LINE HAS BEEN
EVALUATED FOR SYSTEM INTERACTION. ADDITIONALLY, IT WAS DISCOVERED THAT 1T 18
POSSIBLE TO INADVERTENTLY ACTUATE IHE DELUGW SYSTEM AT THE LOCAL BLECTRICAL
SWITCH. A MECHANICAL GUARD 18 BEING ADDED TO PREVENT TH1S PRONM OCCURRING. THERE
HAVE BEEN NO PREVIOUS OCCURRENCES,



[ 6) BRAIDWOOD 1 DOCKET 50-456 LER 88-009
LOSS OF OB CONTROL ROOM CHILLER DUE TO DETERMINATION OF TEMFERATURE CONTROLLER.
EVENT DATE: (040788 REPORT DATE: 042688 NE38: WE TYPE: PWR

(NSIC 209299) A REQUEST WAS MADE TO DETERMINATE THE TEMPERATURE ELEMENT (TE) ON
CONTAINMENT CHILLER 'TU-W0082 TO PACILITATE REPLACEMENT, A WORK TRAVELER WAS
PREPARED AND ISSUED BY PROJECT CONSTRUCTION DEPARTMENT (PCD). THE TRAVELER HAD 13
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 CONTROLLER WAS INCORRECTLY DETERMINATED. ON APRIL 7,
1988, DURING ROUTINE MAINTENANCE OF THE CONTROL ROOM CHILLER TH1S ERROR WAS
DISCOVERED, AVHE CONTROL ROOM CHILLER WAS RETERMINATED AND DECLARED GPERALLE.

THE ROOT CAUSE 1S ATTRIBUTED TO A PLANNING ERROR BY CONTRICTOR MANAGEMENT IN THAT
THE SUBJECT WORK [RAVELER WAS IMPROPERLY PRWPARED AND REVIEWED BY PCD PERSONNEL.
THIS EVENT HAS BEEN SEVIEWED WITH ALL AVAILASLE INDIVIDUALS INVOLVED. CONTRACTOR
CORRECTIVE ACTION REQEST B88-001 MAS BEEN WRITTEN AND IS PEING REVIEWED WITH THE
CONTRACT MANAGEMENT %0 PREVENT RECURRENCE. THERE WAVE BEEN NO PREVIOUS

OC 'URRENCES INVOLVIAG TRANSPOSITION OF AN EPN RESULTING IN MAINTENANCE ACTIVITY

ON THE WRONG EQUIPMENT.

{ T} BRAIDWOOD ! DOCKET 50-456 LER 80-010
CONTROL ROOM VENTILATION TO MAKEUP MODE OF OPERATION FRCM A HIGH RADIATION ALARNM
DUE TO INCORRPCT SETPOINT.

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

(NSIT 209346) AT Q103 ON APRIL 10, 1988, THE CONTLDL ROOM VENTILATION SYSTEN
AUTOMATICALLY SHIFTED TO THE EMERGENCY MAKEUP MODE OF OPERATIUN. THIS WAS IN
RESPONSE TO A HIGH RADIATION SETPOINT BEING EXCEEDED ON THE CONTROL ROOM OUTSIDE
AIR INTAKE PARTICULATE CHANNEL ORE-PROIJIA. SAMPLES BY RADIATION CHEMISTRY
DEPARTMENT VERIFIED THAT THERE WERE NO ABNORMAL LEVELS CF RADIOACTIVITY PRESENT,
IT WAS DISCOVERED THAT THE INCORRECT SETPOINT HAD BEEN ENTERED FOR THE MONITOR,
THIS WAS DUE TO A MANAGEMENT DEFICIENCY IN THAT PERMANENT CHANGES TO THE
INSTRUMENT DATA SHEETS WERE NOT PROPERLY IMPLEMENTED IN ACCORDANCE WITH THE
PROCEDURE WHEN THE SETPOINT WAS MODIFIED BY A CHANGE TO THE FPINAL SAFPETY AFKALYSIS
REFORT., THE PROPER SETPOINT WAS ENTERED, OPERATION OF THE MONITOR RETURNED TO
NORMAL AND THE CONTROL ROOM VENTILATION SYSTEM LINEBUP WAS RETURNED w0 NORMAL.
RADIATION MONITOR SETPOINTS HAVE BREN REVIEWED AND VERIFIED TO BE CORREBCT OMN ALL
CONTROL ROOM VENTILATION MONITORS AND THKE 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 STAFP
NOTIFICATION WHEN A DISCREPANCY BETWEEN THE AS FOUND AND THE DATA SHEET I
IDENTIFIED. NO PREVIOUS OCCURRENCES.

[ ®) BRAIDWOQOD ! DOCKET 50-4%6 LER #3-0M1

CONTROL ROOM VENTILATION SHIFT TO EMERGENCY MAKEUP MODE DUR TO ZPURIOU: RABIATION
MONITOR NOISE SPIKE.

EVENT DATE: 04'58% REPORT DATH: 051188 NESS: WB TYPE: PWR

(NSIC 209364) AT 0132 ON APRIL 15, 1988, AT 0414 ON MAY 3, 1988, AND AGAIN AT
0720 ON MAY 6, 1988, HIGH RADIATION SICNALS WERE PROCESSED BY THE CONTROL ROOM
TRAIN B RADIATION MONITOR. THIS CAUSID THE CONTROL ROOM VENTILATION SYSTER (VC)
TO SHIFT TO THE EMERGENCY MARKEUP MODE OF OPERATION. THE SIGNAL WAS DETERMINED TO
BE SPURIOUS AS VERIFIED BY SAMPLES TAKEN BY THE RADIATION CHEMISTRY DEPARTMENT,
IMMEDIATE CORRECTIVE ACTION WAS TO RESET THE MONITOR AND RETURN VC TO NORMAL.
ELECTROCUBES WERE INSTALLED IN THE MONITOR'S CIRCULTNY TO SUPPREI® VOLTAGE
SPIKES, FOLLOWING THE APRIL 15, 1988 OCCURRENCE., SUBSEQUENT SPIR(NG IDENTIFIED
THE NEED FOR ADDITIONMAL INVESTIGATION TO DEVERMINE THE ROOT CAUSE THE RESULTS
OF THIS INVESTIGATION WILL BE DOCUMENTED IN A SUPPLEMENT TO THIS REPORT. THERE



HAS BEEN ONE PREVIOUS UCCURRENCZ OF VC SHIFTING TO I1TS EMERGENCY MAKEUP MODE OF
OPERATION AS A RESULT OF A SFU/IOUS RADIATION MONITOR SPIKE.

| 9) BYRON 1 DOCKET 50-454 LER 88-002
REACTOR TRIP DUE TO ROD DROP DURING MANUAL CONTROL ROD MOTION.
EVENT DATE: 041888 RE. DRT DATE: 0511388 NSSS: WE TYPE: PWR

(NSIC 209297 AT 2120 ON APRIL 18, 1982, A LICENSED REACTOR ' 'RATOR MANUALLY
INSERTED THE CONTROLLING BANK OF CONTROL RODS ONE STEP TO ADJUST AXIAL PFLUX
DIFFERENCE, THE "POWER RANGE FLUX RATE HIGH REACTOR TRIP" ANNUNCIATOR ACTUATED
AND T!U'E REACJOR TRIP BREAKERS OPENED. CONTROL ROOM OPERATORS ENTERED AND
COMPLIED WITH "REACTOR TRIP (R SAFETY INJECTION UNIT ! 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 [N
HOT STANDBY AT 2230 ON APRIL 18, 1988. THE INTERMEDIATE CAUSE OF THE REACTOR
TRIP WAS THE DROFPING ONF ONE OR MORE CONTROL RODS INTO THE REACTOR CORE, WHICH
RESULTED IN THE PFLUX HIGH NEGATIVE RATE REACTOR TRIP. TROUBLESHOOTING EFFPORTS
FAILED TO DETERMINE A ROOT CPUSE OF THE DROPPED RODS. IT IS BELIEVED THAT AN
INTERMITTENT COMPONENT FAILUL & IN THE ROD CONTROL SYSTEM CAUSLD THE EVENT, BUT
THE C “PONENT DID NOT REMAIN IN THE PAILED MODE FOLLOWING THE REACTOR TRIP.
EXTENS . /E TROUBLESHOOTING WAS CONDUCTED TO LOCATE DISCREPANCIES THAT MAY HAVE
CAUSED THE ROD DROP, A NUMBER OF LOOSE ELECTRICAL CONNECTINNS WERE IDENTIFIED IN
THE ROD CONTROL POWER CABINETS AND ALL WERE REPAIRED.

[ 19) CALLAWAY DOCKET $0-48) LER 88-00%

ESF ACTUATIONS ON HIGH STEAM GENERATOR (8/G) LEVEL AND A REACTOR TRIP ON LOW §8/G
LEVEL DUE TO IMPROPER FEEDWATER CONTROL,.

EVENT DATE: Q4688 REPORT DATE: 051688 NSSS: wE TYPE: PWR

(NSIC 209383) ON &4/16/88 AT 0221 CDT, A FEREDWATER (FW) ISOLATIUN (FPWIS) AND AN
AUXILIARY FPW ACTUATION (AFAS) OCCURRED ON A KIGH LEVEL IN 'C' STEAM GENERATOR
(§/G). ON &4/17/88 AT 1734 CDT, AN AFAS, FWIS, AND A REACTOR TRIP OCCURRED ON §/G
LEVELS. THE PLANT WAS IN MODE ) - POWER OPERATIONS POR BOTH EVENTS. THE PLANT
TEMPERATURE, PRESSURE, AND REACTOR POWER FOR EVENTS 1 AND 2 WERE S554F, 2235 PS1G,
§%, AND 5623, 2235 PSIG, 1'% RESPECTIVELY. THE HIGH S/G LEVEL IN EVENT !
OCCURRED WHEN TRANSFERNING FROM THE MAIN FEEDWATER REGULATOR VALVES (FRV) TO THE
FW BYPASS VALVES., THE LICENSED OPERATOR'EL USE OF INDICATIONS TO ANTICIPATE PLANT
RESPONSE LFD TO /N ERRONEOUS DECISION AS TO TH  CAUSE OF THE §/G LEVEL INCREASE
AND THE ACTIONS TAKEN TO CORRECT IT. THE LOW S/G LEVEL IN EBVENT 2 MAS DU'. TO THE
LICENSED OPERATOR'S DECISION TO CONTROL FW USING ONLY THE MAIN FRVS AT A LOW
POWER LEVEL. TO PREVENT RECURRENCE, PROCEDURES FOR THE FRY TO FW BYPASS VAIVE
TRANSPER HAVE BEEN REVISED AND TRAINING WILL BE CiL /DUCTED POR LICENSED OPERATOF®,
A LETTE, WAS ISSUED TO ALL SHIFT SUPERVISORS TO EMPH.SILE THE NECPSSITY FOR
ADDRESSING ABNORMAL INDICATIONS DURING TRANSIENT PERIODS.

[ 1Y) CALVERT CLIFFPS 2 DOCKET 50-318 LER 87-005 REV O
UPDATE Cd FPOLLOWING THE CALIBRATION OF THE TURLINE GENERATOR CONTROLLER EXCESS
LOAD RESULTS IN A LOW STEAM LENERATOR PRLSSURE REACTOR TRIP.

EVENT DATE: 070387 REPORT DATE: 051688 NESS: CE TYPE: PWR

(NSIC 209302) PRIOR TO STARTUP, UNIT 2 MAIN TURBINE GENERATOR CONTROLLER WAS
CALIBRATED USING A NEW WESTINGHOUSE SIMULATOR. RESULTS REQUIRED SETTING THE
INITIAL "ALVE POSITION PERCENT MICROMETER AT .62, THIS SETTING SHOULD CAUSE THE
TURBINE GENERATOR TO INITIALLY PICK UP S% OF RATED LOAD. ON 7/3/87, WITH REACTOR
POWER AT 7%, THE MAIN BREAKER WAS SHUT. THE GENERATOR PICKED UP APPROXIMATELY
100 MEGAWATTS, OR 12% OF RATED LOAD, AND CAUSED A SUDDEN INCREASE IN STEAM DEAAND
RESULTING IN QUICKLY LOWERING STEAM GENERATOR PRESSURE. THE OPERATORS TOOK
ACTION TO REDUCE STEAM DEMAND. TURBINE BYPASS VALVES WERE SHUT AND TURBINE LOAD



WAS M NUALLY LOWERED, BUT THE REACTOR TRIPPED ON LOW STEAM GENERATOR PRESSURE,
FOLLOWING DISCUSSION, THE INITIAL VALVE POSITION PERCENT MICROMETER WAS CHANGED
TO THE PREVIOUS OUTAGE RESULT, .050. THE TURBINE GENERATOR PICKED UF 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 5.5% OF RATED LOAD. 1IN RETROSPECT THE .162
SETTING WAS TOQ HIGH. COMPARISONS OF RESULTS WITH THE PLANT SET-POINT LOG
SETTINGS IMAT MAY RLQUIRE FURTHER SUPERVISORY REVIEW OF QUESTIONABLE RESULTS WILL
BE MADE.

| 12) CATAWBA DOCKET 50-41) LER 88-01%
RECEIPT OF AUTOMATIC 3IGNAL FOR ALIGNMENT OF THE NUCLEAR SERVICE WATER SYSTEM TO
THE STANDBY NUCLEAR SERV(CE WATER POND DUE TO LACX OF ATTENTION TO DETAIL.

EVENT DATE: 0Q411C8 REPORT DATE: 05'388 NSSS: WE TYPE: PWR

OTHER UNITS INVOLVED: CATAWBA 2 (PWR)

(NSIC 209338) ON APRIL 13, 1988, AT 1104 HOURS, THE NUCLEAR SERVICE WATER (RN)
SYSTEM RECEIVED A SIGNAL TO SWAP SUCTION FROM LAKE WYLIE TO THE STANDBY NUCLEAR
SERVICE WATER PONI'. THIS ENGINEERED SAFPEGUARDS FEATURE (ESF) ACTUATION OCCURRED
DURING CALIBRATION OF RN PIT LEVEL INSTRUMENTATION. DUKE POWER TECHNICIANS
MISTAKENLY DISCONNECTED 2BNLT?71370 INSTEAD OF 'RNLT7370 WHICH SATIGFIE. ESF LOG:.
FOR THE SWAP. UNIT ' AND UNIT 2 WERE IN MODE ', POWER OPERATION, AT 100% POWER
AT THE TIME OF THE EVENT. THIS INCIDENT HAS BEEJ ATTRIBUTED TO A PERSONNEL
ERROR. DUKE POWER TECHNICIANS DID NOT CORRECTLY IDENTIFY OR INDIT™ENDENTLY VERIFPY
THE IDENTIFICATION OF RN INSTRUMENTATION PRIOR TO PROCEEDING WITH THE
CALIBRATION. DISCIPLINARY ACTION WAS TAKEN WITH THE TECHNICIANS PERFORMING THE
CALIBRATION FOLLOWING REVIEW OF THIS EVENT. THE HEALTH AND SAFETY OF THE PUBLIC
WERE UNAFFECTED BY THIS EVENT.

[ 13) CATAWBA 2 DOCKET S0-418 LER B8-01%
TECH SPEC VIOLATION CAUSED BY MISSED RETEST DUE TO A PERSONNEL ERROR.
EVENT DATE: 040588 REPORT DATE: 05058° NSSS: WE TYPE: PWR

(NSIC 209339 ON 4/5/88, AT APPROX. 1600 HOURS, A DUKE POWER PERFORMANCE ENGINEER
DISCOVERED THAT 2BB-6'B, STEAM GENERATOR 2C BLOWDOWN CONTAINMENT OUTSIDE
ISOLATION VALVE, HAD NOT BEEN RETESTED FOLLOWING REPAIR, ON 3/14/88, A WORK
REQUEST HAD BESN INITIATED TO INVESTIGATE AND REPAIR A PACKING LEAK ON 2BB-6'D8,
ON 3/15/ B8, THE WORK REQUEST WAS SIGNED ON, THE REPAIR WAS PERFORMED, AND
CONTROL OF 2BB-61B WAS ACCEPTED BY OPERATIONS. WHEN THIS INCIDENT OCCURRED, THE
UNTT WAS IN MODE &, HOT SHUTDOWN, AND IN THE PROCESS OF STARTING UP POLLOWING
ASTATIC CLAM FLUSH TESTINS. POLLOWING DISCOVERY OF THE INCIDENT, PERFORMANCE
PERSONNEL VERIFIED THAT A QUARTERLY SURVEILLANCE TEST HAD BEEN SATISFACTORILY
ZERFORMED ON "BB-6'B ON 3/29/ 88. THE VALVE WAS IN SERVICE FROM 3/15/88 UNTIL
J/29/88, WITHOUT A RETEST HAVING BEEN PERFORMED. DURING THIS PERIOD, THE UNIT
MOVED TF: UGH MODE 3, HOT STANDBY, MODE 2, STARTUP, AND INTO MODE ', POWER
OPERATION. THIS VALVE (S REQUIRED BY TECH SPECS TO BE OPERABLE IN MODES !
THROUGH 4. THIS INCIDENT HAS BEEN ATTRIBUTED TO PFRSONNEL ERRORS. THE REPAIR OF
2BB-61B WAS NOT IDENTIFIED AS A TECH SPEC ITEM BY O/ERATIONS PERSONNEL. THE UNIT
SUPERVISOR, WHO GAVE CLEARANCE TO BEGIN WORK ON AND FPVENTUALLY ACCEPTED CONTROL
OF 288-6'B, DID NOT RECOGNILZE THE WORK REQUEST AS BEING A TECHNICAL SPECIFICATION
ITEM, THE VALVE WAS NOT DECLARED "NOPTRABLE PENDING RETESTING.

| 14) CATAWEBA 2 DOCKET $S0-414 LER 88-016
BOTH TRAINS OF THE AUXILIARY BUILDING VENTILATION SYSTEM INOPERABLE DUE TO A
PERSONNEL ERRUR.

EVENT DATE: 040788 REPORT DATE: 050688 N§SS: we TYPE: PWR



(NSIC 209287) ON 4/7/88, AT APPROX. 1149 HOURS, A PERFORMANCE SPECIALIST
INADVERTENTLY PLACED THE SOLID STATE PROTECTION SYSTEM (SSPS) TRAIN A IN TEST
WHILE THE AUXILIAPY BUILDING VENTILATION (VA) FILTERED EXKAUST SYSTEM TRAIN B WAS
INOPERABLE FOR PREVENTIVE ' .TNTENANCE. THIS RENDERED BOTH TRAINS OF VA FILTERED
EXHAUST INOPERABLE, PLACIN [WHE UNIT IN TECHNICAL SPECIFICATION 3.0.3. THE SSPS
WAS REJURNED TO NORMAL BY INSTRUMENTATION AND ELECTRICAL (IAE) TECKNICIANS BEFORE
ANY ACTION WAS REQUIRED TO SHUTDOWN THE UNIT. THE UNIT WAS IN MODE ', POWER
OPERATION, AT 100% POWER DURING THIS INCIDENT. THIS INCIDENT HAS BEEN ATTRIBUTED
TO A PERSONNEL ERROR., THE SPECIALIST MAD ASKED A PETFORMANCE STAFF ENGINEER IN
CHARGE OF 'YHE PERIODIC TEST HOW THE VALVES BEING TEST1ZD WERE TO BE STROKE TIMED.
THF ENGINEER ANSWERED THAT A SWITCH IN THE CABINET WOULD BE PLACED "1 TEST,
INITIATING THE FESPONSE TIME TESTING PROGRAM. THE SPECIALIST ASSUMED THIS WAS Al
AUTHORIZATION TO PROCEED WITH THE TEST (WHICH WAS ON MOLD AT THE TIME). THE TEST
PROCEDURE CORRECTLY IDENTIFIED THE SWITCH IN THE AUXILIARY SAFEGUARD, TEST
TABINET TO BE "LACED IN THE TEST POSITION. MOWEVER, THE SPECIALIST FLACED 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 ZMPHASIS ON
PROPEZR USE OF PROCEDURES,

[ 15) CLINTON ! DOCKET 50-46) LER 88-008
VALVE SEATING SURFACE WEAR RESULTS IN UNACCEPTABLE MAIN STEAM ISOLATION VALVE
LEAKAGE RATES.

EVENT DATE: 032088 REPORT DATE: Q40888 N&SS: GB TYPE: BWR
VENDOR: ATWOOD & MORRILL CO., INC,

(NSIC 208953) ON MARCH 20, 1988, AT 2030 HOURS, WITH THE PLANT IN MODE & (COLD
SHUTDOWN) AND THE REACTOR AT APPROXIMATELY 150 DEGREES FAHRENMEIT AND ATMOSPHERIC
PRESSURE, LOCAL LEMK KATE TESTING BY TEST ENGINEERS IDENTIFIED THAT THE PRIMARY
CONTAINMENT LEAKAGE RATES OF THE MAIN STEAM ISOLATION VALVES (MSIVS) ON LINE D
EXCEEDED TECHNICAL SPECIPICATION LIMITS OF 13,214 STANDARD CUBIC CENTINETERS PER
MINUTE (SCCM) (28 STANDARD CUBIC FEET PER HOUR) PER LINE, THE CAUSE OF THE
EXCESSIVE LEAXAGE 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 QUTBOARD MSIVS.
THE TWO MSIVS HAVE BEEN . IWORKED BY LAPPING THE SEATS AND MACHINING THE POPPETS.
SUBSEQUENT LEAXK RATE TESTING WAS SATISPACTORILY COMPLETLL. [I'N' APPROXIMATE
LEAKAGE RATE FOR MAIN STEAM LINE D POLLOWING REWORK WAS )40 SC.A. ILLINOIS POWER
WILL CONTINUE THE INVESTIGATION OF THE MSIV LEAKAGE PROBLEM TO REDUCE RECURRENCE.
THIS INVESTIGATION WILL INCLUDE REVIEW OF INDUSTRY SXPERTENCE WITH THESE VALVES
AND REVIEW OF VENDOR RECOMMENDATIONS PROVIDED POR SIMILAR VALVES.

| 16) CLINTON 1 DOCKET 50-46! LER 86-01)
FAULTY CARD SELECT DECODER CAUSES SPURIOUS LOW REACTOR WATER LEVEL TRIP OF
INSTRUMENT AIR ISOLATION VALVES DURING DRYWELL PRESSURE CHANNEL CALIBRATION.
EVENT DAVE: Q43C88 REPORT DATE: 051888 NESS: GE TYPE: BWR
VENDOR: GENERAL ELECTRIC CO.

(NSIC 209442) ON APRIL 30, 1988 #ITH THE PLANT IN MODE & (COLD SHUTDOWN:! TWO
INSTRUMENT AIR SYSTEM CONTAINMENT ISOLATION VALVEE AUTOMATICALLY ISOLATED AS A
RESULT OF A SPURIOUS DIVISION I LOW REACTOR WATER LEVEL (LEVEL ') TRIP SIGNAL,
THIS ISOLATION OCCURRED WHILE TECHNICIANS WERE PERFORMING A CHANNEL CALIPRATION
SURVEILLANCE ON A DIVISION I DRYWELL PVESSURE CHANNEL., IMMEDIATELY APTER THE
ISOLATION OCCURRED, CONTROL ROOM OPERATORS DIRECTED THE TECHNIC \NS TO STOP THE
SURVEILLANCE AND TO RETURN THE CHANNEL TO ITS NORMAL CONFPIGURATILN, THE TRIP
S.GNAL WAS RESET, THE VALVES WERE REOPENED, AND AN INVESTIGATION WAS BEGUN TO
DETERMINE THE CAUSE OF THF ISOLATION. DURING THE CALIBRATION, TECHNICIANS
NOTICED THAT A TRIP INDICATOR LIGHT ON AN ADJACENT ANALOG TRIP MODULE (ATM) PFOR
DTVISION I LOW REACTOR WATER LEVFL WAS FPLICKERING DIMLY. THIS REACTOR WATER _

Lo sL ALY IS ADJACENT TO THE DRYWELL PRESSURE ATM. THE INVESTIGATION DETERMINED



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

[ 17) CLINTON ! DOCKET S0-461 LER 88-01%
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: BWR
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
INSUPFICIENT POST MAINTENANCE TESTING (PMJ) TO VERIFY THE OPERABILITY OF THE
AIRLOCK DOOR SYSTEM FOLLOWING REPAIR TO ITS OUTER DOOR EQUALIZING VALVE. THE
AIRLOCK SHOULD HAVE BEEN LEAK TESTED, HOWEVER, ONLY THE AIRLOCK INTERLOCK
OPERATION WAS CHECKED. FOLLOWING IDENTIFICATION OF THE INSUFFICIENT PMT, THE
AIRLUCK WAS LEAK TESTED THREE TIMES., THE FIRST TWO TESTS IDENTIFPIED 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 TRE REQUIRED AIRLOCK
SURVEILLANCE TESTS., THE INADEQUATE ASSRSSMENT OCCURRED BECAUSE THE SHIPT
SUPERVISOR DID NOT KNOW THE EQUALIZING VALVE REPAIR REQUIRED A LEAK TEST.
CORFIECTIVE ACTLONS INCLUDE COUNSELLING OF THE PERSONNEL RESPONSIBLE POR THE
INADEQUATE EVALUATION AND PERFORMANCE OF AN EVALUATION OF AIRIOCK RELIABILITY.

| 18) CONNEBCTICUT YANKEE DOCKET 50-213 LER 88-012
REACTOR TRIP DUE TO IMPROPER INSTALLATION OF TURBINE STOP VALVE CAM SWITCHES,
EVENT DATE: 043088 REPORT DATE: 052788 NSSS: WE TYPE: PWR

(NSIC 209369) AT APPROXIMATELY 1130 ON APRIL 30, 1988, WITH THE PLANT AT 60%
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 YALSE TRIP SIGNAL INDICATING THAT BOTH TURBINE STOP VALVES MHAD
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 FLANT RESPONDED AS
EXFECTED. THE SWITCHES WERE RePAIRED AND TESTED. A MAINTENANCE PROCEDURE WILL
BE DEVELOFED TO ENSURE PROPER INSTALLATION AND TESTING OF THE TURBINE STOFP VALVE
CAM SWITCHES., THIS EVENT 15 REPORTABLE UNDER 'OCFRSO0.73(A)(2)(1IV) SINCE IT
INVOLVED AUTOMATIC ACTUATION OF THE REACTOR PROTECTION SYSTENM.

| 19) cook 2 DOCKET 50-1316 LER 88-004
MAIN STEAM SAFPETY VALVES OUT OF SPECIFICATION DUE TO APPARENT SETPOINT DRIFT,
EVENT DATE: 042088 REPORT DATE: 051288 NSSS: WE TYPE: PWR

VENDOR: DRESSER INDUSTRIAL VALVE & INST D1V

(NSIC 209323) BETWEEN APRIL 19 AT 1670 HOURS AND APRIL 20 AT '8'' HOURS, 19898,
WITH THE UNIT 2 REACTOR IN MODE ' (POWER OPERATION) AT 77 PERCENT THERMAL POWER,
SIX . THE TWENTY MAIN STEAM SAFETY VALVES (MSSV) LIFT SETPOINTS WZRE FOUND TO BB
QUT OF SPECIFICATION DURING SURVEILLANCE TESTING. THE MSSV LIPT SETPOINTS RANGED
FROM 16 PSI BELOW TO & PSI ABOVE THE TECHNICAL SPECIFICATION REQUIRED RANGE. IN
EACH CASE THE MSSVS' LIFT SETPOINTS WERE CORRECTED AND THE SAFETY VALVES LEFT
OPERABLE PRIOR TO COMPLETION OF THiR SURVEILLANCE TEST PROCEDURE (STP). THE
APPARENT MSSV SET POINT DRIFT COULD HAVE BEEN ATTRIBUTABLE TO TWO PACTORS, 1)
TESTING METHOD, AND; 2) SET POINT DRIFT DUE TO VALVE DESIGN/ APPLICATION. THE
INVESTIGATION CONCLUDED THAT THE OLD TESTING METHOD HAD A HIGH PROBABILITY OF



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 UTILIZING AN IMPROVED TESTING
METHOD. TO PREVENT RECLRRANCE, 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 86-009
ICE BUILDUP IN ICE CONDENSER FLOW PASSAGES [UE TO SUBLIMATION.
EVENT DATE: 04i6f8® REPORT DATE: 051988 NSSS: WE TYPE: PWR

(NSIC 209359) ON APRIL 26, 1988, WITH UNIT 2 Ik MODE S5 (COLD SHUTDOWN), PLOW
PASSAGE INSPECTIONS OF THE ICJ CONDENSER REVEALED FROST AND ICE BUILDUP ON THE
LATTICE FRAMES OF GREATER THAN 1/8 INCH IN A TOTAL OF FOUR FPLCW PASSAGES IN ONE
OF THE TWENTY-FOUR ICE CONDENSER BAYS. TECH SPEC 4.6.5.).B.3 LIMITS FROST OR ICE
BUILDUP IN PLOW PASSAGES TO A NOMINAL THICKNESS OF 1/8 INCH. ACCORDING TO THIFf
TECH SPEC, BUILDUP EXCEEDING THIS LIMIT IN TWO OR MORw FPLOW TASSAGES PER BAY 1§
EVIDENCE OF ABNORMAL DEGRADATION., THOUGH THE EVALUATION HAS CONCLUDED THAT THE
DEGRADATION 18 NOT SERIOUS, ISSUANCE OF THIS VOLUNTARY LER IS5 APPROPRIATE SINCE
SOME DEGRADATION HAS BEEN IDENTIFIED. ACTIONS TAKEN TO CORRECT THE ABNORMAL
DEGRADATION INCLUDED MANUAL CLEANING OF THE FLOW PASSAGES AND AN TNTEI 4AL
INVESTIGATION OF THE EVENT. THE RESULTS OF TECH SPEC SURVEILLANCES RIGARDING
FROST AND ICE THAT FORMS IN THE FLOW PASSAGES IS BEING MONITORED TO B) SURE THAT
ANY ADVERSE TRENDS IN THE AMOUNT OF ICE AND FROST BUILDUP BETWEEN SUV/VEILLANCES
WILL BE IDENTIFIED., THE IMPACT O FROST AND ICE BUILDUP IN THE FLOY PAISAGES 1S
ALSO BEIMG STUDIED IN CONJUNCTION WITH THE OTHER UTILITIES WITH IZ) CONDENSER
CONTAINMENTS .

| 21) COOPER DOCKET 50-298 LER #8-010
FAILURE OF ONE CORE SPRAY SYSTEM SUCTION VALVE TO CLOSE DURING SURVERILLANCE
TESTING DL TO INCORRECTLY INSTALLED MOTOR OPERATOR PINION GEAR.

EVENT DATE: 1021388 REPORT DATE: 05%.)%@ NSSS: GE TYPE: BWR
VENDOR: LIMITORQUE CORP.

(NSIC 209317) ON OCTOBER 23, 1985, DURING PERFORMANCE OF SURVEILLANCE PROCEDURE
6.3.8.2, CORE SPRAY MOTCR OPERATED VALVE OPERABILITY T2ST, CORE SPRAY SUCTION
VALVE CS-MOV-MO7B WOULD NOT CLOSE WHEN REMOTELY ACTJUATED PROM THE CONTROL ROOM.
THE PROBLEM WAS IMMEDIATELY INVESTIGATED AND 1T WAS DETERMINED THAT THOUGH THE
MOTOR WOULD RUN, AN APPARENT GEAR TRAIN PROBLEM YXISTED SINCE VALVE POSITION DID
NOT CHANGE. IT WAS FURTHER VERIFI™D THAT THE VALVE COULD BE REPOSITIONED USING
THE LOCAL MANUAL HANUDWHEEL. AT THE TIRE OF DISCOVERY OF TKIS CONDITION, THE
PLANT WAS SHUTDOWN., THE CAUSE OF THE OPERABILITY PROBLEM WAS DISCOVERED TO BE
DUE TO INCORRECT PINION GEAR ORIENTAVION IN THE MOTOR OPERATOR, AN SMB-0 OPERATOR
MANUFACTURED BY LIMITORQUE CORPORATION. A NEW PINION GEAR WAS INSTALLED AND
RELATED CORRECTIVE ACTIONS WERE TAKEN TO RESTORE THE OPEPATOR TO A SATISPACTORY
CONDITION, THE OPERATOR WAS EBLECTRICALLY RETERMINATED, SUCCESSFULLY STROKE
TLSTED AND FETURNED TO SERVICE. SUBSEQUENTLY, AS A FOLLOWUF TO THIS EBVENT AND AS
ADDITIONAL CORRECTIVE ACTION IN RESPONSE TO IBIN 95-22, AN INSPECTION WAS
CONDUCTED OF ALL LIMITORQUE SMR-0 THROUSH 4 OPERATORS INSTALLED IN SAFETY FELATED
APPLICATIONS TO VERIFY CORRECT GEAR ORIENTATION.

| 22) COOFER DOCKET 50-298 LER 87-020
APPARENT NONCOMPLIANCE WITH THE DIN EL GENELATOR SURVEILLANCE TESTING PREQUENCY
REQUIREMENTS

EVENT DATE: 082787 REPORT DATE: 052987 NSSS: GB TYPE: BWR
VENDOR: COOPER ENERGY SERVICES

(NSIC 209201%) DURING A RECENT NRC INSPECTION, AN APPARENT NONCOMPLIANCE WITH THE
DIESEL GENERATOR SURVEILLANCE TESTING FREQUENC: ASSOCIATED WITH THE ANNUAL



INSPECTIONS PERFORMED IN '984 WAS IDENTIFIED. SPECIFICALLY, THE INSPECTIONS
CONDUCTED IN 1984 WERE NOT ACCOMPLISHED WITHIN !5 MONTHS (ANNUAL PLUS AN
ALLOWABLE EXTENSION OF 25 PERCENT) OF THEIR PERFORMANCE IN LATE MAY - BARLY JUNE
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 REFUELINC/PIPE REPLACENMENT OUTAGE. THE CAUSE OF
THIS APPARENT NONCOMPLIANCE WITH TECH SPEC SURVEILLANCE .NTEZRVAL 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 UNDERSTOOD TO VEAN ONCE PER YEAR, THEREFORE, THE REQUIRED INSPECTIONS WERE TO
BE ACCOMPLISHED AT SOME TIME BETWEEN JANUARY 1 AND DECEMBER 31 OF EACH YEAR. AS
» RESULT OF DISCUSSIONS CONDUCTED SUBSEQUENT TO THIU EVENT REGARDING THE
DEFINITION OF SURVEILLANCE TESTING INTERVALS, PROCEDURAJ. CHANGES WERE MADE
INCORPORATING STANDARD TECH SPEC DEFINITIONS. 1IN ADDITION, A CHANGE TO THE TECH
SPEC WAS INITIATED TO LENGTHEN THE REQUIRED DIESEL GENERATOR INSPECTION INTERVAL

TO '8 MONTHS.

| 23) COOPER DOCKET 50-298 LER 88-0M
UNPLANNED ACTUATICY QOF AN ENGINEERED SAFETY FEATURE DURING PERFORMANCE OF

MAINTENANCE ON THE 4'V DC BATTERY SYSTENM.
EVENT DATE: Q41888 AYPORT DATE: 051888 NSSS: GR TYPE: BWR

(NSIC 209398) ON 4/18/78, 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 GAS 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’OR BUILDING EXHAUST
PLENUM RADIATION MONITORS WHEN A MOMENTARY DECREASE IN BATTERY BUS VOLTAGE
OCCURRED. THE DECREASE IN BATTERY BUS VOLTAGE WAS DUE TO LOOSENING OF A BATIERY
INTER-CELL CONNECTOR, BEING REMOVED FOR CLEANING. THIS EVENT OCCURRED DUE 10 A
MISCOMMUNICATION OF CLEARANCE ORDER REQUIREMENTS AND THE ACTUAL w~ORK TO BE
FERFORMED ON THE 24V DC BATTERIES. FPRIOR TO INITIATING WORK, A UTILITY
ELECTRICIAN REVIEWED WITH THE LICENSED OPERATOR THE CLEARANCE ORDER TO BE
IMPLFMENTED, SUBSEQUENTLY, THE 1A! AND 1A2 24V CHARGER DC OUTPUT CIRCUIT
BREAKERS WERE OPENED, ISOLATING THE CHARGERS FROM THE BUS. HOWEVER, TH® A! AND A2
44V DC BATTERIES REMAINED TIED TO THE BUS. THE LICENSED OPERATOR WAS NOT AWARE
THAT LOS3 OF THE 24V DC BATTERIES WOULD OCCUR DURING PERFORMANCE OF THE WORK,
JORRECTIVE ACTION TAXEN INCLUDED RESTORATION OF THP A 24V DC BITTERY BRUS TO ITL
NORMAL CONFIGURATION AND RESTORATION OF NORMAL REACTOR BUILDING VENTILATION,
RETURNING THME SGT SYSTEM TC STANDBY.

| 2§) CCOPER DOCKET 50-298 LER 88-012
UNPLANNED ACTUATION OF GROUP ISOLATION ENGINEERED SAFETY PEATURES WNILE SHUTDOWN
DUE TO RELAY FAILURE.

EVENT DATE: 042299 REPORT DATE: 051989 NSSS: GB TYPE: BWR

VENDOR: GENERAL ELECTRIC CO.

(NSIC 2093'8) ON 4/22/88, WHILE SHUTDOWN POR THE '988 RCYUELING QUTAGE, PARTIAL
GROUP 2 AND GROUF € ISOLATIONS UNEXPECTEDLY OCCURRED AT 3:45 A.M., TNFSE PARTIAL
ENGINERRED _AFETY FEATURE (ESF) ACTUATIONS WERE TRACED TO A FAILED (1 UNED) COIL
FOR RELAY Y6A K17, A GROUFP 2 ISOLATION RELAY. DUE TO EXISTING PLANT CONDITIONS,
THE EFFECTS OF THE PARTIAL GROUP 2 ISOLATION (PRIMARY CONTAINMENT ISOLATION)
RESULTED IN NO IMFACT ON PLANT ACTIVITIES. HKOWEVER, THE EPPECTS OF THE GROUP &
ISOLAVION ' SECONDARY CONTAINMENT ISOLATION AND INITIATION OF THE STANDBY GAS
TREATMENT (SGT) SYSTEM) WERE EVIDENT IN THAT NORMAL REACTOR BUILDING VENTILATION
WAS AUTOMATICALLY SHUTDOWN AND ONE HALF OF THE SECONDARY CONTAINMENT ISOLATION
VALVES AUTOMATICALLY CLOSED. WHEREAS, THF A SGT SYSTEM TRAIN NORMALLY WOULD HAVE
STARTED DUR TO THIS FAILURE, IT HAD PREVIOUSLY BEEN REMOVED PROM SERVICE FOR
OQUTAGE RELATID MAINTENAN I AND, THEREFORE, WAS NOT ACTUATED. THE RELAY FAILURE
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WAS CONSIDER™D TO BE RANDOM IN NATURE AND NCT DUE TO ANY SPECIFIC CAUSE, THE
RELAY 'iA?7 REPL, CED, THE PARTIAL GROUP 7 AND 6 ISOLATIONS WERE RESET, AND NORMAL
REACTOR hWyI'DING VENTILATION WAS RESTORED. NO ADDITIONAL CORRECTIVE ACTION WAS
NECESSARY FA' .URES OF RELAYS OF THIS TYPE (CRY20A RELAYS MANUFACTURED BY
GENERAL ELECTR1 ) HAVE OCCURRED ON A RANDOM BASIS IN THE PAST. NO UNUSUAL
FAILURE THENDS | OR RELAYS OF THIS TYPE HAVE BEEN NOTED AT COOPER.

{§ 29 COOPER DOCKET 50-298 LER §8-01)
UNPLANNED ACTUATII'NS OF GROUPS 2 AND 6 IFOLATIONS DUE TO PERSONNEL ERROR AND
HUMAN FACTORS DEF1TIENCY,

EVENT DATE: 042688 REPORT DATE: 052688 NSSS: GB TYPE: BWR

(NSIC 209399) ON 4/2 /88, TWO UNPLANNED ACTUATIONS OF GROUPS 2 AND 6 I1SOLATIONS
(PRIMARY CONTAINMENT . SOLATION AND SECONDAPY CONTAINMENT ISOLATION, INCLUDING SGT
(SGT) SYSTEM INITIATIO. , RESPECTIVELY) OCCURRED DURING PERPORMANCE OF REACTOR
PROTECTION SYSTEM (RPS) MFA RELAY MAINTENANCE. BOTH EVENTS OCCURRED WHEN NEUTRAL
LEAD CONNECTIONS FOR REL, Y SA-K3B () OF 8 MAIN STEAM ISOLATION VALVE (MSIV)
CLOSURE SCPrAM F® .AYS) WER, DISCONNECTED. DUE TO THE NEUTRAL LEAD WIRING
CONFIGURATION ~AICH INVOLV, S DAISY CHAINING OF THE NEUTRAL CONNECTIONS FRONM
SEVERAL RELA:§, INTERRUPTIO, OF THE NEUTRAL LEAD CIRCUIT WILL RESULT IN
DE-LNERGIZING ONE OR MORE RE.\YS. IN BOTH SITUATIONS, DRYWELL HIGH PRESSURE
RELAY SA-KUB WAS ALSO DE-ENER. "IED. THIS RESULTED IN ACTUATION OF PRIMARY
CONTAINMENT ISOLATION S.CTEM (B 'IS) LOGIC CHANNEL B. AT THE TINE, PCIS CHANNEL A
WAS ALSO IN A TRIPPED CONDITION, AND AS A RESULT, THE GROUPS 2 AND € ISOLATIONS
ONCURRED. THE CAUSE OF THE FIRST “RIP WAS DUE TO OVERLOOKING THE INTERACTION
BETWEEN THE RPS HFA RELAYS AND PCIS THE SRCOND TRIP WAS DUE TO THE NEUTRAL LEAD
BEING PULLED PREE FPROM A COMPRESSION TYPE CONNERCTION DURING WIRING VERIFICATION.
CORRECTIVE ACTION TAKEN INCLUDED INSTALLATION OF JUMPERS TO PRESERVE THE NEUTRAL
CONNECTION CIRCUIT PRIOR TO SUBSEQUENT REMOVAL OF RELAYS .JOR MAINTENANCE, AND
CHECKING ALL NEUTRAL BUS BAR COMPRESSION TYPE CONNECTION DURING WIRING
VERIFICATION,

| 28] CRYSTAL RIVER 3 DOCKET $0-302 LER BR-01)
DEFECTIVE PROCEDURE LEADS TO MISINTERPRETATIOM OF SURVEILLANCE REQUIREMENTS AND
CAUSES MISSED SURVEILLANCE,

EVENT DATE: 0422088 REPORT DATE: 052188 NSESS: ’W TYPE: PWR

(NSIC 209358) ONK APRIL 22, '988 CRYSTAL RIVER UNIT 3 WAS OPERATING IN MODE )
(POWER OPERATION) AT 100% RATED THERMAL POWER, PRODUCING 892 MWE. AT 1000,
DURING A NURMAL 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 ) TECH SPEC &4.0.5
REQUIRES THAT AN INSERVICE TESTING PROGRAM, WHICH INCLUDES THE VALVE STROXE
TESTING, BE CONDUCTED IN ACLORDANCE WITH THE ASME BOILSR AND PRESSURE VESSEL
CODE, SEITION XI (SECTION X1), SBCTION XI REQUIRES THE QUARTERLY VALVE STROKE
TESTING UF ASME CODE CLASS ', 2 AND 3 VALVES, THIS PROCEDURE, WHICH SCHEDULES
ALL TECH SPEC SURVEILLANCES, DID NOT GIVE ADEQUATE GUIDANCE ON THE SCHEDULING
REQUIREMENTS FOR THE SECTION XI TESTS. THE MASTER SURVEILLANCE PLAN WILL BE
REVISED TO INCLUDE THE NEEDED INFORMATION. THERE WAS NO IMMEDIATE CORRECTIVE
ACTION TAKEN R REQUIRED., THE VALVE STROKE TESTING HAD BEEN PERFORNED ON
SCHEDULE FOR THE SECOND QUARTER OF 1988 PRIOR TO THE DEFICIENCY BEING DISCOVERED,
SINCE THE TESTING WAS COMPLETE, AND ALL THE VALVES MAD PERFORMED SATISPACTORILY,
THERE WAS NO IMMEDIATE ACTION NEEDED,

| 237 CRYSTAL RIVER ) DOCKET 50-1302 LER 88-0'2
DESIGN ERROR LEADS TO INADEQUATE ISOLATION BETWEEN INSTRUMENTS 1N THE CONTROL
ROOM AND REMOTE SHUTDOWN PANEL.

EVENT DATE: 042888 REPORT DATE: 0852788 NESS: Bw LYPE: PWE



(NSIC 209458) ON APRIL 28, 1988, CRYSTAL RIVER UNIT 3 WAS OPERATING IN MODE !
(POWER OPERATION) GENERATING 882 MWE, THE ENGINEERING DEPARTMENT WAS REVIEWING
PLANT INSTRUMENT DRAWINGS AS PART OF THE BEW OWNER'S GROUP SAFETY AND RELIABILITY
IMPROVEMENT PROGRAM. DURING THIS REVIEW, IT WAS DISCOVERED THAT 10 CFr S0,
APPENDIX R ELECTRICAL ISOLATION REQUIREMENTE 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. TI'IS
EVENT WAS CAUSED BY A DESIGN ERROR IN THE DEVELOPMENT OF CONTROL ROOM INSTRUMENT
MODIFICATIONS TO SATISPY FLORIDA POWER CORPORATION COMMITMENTS TO REGULATORY
GUIDE 1.97. EA%D ON A PRELIMINARY CHECK OF OTHER SIMILAR CIRCUITS, THIS APPEARS
TO BE AN TSOLATED OCCURRENCE. A ROVING PIRE WATCH, PEXFORMING AN HOURLY CHECK OF
THE CABLE SPREADING ROOM WAS ESTABLISHED. DESIGN CHANGRS TO PROVIDE THE REQUIRED
ISOLATION BETWEEN THE CONTROL ROOM AND REMOTE SHUTDOWN PANEL 1(HOT)
INSTRUMENTATION WERE DEVELOPED AND THEN INSTALLED ON MAY 27, 1988,

| 28] DAVIS-BESSE ! DOCKET 50-346 LER 82-028 REV O
UPDATE ON CHECK VALVE IN SERVICE WATER TUNNEL ON RETURN LINE OF CCW HT EXCHANGER
FAILS TO CLOSE.

EVENT DATE: 06'182 REPORT DATE: 051088 NSSS: BW TYPE: PWR

VENDOKk: VELAN VALVE CORP,

(NSIC 20936%) ON JUNE Y1, 1982 DURING THE PERFORMANCE OF THE SERVICE WATER
REFUELING TEST ST 5075.02, IT WAS FOUND THAT SWING CHECK VALVE SWia4 WOULD NOT
CLOSE, THIS VALVE IS LOCATED IN THE SERVICE WATER TUNNEL ON THE RETURN LTNE FROM
THE COMPONENT COOLING WATER HEAT EXCHANGER -2, SURVEILLANCE REQUIREMENIF OF
4.0.9 COULD NOT BE MET. THERE WAS NO DANGER TO THE HEALTH AND SAFETY OF THE
PUBLIC CR TO STATION PERSONNEL. TNE ABILITY OF THE UNIT TO REMOVE DECAY HEAT
FROM THE REACTOR CORE WAS NOT APFECTED BY THIS OCCURRENCE. THE APPARENT CAUSE 1§
A DESIGN ERROR., CORROSINN PRODUCTS AT THE PIVOT POINTS DUR TO THE GALVANIC
EFFECT OF DISSIMILAR METALS IN THE SERVICE WATER ENV.IRONMENT CAUSED THE DISM
ASSEMBLY TO STICK OPEN. UNDER MWOS 82-1790 AND 1809, THE VALVE WAS RETURNED TO
SERVICE ON JUNE '3, 1982. UNDER PCR 83-0151, THI® AND SIMTL/R SERVICE WATER
CHECK VALVES WILL BE REPLACED WITH BUTTERFLY VALVES DURING THE SUN REFUERLING
QUTAGE,

| 39] DAVIS-BESSE ! DOCKET 50-346 LER 87-010 REV )
UPDATE ON UNIT TRIP DURING A SEVERE THUNDERSTORM DUE TO [URBINE VIBRATION TRIP
SETPOINTS BEING LOWER THAN NECESSARY.

EVENT DATE: OR21§7 REPORT DATE: 0510@&» NSSS: Bw TYFE: PWR

VENDOR: MICRO SWITCH

(NSIC 209303) ON B8/27/87 AT 2258 HOURS WITH A SEVERE THUNDERSTORM IN THE AREA,
THE UNIT EXPERIENCED A TRIP FROM 100% REACTOP THERMAL POWRR, THE POST-TRIP
RESPONSE WAS NORMAL WITH THE EXCEFTION OF A PASTER THAN NORMAL REACTOR COOLANT
SYSTEM (RCS) AND PRESSURE RPYOUCTION, THE MAIN CONTRIBUTOR WAS THE EXCESSIVE
STEAM LOAD WHEN THE 2ZND +TAGE NMEHEAT STEAM SOURCE VALVE TO THE ¢! MOISTURE
SEPARATOR REMEATER FAILED TO AUTOMATICALLY CLOSE AFTER THE TURBINE TRIP. THE
CAUSE OF THIS VALVE FAILURE WAS TRACED PRISSURE SWITCH, PS9806, WNICH FAILRD TO
ACTUATE. ALSO THE SAPID PEEDWATER REDV.[ION CIRCUIT DID NOT RESPOND AS DESIRED
AND REQUIRED MANUAL OPERATOR ACTION TO OBTAIN THE DESIRED Pr "T-TRIFP 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 7 SUDDEN SHIPT IN
THE TURBINE-GENERATOR SHAFT FPOSITION AND RESULTANT VIBRATION SF.KES AT THE
SEARINGS THE ¢9 BEARING EXCEEDED ITS VIBRATION TRIP SET POINT. THIS CAUSED A
TURBINE GENERATOR TRIFP WRICH INITIATED AN ANTICIPATORY REACTOR TRIP SYSTEM (ARTS)
TRIP OF THE REACTOR., THE UNIT WAS BACK ON LINE ON AUGUST 23, 1987 AND RETURNED
TO FULL FOWER OPERATION ON AUGUST 24, '987. THE PRESSURE SWITCH WAS REPAIRED AND
SELECTED TURBINE-GENERATOR BEARING TRIP SEVYPCOINTS WERE INCRCASED SUCH THAT ALL
TRIPS NOW OCCUR AT 12 NMILS.
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[ 30) DAVIS~BESSE ! DOCKET 50-34é LER 88-010
MISSED FIRE WATCH DUE TO UNYDENTIFIED INOPERABLE FIRE DETECTION.
EVENT DATE: 040688 REPORT DATE: 050688 NSSS: BW TYPE: PWR

(NSIC 209278) ON APRIL 6, 1988 AT APPROXIMATELY 0230 HOURS MAINTENANCE WAS IN
PROGRESS WHICH ISOLATED THE SPRINKLER HEADER ABOVE MAIN FEEDWATER PUMP 1-2 AND
CAUSED AN ALARM ON FIRE ALARM/ANNUNCIATOR PANEL C4105. THIS IS A NON-TECHNICAL
SPECIFICATION FPIRE ALARM ANNUNCIATOR/PANEL. THE SHIFT SUPERVISOR WAS UNAWARE OF
THE ALARM'S SIGNIFICANCE. AT APPROXIMATELY 1000 MOURS FIRE PROTECTION PERSONNEL
NOTICED THAT FIRE ALAKM/ANNUNCIATOR PANEL C4105 WAS IN AN ALARM CONDITIOM. THIS
EFFECTIVELY RENDERED THE FIRE DETECTION FOR THE TURBINE BUILDING INOPERABLE.
THIS ALONG WITH TWO INOIERABLE FIRE BARRIERS REQUIRED CONTINUUUS FIRE WATCH AT
FIRE DOORS &23 AND 327 IN ACCORDANCE WITH TECHNICAL SPECIFICATION 3.7.10, THE
CONTINUOUS WATCH WAS ESTABLISHED AT 1040 HOURS. A PROCEDURE, DB-PP-00009, AND A
STANDING ORDER MAVE BEEN REVISED TO PROVIDE CLEARLY STATED GUIDANCE TO THE SHIPT
SUPERVISOR CONCERNING IMPLEMENTATION OF COMPENSATORY MEASURES. THIS EBVENT 18
BEING REPORTED IN ACCORDANCE WITH 10CFRSOQ.73(A)(2)(I),

{ 31} DAVIS-BESSE 1 DOCKET 50-346 LIR BE-0OMY
INCORRECT TERMINATION OF A CONTINUOUS FIRE WATCH FOLLOWING MAINTI NANCE.
EVENT DATE: 040888 REPORT DATE: 052788 NSSS: BW TYPE: PWR

(NSIC 2094'7) ON APRIL 8, 1988 FOLLOWING MAINTENANCE ON FIRE DOOR 422, THE SHIFT
SUPERVISOR INCORRECTLY DECLARED FIRE DOOR 422 OPERABLE ANU TERMINATED THE
CONTINUOUS FIRE WATCH FOR FIRE BARRIER ALI-N/422S ON APRIL 28, 988 DURING A
SUBSEQUENT REVIEW OF THE SURVEILLANCE TE.'T USED FOR POST-MAINTENANCE TESTING,
FIRE PROTECTION PERSONNEL NOTED THAT ONLY o<LECTED PORTIONS OF THi SURVEILLANCE
TEST WERE PERFORMED. THESE PORTIONS OF THE SURVEILLANCE PROCEDUR! ONLY TESTED
THE MAINTECNANCE THAT WAS PERFORMED B 'T DID NOT CONFIRM THE COMPLE!|E TECHNICAL
SPECIPICATION OPERABILITY SURVEILLANCE REQUIREMENTS THAT WERE PAS ! DUE. FIRE
FROTECTION PERSONNEL CONTACTED THE SHIFT SUPERVISCR AND A CONTINUIIUS FIRE WATCH
WAS RE-ESTABLISHED AT 1315 HOURS ON APRIL 28, 1988. OPERATIONS MA)AGEMENT WILL
DISCUSS THIS INCIDENT WITH THE SHIPT SUPERVISORS TO EMPHASIZE THE METHODOLOGY TO
DECLARE SYSTEMS OPERABLE FOLLOWING MAINTENANCE. THIS OCCURRENCE !§ BEING
REPORTED ACCORDING TO V0CFASO.73(AY(201(1),

| 32) DIABLO CANYON ! DOCKET 50-27% LER 87-016 wEV O
UPDATZ ON ENTRY INTO TECH SPEC 3.0.) DUR TO FOUR SHUTDOWN BANK CONTROI RODS NOT
BEING FULLY WITHDRAWN CAUSFD BY FUSE FAILURE,

EVENT DATE: 100687 REPORY DATE: 0428@8 NSSS: WE TYPE: PWE

OTHER UNITS INVOLVED: DIABLO CANYON 2 (PWR)

VENDOR: SHAWMUT COMPANY

(NSIC 209258) ON OCTCBER 6. 1987. AT 0405 PDT WITH THE UNIT IN MODI! ' (POWER
OPERATION) AT 100 PERCENT POWER, A PLANT SHUTDOWN WAS INITIATED IN ACCORDANCE
WIJH TECHNICAL SPECIFICATION (TS§) 3.0.) AND AN UNUSUAL EVENT WAS DICLARED WHEN
FOUR SHUTDOWN CONTROL RODS, INSERTED ONE STEP TO 2"7 STEPS WEBRE NO1 PULLY
WITHORAWN WITHIN ONE HOUR AS REQUIRED BY TS 3.1.3.5, WHEN THE SHUIDOWN BANK A
GROUP 2 CONTROL RODS WE®E INSERTED ONE STEP PUSES PFOR BOTH THE SHUII0WN AND THE
CONTROL BANK A GROUP 2 CONLAOL RODS PAILED. 1Ta4d ONE HOUR EMERGENCY KVENT REPORT
REQUIRED BY 10 CPR S0.72 WAS COMPLETED BY 0434 2DT. ON OCTOBER 6 A1 0530 pPOY
AFTER REPLACING THE FAILED FUSES, THE FOUR SHUTDOWN RCOS WERE PULLY WITHDRAWW
THEREBY EXITING TS 3.0.3. THE UNUSUAL EVENT WAS TERMINATED AT 0543 PDT.
WESTINGHOUSE HAS PERFORMED A SAFETY ANALYSIS WHICH DETERMINE" THAT DPERATION WITH
SHUTDOWN ROD BANKS POSITIONED TO 22% STEPS OR HIGHER W LL NOT INCREASE THE
PROBABILITY Ok CONSEQUENCES OF ANY ACCIDENT ANALYZED IN THE FSAR UPDATE.
THEREFORE, THIS EVENT DID NOT AFFECT THE HEALTH AND SAPETY OF THE PJBLIC. THE
EVENT WAS CAUSED BY A POOR SOLDER JOINT BETWEEN THE TOP END “AP AND THE METAL
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FUSE LINK OF THE FUSE. ALL CONTRO ROD DRIVE FUSES IN BOTH UNITS ) AND 2 WILL BE
REPLACED WITE IMPROVED FUSES DURING: THE NEXT AVAILABLE OUTAGES.

[ 33) DIABLO CANYON 1 DOCKET 50-27% LER 88-010
CONTAINMENT VENTILATION ISOLATIONS DUE TO ELECTRONIC NOISE.
EVENT DATE: Qu1688 REPORT DATE: 050688 NSSS: WE TYPE: PWR

(NSIC 208279) ON APRIL '6, 1986 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 AUTOMATICALLY ACTUATED WHEN A
HIGH ALARM OCCURRED ON RADIATION MONITOR (RM) RM!) FOR THE APRIL '6 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 20.72(B)(2)(11) FOUR-HOUR NONARMERGENCY REPCRTS 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 NOISE,

[ 38) DIABLO CANYON 1 DOCKET 50-27% LER 88-012
CONTINUOUS PARTICULATE AND IODINE PLANT VENT SAMPLE FLOW NOT MAINTAINED DUE TO

PERSONNEL ERROR.
EVENT DATE: 042288 REPORT DATE: 052388 NSSS: WE TYPE: PWR

(NSIC 209388) ON 4/22/88, THE SURVEILLANCE REQUIREMENT OF TECH SPEC (TS
4.17,2.07.2, TABLE 4.11-2, ITEM 4 WAS NOT MET WHEN 1T WAS DETERMINED THAT AN AUX,
SAMPLE PUMP, USED AS A REPLACEMENT PUMP POR THE INOPERABLE '-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 VERIFPICATION
TEST REQUIRED BY TS 4.3.3.70. THE I4C TECH INVOLVED WITH THE EVENT DID NO™
REALILE THE TS SIGNIFICANCE OF MAINTAINING CONTINUOUS PLOW 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 BEFNRE SECURING THE
FUMP. THE T8 30-DAY INOPERABILITY REQUIREMENT FOR PUMP 1-RY-24 WAS NOT ALBQUATELY
TRACKED BY RECPONSIBLE SUPERVISION AND RESULTED IN A LAST MINUTE EFFORT TO RETURN
1-RY-24 TO SERVICE, THIS CONTRIBUTED TO THE TECHNICIANS' PAILURE TO ADEQUATELY
CONSIDEF THEIR ACTION IN SECURING THE AUXILIARY SAMPLE PUMP WHILE TROUBLESHCOTING
1-RY-24, CORRECTIVE ACTIONS INCLUDE COUNSELING I4C TECHNICIANS AND MANAGEMENT
PERSONNEL, VEVIEWING TS 4.3.3.70 AND ADDING A PRECAUTIONARY STATEMENT TO THE
PROCEDURE GOVERNING THE PUNCTIONAL TEST OF 1-RY-24 AND A PRECAUTIONARY LABFL ON
THE AUX SANTLE PUMP ADDRESSING FPLOW REQUIREMENTS.

{ 35) DIABLO CANYON 2 DOCKET 50-32) LER 88-005%
CONTAINMENT VENTILATION ISOLATION (NITIATION DUE TO ELECTRONIC NOISE CAUSED BY
MECHANICAL WEAR ON THE CHECK SOURCE LATCH.

EVENT DATE: 0u40S88 REPORT DATE: 050488 NSSS: WE TYPE: PWR
VENDOR: WESTINGHOUSE ELECTRIC CORP.

(NSIC 209270) ON APRIL S, 1988, AT 1244 PDT, WITH UNIT 2 IN MODE ' (POWER
OPERATION), A SPURIOUS INITIATION OF THE CONTAINMENT VENTILATION ISOLATION RYSTEM
(C IS) OCCURRED. THE SAMPLE LINE ISOLATION VALVES FOR GASEQUS RADIATION .._NITORS
RM-11 AND RM-12 CLOSED AS DESIGNED. ALL OTHER CVIS VALVES THAT RECEIVE TSOLATION
SIGNALS WERE ALREADY CLOSED WHEN THE EVENT OCCURRED, AS REQUIRED BY 10 CPR
$0.72(B (200111, A §-HOUR NON-FEMERGENCY EVENT REPORT WAS MADE ON APRIL 5 1988 AT
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1440 PDT. IT WAS DETERMINED THAT THE CVI WAS CAUSED BY ELECTRONIC NOISE GENERATED
BY THE CHECK SOURCE DRIVE MOTOR FOR PLANT VENT P.RTICULATE RADIATION MONITOR
ZRM-28B. DUE TO MECHANICAL WEAR, THE 2RM-28B CHECK SOURCE LATCH PAILED TO CATCH
PROPERLY, THEREBY ALLOWING THE CHECK SOURCE TO DROP AND THE MOTOR TO RE-ENERGILE,
RESULTING IN DRIVE MOTOR CYCLING. THE CYCLING MOTOR GENERATED SUFFICIENT NOISE
TC INITIATE A HIGH ALARM ON 2RM-14B, LOCATED IN THE SAME CABINET AS 2RNM-28B,
CAUSING THE CVI. THE 2RM-.8B CHECK SOURCE DRIVE MOTOR ASSEMBLY WAS REPLACED TO
PREVENT RECUKRENCE OF THE PVOBLENM.

| 36) DRESDEN 2 DOCKET 50-237 LER 88-006

LOSS OF PRIMARY CONTAINMENT NITROGEN INERTING MAKEUP SYSTEM DUE TO DAMAGE CAUSED
BY PERSONNEL ERROR,

EV'.AT DATE: 042988 REPORT DATE: 052568 N§S8: GE TYPE: BWR

CJ/HER UNITS INVOLVED: DRESDEN ) (BWR)

(NSIC 209452) AT 0340 HOURS ON APRIL 29, 1988, WITH UNIT 2 OPERATING AT 8)% RATED
THERMAL POWER AND UNIT 3 IN COLD SMUTDOWN FOR A REFUELING OUTAGE, MECHANICAL
MAINTENANCE DEPARTMENT (MMD) PERSONNEL WLRE REPLACING THE UNIT 3 CONTAINMENT VENT
AND PURGE SYSTEM VALVE 3-'601-208. DURING RIGGING OFERATIONS INVOLVED WITH
INSTALLING THIS VALVE, A UNIT 2 PRINMARY CONTAINMENT NITROGEN INERTING MAKEUP
SYSTEM LINE WAS INADVERTENTLY KINKED AND CRACKED, THE OPERATING DEPARTMENT SHIPT
FOREMAN RESPONDED IMMEDIATELY AND SUCCESSFULLY ISOLATED THE NITROGEN INERTING
MAKEUP PIPING. DUE TO THIS ISOLATION OF THE NORMAL NITROGEN INERTING MAKEUP
SYSTEM, AN ORDERLY UNIT 2 SHUTDOWN WAS INITIATED PER IECH SPEC J.7.A.6.B AND AN
UNUSUAL EVENT WAS LECLARED AT 0440 HOURS. AFTER WARMING OF THE NITROGEN
VAPORIZER AND VALVING IN THE NITROGEN INERTING SYSTEM IN ORDER TO PROVIDE AN
ALTERNATE NITROCGEN INERTING MAKEUP SUFPLY, THE UNUSUAL EVENT WAS CANCELLED AT
0640 HOURS. SAFETY SIGNIFICANCE WAS MINIMAL AS THE PRIMARY CONTAINMENY WAS AT
ALL TIMES MAINTAINED -/~ ' PSIG OXYGEN PER TECH SPEC J).7.A.5.A AND THE NRYWNELL TO
YORUS DIFFPERENTIAL PRESCURE REMAINED AT >/« 1 PFIG PER TECH SPEBC 1.7.7 .A.

{ 37) DRESDEN ) DOCKET $0-249 LER 84-0013
CONTAINMENT PENETRATION PIPING FLUED HPAD ANCHOR SUPPFORTS IN EXCESS OF PSAR
DESIGN CRITERIA DUE TO DESIGN AND CONSTRUCTION DEFICIENL'RS.

EVENT DATE: 032188 REPORT DATE: 041938 N5SS: GB TYPE: BWR

(INSIC 205044) ON MARCH 23, 1988 AT 1115 HOURS DURING NORMAL UNIT 3 OPERATION AT
2426 MW THERMAL POWER (96%) DRESDEN STATION MANAGEMENT WAS NOTIFIZD BY THE BWR
ENGINEERING DEPARTMENT THAT THREE PRIMARY CONTAINMENT PIPE PENETRATION PLUED HEAD
ANCHORS (FHA'S) DID NOT MEET FINAL SAFETY ANALYSES REPORT (PSAR) DESIGN
REQUIREMENTS., THE DEFICIENCIES WERE DISCOVERED AS A RESULT OF ANALYSIS OF PHA
DATA FROM FPHA INSPECTIONS PERFORMED IN JANUARY OF '988. TWO OF THE FHA'S WERE
DETERMINED TO NOT MEET FSAR PIPE RUPTURE DESIGN REQUIREMENTS OUE TO A DESIGN
DEFICIENCY WHEN TWHE ANCHORS WERE REDESIGNED DJRING THE 1986 UNIT ) RECIRCULATION
IPING REPLACEMENT REFUEL OUTAGE, THE THIRD FHA WAS DETERMINED TO BE DEFICIENT
DUE TO A BRACE THAT WAS IDENTIFIED AS MISLING DUE TO AN ORIGINAL CONSTRUCTION
DEFICIENCY. A PRELIMINARY ASSESSMENT OF THE THREE FHNA'S DETERMINED THAT THE
ANCHORS ARE WITHIN OPERABILITY LIMITS AND WILL PERFORM THEIR INTENDED PUNCTIONS
UNDER ALL DESIGN BASIS EVENTS, NO TECH SPEC REQUIREMENTS WERE VIOLATED. POR
THESE REASONS, THIS EVENT WAS CONSIDERED TO BE OF MINIMAL SAFPETY SIGNIPICANCE,
REPAIRS TO THE THREE FHA'S WILL BE PERFORMED UNDER MODIFICATION M12-3-88-20 WHICH
15 SCHEDULED FOR COMPLETION PRIOR TO START UP FOLLOWING THE UNIT 3 1988 REPURL
OQUTAGE. NO PREVIOUS OCCURRENCES OF PHA DEFICIENCIES WERE DISCOVERED.

[ 38) DRESOEN 3 COCKET 50-249 LER 88-004

TYPE B AND C LOCAL LEAK RATE TEST LIMIT EXCEEDED DUE TC LEAKAGE THROUGH PRIMARY
CONTAINMENT ISOLATION VALVE,

EVENT DATE: Q0404ss REPORT DATE: 042888 NSSS: GB TYPE: BWR
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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
SODIUM PENTABORATE WOULD HAVE BEEN IN SOLUTION AT THAT TINME.

| &Y DRESDEN 3 DOCKET 50-249 LER 88-010

MAIN STEAM SAFETY VALVE 3-203-4D SETPOINT PCUND OUTSIDE TECH SPEC LINITS DUE TO
SETPOINT DRIFT.

EVENT DATE: 042488 REPORT DATE: 0511388 NSSS: GE TYPE: BWR
VENDOR: DRESSER INDUSTRIES, INC.

(NSIC 209453) ON APRIL 24, 1988 AT 1200 HRS WITH THE UNIT 3 IN REFUEL MODE WITH
ALL THRE FUEL REMOVED, DURING THE FERFORMANCE OF DRESDEN MAINTENANCE PROCEDURE
(DMP) 200-3, UNIT 2/3 SIX INCH SAFETY VALVE PRE-MAINTENANCE TESTING, THE MAIN
STEAM SAFETY VALVE 3-203-4D (SERIAL NUMBER BK 6296) OPENED AT A PRESSURE OF 1282
PSIG, WHICH WAS IN EXCESS OF THE TECH SPEC 4. .E REQUIRED SETPOINT COF 1260 PSIG
«/« 18, THE CAUSE WAS ATTRIBUTED TO SETPOINT DRIFT. THE VALVE WILL 3B
OVERKAULED, SET, AND RETESTED SATISFACTORILY PRIOR TO RE-INSTALLATION. THE
SAFPETY SIGNIFICANCE OF THIS EVENT IS MINIMAL BASED ON AN EVALUATION WHICH JMOWS
THAT WITH THE VALVE IN T!'IS 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 NO 87-30 ON DOCKET NO. 050237,
WHICH INVOLVED TWO MAIN STEAM SAFETY VALVE SETPOINTS BEING FOUND QUTSIDE TECH
SPEC LIMITS DUE TO MISHANDLING AND SETPOINT DRIPT.

| 42) FARLEY DOCKET 50-348 LER 86-010
CONTROL ROOM PRESSURIZATION UNABLE TO MAINTAIN REQUIRED PRESSURE DUE TO OPEN
FENETRATIONS.

EVENT DATE: Q4'18% REPORT DATE: 057188 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: PARLEY 2 (PWR)

(NSIC 209296) ON 8/11/88, IT WAS DETERMINED THAT INDIVIDUALLY NEITHER OF THE
CONTROL ROON PRESSURIZATION UNITS WAS ABLE TO MAINTAIN THE REQUIRED PRESEURE OF
AT LEAST 0.12% INCHES WATER GAUGE DUE TO AN EXCESSIVE AMOUNT OF CROSS-BLECTRICAL
AREA BEING OPEN DUE TO BREACHED PENETRATIONS IN THE CONTROL ROOM. THIS EVENT IS
REPORTABLE BECAUSE JEITHER OF THE TWO INDEPENDENT TRAINS OF THE CONTROL ROOM
PRESSURIZATION WAS ABLE TO MEET THE TECH SPEC SURVEILLANCE REQUIREMENTS DUE TO A
SINGLE CAUSE THE CAUSE OF THIS EVENT 1§ COGNITIVE ERROR IN THAT THE TEATING
PERFORMED TO SPECIFY THE ALLOWABLE AMOUNT OF OPEN PENETRATIONS IN THE CONTROL
ROOM WAS PERFORMED INCORRECTLY. THE NORMAL SYSTENM ALIGNMENT WAS USED RATHER THAN
THE POCT-LOCA ALIGNMENT. THIS RESULTED IN THE PROCEDURE INADRQUACY OF |
FPRNF-0-AF-186 (CONDUCT OF OPERATION - OPSRATIONS GROUP) THAT LED TO THIO EVENT.

140 OF THE OPEN PENETRATIONS WERE SEALED AND THE CONTROL ROOM PRESSULE STABILIRE
AT 0.76 INCHES WATER GAUGE., FNP-0-AP-16 HAS BEEN REVISED TO LIMIT THE AMOUNT ur
CONTROL ROOM PENETRATION OFENINGS TO A CROSS SECTIONAL AREA OF 2).2) SQUARE
INCHES.

| &3] FARLEY ! DOCKET 50-348 LER 88-011
CONTAINMENT HATCHES WERE NON-FUNCTIONAL AS A FIRE BARRIER FOR LONGER THAN SEVEN
DAYS .

EVENT DATE: Q4368 REPORT DATE: 051188 NSSS: WE TYPE: PWER

(NSIC 209295) THE CONTAINMENT PYRSONNEL AND EQUIPMENT HATCHES HAVE BEEN OPEN FOR
MORT THAN SEVEN DAYS TWICE DURING THE CURRENT REFUELING QUTAGE. THE HATCHES WERE
OPENED TO SUPPORT OUTAGE ACTIVITIES., THE FIRST TINME THE SEVEN-DAY TIME LIMIT WAS
EXCZEDED FOR THE PERSONNEL HATCH WAS 4-13-88 AT 1925 AND THE SECOND TIME WAS
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5<5-88 AT 050°, 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 1.7.12 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. THEREPORFE, THIS SPECIAL REPORT 15 BEING SUBMITTED. DUE TO THE
SCOPE OF THE WORK IN PROGRESS, IT WAS NOT PRACTICAL T0 CLOSE THESE HATCHES WITHIN
SEVEN DAYS., THE COUNTAINMENT PERSONNEL AND EQUIPMENT HATCHES WILL BE CLOSED PRIOR
TO ENTRY INTO MODE & (HOT SHUTDOWN) .

| &) FARLEY 1 DOCKET *0-348 LER B8-012
FIRE HOSE STATION INOPEABLE FOR MORE THAN FOURTEEN DAYS.
EVENT DATE: 042188 REPORT DATE: 051188 NSSS: wWE TYPE: PWR

(NSIC 208279) AT 1500 ON &-7-88, FPIRE HROSE STATION N'VU)I-D-128 WAS ISOLATED
BECAUSE THE PACKING POLLOWER ON THE VALVE WAS BROKEN WHICH CAUSED EXCFSSIVE
LEAKAGE. REPAIRS COULD NOT BE COMPLETED WITHIN FOURTEEN DAYS, TECHNICAL
SPECIFICATION 2.7.11.4 REQUIRES THE FIRE HOSE STATION TO BE RETURNED TO OPERABLE
STATUS WITHIN FOURTEEN DAYS OR A SPECIAL REPORT MUST .F SUBMITTED WITHIN THE
FOLLOWING 30 DAYSE. THEREFORE, THIS SPECIAL REPORT 1S BEING SUBMITTED,
RFPLACEMENT PARTS FOR THE FIRE HOSE STATION HAVE BEEN ORDEPED. TNE REPAIRS WILL
BE COMPLETED AS SOON AS THE PARTS ARE RECEIVED., TECHNICAL SPECIPICATION ACTION
STATEMENT REQUIREMENTS FOR THE INOPERABLE FIRE HOSE STATION ARE BEING MET.

| 48] FERNI 2 DOCKET 50-341 LER 87-04) REV 02
UPDATE ON CONTROL CENTER HEATING VENTILATING AND AIR CONDITIONING SYSTEM ACTUATES

TO RECIRCULATION MODE.
EVENT DATE: 090287 REPORT DATE: 051)88 N§SS: GB TYPE: BWR

(NSIC 209263) ON SEPTEMBER 2, 1987 AT 1442 HOURS. THE CONTROL CENT™R HEATING,
VENTILATING AND AIR CONDITIONING (CCHVAC) DIVISION I SHIFTED *ROM NORMAL
OPERATION TO RECIRCULATION MODE. ALSO, THE DIVISION I STANDBY GAS TREATMENT
SYSTEM (SGTS) AUTOMATICALLY INITIATED. IMMEDIATERLY PRIOR TUO THESE ACTUATIONS,
CHANNEL "A" FUEL POOL EXMAUST VENTILATICON RADIATION MONITOR RECEIVED A
DOWNSCALE/INOPERABLE TRIP ALAKH. THE PLANT ENGINRERING STAFF WAS ABLE TO
RECREATE THE CCHVAC AND SGTS ACTUATION BY MOVEMENT OF THE CONTROLS FPOR THE PUEL
POOL EXHAUST VENTILATION RADIATION MONITOR INDICATOR AND TRIP UNIT. HOWEVER, THE
EXACT CAUSE OF THE ORIGINAL EVENT COULD NOT Bk DETERMINED. TO PREVENT
RECURRENCE, REQUIRED FEADING 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 POLLOWING: “RED PUSHBUTTON SWITCH IS FPOR RESET ONLY., 1INOP TRIP CANNOT

BE INWIBITED."

| §€] FERNI 2 DOCRET $0-2341 LER 88-008 REV O
UPCATE ON LEAKAGE IN EXCESS OF THE ALLOWABLE FOUND FOR PRIMARY CONTAINMENT
ISOLATION VALVES DURING LOCAL LEAX RATE TESTING.

EVENT DATE: 022988 FEPORT DATE: 052788 NSSS: GE TYPE: BWR

(NSIC 208674 PERIODIC LEAK RATE TESTING OF PRIMARY CONTAINMENT ISOLATION VALVES
WLS COMPLETED AS REQUIRED BY TECHNICAL SPECIFTICATION SURVEILLANCE REQUIREMENTS
DURING THE LOCAL LEAK RATE TESTING OUTAGE. DURING THE COURSE OF TESTING, THE
DETERMINATION WAS MADE THAT THE COMBINED LEAKAGE LIMITS AS SPECIFIED IN TECHNICAL
SPECIFICATION LIMITING CONDITIONS POR OPERATION WERE EXCERDED. THE BASIS OF THE
SURVEILLANCE REQUIREMENT IS TO ALLOW FOR THE EARLY DETECTION OF VALVE LEAKAGE DUE
TO NORMAL WEAR AND DEGRADATION DURING A SPECIFIED TIME INTERVAL. THE VALVE




18

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

| 47) FERMI 2 DOCKET 50-341 LER 88-010
DE-ENERGIZED RADIATION MONITOR CAUSES CONTROL CENTER HEATING VENTILATION AND AIR
CONDITIONING TO SHIFT TO THE RECIRCULATION MODE.

EVENT DATE: 031068 REPCRT DATE: 0Q4'1@s NSSS: GB TYPE: BWR

(NSIC 208924) ON MARCH 10, 1988 AT 235% HOURS, THE TURBINE BUILDING STATIONARY
FARTICULATE, IODINE, AND NOBLE GAS (SPING) RADIATIUN 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 RFQUIREMENT OF THE ABNORMAL LINE-UP SHEET
FOR A MODULAR POWER UNIT (MPU) DE-ENERGIZATION., DURING ROUTINE MAINTENANCE OF
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 PUNCTIONS FROM THE TURBINE BUILDING
SPING. THE EDP WAS SINCE BEEN INSTALLED.

[ 48) FERMI 2 DOCKET $0-34) LER 88-009 REV 01
UPDATE ON SAFETY RELIEF VALVES FAIL THEIR SET PRESSURE SURVEILLANCE TOLERANCE
TEST.

EVENT DATE: 0311688 REPORT DATE: 051688 NSSS: GE TYPE: BWR

VENDOR: TARGET ROCK CORF.

(NSIC 209325) THE MAIN STEAM SYSTEM IS EQUIPPED WITH FIFTEEN SAFETY RELIEF VALVES
(SRVE), TECHNICAL SPECIFICATIONE BEQUIRE THAT HALF OF THE SRVS BE PROVEN
OPERABLE AT LEAST ONCE EVERY EIGHTEEN MONTHS BY PERFORMING A SET PRESSURE TEST.
FIFTEEN SRVS WERE REMOVED AND SENT TO WYLE LABORATORIES TO MEET THE SURVEBILLANCE
REQUIREMENT. WYLE LABORATORIES NOTIFIED DETROIT EDISON THAT NINE OF THE SRVS
FALLED THEIR SET PRESSURE TEST. THE CAUSE OF THIS EVENT IS CURRENTLY UNDER REVIEW
BY THE SITE AND GENJRICALLY BY THE BOILING WATER REACTOR OWNERS GROUP (BWROG) SRV
SET POINT DRIFYT COMMITTEE. ALL VALVES REMOVED PROM THE PLANT POR TESTING WERE
REFURSISHED, CLEANED, RETESTED AND RECERTIFIED TO BE WITHIN ACCEPTED TOLERANCES
PRIOR TO RETURN TO FERMI 2 FROM WYLE LABORATORIES,

| §9) FERMI & POCKET S0-34) LER 80-015
DIVISION I ISOLATIONS EXPERIENCED DURING IMPLEMENTATION OF A DESIGN CHANGE.
EVENT DATE: QY788 REPORT DATE: 051788 NSSS: GB TYPE: BWER

(NSIC 209362) DURING THE INSTALLATICN OF A MODIFICATION TO THE PRIMARY
CONTAINMENT RADIATION MONITORING SYSTEM, TWO ISOLATIONS OF ENGINERRED SAPETY
FPEATURES WERE EXPERIENCED, THE FAILURE TO PFULLY INCORPORATE A CHANGE INTO THE
WORKE PACKAGE RESULTED IN THE LIFTING CF A LEAD IN AN ENERGIZED CIRCUIT, TNIS
CAUSED ISOLATIONS OF THE DIVISION I REACTOR BUILDING HEATING, VENTILATION AND AIN
CONDITIONING ALONG WITH OTHER SYSTEMS. ALSO, DURING THE IMPEMENTATION OF THE
MODIFICATION, THE EIECTRICIANS PULLED A FUSE WHICH THEY THOUGHT WOULD DE-ENERGILE
A CIRCUIT THEY WOULD BE WORKING ON. THE FUSE IDENTIFIED DID NOT DE-ENBRGIZE THE
EXPECTED LOGIC DUE TO AN ERROR IN READING THE WIRING DIAGRAMS. THEREFORE, THER
SAME 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 EFPFECTIVENESS OF THE DRSIGN CHANGE
PROCESS WILL BF MADE.
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[ %0} FITEPATRICK DOCKET $0-33) LER 86-00' REV 0!
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 N§SS: GE TYPE: BWR

VENDOR: PORTER PEERLESS MOTORS

(NSIC 209412) DURING NORMAL OPBRATION AT 100% RATED POWER ON 3/10/88 WMEN
REQUIRED TO BE OPERABLE BY TECHNICAL SPECIFICATION 3.5.C, HIGH PRESSURE COOLANT
INJECTION (HPCI) (BJ) WAS MACI INOPERABLE WHEN STEAM SUPPLY VALVE 23-MOV-14
FAILED TO CPEN DURING SURVEILLANCE TESTING. AUTOMATIC DEPRESSURIZATION SYSTEM
(AD), LOW PRESSURE COOLANT INJECTION (BO), LOW PRESSURE CORE SPRAY (BM), AND
REACTOR CORE ISOLATION COOLING (BN) SYSTEMS WERE DEMONSTRATED OPERABLE., THESE
SYSTEMS ARE REDUNDANT TO OR BACK UP NPCI, RESULTING IN OPERATION OF THE PLANT
WITHIN THE RANGE OF ACCIDENT ANALYSES IN THE FPINAL SAFETY ANALYSIS REPORT. THE
MOTOR ON 2)-MOV- 14 WAS DESTROYED BY EXCESSIVE CURRENT AS A RESULT OF A PROCEDURE
DEFICIENCY WHICH DID NOT REQUIRE INSPECTION AND LUBRICATION OF THE THREADS OF THE
VALVE STEM AND STEM NUT WHEN VALVES ARE REPACRED. IMMEDIATE CORRECTIVE ACTION WAS
TO REPLACE THE FAILED MOTOR AND RETURN HPCI TO SERVICE ON 3/11/88 WITHIN
APPROXIMATELY 23 MOURS., LONG-TERM CORRECTIVE ACTION 18 TO REVISE THE VALVE
REPACKING PROCEDURE TO REQUIRE INSPECTION, CLEANING, AND LUBRICATION OF THE
THREADS OF THE VALVE STEN AND STEM NUT, LER 85-025, 86-014, #6-0V1, AND 86-00)
ARE RELATED RVENTS IN WHICH SAFETY-RELATE VALVE MOTORS FAILED DUE TO PROCEDURE
JEFICIENCIES.

[ §1) rT. CALNOUN 1 DOCKET 50-285 LER 88-006
STATION BATTERY SURVEILLANCE TEST NOT PERFORMED DURING JANUARY 1988,
EVENT DATE: Q1'5@88 REPORT UATE: Q4tass NSSS: CE TYPE: PWR

(NSIC 208930) ON MARCH 15, Y988 IT WAS DISCOVERED THAT SURVEILLANCE TEST §T-DC-)
F.1', "ST/TION BATTERIES" HAD NOT BEEN COMPLETED DURING THE MONTH OF JANUARY 1988,
THIS I8 IN VIOLATION OF TECHNICAL SPECIFICATION J.7(2)A WNICH REQUIRES A TEST BE
FPERFORMED "EVERY MONTH", INVESTIGATION REVEALED THAT ELECTRICAL MAINTENANCE
FPERSONNEL WAL COMPLETED THE JANUARY SURVEILLANCE TEST ON DECEMBER 28, 1987
(SCHEDULED OUE DATE!. SINCE THE TEST WAS NOT COMPLETED AGAIN UNTIL FEBRUARY, THE
REQUIRED TRGTING INTERVAL OF "EVERY MONTH" HAD NOT BEEN MET. THE REASON THE TEST
WAS NOT SCHEDULED AND SUBSEQUENTLY COMPLETED DURING JANUARY CAN BE ATTRIBUTED 710
THE WAY THE SURVEILLANCE TEST SCHEDULING FPROGRAM WAS DESIGNED. TO PREVENT A
POSSIBLE RECURRENCE OF THIS PROBLEM, THY TEST WILL BE SCHNEDULED FOR THE SECOND
WEEK OF BACH MONTN., THIS WILL ENSURE 1T IS PERPORMED DURING ITS SCHEDULED
CALENDAR MONTH, IN ADDITION OPPD WAS FUBMITTED AN APPLICATION FOR AMENDMENT OF
THE TECHNICAL SPECIFPICATIONS TO PROVIDE FOR A 25 PERCENT EXTENSION TO
SURVEILLANCE INTERVALS., THIS WILL PROVIDE & REASONABLE COMPLETIOW PERIOD FPGR ALL
SURVEILLANCE TESTS NOT PRESENTLY COVERED UNUZR THIS EXTENSION.

| 52) FT. CALNOUW ! DOCKERT S0-308% LER 88-0'0
INOPERABLE CHECKE VALVES ON SIRWT BUBBLERS.
EVENT DATE: Q041588 REPORT DATE: 051688 NSSS: CE TYPE: PWR

VENDOR: CRANE VALVE CO,

(NSIC 20931%) ON APRIL 15, Y98F AT 1455 HOURS WHILE OPERATING AT '00 PLRCENT
POWER, TESTING REVEALED THAT CMECE VALVES IN INSTRUMENT ALIR LINES TO BUBBLER
LEVEL INSTRUMENTATION ON THE SAFETY INJECTION AND REFUELING WATER TANK (SIRWT)
FAILED TO HOLD A BACK-PRESSURE, AS WOULD BE REQUIRED APTER A LOSS COF INSTRUMENT
AIR. IF A LOCA OCCURRED WITH A COINCIDENT LOSS OF INSTIUMENT AIR FI "SURE UNDER
THIS CONDITION, IT 15 POSSIBLE THAT A RECIRCULATION ACTUATION SIGNAL OULD HAVE
ACTUATED EARLIER IN THE TRANSIENT TWAN DESIGNED, RESULTING IN A LOSS OF SAFERTY
INJECTION AND CONTAINMENT SPRAY FLOW. AT 1539 NOURS ON AFRIL 15, 1988, THE NRC
WAS NOTIFIED IN ACCORDANCE WITH '0 CPR S50.72 M. '.I1.B. UPON DISCOVERY OF THE
FAILURE, THE CHECK VALVES WERE REPLACED WITH A DIFFERENT TYPE CHECK VALVE. THE



20

NEW VALVES WERE TESTED TO ENSURE OPERABILITY, AND THE SYSTEM WAS RETURNED TO
NORMAL, TO ENSURE COMTINUED OPERABILITY, THE CHECK VALVES HAVE BEEN INCORFORATED
INTO THE STATION § IN-SERVICE-INSPECTION (1S8I) PROGRAM, PRESENT PLANS CALL FOR

|
THE VALVES TO BE TESTED AS PART OF THE 151 PROGRAM DURING THE SCHEDULED 1388
OUTAGE. 1

[ 53} FT. CALHOUN 1 DOCKET $0-285 LER 88-01)
FAILURE TO BYPASS INOPERABLE REACTOR PROTECTIVE SYSTEM CHANNEL.
EVENT DATE: (5098¢ REPORT DATE: 060988 NSSS: C# TYPE: FWR

(NSIC 209526) ON MAY 9, 1988, AT 0902 (CNT), DURING THE PERFORMANCE OF
SURVEILLANCE TEST ST-RPS-) F.2, CHANNEL """ REACTOR COOLANT LOW PLOW TRIP
SETPOINT WAS FOUND TO BE OUT OF TOLERANCE LOW. UPON COMPLETION OF THE
SURVEILLANCE TEST THE INSTRUMENT AND CONTROL TECHHNICIAN 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 '), 1988 AT 20642 (CDT). 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
SBEEN INCLUDED 'N THE RPS SURVEILLANCE TESTS GOVERNING TRIP UNIT SETPOINT
VERIFICATIOY, TO INSTRUCT THE TECHNICIAN CONDUCTING THE TEST THAT WHENEVER A TRIP
UNIT IS POUND OUT OF SPECIFICATION TO NOTIFY THE SHIFT SUFERVISOR FOR OPERABILITY
DETERMINATION, 2. A MEMORANDUM FROM THE SUPERVISOR - MAINTENANCE WAS ISSURD TO
INSTRUMENT AND CONTROL AND ELECTRICAL MAINTENANCE PERSONNEL STRESSING THE

IMPORTANCE OF OPERABILITY DETERMINATION WHEN TECHNICAL SPECIFICATION EQUIPMENT IS
FOUND TO BE OUT OF SPECIPICATION.

[ 58] HATCH DOCKET 50-321 LER 88-004
DRAIN LINE FAILS DUB TO PATIGUE CAUSING HIGH TEMPERATURE CONDITION AND VALVE
ISOLATION,

EVENT DATE: 041588 REPORT DATE: 051688 N3SS: GB TYPE: BWR
VENDOR: GENERAL ELECTRIC CO.

(NSIC 209324) ON 4/75/88 AL 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 CODRE CE) PRIMARY CONTAINMENT ISOLATION SYSTEM
(PCIS BIIS CODE JM) VALVES HAD CLOSED. THIS WAS AN UNANTICIPATED ACTUATION OF AN
ENGINERRED SAFETY PEATURE. THE ROOT CAUSE OF THIE EVENT I§ HIGN CYCLE FPATIGUR
FAILURE OF A 3/& INCH DRAIN LINE. THE FAILUEE 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 I(SGLATION IZIGNAL TO THE OUTBOARD PCIS VALVE. CORRERCTIVE
ACTIONS FOR THIS EVENT INCLUDED: ' REPLACING THE DRAIN LINE AND VERIFYING THE
LINE DID NOT LEBAK, 2) INVESTIGATING THE OPERATION OF A TRANSMITTER, 1)) SCHERULING
REPLACEMENT OF A RWCU PUMP, AND &) SCHEDULING A DETAILSD ENGINEERING

EVALUATION /ANALYS1S OF THE RWCU DRAIN LINEE AND ASSOCIATED SMALL BOORE FIPING
SUPPORTS .

| 5%} HATCH 1 pocreT S0-320 LER 86008
PERSONNEL ERROR CAUSES AIR INTRODUCTION INTO TURBINE LUBE OIL COOLERS RESULTING
IN SCRANM.

EVENT DATE: 081948 REPORT DATE: 051988 N§SS: Gk TYFR: BWER

(NSIC 200406) ON &/19/88 AT APPROXINMATELY 0802 CDT, UNIT ' WAS IN THE RUN RXODE AT
AN APPROXIMATE POWER LEVEL OF 2433 MWT (APPROXIMATELY 100 PERCENT OF RATUD
THERMAL POWER). AT THAT TIME, PLANT OPERATIUNS PERSONNEL WERE EXCHANGING THE
MAIN TURBINE LUBRICATION OIL COOLERS (TLOCS EIIS CODE TD). SHORTLY AYTER THER
EXCHANGE OF THE TLOCS, A REACTOR SCRAM OCCURRED. THE ROOT CAUSE OF THIS EVENT 1§
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PERSONNEL ERROR. SPECIFICALLY, PLANT OPERATIONS SUPERVISORY PERSONNEL ASSIGNED AN
INFREQUENTLY PERFORMRD TASK WITHOUT ISSUING SUPFICIENT GUIDANCE RELATIVE TO THE
PERFORMANCE OF THE TASK. ADDITIONALLY, OPERATIONS PERSONNEL FAILED TO NOTIPY
OPERATIONS SUPERVISION THAT THEY WERE UNPAMILIAR WITH THE TASK, THE CORRECTIVE
ACTIONS FOR THIS EVENT INCLUDED: 1) COUNSELING OF INVOLVED OPERAT.ONS PERSONNEL,
AND 2' REVIFING PLANT PROCEDURES TO FPROVIDE 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) RATCH 2 DOCKERT S0-)66 LER 88-010
DEPICIENT PROCEDURE RESULTS N INADRQUATE SURVEILLANCE RESULTS.
EVENT DATE: Q041488 REPORT DATE: 051389 HSS8S: GE TYPRE: BWR

(NSIC 209330) ON 04/14/88 AT APPROXIMATELY 1445 CDT, A MEMBER OF THE PROCEDURE
UPGRADE PROGRAM (PUP) DETERMINED THAT THE RESPONSE 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 SINULATED
THERMAL POWER TRIP (STPT) RESPONSE TIMES WERE ACCEPTABLE. SPECIFICALLY, TNE
PROCEDURE DID NOT EFFPECTIVELY EXCLUDE THE CAPACITATIVE (RC) TYME 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 TINE
ACCEPTANCE CRITERIA HAD BEEN MET, RESULTING IN A CONDITION PRONIBITED BY THE
PLANT 'S TECHNICAL SPECIFICATIONS. THE ROOT CAUSE 18 PROCEDURE IKAOBQUACY. THER
PROCEDURE DID NOT PROPERLY EXCLUDE THE SIMULATED THERMAL POWER TIME CONSTANT FROM
THE MEASUREMENT OF THE RESPONSE TIME. THE CORREBCTIVY ACTIONS FOR THIS EVENT
INCLUDED SCHEDULING THE REVISION OR REPLACEMENT CF THE DEPICIENT PROCEDURE AND
ITS SATISFACTORY PERFORMANCE PRIOR TO THE STARTUP FROM THE NEXT UNIT 2 REFUELING

OUTAGE.

| §7) HATCH 2 DOCKET 50-366 LER 88-01)
PERSONNEL ERROR ALLOWS VALVE TO BE OPENED RESULTING IN PRIMARY CONTAINMENT
VIOLATION.

EVENT DATE: Q41588 REPOUT DATE: 051688 NESS: GE TYPE: BWR

(NSIC 209332) ON &/'5/8% AT APPROXIMATELY 0930 CDT, UNIT 2 WAS IN THE RUN MODE AT
AN APPROXIMATE POWER LEVEL OF 2832 MWT (APPROXIMATELY 100 PERCENT OF RATED
THERMAL POWER). AT THAT TIME, PLANT OPERATIONS PERSCNNEL WERE PERFORMING A
FUNCTIONAL TEST PROCEDURE IN ORLER TO RETURN A HYDROGEN RECOMBINER (R11S CODE BD)
TO SERVICE AND THEY OT%1iiD A PRIMARY CONTAINMENT ISOLATION SYSTEM (PCIS BIIS CODR
JM) VALVE., THIS VALV. AS OPENED PRIOR TO ENSURING THAT "HE SYSTEM PIPING WAS
LEAK OR PRESSURE TESTEL AFTER BEING REPAIRED. THE PIPING WAS THE SBCOND PCIS
BARRIER AND THE FAILUSE TO TEST THE PIPING VIOLATED FRIMARY CONTAINNMENT
INTEGRITY. THE ROOT CAUSE OF THIS EVENT IS5 COGNILIVE PERSONNEL ERROR. PLANT
FERSONNEL DID NOT INITIALLY REALIEZE THE FIPING WAS THE SECOND-PRINMARY CONTAINMENT
BARRIER. CORRECTIVE ACTIONS FOR THIS EVENT INCLUDED: ') CLOSING T1S50LATION
VALVES, 2) INITIATING CONTROLS TO PREVENT OFPENING OF THE VALVES, 3) PERFORMING
TESTING OF THE PIPING, AND &) COUNSELING INVOLVED PERSONNEL.

| $8) HATCH 2 DOCKET S0-366 LER 88-0M
EQUIPMENT FAILURE IN CONJUNCTION WITH SURVEILLANCE CAUSES SCRAN,
EVENT DATE: Q41788 REPORT DATE: 0516948 N§3S: GE TYPE: BWR

VENDOR: GENERAL ELECTRIC CO.

INSIC 40933)) ON O&/17,8% AT APPROXIMATELY 0140 CDT, UNIT 2 WAS IN THE RUN NODE
AT AN AFPROXIMATE POWER LEVEL OF 1949 MWT (APPROXIMATELY 80 PERCENT OF RATED
THERMAL POWER), OPERATIONS PERSONNEL WERE PERFORMING A TURBINE CONTROL VALVE
(TCV BI1S CODE JJ) FPAST CLOSURE INSTRUMENT PUNCTIONAL TEST, WITK THE REACTOR
PROTECTION SYSTEM (KPS EI11S CODE JC) CHANNEL A IN THE TRIPPED CONDITION DUE TO
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THE TCV TESTING, THE RPS CHANNEL B UNEXPECTEDLY TRIPPED, RESU, "ING IN A SCRANM,
THE ROOT CAUSE CF THIS EVENT APPEARS TO BE EQUIPMENT FAILURE. SPECIPICALLY, THE
PROBABLE CAUSE OF THE RPS CHMANNEL B TRIP WAS A FAILED 'S VOLT REGULATOR CARD IN
THE AVLRAGE POWER RANGE MONITOR (AP#NM EIIS CODE IG) CHANNEL B. MNWOWEVER, SINCE IT
WAS DETERMINED THAT THE ALARM PRINTER WOULD NOT SAVE RECORDED A HIGH PRESSURE
SCRAM SIGNAL DUE TO A FAILED PROCESS COMPUTER BOARD, THER RPS CHANNEL B TRIP COULD
ALSO HAVE BEEN CAUSED BY A SPURIOUS WIGH PRESSURE TRIP. CORRECTIVE ACTIONS PFOR
THIS EVENT INCLUDED THOROUGHLY INVESTIGATING TRIP SYSTEM B' (THE PORTION OF RPS
CHANNEL B LOGIC WIICH ACTUALLY TRIPPED), FOR THE CAUGE OF THE TRIP AND REPLACING
THE FAILED EBQUIPMENT,

1 $9) HATCH 2 DOCKET $0-)66 LER 88-0'2
DEFICIENT PROCEDURE CAUSES INADEQUATE RESPONSE TIME SURVEILLANCE RESULTS.
EVENT DATE: 042188 REPORT DATE: 0852388 N§SS: Ge TYFPE: BWR

(NSIC 20942%) ON 04/2'/88 AT APPROXIMATELY 1315 CDT, UNIT 2 WAS IN COLD SHUTDOWN
WITH AN APPROXIMATE POWER LEVEL OF 0 MWT (APPROXIMATELY 0 PERCENT OF RATED
THERMAL POWER). AT THAT TIME, A MEMBER OF THE PROCEDURE UPGRADE PROGRAM (PUP)
DETERMINED THAT THE PROCEDURE FOR TESTING THE RESPONSE TIME FOR THE ISOLATION
FUNCTION OF THE SUPPLY AND BXHAUST DAMPERS IN THE REACTOR BUILDING (EIIS CODE VA)
AND REFUELING FLOOR NORMAL VENTILATION (EI1S CODE VG) SYSTEMS DID NOT INCLUDE
TESTING THE RESPONSE TIME OF THE ISOLATION ACTUATION INSTRUMENTATION, THUS,
SURVEILLANCE REQUIREMENTS WERE NOT MET RESULTING IN A CONRITION PRONIBITED BY THE
PLANT '§ TECHNICAL SPECIFICATIONS. THE ROOT CAUSE OF THIS EVENT IS PROCEDURE
INADEQUACY. THE PROCEDURE DID NOT PROFERLY MEASURE ISOLATION SYSTEM RESPONSE
TIME FROM THE RECEIPT OF THE INITIAL SIGNAL THROUGHK THE CLOSURE OF THE DAMPERS.
THE CORRECTIVE ACTIONS FOR THIS EVENT INCLUDED DEVELOPING AND PERFORMING TWO
SPECIAL PURPOSE PROCEDURES WHICH DEMONSTRATED ACCEPTABLE INSTRUMENTATION RESPONSE
TIMES AND SCHEDULING DEVELOPMENT OF PERMANENT PROCEDURE REVISIONS.

!t 60) HATCH 2 DOCKET S0-)36¢ LER 88-0'4
DEFICIENT PROCEDURE CAUSES INADEQUATE '8 MONTH REACTOR PROTECTION SYSTEM
PUNCTIONAL TESTS.

EVENT DATE: 04278% REPORT DATE: 052688 N§SS: G TYPE: BWR

(NSIC 209826) ON ON/27/88 AT APPROXIMATELY 1415 CDT, UNIT 2 WAS 1IN COLD SHUTDOWN
WITH AN APPROXIMATE POWER LEVEL OF O MWT (APPROXIMATELY O PERCENT OF RATED
POWER), AT THAT TIME, PROCEDURE UPGPADE PROGRAM (PUP) PERSONNEL REFPORTED THAT
THE LOGIC SYSTEM VUNCTIONAL TEST (LSPFT) PROCEDURES FOR THE REACTOR PROTECTION
SYSTER (RPS EIIS CODE JC) DID NOT TEST SOME PORTIONS OF - ‘B RPS LOGIC.
SPECIFICALLY, THE MAIN STEAM ISOLATION VALVE (MSIV EIIS CODE JM) AND TURBINE STOP
VALVE (TSV EI11§S CODE JJ) CLOSURE RPS LOGIC WAS NOT COMPLEYELY TESTED AND THE RPS
TEN-SECOND TIME DELAYS WER" NOT TESTED AT THE REQUIRED % MONTH PREQUENCY. THUS,
SURVEILLANCE REQUIREMENTS WERE NOT ADRQUATELY MET RESULTING IN A CONDITION
PROMIBITED BY THE PLANT'S TECHNICAL SPRCIPICATIONS. THE ROOT CAUSE OF THIS EVENT
15 FROCEDURE INADEQUACY. THE RPS LSFT PROCEDURES DID NOT SUFPPICIENTLY COVER THE
RPS LOGIC TO FULLY DEMONSTRATE COMPLIANCE WITH THE TECHNICAL SPECIFPICATIONS

b JUIREMENTS. THE CORRECTIVE ACTIONS PCR THIS BVENT INCLUDED DEVELOPING AND
PERFORMING A SPECIAL PURPOSE LSFT PROCEDURE, REVIEWING CALIBRATION MISTORY, AND
SCHEDULING DEVELOPMENT OF PERMANENT PROCEDURE REVISIONS .

| 8Y) NOFPE CREEK COCKET 50-3%4 LER #6-092 REV O
UPDATE ON UNEXPECTED ACTUATION OF HPCI, RCIC AND CHANNEL D OF THE PRIMARY
CONTAINMENT ISOLATION SYSTEM (PC1S),

EVENT DATE: 120686 REPORT DATE: 060189 NS§S: GE TYPE: BWR

VENDOR: ROSEMOUNT, INC.

(NSIC 209373) ON DECEMBER €, '986 AT 1111 HOURS, THE PLANT W23 IN OPERATIONAL
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CONDITION ' (POWER OPERATION) AT 98% POWER GENWRATING 1067 MWE., FULL POWER
GENERATOR LOAD VEBJECT TESTING WAS LN PROGRESS WHEN A HPCI, RCIC AND D CHANNEL
PCIS ACTUATION OCCURRED ON SPURIOUS LOW AND HION WATER LEVEL SICMALS. IN
ADDITION A LEVEL § FEEDWATER PUMP TRIP SIGNAL WAS GENERATED. THE FEEULWATER
SYSTEM WAS SUBSEQUENTLY RETURNED TO NORMAL SHUTDOWN OPERATION. ALL EQUIPMENT
ACTUATED AS DESIGNED, SINCE THESE ACTUATIONS WERE NOT ANTICIPATED AS A PART OF
THE TESTING IN PROGRESS, A NONEMERGENC. (& HOUR) NOTIFICATION WAS MADE TO THE
NRC. THE ROOT CAUSE OF THIS OCCURREK'E WAS PRESSURE OSCILLATIONS IN THE REACTOR
LEVEL SENSING LINE WHICH WERE DETECTED BY THE FAST-ACTING ROSEMOUNT TRANSMiITTERS
« A DESIGN MISAPPLICATION, A FILTER CIRCUIT WAS INSTALLED IN THE GaNERAL
ELECTRIC CONTROL PANEL TO PROVIDE INTERIM ADJUSTABLE PILTEKING CAPARILITY,
REDESIGNED ROSEMOUNT CIRCUIT BOARDS ARE FPRESENTLY SCHEDULED FOR DELIVERY IN
NOVEMBER, 1988 AND INSTALLATION DURING THE MID-CYCLE OUTAGE IN JANUARY 1989,

[ 62) HOPE CREEX ) DOCKET $0-384 LER 88-029
FAILURE TO MAKE TWO FPOUR-HOUR FLOW RATE ESTIMATES DURING A SOUJN PLANT VENT

MONITOR OUTAGE DUR TO PERSONNEL SRROR.
EVENT DATE: 041308 REPORT DATE: 051288 NSSS: GE TYPE: BWR

(NSIC 209329) THE SOUTK PLANT VENT MONITOR WAS INOPERABLE AMD FOUR-HOUR ESTIMATERS
OF THE FLOW RATE THROUGK THIS PATHWAY WERE BEING MADE AS XEQUIRED BY TECHKNICAL
SPECIFICATION 3.3.7.11, ACTION 122, ON APRIL '3, 1388 AT 1600 WOURS, THE FLANT
WAS IN OPERATIONAL CONDITION 2 (STARTUP) AT 2% FOWER GENERATING 0 MWE WNEN THE
CONTROL ROOUM RECEIVED A REPORT THAT, CONTRARY TO THE TECHNICAL SPECIFICATION
REQUIREMENT, THNE 0800 HOUR AND 1200 ROUR FLOW ESTIMATES FOR APRIL 13, 1988 wERE
NOT MADE. PLOW RATE ESTIMATES WERE RESUNMED AT 1600 MOURS ON THE SAME DAY. THE
CAUSES OF THIS EVENT WERE FAILURES OF BOTH LICENSED AND NON LICENSED OPERATORS TO
INITIATE AND COMPLETE THE APRIL 13, 1988 DAILY LOG AND THE SURVEILLANCES REQUIRED
BY THE PLANT TRCHNICAL SPECIFICATIONS. CORRECTIVE ACTIONS INCLUDED COUNSELLING
OF THE RESPONSIALE PERSINNEL IN THE INPORTANCE OF COMPLETING ALL DAILY LOG PFORMS
FULLY,

[ €3] HOPE CREEK DOCKET 50-154& LER 88-010
TWO HPCI OIL CONTROL VALVES DISCOVERED NOT IN THE RIQUIRED POSITION POR
OPERABILITY DUER TO PERSONNEL ERRGRS,

EVENT DATE: 04'4ds REFORT DATE: 05258t NSSS: GB TYPE: BWR

(NBIC 209479) ON APRIL 14, 1988 AT 1900 MOURS, THE PLANT WAS IN OPERATIONAL
CONDITION 2 (STARTUP) AT 5% POWER GENERATING 0 MWE WHEN TWO (2) NPCI OIL CONTPOL
VALVES WERE DISCOVERED NOT TO BE IN THE REQUIRED POSITION FOR OPERASILITY. 1T
WAS DETERMINED THAT THE MISPOSITIONING OF THESE VALVES RESULTED IN A FAILURE OF
HPCI DURING TESTING TO DEVELOP A FLOW OF AT LEAST 5600 GPN TO THE REACTOR
FRESSURE VESSEL (RPV) AT RATED PRESSURE IN LESS THAN 27 SECONDS, AS REQUIRED TO
PERFORM ITS SAPETY FUNCTION, HPCL WAS DECLARED INCPERABLE AND ACTION STYATEMENT OF
TECHNICAL SPECIFICATION 1.5.'.C WAS ENTERED. THY TWO VALVES WERE RETURNED TO
THEIR REQUIRE" POSITION FOR OPERABILITY AND HPCL TESTING WAS CONPLETED
SATISFACTORY. THE ROOT CAUSE OF THIS OCCURRENCE WAS UNAUTHORIEZED REPOSITIONING
OF THE TWO HPCI OIL CONTROL VALVES FPERSONNEL ERROR. CORRECTIVE ACTIONS INCLUDE
RESTORING THE VALVES TO THEIR REQUIRED POSITIONS AND POSTING SIGNS CAUTIONING
THAT THEY NOT BE UNLOCEED OR REFOSITIONED WITHOUL PROPER AUTHOAIZATION.

[ 64 HOFPE CREEK ! DOCKBY $0-)3%% LER #8-012
MANUAL REACTOR SCRAM POLLOWING A LOSS OF ALL CIRCULATING WATER PUNPS DUR TO
MALPUNCTION OF THE CIRCULATING WATER SYSTEM MULTIPLEXER (MUX) DUER TO EQUIPNENT
FAILURE.

EVENT DATE: 043088 REFPORY DATE: 053188 NESS: GE TYPE: BWR

(NSIC 209427) ON APRIL 30, 1988 AT 0550 WOURS, THE FPLANT WAS IN OPERATIONAL




CONDITION ' (POWER OPERATION) AT 100% POWER GENERATING 1085 MWE WHEN THE
CIRCULATING WATER SYSTEM BEGAN TO EBXPERIENCE SPURIOUS PUMP NISCHARGE VALVE
CLOSURES AND PUMP TRIPS. AT APFROXIMATELY 0850 HOURS BOTH &.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 MOURS., THE MAIN STEAM 1 OLATION VALVES (MSLV) WERE CLOSED AT
0938 MOURS. ALL REACTOR FEED PUMP TURBINLS WERE TRIPPED. WITH THE MAIN
CONDENSER ISOLATED, HIGHN FRESSURRE COOLANT INJECTILN (HPCI) AND REACTOR CORE
ISOLATION COOLING (RCIC) WERE PLACED IN SERVICE. WHILE BPOTH HPCI AND RCIZ WERE
RUNNIKG, A HIGH REACTOR WATER LEVEL TRIP OCCURKED, REACTOR PRESSURE INCREASED AND
A SAFETY/RELIEF VALVE (SRV) LIFTED. ON THE SUBSBQUENT SRV CLOSURE, REACTOR WATER
LEVEL SMRANE TO LEVEL 2 AND GENERATED AN AUTOMATIC SCRAM SIGNAL. HWPCI AND RCIC
WEFE THEN MANUALLY RETURNED TO SERVICE 1O CONTROL PRESSURE AND WATER LEVEL DURING
SHUTDOWN., THE ROOT CAUSE OF THIS OCCURKEWCE WAS FAILURE IN THE CIRCULATING WATER
SYSTEM MULTIPLEX (MUX) SYSTEM WHICH CAUSE MULTIPLE SPURIOUS SIGNALS TO THE
CIRCULATING WATER SYSTEM COMPONENTS - AN (QUIPMENT FAILURE.

| &t INDIAN POINT 2 DOCKET 50-247 LER #8-00%
TESTING OUTSIDE REQUIRED FREQUENCY RANGE.

EVENT DATE: QaQuse REPORT DATE: 050488 NESS: WE TYPE: PWR
OTHER UNITS INVOLVED: INDIAN POINT ' (PWR)

[(NSIC 208264) ON APRIL &, '988, APRIL '), 1988, APRIL 5, 1908, AND APRIL '8,
1988, IT WAS DISCOVERED THAT SPVERAL SURVEIL'ANCE INTERVALS FOR TESTING, REQUIRED
BY TECHNICAL SPECIFICATIONS, HAD BEEN EXCEEDED. THE UNTIMELY SURVEILLANCES
INCLUDED A TEST IN THE PUNCTIONAL RADYATION MONITORING SYSTEM AND SEVERAL VALVES
WHICH ARE REQUIRED TO BE TESTED IN AL,  DANCE WITH SECTION XI QOF THE ASME BOILER
AND PRESSURE VESSEL CODE. UFON DISCOVER., ALL TESTS ON THE ABOVE EQUIPMENT WERE

FPROMPTLY FERFORMED WITH NO RESULTANT FAILURES IN TESTS REQUIRED BY TECHNICAL
SPECIFICATIONS .

| 68) INDIAN POINT 3} DOCKET 50-206 LER 87010 REV O
UFDATE ON SUBCRITICAL SAFETY INJECTION ACTUNTION CAUSED BY OPERATOR BRROR WHILR
TROUBLESHOOTING STATIC INVERTER,

EVENT DATE: 050387 REPORT DATE: 04088 NS8S: wB TYPR: PWR

(NSIC 30830%) AT 2336 HRS ON 9/3/87, WITH THE REACTOR SUBCRITICAL, THE CONTROL
ROOM REACTOR OPERATOR WAS IN THE PROCESS OF MANUALLY INSERTING CONTROL RODS IN
ORTER TO SHUT DOWN FOR TURBINE MAINTENANCE. DURING THP? COURSE OF THIS SNUTDOWN A
REACTOR TRIF AND SAFETY INJECTION (81) ACTUATION OCCURRED AUTOMATICALLY AND ALL
EQUIVMENT FUNCTIONED PROPERLY. NO WATER WAS INJECTED INTO THNE REACTOR BRCAUSE
THE REACTOR COOLANT SYSTEM (RCS) WAS AT NOMMAL OFPERATING PRESSURE. INVESTIGATION
REVEALED THAT, WHILE TROUBLESHOOTING NO., 32 STATIC INVERTER, A LICENSED OFERRATOR
INADVERTENTLY INTERRUPTED THE POWER SUPPLY TO INSTRUMENT BUS 3] (PROTECTION
CHANNEL 1), CAUBING ITE VOLTAGE TO DROP TO EERQO. THE LOSS OF POWER TO INSTRUMENT
BUS 32 (PROTECTION CHANNEL 1) CAUSED ASSOCIATED REACTOR PROTRCTI.. RELAYS T0
DE-ENERGIZE AND INITIATED A REACTOR TRIP VIA THE NUCLEAR "NSTRUMENTATION SYSTENM
(NIS) INTERMEDIATE RANGE 35 WIGH FLUX SIGNAL., DUR TO THE DE-EWERGISATION OF
PROTECTION CHANNEL I, ALL SI RELAYS ASSOCIATED WITH PROTECTION CHANNEL I STEAM
FLOW TRANSMITTERS AND LOW TAVERAGE FOR RCS LOOF ' ALSO DE-ENERGIIED. THE
REMAINING PORTION OF THE SI LOGIC WAS MADE UP WHEN THNE ACTUAL RCS LOOP 2 TAVERAGE
DECREASED BELOW THE LOW SET POINT (S42PFP) POR S1 ACTUATION. 1IN ORDER TO PRECLUDE

EECURRENCE, A DISCUSSION OF THIE EVENT NAS BEEN INCORPORATED INTO THE LICENSED
OFPERATOR REQUALIFICATION PRORANM.
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SATISFACTORY PERFORMANCE OF THE INBOARD PORTION OF LOS-MS§-M', TECH SPEC 3.0.) WAS
EXITED AT 1322 #0URS. THE OUTBOARD PORTION OF LOS-MS-M1 WAS SATISFACTORILY
COMPLETED AT 1355 HOURS. THE PRIMARY CAUSE FOR THE MISSED SURVEILLANCE WAS THE
FAILURE COF THE UNIT 2 SHIFT FOREMEN, OVER A PERIOD OF SEVERAL SHIFTS, TO INITIATE
THE PEREFORMANCE OF LOS-MS-M! EVEN THOUGN THE SURVEILLANCE WAS PAST DUE AND
APPROACHING ITS CRITICAL DUE DATE. TO PREVENT RECURRENCE OF THIS EVENT, THE
SHIFT FOREMEN HAVE BEEN TRAINED ON THRIR RESFONSIBILITY TO REVIEW THE
COMPUTERIZED SURVEILLANCE SCHEDULE, THE SMIFT TURNOVER AND THE PLANNING SCHEDULE
AT LEAST ONCE EACK SHIFT AND A CHECKOFF BLOCK MAS BEEN ADDED TO THE SHIFT
FOREMAN'§ SHIFT TURNOVER SHEET TO @NSURE THE REVIEW 15 PERFORMED. THIS EVENT 1S

REPORTABLE PURSUANT TO 10CPRSO,73tA(2)(1) DUR TO THE DEVIATION FROM FLANT TECH
SPERC.

[ 70) LIMERICE DOCKET 50-3852 LER 86-006 REV O
UPDATE ON FAILURE TC PERFORM A TECH SPEC SURVEILLANCE REQUIREMENT,
EVENT DATE: 011986 REPORT DATE: 081508 N§SS: GB TYPE, AWK

INSIC 209366) ON JANUARY 22, '98€ AT 1200 NOURS, WITH THE UNIT IN COLD SKUTDOWN
TO REPAIER THE ¢4 MAIN TURBINE CONTROL VALVE, THE FIRE PROTECTION ASSISTANT
DISCOVRRED THAT MONTHLY SURVEILLANCE TESTS 7-022-951-0 AND 7-022-95)-0 (PIRE NOSB
STATION AND WOSE CART VISUAL INSPECTIONS, REEPECTIVELY) DID NOT MEET THE
SURVEILLANCE REQUIREMENTS OF TECK SPECS & . . 6.5 .A AND 4,7.6.6.A. THE TESTS WERE
REQUIRED TO BE PERFORMED PRIOR TO JANUARY 19, 1984, ALTHOUGH ALL BQUIPMENT WAY
SUBSEQUENTLY FOUND TO SATISFY THE SURVEILLANCE TEST CRITERIA, ALL TECH SFEC FIRE
HOSE STATIONS AND HOSE CART STATIONS WERE CONSIDERED ADMINISTRATIVELY INOPERABLE
IN ACCORDANCE WITH TNE REQUIREMENTS OF TECH SPEC &.0.3, DURING THRE TINME INTERVAL
BETWEEN JANUARY 19, 1986 AND JANUARY 22, 1986. THE CAUSE OF THIS EVENT WAS
INADEQUATE COMMUNTICATIONS AMONG THE FIRE PROTECTION GROUP MERMDERS AND AN
INADEQUATE SUPERVISORY OVERVIEW OF THE SURVEILLANCE TBRST PRRPORMANCE. UPON
DISCOVERY THE SURVEILLANCE TESTS WKRE IMMECIATELY CONDUCTED AND ALL EQUIPNENT
WAS FOUND TO BE SATISFACTORY. ALL STATIOKS WERE DECLARED OPERRABLE AND ALL
PEFSONNEL RESFUNSIBLE WERE COUNSELED TO BMPHASIZE TME INPORTANCE OF DUR DATES.
AN ADMINISTRATIVE GUIDELINE WAS IMPLEMENTED FEBRUARY 26, 1986 TO REQUIRE
NOTIFICATION OF RESPONSIBLE SUPERVISORS WHEN A SURVEILLANCE TEST APPROACHES AN
OVERDUE DATE. THERE WERE NO ADVERSE CONSEQUENCES AS A RESULT OF THIS EBVENT,

| V) LIMERICK 1 DOCKET $0-3%2 LER 87-023 REV 0)
UFDATE ON ENGINEERED SAFETY FEATURE DUER TO STATION BATTERY CRARGER FPAILURE.
EVENT DATE: 061187 REPORYT DATE: 051288 NSSS: GR TYPE: BWR

VENDOR: BROWN BOVER!
C 4 D BATTERIES, DIV OF BELTRA CORP.

INSIC 208306, ON JUNE 1!, 1987, THRE STANDEY GAS TREATHENT AND REACTOR ENCLOSURE
RECIRCULATION SYSTEMS (ENGINEERED SAFETY FEATURES) INITIATED AS A CONSEQUENCE OF
"7 IONE TAKEN DUE TO FAILURE OF THE 'AYD'0Y STATION BATTERY CHMARGER, THE 135 vpC
JI0ON BATTERIES ('AY) WERE DISCONNECTED FROM THE BUS AT THE TIME OF THE EBVENT
T0 ACCOMMODATE MAINTENANCE WORK. THE BATTERY CHARGER FAILURE IS BELIEVED TO BE A
RESULT QOF AN INTEGRATED CIRCUIT CONTROLLER CARD PAILURE WE,CHR RESULTED IN DC
VOLTAGE FLUCTUATION, HOWEVER, WHEN THE CARD MANUFACTURER PERFORNED A FAILURE
ANALYSIS, NO DEFECT COULD BE FOUND. THE CONSEQUENCES OF THIS EVENT WERE MININMAL
BECAUSE THE ENGINEERED SAFETY FEATURES INITIATED AS DESIGNED AND THE UNIT WAS
SRUTDOWN WITK THE CORE OFFLOADED AT THE TIME OF THE EVINT. A TEMPORARY CIRCUIT
ALTERATION (TCA) WAS INSTALLED TO PROVIDE AN ALTERNATE POWER SUPPLY TO THE
CE-ENERGIZED BUS. DURING RE-ENERGIZATION OF THE BUS, A REACTOR PROTECTION SYSTEM
SERIES BREAKER TRIPPED DUE Y0 A SPURICOUS UNDERVOLTAGE RELAY TRIP SIGNAL. BROWN
BOVERL, THE UNDERVOLTAGE RELAY MANUFACTURER, HAS FILED A PART 21 REPORT REGARDING
THE RELAY FALSE ACTUATION. THE AFFECTED UNDERVOLTAGE RELAYS IN UNIT ' wWERER
KEPLACED WITH RELAYS MODIFPIED BY BROWN BOVERI. ONE OF THE MODIPIED RELAYS






ENGINEERED SAFETY FEATURE, INITIATED AS DESIGNED. THE EVENT OCCURRED DURING A
RAIN “TORM AND THE FALSE HIGH CHLORINE CONCENTRATION SIGNAL 1S BELIEVED TO HAVE
BEEN CAUSED BY RAINWATER COMING IN CONTACT WITH THE CHLORINE ANALYLER PROBE
RESULTING IN A CHEMICAL IMBALANCE IN THE PROBE'S ELECTROLYTE. THE ANALYZER
PROBES ARE LOCATED CLOSE TO THE QUTSIDE AIR INTAKE LOUVERS OF THE CONTROL
ENCLOSURE AIR INTAKE PLENUM., AFTER THE 'D' CHANNEL CHLORINE 'NDICATOR SPIKED,
THE CONTROL ROOM OPERATORS IMPLEMEKTED TOXIC GAS PROCEDURE (SE2), U4TIL THE
SIGNAL WAS VERIFIED TO BE SPURIOUS, BY PERFORMING A CHANNEL CHECK OF THE ‘A, ‘B’
AND ‘C' CHLORINE DETECTOR INDICATORS IN THE MAIN CONTROL ROOM. ALL CHLORINE
CHANNELS INDICATED A NORMAL LEVEL (LESS THAN 0.1 PPM) AND THE ISOLATION WAS RESET
AT '65) HOURS. THE DURATION OF THE CONTROL ROOM ISOLATION WAS ZERO HOURS 18
MINUTES. THERE WAS NO RELEASE OF RADIOACTIVE MATERIAL TO THE ENVIRONMENT AS A
RESULT OF THIS EVENT. A MODIFICATION TO CREPAS, DESIGNED TO CHANGE THE CHLORINE
DETECTOR SYSTEM LOGIC AND LOCATION OF THE PROBES, MAS BEEN DEVRELOPED AND IS
SCHEDULED TO BE INSTALLED BY JULY 1'%, 1988,

| 78] LIMERICK 1 DOCKET 350-3%2 LER #8-015%
LIMERICK START OF AN EMERGENCY DIESEL GENERATOR DUE TO PERSONNEL ERROR DURING
TROUBLESHOOTING OF THE TEST START CIRCUITRY.

EVENT DATE: Q41688 REFPORT DATE: 051888 N§SS: GE TYPE: BWR

(NSIC 209326) ON APRIL '8, 1988 AT 1009 HOURS WITH THE UNIT SHNUTDOWN, THE DI 4
IMERGENCY DIESEL GENERATOR AUTO-STARTED IN THE TEST MODE DUE TO AN UNPLANNED TEST
START SIGNAL. THIS EVENT WAS CAUSED BY A PERSONNEL ERROR AND 15 REPORTABLE AS AN
ENGINEERED SAPETY FEATURE ACTUATION. IMMEDIATELY PRIOR TO THE EVENT, A UTILITY

TELD ENGINEER WAS EXAMINING THE EMERGENCY DIESEL GENERATOR (BDG) TEST START

IRCUITRY IN THE DIESEL GENERATOR BAY. THE ENGINEER PROCEEDED TO MEASURE THE
VOLTAGE ACROSS THE TEST START RELAY (TSRX) SEAL-IN CONTACTS WITHOUT THE PRIOR
OPERATIONS STAFPF AFPPROVAL 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 BDG WAS RETURNED TO THE STANDRY MODE AT
1500 MOURS. THE CONSEQUENCES OF THIS EVENT WERE MINIMAL BECAUSE THE UNPLANNED
START DID NOT AFFECT THE EDG'S ABILITY TO RESPOND TO A LOSS OF OPFSITE 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 POR IMPACT OR OPERATIONE.

| 7&) MILLSTONE ! DOCKET $0-34y LER 87-042 REV 00
UFDATE ON FAILURE TO ESTABLISN A POST-ACCIDENT SAMPLING SYSTEN SURVEILLANCE.
EVENT DATE: 103797 REFORT DATE: 050980 NSEES: GE TYPE: BWR

(NSIC 309282) ON OCTOBER 27, Y987 AT 1530 HOURS, WITHN THNE PLANT OPERATING AT 100%
POWER, UNIT | ENGINEERING WAS REVIEWING A RESPONSE TO A INFORMATION NOTICE
(TE-86-60), TITLED UNANALYZED POST LOCA RELEASE PATHS. IT WAS DETERMINED THAT NO
SURVEILLANCE EXISTED THAT TESTED THE POST ACCIDENT SAMPLING SYSTEM (PASS) AS
REQUIRED BY TECHNICAL SPECIFICATION SBCTION €.'), SPECIAL TEST PROCEDURES TO
VERIFY THE INTEGRITY OF THE SYSTEM WILL BB WRITTEN AND WILL BE PERFPORMED. AN
UPDATE TO THIS LER WILL BE SENT PRIOR TO MAY OF 1988, THE UNIT' & SURVEILLANCE
PROCEDURES WILL BE UFDATED TO INCLUDE THE PROCEDURES MENTIONED ABOVE. THERE WERE
NO SAFETY CONSEQUENCES AS A RESULT OF THIS EBVENT, THE UNIT'S SURVEILLANCE
PROCEDURES KAVE BEEN UPDATED TO REFLECT THE NECESSARY TESTING REQUIREMENTS.

| 7) MILLSTONE DOCKERT S50-24% LER #9004 REV O
UPDATE ON POTENTIAL FOULING OF BCCS SUCTION STRAINERS.
EVENT DATE: 03'aes REPORT DATE: 05278% NESS: GE TYPE: BWR

VENDOR: CHICAGO BRIDGE AND IRON COMPANY

(INSIC 209376) ON MARCH '8, '588, WHILE OPERATING AT 100% POWER (519 DEGREES






GUIDANCE ON CLEANING OF THE SCREEN WASH STRAINERS. THE OUT OF SERVICE PUMF HAS
BEEN FIXCD,

[ 80} MILLSTONE ) DOCKET %0-4212 LER 88.01%
REACTOR COOLANT SYSTEM UNIDENTIFIED LEAEKAGE ACTION STATEMENT IMFROPERLY
TERMINATED.

EVENT DATE: 041588 REPORT DATE: 05168% NASS: wWE TYI'E: PWER

INSIC Z093a0) ON APRIL 15, 1988 AT 1500 NOURS IN MODE 3 (MOT STANDRY) $357 UEGREMS
AND 2250 PSIA, IT WaS DETERMINED THAT THE ACTION YAKEN TO TERMINATE A PREVIQUSLY
DOCUMENTED UNIDENTIPIED LEAKAGE EVENT HAD BEIN IMFPROPERLY PRRFORMED. AT 171§
MOURS ON APRIL ', THE ACTION STATEFENT FOR AN UKIDENTIFIED REACTOR COOLANT
SYSTEM (RCS) LEAERATE OF GREATER THAN ' GALLON PER MINUTE (GPM) WAS ENTERED BASRKD
ON THE INCREASED LEAKRATE ORSERVED BY VOLUMYE CONTROL TANK MAKE UF. AT 2107 WOURE
ON APRIL "4, AFTER A LEAK SOURCE WAS IDANTIFITD AND ISOLATED, THE ACTION
STATEMENT WAS EXITED SASED ON QUALITATIVE ASSESSMENT OF FLANT FPARAMETERS BERINC
STEADY, FOLLOWING THE RESOLUTION OF COMPUTER U'ROBLEMS AND THE COMPLETION OF RCS
SAMPLING, A LEAKAGE SURVEILLANCE PROGRAM WA: INITIATED AT 0900 NOURS ON APRIL 1§,
AT 1332 HOUrS. THE LEAKRATE WAS DETEREINED TO BE '.15 GPM. ROOT CAUSE OF THIS
EVENT WAS PERSONNEL ERROR. THE DECISION WAS NADE TO TERMINATE THE UNIDENTIFIED
LEAKAGE ACTION STATEMENT WITHOUY 2 DETAILER QUANTITATIV! A TALYSIS TO DETERNMINE
THE UNIDENTIFI.D LEAEKRATE. ALL OPJVRATIONS DEFARTMENT PR, oONNIL NAVE BEEN SENT A
MEMORANDUM STIPULATING THAT AFPROVEL SURVEILLANCES OR OTHER QUANTITAYTLIVE METRODS
MUST BE USED TO DETERMINE WHENEVER RLS UNIDENTIFIED LEAEAGE HWAF BEREN CORKBCTED.
THE APPLICABLE OFERATING FPROCEDURE HAS SEEN CHANGED TO PROVIFE BETTER GUIDANCE ON
MEASURING UNIDENTIFIED RCS LEAKAGE.

[ 8Y) MILLSTONER ) DOCKET 50-&2) LER WB-C'6
MODE CHANGE WITH ACTION STATEMENT IN EFFECT DUE 70 FERSONNEL ERROR.
EVENT DATE:; Qa2%ee REPORT DATE: 052588 NESS: wE TYPE: Pwe

INSIC G08%4135) AT 0333 MOURS ON APRIL 25, 1988, AT 150 DEGAEES AND 495 PSIA, THE
CONTROL SWITCHES FOR BOTH TRAINS OF MOTOR DRIVEN AUXILIARY FPEEDWATER (MDAPW)
PUMPS AND TRAIN A S'YPPLEMENTARY LEAXK COLLECTION AND RELBASE SYSTEM (SLTRS) FPAN
WERE LEFT IN PULL-TO-LOCK (PTL) DURING A CHANGE PROM MODE 4 (MOT SHUTDOWN) TO
MODE } (HOT STANDBY ). ROOT CAUSE POR EACH EVENT WAS OPERATLR ERROE. IMMEDIATE
CORBECTIVE Z2CTION BY THE CPERATOR WAS TO WALE "OWN THE MAIN CONTROL SOARDS TO
ASSURE EQUIFPMENT THAT WAS REQUIRED TO BE OPERASLE WAS OFRRABLE. THR TECHNICAL
SPECIFICATIONS WERE REVIEWED TO ENSURE ANY EQUIPMENT THAT WAS NOT REQUINED TO BR
OFARABLF IN MODE 3 WAS SFECIFPICALLY CO ERED BY A PROCEDUBE STEP OR NAG VERIPIED
TO BE OFERABLE. AS ACTION TO REVENT (BCURRENCE, ON-UNIPT FPRRSONNEL MAVE BREEN
ERIEFED ON PROFPER REVIEW OF BQUIPMENT STATUS PRICR TO MODE CHANGES. OJULDANCE, 1IN
THE FORM OF A NIGHT ORDEF, NAS BREEN PROVIDED TO ENSURE THAT THR APPROPRIATE LO®
ENTRIES ARE MADE WHENEVER EQUIPMENT 1S PLACED IN PTL. THE PLANT NEBATUF OHOCRDURE
WAS MODIFIED TO SEQUENCE THE AUXILIARY FEEDWATER SYSTEM ALICNMENT POR SYLTERM
OFVERABILITY AND TO REQUIRE A REVIEW OF BYPASS ANNUNCIATCRS PRIOR TO CHANGING
MODES. TAE TRAIN A AND B MDAFW FUMPS WERE INOUERABLE VOR APPROXINMATELY & AND &
HOURS RESFPECTIVELY AND THE TRAIN A SLCRS PAN WAS INOPERABLE FPOR ABOUT & NOURS,
FROM THE TINE MODE ) WAS ENTERED.

| 83} MILLSTONE ) DOCKRT §0-422 LER BR-01'7
FAILURE TO NOTE FLOW BATES ON AUXILIARY SAMPLE RiG DUR TO FERSONNEL AND
INTERDEFPARTMENTAL ERRORS .

EVENT DATE: 0&258% REFORT DATE: 052588 NESS: w2 TYFR: PWR

(NSIC 205478) ON APRIL 25, "988, AT 20'6 HOURS, AT 560 LBCREES F AND 2350 BSIA,
IT WAS DISCOVERED THAL THE 4-KOUR SAMPLE FLOW RATJ ESTIMATE RAD NOT BREN
FERFORNED AS REQUIRED BY TECH SPEC 3.3.3.'0. AT 0752 ON APRIL 25, 'vaw, THR



n

TURBINE BUILDINT VENTILATION VENT MONITOR WAS TAKEN QUT OF SERVICE TO PEAFORM A
SURVEILLANCE. DURING THE SURVEILLANCE, IT WAS DETERMINED ThAT THE NOBLE GAS
DETECTOR OF THE RADIATION MONITOR WAS NOT OPERATING PAOPERLY. THE SHIFT
SUPERVISOR (88 DIRBCTED CHEMISTRY PERSONNEL TO INSTALL THME AUXILIARY SAMPLE RIG
AND TO TAKE SANPLES AND FLOW RATES. CNEMISTRY 100K THE REQUIRED SAMPLE, BUT DID
NOT RECOPD THE FLOW RATES SINCE THIS MAD PREVIOUSLY BEEN AN OPERATIONS DEPARTMENT
RESPONSIBILITY. SINCE OPERATIONS WAS NEVER NOTIF(ED THAT THE EVOLUTION WAS
COMPLETED, THE INSTALLATION OF THE SAMPLE RIG WAS NEVER LOGGED. AT 20)6 NOURS,
THE §5 INVESTICATE) A LOW SAMPLE PLOW ALARM AT THE RADIATION MONITOR PANEL. WE
SUBSEQUENTLY VERIFIED THAT THE AUXILIARY SAMPLE RIG WAS IN PLACE ANC BEGAN
RECORDING THE REQUIRAD FLOW ESTINMATES. ROOT CAUSE OF THIS EVENT 1§ WUMAN ERKOR,
MANIPESTED BY INADEQUATE COMMUNICATIONS WITHIN THE OPERATIONS CIPARTNENT AND WITH
OTHER DEFARTAENTS. ACTION TO PREVENT RECURKENCE OF THIS EVENT 15 10 REQUIRE
WRITTEN COMMUNICATIONS BETWEEN DEPAR  'NTS WHENEVER DIRECTING ANLONER COMPANY.

| 83) MONTITELLC DOCKET 50-26) LER 87-0%2 BEV OV
UFDATE ON SHUTDOWN COOLING HWIGN SUCTION PRESSURE TRIP DUR TO MINOR PRESSUAR

TRARS TENT.
EVENT DATE: 07887 REPORT DATE: 041668 NSSS8: GB TYPE: BWR

INSIC 209300) ON JANUARY 8, '$87 A TRIP OF THE RNR SHUTDO™d COOLING SUPPLY HIGH
PRESSURE INTERLOCK OCCURRED WHILE PLACING THE SKUTDOWN COOLING MODE OF RNU N
SERVICE. TNE TRIZ RESULTED IN CLOSURE OF THE SHUTDOWN COOLING SUPPLY ISCLAVION
VALVES WHICK, IN TURN, CAUSED AN RNR PUMP TRIP DUE TO THE LOSS OF SUCTION PALk
INTERLOCK THE CAUSE OF THE TRIF WAS BELIEVED TO BE A PRESSURE TRANSIENT WHICH
TRIFPPED THE INTERLOCK PRESIURE SWITCHES WHEN RNR FLOW WAS INITIATED TO THE
VESSF',. THE SHUTDOWN COOLING SUPPLY ANO RETURN LINES WERE FLUSHED AND SHUTDOWN
COOLING WAS SUCCESSFULLY PLACED IN SERVICE., (ESTING WAS FERPORMED THE NEXT TING
THAT RHR OSHUTDOWN COOLING WAS PLACED IN SERVICE TO DETERMINE IF A SIGNIFICANT
PRESSURE TRANSIENT OCCURS. THE TESTING DID NOT SHOW A SIGNIFICANT PRESSURE
TEANSIENT. THE CAUSE OF THE EVENT 18§ SELIEVED TO BE A SPURIOUS ACTUATION OF THE
PRESEUKE SWITCH(S). TME TRIP LOGIC 15 ARRANGED SO THAT EITNER OF THE TWO
PRESSURE SWITCHES WILL INITIATE A “WIP.

| #%) NINE MILE POINT ! POCKET %i-2120 LER #9003 RRYV O
UPDATE ON AUTOMATIC INITIATION OF REACTOR BUILDING PRERGENCY VENTILATION DUR TO
PERSONNEL ERROR.

EVENT DATE: Q42288 REPORT DATE: 05'%08 NGSS: GU TYPE: BWR

VENDOR: GENERAL ELECTRIC CO.

(NSIC 209309) REV ' TO THIS LER 1S5 BEING ISSUED TO CORREBCT ITEM (%), THR s /ENT
DATE ON PAGE ' OF THE LRR PORM, FPROM 02/28/98 TO Q2/22/88. ON 3/32/88. WITH NNP
UNIT ' IM A REFUELING QUTAGE, INSTRUMENT AND CONTROL (I4C) TECHRITIANG WERE
PEPAIRING * JENCHED POWER SUPPLY POR AN ENVIRONMENTAL AREA BADIATION MONITOR,
DURING THEIR REPAIR OPRRATION, INPORMAZION REQUIRED TO COMPLATE THE REPAIRS WAS
UNAVAILABLE IN THE VENDOK MANUAL. IN CEDER TO OBTAIN THE REQUILED INFORMATIONM,
1T WAS NECESSARY TO GET THE INFORMATION PROM AN IN-SERVICE POWER SUPFLY. UPON
ISPECTION OF THE IN-SERVICE POWER SUPPLY, A WAENER FROM THE POWER SUPPLY WOUSING
INADVEETENTLY FELL INTO THRE LIBCULITRY, SROUNDING ONE OF THE CIRCUIT BOAXDO
CAUSING AN UPF-SCALE MIGHN RADIATION SIGNAL, AND THEEEBY INITIATING THE REACTOR
BUILDING EMERGENCY VENTILATION SYSTEM. THE ROCT CAUSE OF THIS EVENT w2l
DETERMINED YO BE PERSONNEL ERROR WITH INSUFFICIENT VENDOR NANUAL DATA AVAILABLE
AND METALLIC COMPONENT WASHERS AS CONTRIBUTING PACTORS. IUMECTIATE CORBRITIVE
ACTION CONSISTED OF VERIFING THAT PERSONNEL BRROR CAUSE™ YW EVENT, REPAIRING
THE DAMAGED POWER SUPFLY AND BRETURNING THE REACTOR BUILDING VENTILATION SYSTEM T0
ITS NORMAL MODE OF OPERATION. ADOITIONAL CORRECTIVE ACTION INCLUDLD GENERATING A
STAT ON WO™™ “BQUEST TO LABEL THE POWER SUFPPLIES AND A PRUBLEN ELFCRT T0
INVESTIG NGING THE WASHER MATERITL ON THE POWER SUPFPLIV®S.
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| €5) NINE MILE POINT 1 DOCKET 50-220 LER 88-012
FAILURE TO HYDROSTATICALL\. TEST A FOIRTIUN OF THE ASME CLASS ' PFiSSURE BOUNDARY
DUE TO PROCEDURAL ERROR.

EVEN1 DATE: 041888 REPORT DATE: 0518ET NESE: GE TYPE: BWR

(NSIC 2093107 ON AFRIL 18, 1988, WHILE NI I JYNIT 1| (NMPY1) WAS IN COL!
SHUTDOWN FOR REFUELING, IT WAS UISCNVEREL Tk "TION OF THE ASME CLASS 1
PRESSURE BOUNDARY WAS NOT HYDRCSTATICALLY TEST 1986. ASME CECTION XI
REQUIRES A HYDROSTATIC TEST OF THE PRESSURE B8O f FOR CLASS ' PIPING, PUMPS
AND VALVES, AT OR NZAR "HE END OF EACH INSEaV NSPETTION (1ISI) INTERVAL. THE

FIRST TEN YEAR IS1 INTEkVAL WAS TO BE COMPLETFEw 4N 1986. FAILURE T0 COMPLETE
TESTING IN ACCORCANCE WITH ASME SECTION XI CONSTITUTES A VIOLATION OF PLANT
TECHNICAL SPECIFICATIONS. THE ROOT CAUSE OF THIS EVENT WAS PERSONNEL ERTOR AS A
RESULT C) AN ERROR IN THE HYDROSTATIC TEST PROCEDURE. CONTRIBUTING FACTORS WERE
MISCOMMUNICATION AND LACK OF ATTENTION TO DETAIL. INITIAL CORRECTIVE ACTION WA!
TO DOCUMENT THE EVENT VIA AN OCCURRENCE REPORT (OR). THE AISSED PORTION OF THE
SYSTEM WILL BE HYDRCITATICALLY TESTED PRIOR TO STARTUP. LONG TERM CORRECTIVE
ACTION INCLUDES INITIATING A LESSONS LEARNED TRANSMITTAL TO ADDRESS THE PERSONNEL

ERROR AND CONTRIBUTING FACTORS, AND A REVIEW OF 1986 ISI RELATED HYDROSTATIC TES”™
PROCEDURES .

| 86| NINE MILE POINT 1 DOCKET 50-220 LER 88-002
FAILURE TO ESTABLISH A FJ/RE WATCH PATROL DUF TO A PERSONNEL ERROR RESULTING IN A
TECHNICAL SPECIFICATION VIOLATION,

EVENT DATE: Q042788 REPORT DATE: 052688 NS§8S: GE TYFE: BWR

(NSIC 209370) ON APRIL 27, 1988, AT 08130 AOURS, WITH NINE MILE POIMT UNIT !
(NMP1) SHUTDOWN AND Thé CORE OFF LOADED, IT WAS REPORTED THAT THE TECH SPEC
REQUIREMENT OF ESTABLISHING A 1 HOUR FIPE WATCH PATROL FOR THE TWO NONFUNCTIONAL
FIRE BARRIER PENETRATIONS WAS NNT IMMEDIATELY ESTABLISHED. THE ROOT CAUSE OF
THIS EVENT WAS DETERMINED TO BE A PERSONNEL ERROR DUE TO MISCOMMUNICATION.
IMMEDIATE CORRECTIVE ACTINNS 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
FOR AS LONG AS THE INSPECTION OF THESE BARRIERS BY THE ENGINEERING DEPARTMENT
CONTINUVES, COUNSELING OF THE PERSONNEL INVOLVED AND ISSUING A STATION SHIFT
SUPFRVITOR INSTRUCTION TO ENSURE THAT THE FIRE DEPARTMENT IS FULLY INFCORMED NN
AL ATTERS RELATING TO THEM. PUDITIONAL CORRECTIVE ACTION WILL INCLUDE
GENERATING A PROCEDURE EVALUATICON REQUEST FOR THE OCCURNENCE REPORT PROCEDURE TO
EVALUATE THE NEED FOR AFFECTED DEPARTMENT NOTIFICATION, AND ISSUING A LESSONS
LEARNED TRANFMITTAL INSTRUCTING OPERATINNS PERSONNEL TO ENSURE THAT TECHNICAL
SPECITICATION REQUIREMENT ACTIONS ARE TAKEN.

[ 87) NINE MILE POINT 2 DCCKET S{-410 LER 88-02"
HIGH PRESSURE CORE SPRAY RELAYS FOUND TC 8E IMiROPPRLY DOCUMENTED FOR SAFETY
RELATED USE DUE TO PERSONNEL ERROR.

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

(NSIC 209336) ON MARCH '4, 1988 WITH THE PLANT IN COLD SHUTDOWN, IT WAS
DISCOVERED THAT '7 RELAYS IN THE HIGH PRESSURE CORE SPRAY S.STLM (CSH) SWITCHGEAR
(2EGS*PNLD28B) MAY NOT BE ACCEPTABLE FOR NUCLEAR 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 '0, '983, THE CONDITIONAL RELEATE WAS
ERRONEOUSLY LIFTED VIA A "FIELD DISPOSITION INSTRUCTION". THIS EVENT 1S BEING
REPORTED ON A VOLUNTARY BASIS. 1IF THE RELAYS COULD NOT HAVE BEEN DEDICATED A- IS
A SINGLE FAILURE WOULD HAVE RENDERED USH INOPERABLE AND REPORTABLE PER
VOCFRS0.73(A)(21(Y), THE CAUSE OF THE EVENT IS VENDOR PERCONNEL
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ERROR-INATTENTION TO DETAIL. THE CONDITIONAL RELEASE FOR THE SWITCHGEAR
CONTAINING THE RELAYS WAL LIFTED INCORRECTLY. THE RELEASING DOCUMENT PID 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 DISP0SITION REQUEST (FDDR) KGI-6262, WRITTFN MARCH 16, 1988, ADDRESSES
TH1S 1SSUE. THE VENDOR FERFORMED A REVIEW OF ALL CONDITIONAL RELEASES ON THE
NINE MILE POINT 2 PROJECT AND HAS VERIF.ED THAT ALL CONDITIONAL RELEASES HAVE

BEEN RESOLVEL.

| 88) NINE MILE POINT 2 DOCKET 50-410 LER €8-018
TECHNICAL SPECIFICATION VIOLATION OCCURS AS A RESULT OF A MISSED LEAK RATE

SURVEILLANCE DUE TO PERSONNEL ERROR.
EVENT DATE: 040608 REPORT DATE: 050688 NGSS: GE TYPE: BWR

(NSIC 20928S5) ON 4/6/88 AT 095% WITH THE REACTOR AT A POWER LEVEL OF APPROX. 100%
RATED THERMAL CAPACTTY, IT WAS DISCOVERED THAT NINE LILE POINT UNIT 2 (NMP2) WAS
NOT IN COMPLIANCE % .fH TFCH SPEC (TS) SECTIONS 3/4.6.'. SPECIFICALLY, IT WAS
DETERMINED THAT A LCAK RATE SURVEILLANCE TEST FOR A PRIMARY CONTAINMENT
PENETRATION WAS NOT PERFORMED IN A TIMELY MANNFER AS REQUIRED BY T3 GECTION
4.6.1.2.0. TUEREFORE, THE NMP2 OPERATORS DECLARED THE PRIMARY CONTAINMENT (PC)
TO BE INOPERABLE AND COMMENCED A REACTOR SHUTDOWN AS REQUIRED BY TS SECTION
1,6.1.1. THE LEAK RATE TEST WAS PERFORMED AND ABNORMAL PENETRATION LEAKAGE WAS
IDENTIFIED; HOWEVER, IT WAS DETERMINED THAT THE PC INTEGRITY WAS STILL INTACT.

AN UNUSUAL EVENT DECLARED AT 1105, WAS TERMINATED BY 1435 THAT SAME DAY WHEN PC
INTEGRIYY WAS VERIFIED. THE ROOT CAUSE FOR THIS EVENT IS A PERSONNEL ERROR. A
SIGNIFICANT CONTRIBUTING FACTOR WAS A PROBLEM WITH THE PLANNING AND SCHEDULING
(PLSL DEPARTMENT'S SURVEILLANCE TRACKING SYSTEM. THE CORRECTIVE ACTIONS FOR THIS
EVENT ARE; THE ABNORMAL PENETP*TION LEAKAGE WILL BE CORRECTED, THE PéS
COMPUTELIZED SURVEILLANCE TRACKING SYSTEM HAS BEEN MODIFIED, THE INSTRUMENT AND
CONTFOL (16C) DEPARTMENT HAS UPGRADED ITS OWN COMPUTRRIZED SURVEILLANC® TRACKING
SYSTEM, AND A SUMMARY OF THIS EVENT WILL BE INCLUDED IN THE LESSONS LEARNED BOOKS
FOR DEPARTMENTS RESPONSIBLE FOR TS SURVE'LLANCES.

[ 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: 04C788 REPORT DATE: 050488 NSSS: GE TYPE: BWR

(NSIC 709236, ON 4/7/88 AT 0952 HOUES AND AT 1026 HOURS WITH THE REACTOR AT
APPROX, 100% POWER AND THE MOD® SWITCH IN "RUN", NINE MILE POINT UNIT 2 (NMP2)
EXPERTENCED ENGINEERYD SAFETY FEATURE (ESF) ACTUATIONS. BOTH EVENTS CONSISTED OF
A SECONDARY CONTAINMENT ISOLATION AND THE AUTOMATIC INITIATION OF THE STANDBY GAS
TREATMENT SYSTEM (3BGTS), AN EMERGENCY RECIRCULATION UNIT COOLER, AND REACTOR
BUILDING UNIT COOLERS. BOTH EVENTS OCCURRFD WHILE ATTEMPTING TO PERFORM
SURVEILLANCE PROCELURE N2-0OSP-HCS-SA00!', "DBA HYDROGEN RECOMBINER FUNCTIONAL AND
ELECTRICAL CONTINUITY TEST". THE ESF ACTUATIONS OCCURRED, AS DESIGNED, ON A
SPURIOUS HMIGH KADIATION SIGNAL. THE IMMED.ATE CAUS® 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 2HCSeMOV2SH.
2HUS*MOV2S5E IS THROTTLED PER STEPS IN N2-OSP-HCS-SA001. THE CAU® 0O} THE
CONTACTOR "CHATTERING" HAS BEEN CETERMINED TO BE AN INCREASED TORQUE
REQUIREMENT SINCE THE PREVIOUS TORQUE SWITCH SETTING.

| 90) NINE MILE POINT 2 DOCKET S0-410 TR e———
DESIGN RATED REACTOR CORE FLOW EXCEEDED DUE TO POOR ELECTRICAL CUNNNECTION
RESULTS IN PLANT OPERATION IN AN UNANALIZED CONPITION,

EVENT DATE: 04°988 REPORT DATZ: 051988 N§SS: GF TYPE: BWER
VENDOR: BAILEY CONTROLS CO.
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(NSIC 209337) ON 4/19/88 AT 0930 HRS WITH THE REACTOR AT APPROX 99% OF RATED
THERMAL POWER, THE NINE MILE POINT UNIT 2 (NMPZ) REACTOR WAS INADVERTENTLY
OPERATED WITH GREATER THAN 100% OF RATED REACTOR CORE FLOW. OPERATIONS
PERSONNEL, WHILE RAISING REACTOR POWER BY ADJUSTING REACTOR RECIRCULATION FLOW,
OBSERVED THAT THE REACTOR CORF RECIRCULATION SYSTEM HAD EXCEEDED ITS FULL POWER
DESIGN RATED FLOW OF 108.5 MILLION POUNDS/MOUR (MLB/HR). ACTUAL REACTOR
RECIRCULATION FLOW WAS RECORDED BY THE GENERAL ELECTRIC TRANSIENT ANALYSIS
RECORDING SYSTEM (GETARS) AT 109.984 MLB/HR. THIS 2LACED THE UNIT IN A CONDITION
NOT SPECIFICALLY ADDRFPSSED IN THE NMP2 FINAL SAFETY ANALYSIS REPORT (FSAR). THE
ROOT CAUSE OF THIS EVENT WAS A POOR ELECTRICAL CONTACT BETWEEN THE SUMMER CARD
AND ITS MATING “ONNECTOR, IN THE REACTOR RECIRCULATION SYSTEM. THE REACTOR TOTAL
CORE FLOW SIGNAL PASSES THROUGHM THIS CARD. THIS CONDITION RESULTED IN AN
ERRONEOUS FLOW I(NDICATION. IMMEDIATE CORRECTIVE ACTION TAKEN BY NIAGARA MOHAWK
LICENSED OPERATORS WAS TO REDUCE CORE FLOW TO LESS THAN 100% 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 GETARS AND
VERIFIED THE PROPER OPERATION OF THE SUMMER CARD.

[ 9] NORTH ANNA 1 DOCKET 50-338 LER 87-010 REV 01
UPDATE ON STEAM GENERATOR TUBE DEFECTS.
EVENT DATE: 051487 REPORT DATE: 052488 NSSS5: WE TYPE: PWR

VENDOR: WESTINGHOUSE ELECTRIC CORP.

(NSIC 209375) DURING THE 1987 REFUELING OUTAGE ON UNIT 1, STANDARD EDD!" CLARARENT
BOBBIN PROBE INSPECTIONS IN THE 'A', 'B', AND 'C' STEAM GENERATORS IDENIIFIED
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
PERJENT "THRU WALL" INDICATION), (2) "“DISTORTED INDICATIONS" AT THE TURE SUPPORT
LOCATIONS, AND .3) INDICATIONS IN THE VICINITY OF THE TUBESHFET THAT WERE
sDENTITIED USING THE 8X'! PROBE AND CONFIRMED WITH THE ROTATING PANCAKE CCIL
PROBE, WERE REMOVED FROM SERVICE. THE DEFECTS IDENTIFIED IN THE STEAM GENERATORS
ARE REPORTABLE PURSUANT TO 10CFRS50.73(AX(21(V)(C) AS REQUIRED BY TECHNICAL
SPECIFICATION 4.4.5.5.C. 1IN OFDER TO FACILITATE DETERMINATION CF THE NATURE AND
CAUSE OF THE TUBESHEET INDICATIONS, TWO TUBES WERE REMOVED TROM THE 'A’ STEAM
GENERATOR FOR FURTHEXR NONDESTRUCTIVE AND DESTRUCTIVE EXAMINATION., PRELIMINARY
RESULTS OF THL EXAMINATIONS PERFORMED ON THE TWO TUBES REVEALED CIRCUMPERENTIAL
PRESSURIZED WATE' STRESS CORROSION CRACKING IN THE EXPANSION TRANSITION REGION OF
BOTH TUBES AT THE TOP OF THL TUBESHEET. TKE HEALTH AND SAFETY OF THE GENERAL
PUBLIC WERE 'OT AFFECTED DURING THIS EVENT,

| 92] NORTH ANNA ! DOCKET 50-)18 LER 28-018
SURVEILLANCE OF POST ACCIDENT CC JAMENT PRESSURE TRANSMITTERS NOT PERFORMED.
EVENT DATE: 040588 REPORT DATE (.0588 NSSS: WE TYPE: PWER

CTHER UNITS INVOLVED: NORTH ANNA 2 (PWR)

(NSIC 209274) AT 1630 HOURS, ON 4/5/88, WITH UNITS ' AND 2 AT 100 PERCENT POWER
(MODE 1), IT WAS NISCOVERED IHAT THE CHANNEL CHECK SURVEILLANCE REQUIREMENT POR
CONTAINMENT POST ACCIDEN. PRESSEURE INSTRUMENTS WERE NCT BEING PERFORMED. THE
SURVEILLANCE REQUIREMENTS OF TECHNICAL SPECIFICATION 4.3,3.6 REQUIRES A CHANNEL
CHECK AT LEAST ONCE PER 1) DAYS FOR THESE CHANNELS, THE CONTAINMENT WIDE RANGE
POST ACCIDENT PRESSURE CHANNELS WERE INSTALLED IN MAY 198) FOR UNIT ' AND JULY
1981 POR UNIT 2 IN ORDER 70O COMPLY WITH THE REQUIREMENTS OF NUREG-0578 AND
NUREG-0737. THIS EVENT 1S REPORTABLE PURSUANT TO 10CPFRSO0.73(AI(2)(21(B)., THE
CAUSE OF THE MISSED SURVEILLANCES IS ATTRIBUTED TO THE FAILURE TO RECP™NILZE THAT
THE MODIFICATION THAT INSTALLED THE CONTAINMENT WIDE RANGE PRESSURE TRANSMITTERS
WAS IMPLEMENTED TO MEET THE REQUIREMENTS OF TECKENICAL SPECIFICATION 3.3.3.6 FOR
WIDE RANGE POST ACCIDENT PRESSURE INSTRUMENTATION. AS AN IMMEDIATE CORRECTIVE
ACTION, THE ACTION STATEMENT OF TECHNICAL SPECIFICATION 3.3,3.6 WAS ENTEREZ.
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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 THE GENERAL PUBLIC WERE NOT AFFECTED AT

ANY TIME DURING THIS EVENT.

{ 93) NORTH ANNA 2 DOCKET 50-339 LER 88-003
INADVERTENT CONTAINMENT DEPRESSURIZATION SYSTEM ACTUATION DURING MAINTENANCE

ACTIVITIES.
EVENT DATE: 050488 REPORT DATE: 0525R8 NSSS: WE TYPE: PWR

(NSIC 209413) AT 1104 HOURS ON 5/4/87, WITH UNIT 2 AT 100% POWER, AN INADVERTENT
PARTIAL TPAIN "B" ENGINEERED SAFETY FEATURES (ESF) ACTUATION OF THE CONTAINMENT
DFPRESSURIZATION SYSTEM OCCURRED. AS A RESULT OF PROMPT OPERATOR ACTIiON AND THE
SPECIFIC EQUIPMENT CONFIGURATION, AN ACTUAL CONTAINMENT SPRAY DID NOT OCCUR.

THIS EVENT 1S REPORTABLE PURSUANT TO 10CFRS50.73(A)(2)(11(B) AND
1OCFRS0.73(A)(2)(IV). A POUR HOUR REPORT WAS MADE IN ACCORDANCE WITH
YOUFRS0.72¢B)(2)(11). IHE ACTUATION OCZURRED WHEN A GROUND WAS INTRODUCED INTO
THE SOLID STATE PROTECTION SYSTEM DURING VALV® MAINTENANCE. AS A CORRECTIVE
ACTION, THE CONTROL ROOM OPERATORS VERIFI.D THAT THE ACTUATION WAS SPURIOUS,
PERFORMED THE SECESSARY ACTIONS TO ENABLE RESETTING THE ACTUATION SIGNAL, AND
SUCCESSPULLY RESET THE ACTUATION SIGNAL. TO PREVENT RECURRENCE OF SIMILAR
EVENTS, APPLICABLE PROCEDURES WILL BE REVIEWED AND REVISED AS NECESSARY TO
INCLUDE ADDITTONAL AUTIONS AND NOTES AND REQUIRE THE USE NF 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.

[ 94) CYSTER CREEK DOCKET 50-2¢9 LER 88-006
PREVIOUS MODIFICATION CAUSES FOUR ISOLATION CONDENSER PIPE BRE'K SENSORS TO BE
QUT OF SPECIFICATION DURING SURVEILLANCE,

EVENT DAIE: 0325°F8% REPORT DATE: 041988 NS§SS: Gk TYPE: "WR
VENDOR: ITT-BARTON

(NSIC 208993) DURING A SURVEILLANCE TEST ON MARCH 25, 198% AT 1300 HOURS, FOUR OF
EIGHT ISOLATION _ONDENSER PIPE BREAK SENSORS TRIP TESTED AT A DIFFERENTIAL
PRESSURE GREATER THAN THE MAX!MUM ALLOWABLE TRIP SETPOINT SPECIFI®L IN THE
TRCHNICAL SPECIPICATIONS. AT THE TIME OF THE OrCURRENCE THE PLANT WAS IN THE RUN
MODE AT 100% POWER. THE CAUSE OF THE EVENT IS A COMBINATION OF A 1980 FIELD
MODIFICATION ON THE SWITCHNS AND VARIOUS SWITCH COMPONENT PROBLEMS., THE SAPETY
SIGNIFICANCE IS MINIMAL DUE TO THE OPERABILITY OF OTHZR PIPE BREAK SENSORS, AREA
RADIATION MONITORS AND ARKA TEMPERATURE MONITORS IMMEDIATE CORRECTIVE ACTION
WAS TAKEN TO ADJUST THE SWITCHES TO TRIP WITHIN TECHNICAL SPECIFICATION LIMITS.
LONG TERM CORRECTIVE “CTION IS TO REPLACE UP TO FUUR REACTOR PROTECTION SYSTEM
DIGITAL SENSORS DURING THE PLANT'S NEXT REPUELING OUTAGE (FOURTH QUARTER 1988),
MONITOR THMEIR PERFPORMANCE OVIR THE SUBSECUENT OPERATING ZYCLE, AND REPLACE THE
ISOLATION CONDENSER PIPE BRYAK SENSORS DURING THE FOLLOWING REFUELING OCUTAGE
PROVIDED THE OPERATION OF THE NEW SENSORS PROVES ACCEPTABLE.

[ 9%) OYSTER CREEK DOCKET 50-219 LER 28-007
INADEQUATE SUPPLRT OF REACTOR SAMPLE LINE DUE TO MISCOMMUNICATION OF TECHNICAL
DATA CAVSED BY PERSONNEL ERROR.

EVENT DATE: 041288 REPORT DATE: 051188 N§SS: GB TYPE: BWR

(NSIC 209307) ON APRIL 12, 1988 IT WAS DETERMINED THAT A REACTOR COOLANT SAMPLE
LINE CONTAINING A CONTAINMENT ISOLATION VALVE WAS NOT ADEQUATELY SUPPURTED. THE
DISCOVEL/ WAS MADE SEVERAL DAYS EARLIFR BY “ONTRACTOR PERSONNEL BUT A PRELIYINARY
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EVALUATION SHOWED NO PROEBLEM EXISTED. LATER, WHEN ADDITIONAL INFORMATION WAS
OBTAINED IT WAS DETLRMINED THAT THE VALVE WEIGHT WAS GREATER THAN THE LIMIT
©STABLI_.HED BY THE ANALYSIS. THE EVENT IS ATTRIBUTED TO PERSONNE!L ..ROR BECAUSE
M 1986 THE VALVE IN THE LINE WAS REPLACED WITH A VALVE APPROXIMATELY THREE (3)
. +MES HEAVIER THAN THE ORIGINAL VALVE., WHEN THE WEIGHT INCREASE WAS ANALYZED THE
INFORMATION WAS MISCOMMUNICATED O THE ACTUAL ORIENTATION NF THE VALVE SO THE
ANALYSIS WAS NOT ACCURATE. THE SAFETY SICNIFICANCE OF THIS OCCURRENCE 1S
CONSIDEFED 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
TSOLATION VALVE WOULD HAVE REMAINED 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.

[ 96) OYSTER CREEK DOCKET 50-219 LER 88-N08

STANDBY GAS INITIATION CAUSED BY PROCEDURAL NONCOMPLIANCE WHILE PLACING AUGMENTED
OFFGAS SYSTEM IN SERVICE.

EVENT DATE: 041488 REPORT DATE: 051388 NESS: GE TYPE: BWR

(NSIC 209308) ON 4/14/88 AT 094! HOURS, A REACTOR BUILDING ISOLATION AND STANDBY
GAS 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 INLET 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 OFPGAS INLET LINE WAS ODRAINED BEFCRE THE AOG SYSTEM WAS RETURNED TO SERVICE,
THE AOG SYSTEM OPERATING PROCEDURE WILL BE REVISED TO DRAIN 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. PERSONNEL
INVOLVED IN THIS EVENT WILL RECEIVE COUNSELING ON THE IMPORTANCE OF PROPER
TURNOVER AND STRICT PROCEDLAAL COMPLIANCE. AUDITIONALLY, THIS REPORT WILL BE MADE
REQUIRED READING FOR RADWASTE OPERATICONS PERSONNEL,

| 97) PALISADES DOCKET 50-25% LER 88-006
INADVERTENT MANUAL ACTUATION OF AUXILIARY FEEDWATER ACTUATION SYSTEM.
EVENT DATE: 032748 REPORT DATE: 042688 NS§S§S: CE 1. 78: 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 100% OF RATED POWER
WHEN THE ACTUATION OCCURRED. AT 1250 THE "C" SIGNAL CHANNEL SENSOk OF THE APAS
FAILED DUE TO A PUWER SUPPLY TRIPPING WHICH RESULTED IN A LO®"S OF POWER TO THE
CABINET. THIS POWER FAILURE PROVIDED A TRIP SIGNAL INTO THE AFPAS ACTUATION
LOGIC. WHILE REVIEWING AFAS PANEL INDICATIONS AND IN ATTEMPTING TO RESET WHAT
WAS THOUGHT 7O BF AN IMPROPER INDICATION, AN ON-COMING OPERATCR DEPRESSED AN
UNMARKED BUTTON BELOW THE ILLUMINATED INDICATUR. THIS ACTION FROVIDED A SECOND
LOW LEVEL SIGMAL NECESSARY TO COMPLETE THE ACTUATION LOGIC AND STARTED P-BA. THE
INALVERTENT ACTUATION HAS BEEN ATTRIBUTED TO INSUPFICIENT GUIDANCE BEING
AVAILABLE (N ALARM AND RESPONSE PROCECURES. ANOTHER CONTRIBUTING PACTOR TC THIS
EVENT 1S PCOR LABELING OF COMPONENTS ON THE APAS ACTUATION PANEL,
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| 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 INOPERABRLE.

EVENT DATE: 112787 REPORT DATE: 041288 NSSS: CE TYPE: PWR

OTHER UNITS INVOLVED: PALO VERDE 2 (PWR)

(NSIC .08914) THIS IS5 A SUPPLEMENT TO LER 87-025-01', ON 11/27/87 AT
APPROXIMATELY 0220 MST, WITH PALO VERDE UNIT 2 IN MODE ' (POWER OPERATION) AT
100% POWER, THE TURBINE DRIVEN AUXILIARY FEEDWATER PUMP (BA)(P) DID MOT ACHIEVE
RATED SPEED DURING THE MONTHLY OPERABILITY SURVEILLANCE TEST. AN INVESTIGATION
FOUND THAT THE "OPEN" LIMIT SWITCH (SB)(33) SETPOINTS FOR THE "B" AND "A" TRAIN
ISOLATION VALVES (SB)(ISV) WZIRE ADJUSTED ON OCTOBER 14 AND 15, 1987,
RESPECTIVELY, TO PREVENT THE VALVE INTERNALS *ROM IMPACTING ON THE BACKSEAT.

THIS WAS DONE IN ACCORDANCE WITH AN APPROVED ENGINEERING EVALUATION WHICH DID NOT
PROV'DE CORRESPONDING ADJUSTMENTS TO THE "RAMP UP" LIMIT SWITCHES (SB)(33),
THEREFORE PREVENT.NG THE PUMP FROM ACHIEV...G RATED SPEED. FOLLOWING THESE
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
OPERABLE STATUS CONTRARY TO T.8. 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 ! AND 3. PRELIMINARY EVALUATIONS
IDENTIFIED THE ROOT CAUSE AS COGNITIVE PERSONNEL ERROR (UTILITY, LICENSED) IN
THAT THE EMGINEERING EVALUATION DID NOT ADDRESS THE FULL IMPACT OF THEC APPROVED

MODIFICATION.

[ 99} PALO VERDE ! DOCKET $)-528 LER &8-01)
REACTOR TRIP DUE TO PERSONNEL ERROR AND EQUIPMENT MALFUNCTION.
EVENT DATE: 041988 REPORT DATE: 051888 N§SS: CB TYPE: PWR

VENDOR: SOUTHERN STATES EQUIPMENT

(NSIC 209344) AT APPROXIMATELY 0148 MST ON ACRIL 1-9, 1988, PALO VERDE UNIT | WAS
IN MODE ! (POWER COPERATION) AT 100% REACTOR (RCT) POWER WHEN THE UNIT EXPERIENCED
A 100% LOAD REJECTION AND RESULTANT REACTOR POWER CUTBACK (RPCB). APPROXIMATELY
10 SECONDS APTER THE RPCB, A REACTOR TRIP OCCURRED DUE TO » LOW DNBR TRIP FROM
THE CORE PROTECTION CALCULATOR (CPC)I(CPU). A CONTROL ROOM OPERATOR (UTILITY,
LICENSED) INADVERTENTLY OPENED THE MOTOR OFERATED 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 525 KV (FX) BREAKERS (BKR) AND MANUAL DISCONNECTS
PL-916 AND PL-917 DID NOT FUNCTION. THIS ALLOWE! “0OD PL-910 TO OPEN INITIATING
THE LOAD REJECTION. IMMEDIATE CORRECTIVE ACTION WAS TO REPAIR THE PERMISSIVE
CONTACTS ON PL- 916 AND PL-317 AWD ENSURE THAT THE INTERLOCK WAS OPERABLE. FOR
CORRECTIVE ACTION TO PREVENT RECURRENZE, THE INTERLOCK CYRCUIT WILL BE
ELECTRICALLY CHECKED PERIODICALLY FOR PROPER OPERATIUN. AN ENGINEERING
EVALUATION REQUEST HAS BEEN INITIATED FOR A REANALYSIS OF THE RPCB AND THE
SOFTWARE/DATA FOR THE C#C'S. ALSQO APPROPRIATE DISCIPLINARY ACTION WILL BE
ADMINISTERED. NO PKEVIOUS SIMILAR EVENTS HAVE BEEN REPORTED.

1100} PALO VERDE ! DOCKFET 50-528 LER 88-015
REACTOR TRIP DUE TO TEST POWER SUPPLY FPAILURE,
EVENT DATE: 051288 REPORT DATE: 060688 NS5S8: CB TYPE: PWR

(NSIC 209550) AT 1315 MST ON MAY 12, 1988, PALO VERDE UNIT 1 WAS IN MODE ) (POWER
OPERATION) AT APPROXIMATELY 91% POWER WHEN AN AUTOMATIC ACTUATION OF THE REACTOR
(RCTI(AC) PROTECTION SYSTEM (RPS)(JC) OCCURRED. SURVEILLANCE TEFT J6ST-98BCW
{(PLANT PROTECTIVE SYSTEM (PPS)(JC) PUNCTIONAL TEST- RPS/ENGINEEREL SAFETY FEATURE
ACTUATION SYSTEMS (ESFAS)(JE)) WAS IN PROGRESS WHEN THE REACTOR (RCT)(AC) TRIP
OCCURKED. PERPORMANCE OF 316ST-95B0W4 INVOLVES A SEPARATE POWER SUPPLY (JX)(JC)
UTILIZED 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
INTORMITTENTLY 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. TMMEDIATE CORRECTIVE ACJION WAS TO REPLACE THE POWER 3! 'PLY WITH A
PROPEJQLY OPERATING POWER SUPPLY. A PRECAUTION WAS ADDED TO 3}6ST-9SB04 TO ENSURE
THAT THE TEST PERFORMER IS AWARE THAT THE POWER SUPPLY MAY EXHIBIT IWSTABILITIES
AS INDICATFLC EY LAMP "FLICKERING".

(101} PALO VERDE 2 DOCKET 50-529 LER B8-005 REV 02

UPDATE ON INADVERTENT SAFETY INJECTION RESULTING FROM PERSONNEL ERROR,

EVENT DATE: 022188 REPORT DATE: 060288 NSS§5: CE TYPE: PWR

VENDOR: BORG-WARNER CORP. |
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 % (COLD SHUTDOWN) AT APPROXIMATELY 170 F AND 125
PSIA BEING COOLED-NDOWN AND DEPRES,URIZED TO BEGIN A REFUELING OUTAGE., AT
APPROXIMATELY 0719 MST AN INADVERTENT SAFETY INJECTION (JEB) FROM THE SAFETY
INJECTION TANKS (BP)(ACC) OCCURRED AS A RESULT OF LOW PRESSURIZER PRESSURE
SIGNALS NOT BEING PROPERLY BYPASSED. THY SAFETY INJECTION WAS ACCOMPANTED BY A
CONTAINMENT ISOLATION (BP)(JE) ENGINEERED SAFETY PFATURES (ESF) ACTUATION. THERE
WERE NO OTHER ESF ACTUATIONS AND NONE WERE NECESSARY. DURING TME EVENT A HIGH
PRESSURE SAFETY INJECTION (HPSI) VALVE (INV) [iID 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 (PU).
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 PUSE FAILURE WAS
RANDOM AND THAT THE EXISTING PUSE SPECIFICATION IS ADEQUATE. THERE HAVE BEEN NO
PREVIOUS SIMILAR OCCURRENCES,

{102} PALO VERDE 2 DOCKET 50-529 LER 88-010
SURVEILLANCE INTERVAL ZXCEEDED FOR PLANT VENT MONITORS.
EVENT DATE: 040688 REPORT DATE: 051688 N§§S: CE TYPE: PWR

NSIC 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 ALLUWABLE SURVEILLANCE TEST INTERVAL <A ' BEEN
EXCEEDED FOR THE PLANT VENT SYSTEM MONITORS (RU-14) AND RU-~ 1d8)(sL).HON).
SUBSEQUENT TO TKE 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 CHNEMISTRY TECHNICIAN (CONTRACTOR,
NON-LTCENSED) TO COMPLETE THE S.T. WITHIN THE ALLOWABLE INTERVAL. THE TECHNICIAN
MISINTERPRETED THE REQUIREMENT TO PERFORM THE S8 T. ON A "DAILY" (I1.B., ONCE PER
CALENDAR DAY) BASIS VICE “"ONCE PER 24 HOURS". AS IMMEDIATE COKAECTIVE ACTION, THE
APPROPRIATE §.T. ON PLANT VENT SYSTEM MONITOR WAS SATISPACTORILY COMPLETED AT
0946 MST ON APRIL 15, 1988. THE CORRECTIVE ACTION TO PREVENT RECCURRENCE WAS A
CHANGE TO §.T.(758T-92207) TO CHANGE THR TERMINOLOGY TO ES CONSISTENT WITH TNE
TECHNICAL SPECIFICATION (T.S.) AND A REVIEW OF RADIOACTIVE EFFLUENT §.T.5 TO
ENSURE THAT THE REQUIREMENTS OF THE T.S. ARE CLEAKLY AND EXPLICITLY IMPLEMENTED.
NO SIMILAR EVENTS HAV® BEEN REPORTED.
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(103) PALO VERDE 2 DOCKET 50-529 LER 88-007
FUEL BUILDING EXMAUST VEWTILATION ACTUATION DUE TO RADIATION MUMITOR MALFUNCTION,
EVENT DATE: 0511€8 REPORT DATE: 060888 N§SS: CE TYPE: PWR

VENDOR: KAMAN SCIENCES CORP.

(NSIC 209551) ON MAY 11, 1988 A™ APPROXIMATELY 1945 MST, PALO VERDE UNIT 2 WAS IN
MUDE 6 (REFUELING) WHEN THE LOW RANGE FUEL BUILDING EXHAUST VENTILATION MONITOR
SPURIOUSLY ACTUA™ZD THE FUEL BUILDING AND CONTROL ROOM ESSENTIAL VENTILATION
SYSTEMS. THE ACTUATION OCCURRED ON THE “B" TRAIN AND CKROSS-TRIPPED ON THE "A"
TRAIN AS EXPECTED. THE TNIT1AL TROUBLESHOOTING REVEALED A LOCKUP OF THE
MONITOR'S MICROPROCESSOR. PREVIQUS 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 THE MONITOR WAS RESTORED TO SPRVICE. AS CORRECTIVE ACTION TO
PREVENT RECURRENCE, ADDITIONAL TESTING OF THE SYSTEM BOARD IS BEING CONDUCTED,

1F ADDITIONAL INFORMATION 1§ DISTOVERED 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 REV 0!
UPDATE ON ASME SURVEILLANCE INTERVAL EXCEEDED FOR CONTAINMENT ISOLATION VALVE.
EVENT DATE: 010988 REPORT DATE: 053188 N§SS: CE TYPE: PWR

(NSIC 209446) ON MARCH 24, 1988 PALO VERDE UNIT )} WAS IN MODE ! (POWER OPERATION)
AT 100 PERCENT POWER WHEN IT WAS DISCOVERED THAT SURVFILLANCE TESTING HAD NOT
BEEN CONDUCTED WITHIN THE ALLOWABLE TIME INTERVAL FOR A CONTAINMENT ISOLATION
VALVE FROM THE CONTAINMENT RADWASTE SUMP (WK). ON DECEMBER ', 1987 SURVEILLANCE
TESTING HAD BEEN CONDUCTED ON THE VALVE IN ACCORDANCE WITH TECHNICAL
SPECIPICATION 4.0.5 WHICH REQUIRES TESTING IN ACCORDANCE WITH SECTION XI OF THE
ASME BOILER AND PRESSURE VESSEL CODE. THE VALVE MET THE REQUIRED ACCEPTANCE
CRITERIA; HOWEVER, THE MEASURED STROKE TIME INCREZASED BY MORE THAN S50% FROM 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 INTERVAL.
THE TESTING SCHEDULE WAS NOT MODIFIED TO MEET THE MONTHLY SURVEILLANCE INTERVAL
FOR THE VALVE. ON JANUARY 9, 1989 THE MODIFIED SURVEILLANCE INTERVAL WAS
EXCEEDED. THE ROOT CAUSE OF THE EVENT WAS EVALUATED TO BE A COGNITIVE PERSONNEL
ERROR 8Y A TECHNICIAN (UTILITY, NCM-LICENSED) RESPONSIBLE FOR TRACKING THE
COMPLETED TESTS. TO PREVENT RECURRENCE THE INDIVIDUAL WILL RECEIVE APPROPRIATE
COUNSELING ANN/OR DISCIPLINARY ACTION. A PREVIQOUS SIMILAR EVENT OCCURRED AS
DESCRIBED IN LER 1-87-015-00.

[10%) PEATH BOTTOM 2 DOCKET 50-277 LER BR7-005 REV 0!
UPDATE ON EXCEED THE ALLOWABLE CONTAINMENT LEAKAGE LIMIT DUE TO PERSONNEL ERRORS,
PROCEDURAL DEFICIENCIEBS, AND FOREIGN MATERIAL IN VALVE SEATS.

EVENT DATE: 040787 REPORT DATE: 052388 NSSS: GE TYPE: BWR

VENDOR: ANCHOR/DARLING VALVE CO.

INSIC 209367) ON APRIL 7, 1987, WITH UNIT 2 IN THE SHUTDOWN CONCITION FOR
KEFUELING, THE INBOARD AND OUTBOARD MAIN STEAM LINE DRAIN ISOLATION VALVES, WHICH
ARE SUBJECT TO LOCAL LEAK RATE TES’S (LLRT) AS SPECIFIED IN 10 CFR S0, APPENDIX
J, HAD UNSATISFACTORY TESY RESULTS BECAUSE NO "AS-FOUND" LEAK GE RATES WERE
DETERMINED POR THE PENETRATION FROM A VALID TEST. THEREFORE, IT MUST BE ASSUMED
THAT THE LEAKAGE RATE THROUGH THESE VALVES WOULD HMAVE EXCEEDED THE TYPE A TEST
LIMIT, CONSTITUTING A FAILURE OF THE “AS-FOUND" INTEGRATED LEAN RATE TEST. THE
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CAUSE OF THE VALVES' LOCAL LEAK RATE TEST FAILURE WAS DETERMINED TO BE FINE
FPARTICLES 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 FOLULOWING 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, CONDULTED ON MARCH 14, 1987,
THEREFORE, EXCESS LEAKAGE CONDITIONS PROBABLY OCCURRED DURING ACTIViITIES BETWEEN
SHUTDOWN POR REFUELING AND LOCAL LEAK RATE TESTING.

[106) PEACH BOTTOM 2 DOCKET 50-277 LER 88-007
TECH SPEC FIRE BARRIER DEFICIENCIES AND FAILURE TO REPORT SOME DEFICIENCIES
WiTHIN 30 DAYS DUE TO INADEQUATE CONTROLS.

EVE!'T DATE: 101587 REPORT DATE: 051688 N§SS: GE TYPE: BWR
OTHER UNITS INVOLVED: PEACH BOTTOM 3 (BWR)

(NSIC 209355) ON 10/15/87 IT WAS DETLRMINED THAT SEVERAL FIRE BARRIERS IN THE
TURBINE BUILDING AND THE RADWASTE BUILDING HAD GAPS FILLED WITH UNQUALIFIED FILL
MATERIAL. THE CABLE SPREADING ' JOM, AS WELL AS OTHER RUOMS, IS AFFECTED. THIS
CONDITION WAS NOT REPORTED WIT'.IN 30 DAYS IN ACCORDANCE WITH 10 CPR 50.73 AS A
RESULT OF INADEQUATE PRCGRAMMATIC 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 REQUIRIMENT FOR FUNCTIONAL FPIRE
BARRIERS. FIRE WATCHES WERF LSTABLISHED OR VERIFPIED 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 RC)M FLOOR WAS
REPAIRED ON 4/25/88 TO SATIS * THE 3-HOUR FIRE RATING REQUIREMEN1T. A
MODIFICATION HAS BEEN INITIA . ED TO UPGRADE THE FILL MATERIAL IN THE FIRE BARRIER
SEISMIC GAPS. THIS MOULIFICATION 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 POTENT.ALLY REPORTABLE ITEMS 1S BEING IMPLEMENTED
TO ENSURE COMPLIANCE WITH REPORTABILIT' REQUIREMENTS.

[107) PEACH BOTTOM 2 DOCKET 50-277 LER 87- REV 01
UFDATE ON ACTUATION OF PRIMARY CONTAINMENT ISOLATIOI SYSTEM RPSULTING DURING AN
INTERRUPTION IN OFFSITE POWER.

EVENT DATE: 123087 REPORT DATE: 042788 NSES: GE TYPE: BWR

OTHER UNITS INVOLVED: PEACH BOTTOM 3 (BWR)

VENDOK: AGASTAT RELAY CO

(NSIC 209260) AT 0910 HOURS ON DECEMBER 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 PEATURE,
THE PCIS, MAKES THIS EVENT REPORTABLE. OF’SITE POWER WAS INTERRUPTED WHEN A
CRANE MADE CONTACT WITH AN ENERGIZED TRANSMISSION LINE MAINTAINED BY ANOTHER
UTILITY. THE LOSS OF POWER FROM THIS L '® PESULTED IN A PAST TRANSPER OF FOUR OF
THE EIGHT UKV BUSSES TO THE ALTERNATE S. . E OF OFFSITE POWEBR. THE PCIS AND PAST
TRANSFER FUNCTIONED AS DESIGNED AND THE DIESPL GENER TORS WERE AVAILABLE, BUT
UNCHALLENGED. THE "2A" REACTOR PROTECTION S5:5TEM MO _R GENERATOR (RPS M/G) SET
TRIPPED, RESULTING IN PCIS GROUP III AND RDVS INBOARD ISOLATIONS AND A HALF-SCRAM
SIGNAL TO UNIT 2. NO TONTROL ROD MOTION OCCUPRED, AND THERE WERE NO ADVERSE
CONSEQUENCES AS A RESULT OF THIS EVENT. PECO'S INVESTIGATION SHOWS THAT THE § 'S
M/G SET TRIP WAS CAUSED BY THE FAI'URE OF THE TIME DELAY RELAY (AGASTAT MODEL
#7022AD). THE RELAY FAILURE 1S ATTRIBUTED TO AGE. THESE RELAYS HAVE BEEN ADDED
TO THE PREVENTIVE MAINTENANCE PROGRAM.
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(108} PEACH BOTTOM 2 DOCKET 50-277 LER 88-005 REV 0!
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 ANCI ORAGE
CONFIGURATIONS OF THE UNIT 2 AND 3 M4AIN CONTRCL ROOM PANELS DO NOT C NFORM WITH
THE ORIGINAL INSTALLATION REQUIREMENTS, AND, THEREFORE, MAY NOT BE S /FFICIENT TO
WITHSTAND LOADS DUE TO PEAK SEISMIC CONDITIONS. THE INVESTIGATION VY aAS CONTINUED
AND ON APRIL 18, 1988, CABLE SPREADING ROOM DANELS WERE ALSO FOUNL NOT TO CONFORM
WITH THE ORIGINAL DESIGN DETAIL. THE CA'JSE OF JHIS 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 OUT/IDE OF THE PANEL OR BOLT THE PANELS ™0 THE
CONCRETE FLOO. WHEN THE CONCRETE EMBED IS NOT PRESENT. THIS EFFORT WILL .
COMPLETED PRIOR TO RESTART OF EITHEK UNIT. THE REMAINING SAFETY RELATED
FLOOR-MOUNTED PANELS IN BOTH UNITS WILL BE INSPSCTED 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 NOT BE ASSURED
DURING A DESIGN BASIS EARTHQUAKE.

(109) PEACH BOTTOM 2 DOCKET 51-277 LER 88-00)
TWO BLOWN FUSES RENDERED LEAST ONE OR MORE INDEPENDENT TRAINS OF MULTIPLE
ENGINEERED SAFETY FEATURES INOPERABLE.

EVENT DATE: Q42888 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 FIEBLD ENGINEER DITCOVERED TWC 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 TFT FUSES TO DETERMINE THE FAILURE MODE. THE CONSEQUENCES
OF THE BLOWN FUSES " 'E 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 SYTTEM TRAINS WERE AVAILABLE. NO ESF SYSTEMS ACTUATED AS A
RESULT OF THIS EVENT.

(110) PERRY 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.

EVENT DATE: 042788 REDPORT DATE: 052788 N5SS: GE TYPE: BWR

(NSIC 209473%) 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 ABOVE THE TOP CF
ACTIVE PUEL). 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 AKE PERSONNEL ERROR AND PROCEDURAL INADEQUACY, A
MISINTERPRETATION OF THE INSTRUCTION DESCRIBING DC POWER SUPPLY TRANSFERS PLACED
THE DC RLECTRICAL SYSTEM IN A NON-RECOMMENDED LINEUP LEADING TO THE LOSS OF VITAL
120 VAC POWKR FED FROM THE DC BUS VIA AN INVERTER. THE INSTRUCTION WAS CONFUSING
AND DIFFPICULT TO IMPLEMENT. CORRECTIVE ACTIONS TO PREVENT RECURRENCE INCLUDE;
COUNSELING OF THE OPEKATORS INVOLVED REGARDING THEIR RESPONSIBILITIES TOWARDS
FAIMILARITY WITH INSTRUCTIONS AND PROCEDURAL COMPLIANCE, TRAINING FOR ALL
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QPERATORS REGARDING THE SEQUENCE OF EVENTS, AND REVISING THE APPROPRAITE SYSTEM
OPERATING INSTRUCTICNS TO PROVIDE GREATER EASE OF USE BY THE OPERATOR.

RR&Y, PERRY ! DOCKET 50-4u0 LER 88-011

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 NSSF: 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
ISCLATION OCCURRED DURING AN ATTEMPT TO RESTART THE SYSTEM FOLLOWING REACTOR
SCRAM ANL 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
THIS AND PREVIOUS SIMILAR EVENTS, AN INCREASE COF THE DIFFERENTIAL FLOW TRIP
SETPOINT AND/OR TIME DELAY HAS BEEN UNDER EVALUATION TO ALLOW ADDITIONAL
OPERATING MARGIN FOR THE INDICATED RWCU DIFFERENTIAL FLOW. ADDITIONALLY, AN
ENGINEERING DESIGN CHANGE TC REPLACE THE RWCU FLOW CONTROL VALVES HAD PREVIQUSLY
BEEN INITIATED. HOWEVER, DUE TO OPERATIONAL CONTRAINTS, THIS CHANGE IS NOT
EXPECTED TO BE IMPLEMENTED UNTIL THE FIRST REFUELING OUTAGE.

(112) PERRY ! DOCKET 50-440 LER 88-014
HIGH REACTOR VESSEL LEVEL FOLLOWING OPENING OF MAIN STEAM ISOLATION VALVES
RESULTS IN REACTOR PROTECTION SYSTEM ACTUATION DUE TO FAULTY RELAY.

EVENT DATE: Q42888 REPORT DATE: 052788 NSSS: GE TYPE: BWR
VENDOR: AMERACE CORP.

INSIC 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 BYPASE RELAY IN RPS L.VISION I CHANNEL A.
DIVISION II RPS WAS ALREADY IN A TRIPPED CONDITION FOR THE PERFORMANCE OF NEUTRON
MONITORING INSTRUMENTATION 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 RPE HIGH
LEVEL TRIP SETPOINT. INITIAL TROUBLESHOCTING 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. 1IN ORDER TO PREVENT RECURRENCE THE RELAY
HAS BEEN REPLACED AND THE NEW RELAY FUNCTIONALLY TESTED. THE OLD RELAY IS BEING
RETYRNED TO THE MANUFACTURER FOR CONFIRMATORY FAILURE ANALYSIS.

[Y13) PERRY ! DOCKET S0-440 LER BR-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 NSSS8: 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 THEAN LEVEL 3 (+177.7 1INTHES ABOVE
TOP OF ACTIVE PUEL). THIS EVENT OCCURRED DURING A PLANT STARTUP WHEN THE STEAM
RYPASE 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
A PROCEDURAL DEFICIENCY. THE OPERATING PROCEDURES DID NOT ADWQUATELY ADDRESS THKE
INTERACTION OR PROVIDE ADEQUATE SETPOINT MARGIA FOR THE STEAM BYPASS AND PRESSURE
REGULATING SYSTTM WHEN OPENING MSIVS. AN ADDITIONAL CONCERN ASSOTIATED WITH THIS
EVENT WAS THAT THE STEAM BYPASS VALVE OP®N ALARM AND ANNUNCIATOR WERE NOT NOTICED
BY THE TONTROL ROOM OPERATORS. CORRECTIVE ACTIONS TO PREVENT RECURRENCE INCLUDE;
A REVISION TO THE OPERATING PROCEDURES TO FENSURE THAT THE BYPASS SYSTEM DOES NOT
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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 RZGARDING 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 PUMP
START WAS COINCIDENT WITH AN APPROPRIATE CONTROL ROOM ANNUNCIATION. THE CAUSE
FOR THE PUNP START AND ANNUNCIATION W/ U ACCELERATED WEAR INDUCED FAILURE OF THE
COUPLING IN THE RBCCW SYSTEM PUMP 'B’'. THE COUPLING MECHANICALLY CONNECTS THE
PRINCIPLE COMPON®NTS (PUMP AND MOTOR) )F THE PUMP. THE COUPLING 1S A MODEL 'B’,
SIZE 2 1/2, SELF ALIGNING (FAST S) TYP: COUPLING MANUFACTURED BY THE KOPPERS
COMPANY. THE WEAR WAS DUE TO A COMBINATION OF MISALIGNMENT AND SEPARATION OF THE
GREASE (MOBILUX EP-2) USED IN THE COU/ZLING, THE REPLACEMENT OF THE COUPLING «AD
NOT BEEN COMPLETED WHEN THIS REPORT WAS PREPARED BUT IS BEING TRACKED AND IS
SCHEDULED PRIOR TO RESTART. ADDITIONAL MEASURES ARE BEING PLANNED AND SCHEDULED.
THE MEASURES INCLUDE DISASSEMBLY, INSPECTION, AND LUBRICATION (WITH MOBILUX EP-'
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 ZERO PSIG.

[ 11%1 PILGRIM 1 DOCKET $0-293 LER 88-011)
INADVERTENT MANUAL START OF THE ‘B’ EMERGENCY DIESEL GENERATOR.
EVENT DATE: 0Quz2s588 REPORT DATE: 052588 NSSS: GE TYPE: BWR

NSIC 209396) ON 4/25/88 AT 1430 HOURS, AN INADVERTENT MANUAL START OF THE ‘B’
EMERGENCY DIESEL GENERATOR (EDG) OCCURRED. THE GENERATOR STARTED BUT DID NOT
SUPPLY POWER TO ITS BUS (A-6) BECAUSE THE BUS WAS ALREADY ENERGIZED. FOLLOWING
IMMEDIATE INVESTIGATION BY THE OPERATING SHIFT PERSONNEL, THE GENERATOR WAS
RETURNED TO NOKMAL STANDBY SZRVICE 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 SWITCM(ES) AND MODIFICATION OF THE MANUAL START SWITCH(ES). THIS EVENT
QCCURRED 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 FPAHRENHEIT WITH
NEGLIGIBLE CORE DECAY HEAT, THE REACTOR VESSEL PRESSURE WAS ZERO PSIG. THE
REACTOR POWER LEVEL WAS ZERO MEGAWATTS-THERMAL. THME 'A' EDG WAS OPERABLE AND IN
STANDBY SERVICE, EMERGENCY BUSSES A-% AND A-6 WERE ENCRGIZED WITH 4160 VAC POWER
FROM THE OFFSITE TRANSMISSION SYSTEM.

1116) PILGRIM 1 DOCKET 50-29) LER 88-014
AUTOMATIC CLOSING OF THE OUTBOARD PRIMARY CONTAINMENT SYSTEM GROUP & I1SOLATION

VALVES,
EVENT DATE: 002688 REPORT DATE: 052388 N§SS: 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 SYSLEM (PCIS) OCCURRED. THE ACTUATION
RESULTED IN THE AUTOMATIC CLOSING OF THE OUTSOARD PHIMAKY CONTAINMENT SYSTEM
GROUP & (I.E., REACTOR WATER CLEANUP SYSTEM) ISOLATION VALVES AND THEREBY
INTERRUPTED THE OP.ARATION OF THE REACTOR WATER CLEANUP (RHCU) SYSTEM. THE
INBOARD RHCU SYSTEM ISOLATION VALVE REMAINED OPEN AS EXPECTED. FOLLOWING INITIAL
INVESTIGATION, ONE QUTBOARD RHCU SYSTEM ISOLATION VALVE WAS TAGGED AND MANUALLY
OPENED. LETDOWN OF WATER FROM THE REACTIOR VESSEL THROUGH THE RHCU JYSTEM TO THE
MAIN CONDENSER RESUMED ON 4/26/88 AT 1502 HOURS. W.TER WAS BEING INTRODUCED INTO
THE REACTOR VESSEL AS A RESULT OF THE NORMAL OPERATION OF A CONTROL ROD DRIVE
SYSTEM PUMP. THE ROOT CAUSE FOR THE ACTUATION WAS THE FAILURE OF THE COIL IN A
LOGIC RELAY. WHEN THE COIL FATLED, EXCESSIVE CURRENT IN THE CIRCUIT ENERGIZING
THE COIL CAUSED THE CIRCUIT'S FUSE TO BLOW AND DE-ENERGIZED THE CIRCUIT. THE
ACTUATION WAS THE EXPECTED RESULT OF THE CIRCUIT BECOMING DE-ENERGIZED. 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.

1117} POINT BEACH ! 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: ROCKWELL MANUFACTURING COMPANY
“ELAN VALVE CORP,

(NSIC 209311) ON APRIL 15, 1988, DURING TYPE "C" LEAK RATE TESTING, TWO VALVES
EXCEEDED THE LEAK RATE ALLOWED BY TECHNICAL SPECIFICATIONS 15.4.4.1I.B AND III.B.
IN EACH CASE, THE REQUIRED TEST PRESSURE COULD NOT BE ACHIEVED AND THEREFORE,

THE LEAK RATE COULD 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 ! DOCKET 50-282 LER 88-002
AUTO START OF DIESEL-URIVEN COOLING WATER PUMPS,
EVENT DATE: Quz188@ REPORT DATE: 052381 NSSS§: WE TYPE: PWR

OTHER UNITS INVOLVED: PRAIRIT 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, 2' AND 12) WERE RUNNING, SUPPLYING PLANT
COOLING WATER NEEDS. OPERATIONS PERSONNEL NOTICED THAT THE CASING QF NO. '1 PUMP
SEEMED WARMER THAN NORMAL, S0 THEY PROCEEDED TO REMOVE NO. 12! PUMP FROM SERVICE
IN ORDER TO INCREASE FLOW THROUGK NO. ') 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 ESF
EQUITMENT. REFER TO THE ATTACHED FIGURe. INVESTIGATORS QUICKLY 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. 12! 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. ') PUMP HAD REGAINED PRIME, SO IT WAS STARTED
AND IT RAN NORMALLY. THE EVENT 1§ REPORTABLE UNDER VOCPRSO0.73.(A)(2)(IV), THERE
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WAS NO EFFECT ON PUBLIC HEALTH AND SAFETY SINCE THE SYSTEMS OPERATED AS EXPECTED.
7ECH SPEC 3.3.D WAS MET AT ALL TIMES.

{119} PRAIRIE ISLAND 1 NOCKET £0-282 LER 88-003
ONE VOLTAGE RESTORING SCHEME INADVERTENTLY MADE INOPERABLE DURING RELAY TESTING.
EVENT DATE: (Cu2688 REPORT DATE: 052688 N§SS: WE TYPE: PWR

OTHER UNITS INVOLVED: PRAIRIE ISLAND 2 (PWR)

(NSIC 209393) ON APRIL 26, 1988. UNIT ) WAS AT STEADY-STATE FJLL POWER. D2
DIESEL GENERATOR WAS OUT OF SERVICE FOR SCHEDYLED ANNUAL PREVENTIVE »AINTENANCE.
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
DEENERGIZEC THE PANEL RELAYS, AND MAKING THE BUS 16 VOLTAGE RESTORING SCHEME
INOPERABLE. THIS ®VENT IS REPORTABLE UNDER 10CFRS0.73(A)(2)(1)(B). DURING THE
EVENT THE PEDUNDANT TRAIN OF SAFEGUARDS EQUIPMENT REMAINED OPERABLE. BUS 16
REMAINED ENERGIZED 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 HEALTH AND
SAFETY OF THE PUBLIC. MODIFICATIONS HAVE BEEN INITIATED TO INSTALL ISOLATION
SWITCHES TO ALLOW THIS TESTING WITHOUT LIFTING WIRES.

(120} QUAD CITIES ! DOCKET S0-254 LER 88-002 REV 01
UPDATE ON MISSED CALIBRATION AND FUNCTIONAL TESTS DUE TO INADEQUATE PROCEDURE.
EVENT DATE: 011288 REPORT DATE: 052688 N§S§S: GE TYPE: BWR

(NSIC 209379) ON 1/92/88, AT 0600 HOURS, IT WAS DETERMINED THAT A QUARTERLY
FUNCTIONAL TEST OF THE REACTOR CORE ISOLATION (RCIC) { 'STEM LOW PRESCURE
ISOLATION HAD NOT BEEN PERFORMED PRIOR TO UNIT ONE STARIUP FROM ITS REFJEL OUTAGE
AS REQUIRED BY TECHNICAL SPECIPICATION TABLE 4.2-1. THE FUNCTIONAL TEST WAS
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 ANC 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 PUNCTIONAL TESTS
ARE NORMALLY COMPLETED CONCURRENTLY. IN THESE CASES, THE TESTS COULD “OT ®E
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 MHAVE BEEN REVISED TO DIFFERENTIATE BETWEEN CALIBRATION
AND FUNCTIONAL TESTING. A MEMORANDUM HAS BEEN ISLUEBD TO INSTRUMENT MAINTENANCE
PERSONNEL DETAILING THIS EVENT AND STATING THAT AN APPROPRIATE NOTATION MUST BE

MADE.

[121) QUAD CITIES 2 DOCKET 50-26% LER B8-006
CONTAINMENT PENETRATION PIPING FLUED HEAD ANCHORS OUTSIDE SAFETY ANALYSIS DESIGN
REQUIREMENTS DUE TO ANALYSIS DEFICIENCY,

EVENT DATE: 040488 REPORT DATE: 050288 NSSS: GE TYPE: BWx

(NSIC 209217) ON APRIL 4, 1988, QUAD-CITIES UNIT TWQO WAS IN THE RUN MODE AT %)
PERCENT THERMAL POWER, AT 1410 HOURS, THE STATION WAS NOTIFIED BY THE BWR
ENGINEERING DEPARTMENT THAT ELEVEN FLUED HEAD ANCHORD DID NOT MEET THE DESIGN
REQUIRENENTS OF THE FINAL SAPETY ANALYSIS REPORT (FSAR). NRC NOTIPICATION OF
THIS CONDITION WAS COMPLETED AT 423 HOURS TO SATISPY 10 CPR 50.72. THE CAUSE FOR
THIS CONDITION WAS DUE TO MISINTERPRETATION OF SCOPE IN THAT THESE STRUCTURES




4é

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 ANALYZE THE
UNIT ONE STRUCTURES IN A SIMILAR MANNER. THIS REPORT IS PROVIDED TO COMPLY WITH
THE REQUIREMENTS OF 10 CFR SO0.73(AM(2)(IT)(B .

[122] QUAD CITIES 2 DOCKET 50-265 LER 88-007
LEAX RATE FROM ALL VALVES AND PENETRATIONS IN EXCESS OF SPECIFICATION LIMITS.
EVENT DATE: 042088 MEPORT DATE: 042688 NCSS: GE TYPE. BWER

(NSIC 209384) ON APRIL 10, 1988, QUAD CITIES UNIT TVO WAS SHUTDOWN FOR THE END OF
CYCLE 9 REFUELING AND MAINTENANCE CUTAGE. ON APRIL 13, 1988 AT 163C HOURS, IT
WAS DETERMINED THAT THE MEASURED COMBINED LEAKAGE RATE FPROM ALL PENETRATIONS AND
VALVES, EXCLUDING THE MAIN STEAM ISOLATION VALVES. EXCEEDED THE TECHNICAL
SPECIFICATIONS (3.7.A.2) LIMIT OF 293.7% SCFH (0.60LA). IHIS WA3 IDENTIFIED
WHILE LOCAL LEAK RATE TESTING THE 2-220-58B AND 2-220-628 FEEDWATER CHECK VALVES.
THE FAILURE MODE OF THE PENETRATIONS AND VALVES IS NOT KNOWN AT THIS TIME SINCE
THE TESTING AND REPAIR OF THESE ITEMS IS NOT COMPLETE. A SUPPLEMENTAL REPORT
WILL ADDRESS LEAK RATE TESTING AND REPAIRS WHEN THIS IS COMPLETED. THIS REPORT
IS SUBMITTED TO COMPLY WITH THE REQUIREMENTS OF 10CFRSO0.73(A(2)0(11),

({123} RANCHO SECO DOCKET 50-312 LER 88-006
SPURICUS ACTUATION OF CONTROL ROOM/TECHNICAL SUPPORT CENTER ESSENTIAL HVAC,
EVENT DATE: Q41488 REPORT DATE: 051288 NSS§SS: BW TYPE: PWR

VENDOR: GENERAL ATOMIC CO.
ROCHESTER INSTRUMENT SYSTEMS, INC.

(NSIC 209322) ON APRIL '4, 1988, POTENTIAL DEVIATION FROM QUALITY (PDQ) 88-0121
WAS INITIATED TO REPORT NUMERQUS SPURIOUS ACTUATIONS OF THE CONTROL
ROOM/TECHNICAL SUPPORT CENTER (CR/TSC) ESSENTIAL HVAC SYSTEM. THRESE ACTUATIONS
WERE CAUSED BY FALSE HIGH READINGS IN THE SYSTEM'S TEMPERATURE SENSCR, RADIATION
DETECTION, AND CHLORINE DETECTI(N CIRCUITRY, TYTHE SYSTEM HAS EXPERIENCED NUMEROUS
ACTUATIONS SINCE FEBRUARY 27, 1988, WHEN IT WAS RETURNED TO NORMAL OPERATION FROM
A "SYSTEM TESLING" 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 FEATURES ACTUATION SYSTEM (SFAS) SIGNAL MAD BEEN REMOVED,
THE ACTUATIONS WERE ORIGINALLY DISPOSITIONED AS NOT REPORTABLE TO THE NRC.
SUSSEQUENT REVIEW OF THE RANCHO SECO CONTROL ROOM HABITABILITY REPORT SHOWED THAT
THE SYSTEM WAS THEREIN DESCRIBED TO THE NRC AS AN BSF SYSTEM, THESE ACTUATIONS
ARE THEREFORE BEING REPORTED AS AN AUTOMATIC INITIATION OF AN ESF SYSTEM PURSUANT
TO 10 CPR SO.73(A)(2)11IV)., THE DISTRICT IS CONTINUING WITH ITS DETERMINATION OF
THE ESF STATUS FOR THIS SYSTEM AND WILL REVISE THE LER IF REQUIRED., PLANNED
CORRECTIVE ACTIONS INCLUDE CHANGING THE TEMPERATURE SWITCH ACTUATION SIGNAL TO AN
ALARM ONLY FUNCTION, AND CHANGING THE RADIATION MONITOR'S ALERT AND ACTUATION
SZTPOINTS TO MHIGHER LEVELS. SPURIOUS ACTUATIONS OF THE CR/TSC ESSENTIAL HVAC
WERE P

[124) RANCHO SECO DOCKET 50-312 LER 88.003
POTENTIAL PROBLEM WITH GEMS SENSORS MODEL NO. 63328A MODULAR RECEIVERS.
EVENT DATE: 041588 REFORT DATE: 051688 NSSS: BW TYPE: PWR

(NSIC 209327') IN ACCORDANCE WITH '3 CFR 27.21(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 SENSORS IS STOCKING A
NONQUALIFIED MANUFACTURER § TOGGLE SWITCH FOR THE MODULAR RECEIVER UNDER A
QUALIFIED TOGGLE SWITCH PART NUMBER., GEMS SENSORS WAS UNABLE 70 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 IS5 A NFW SURVEILLANCE REQUIREMENT
(4.6,.4,.F) TO PERFORM WEEKLY BREAKER ALIGNMENT VERIFICAZION OF THE 125 VOLT DC AND
120 VOLT AC VITAL BUSES. IMPLEMENTATION OF SURVEILLANCE REQUIREMENT 4.6.4.F WAS
70 BE INCLUDED IN REVISION | TO SURVEILLANCE PROCEDURE SP.) "WEEKLY SELECTED
INSTRUMENTATION CHECKS, INSPECTIONS, AND SYSTEM VERIFICATIONS": HOVEVER. THE
SURVEILLANCE RECUIREMENT 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
70 10 CPR 50.73(AY(2)(I)(B), ON 4/28/88, A SURVEILLANCE AUDIT OF TECHNICAL
SPECIFICATION IMPLEMENTING PRUCEDURES DISCOVERED THE PROCEDURE DEFICIENCY.
PROCEDURE SP.3, REVISION 2 WAS ISSUED ON 4,/29/88 TO CORRECT THE DEFICIENCY. THIS
PKOCEDURE ADDED WEEKLY BREAKER ALIGNMINT VERIFICATIONS FOR THE NORMAL CHARGER
BREAKERS, STATIC TRANSFER SWITCHES, AND INVERTERS. THE REVISED SURVEILLANCE
PROCEDURE WAS PERFORMED ON 5/2/88,

[126) RIVERBEND ! DOCKET 50-458 LER 86-039 REV 0!
UPDATE ON REACTOR SCRAM ON TURBINE 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 OCCURRED. THIS ACTUATION DELUGED MAIN TU.BINE BEARINGS 1, 2 AND 3.
MAIN TURBINE OPERATION, INCLUDING VIBRATION, WAS MONITORED CLOSELY WITH NO
ABNOAMALITIES NOTED. THE ACTUATION WAS SECURED AT APPROXIMATELY 0709, AT 1420
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 ¢}
BEARING VIBRATION PROBE CABLE CONNECTOR WHICH CAUSED A FALSE TRIP SIGNAL. WORK
PER A MODIFICATION REQUEST HAS BEEN COMPLETED WHICH CHANGES! 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 UNLZSE AN ACTUAL
FIRE I3 PRESENT. ALL SYSTEMS RESPONDED NORMALLY TO THE TURBINE TRIP AND REACTOR
SCRAM. THERE WAS NO ACTUAL HIGH VIBRATION OTHERWISE INDICATED. THERE WAS NO
ADVERSE AFFECT ON THE SAFE OPERATION OF THE PLANT OR TO THE MEALTH AND SAFETY OF
THE PUBLIC SINCE THE REACTOR SCRAM PLACED THE UNIT IN A MORE CONSERVATIVE
CONDITION.

{127) RIVERBEND DOCKET 5C-458 LER B6-042 REV N
UPDATE ON REACTOR SCRAM ON IRM UPSCALE.
EVENT DATE: 061486 REPORT DATE: 050688 NESS: GE TYPE: BWR

(NSIC 20926%) AT 2326 ON 6/14/86 DURING RESTART PROM SCRAM 86-17 (TURBINE HIGH
VIBRATION, REF. LER 86-041) THE UNIT TRIPPED ON INTERMEDTATE RANGE MONITOR (IRM)
UPSCALE FRCOM APPROXIMATELY 1'% POWER, WITH THE REACTOR AT APPROXIMATELY 750 PSIG
THE UNIT O.4RATOR (UC) BEGAN ALIGN'NG STEAM LINE DRAINS PER THE STARTUP PROCEDURE
IN USE AT THE TIME. AFPTER OPEN i« TWQO 3 INCH DRAINS, PRESSURE BEGAN TO REDUCE
RAPIDLY. TME PRESSURE REDL.  (ON <ESULTED IN A REACTOR WATER LEVEL SWELL AND
POWER DECREASE DUE TO INCREALD. VOIDS., THE IRMS WERE DOWN RANGED BY THE CONTROLS
(ATC) OPERATOR TO MAINTAIN ONSCALE READINGS. TME SWELL ALSO CAUSED CLOSURE OF
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THE STARTUP REGULATING VALVE, WHICH ALONG WITH THE REACTOR WATER CLEANUP (RWCU)
RETURN DIVERSIOA, RESULTED IN WATER LEVEL REDUCTION. AS LEVEL DECREASED THE
STARTUF REGULATING VALVE BEGIN TO OPEN. WITH THE STARTUP REGULATING VALVE NOW
FULLY OPEN, AND THE IRMS DOWN RANGED DUE TO THE REDUCED POWER LEVELS, THE
SIGNIFICANT MASS FLCY OF COLI 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 CAUTINNS 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 ROBINSON 2 DOCKET 50-261 LER 88-008
OPERATION IN VIOLATION OF TECHNICAL SPECIFICATIONS DUE TO ANALYTIC INPUT ERROR,
EVENT DATE: 042088 REPORT DATE: 052688 NSSS: WE TYPE: PWR

(NSIC 20938') ON MARCH 24, 1988, WITH UNIT NO. 2 OPEKLATING AT SIXTY PERCENT
POWER, THE FUEL VENOOR FOR H. B. ROBINSON NOTIFIED THE LICENSEE'S NUCLEAR FUEL
SECTION (NFS) OF 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 OVERJIIGHT DURING THE FUEL VENDOR'S ANALYSIS WHEN INCORRECT ISOTOPIC
DATA WERE ASSIGNED TO A CYCLE 12 REINSERT ASSEMBLY. SUBSEQUENT EVALUATION OF THE
ERROR REVEALED THAT, AS A RESULT, NONCONSERVATIVE AXIAL FPLUX DIFFERENCE TARGET
BANDS WERE UTILIZED DURING THE PERIOD OF JUNE 29 THROUGH AUGUST '3, 1987.
OPERATION DURING THIS PERIOD OF TIME OCCURRED WITHOUT THE USE OF THE AXIAL FOWER
DISTRTBUTION MONITORING SYSTEM, AS REQUIRED BY TECHNICAL SPECLFICATION
3.10.2.2.2. HOWEVER, BECAUSE OF CONSERVATISM IN THE PROCESS, NO UNSAFE CONDITION
RESULTED FROM OPERATING CONTRARY TO TECHNICAL SPECIFICATION LIMITS DURING THIS
PEKIOD. THE FUEL VENDOR HAS REVISED THE IN-CORE INPUT DECKS, AND THE NFS HAS
REANALYZED THE APPROPRIATE FLUX MAPS WITH THE CORRECTED DATA. THE LICENSEE
NOTIFIFD TH® NRC VIA THE ENS OF THIS CONDITION ON APRIL 20, 1388, PURSUANT TO

1OCFRS0.72(B) (1) (I2). THIS REPORT IS SUBMITTED PURSUANT TO 10CFRSO.73(A)(2i(11),
[129) ROBINSON 2 DOCKET 50-261 LER 88-009
REACTOR POWER EXCEEDING TECHNICAL SPECIFICATION LIMIT DUE TO PLANT TRANSIENT.
EVENT DATE: 042288 REPORT DATE: 057088 NSSS: WE TYPE: PWR

VENDOR: WESTINGHOUSE ELECTRIC CORP.

INSIC 209382) ON APRIL 22, '988, UNIT 2 WAS OPERATING AT 60% REACTOR POWER,
APPROXIMATELY 407 MWE NET. THE CUNTROL OPERATOR ATTEMPTED TO MANUALLY ANJUST 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 .iSup MWE NET, THEN PICKED UP LOAD TO 520 MWE NET, SO
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 60% REACTOR POWER. THE TRANSIENT LASTED POR 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 SIGNAL FROM THE GOVERNOR VALVE POSITION LIMITER.
AT THE TIME OF THIS WRITING AN ADDITIONAL E-H CONTROL MALPUNCTION HAS CAUSED A
TURBINE TRIP AND SUBSEQUEN1 REACTOR TRIP ON MAY 2, 1988, THE RESULTS OF THR
INVESTIGATION REGARDING THAT EVENT INCLUDING RELATIONSNHIP TO THIS EVENT WILL BE

DISCUSSED IN A SUBSEQUENT PEPORT (LER 88-010)., THIS LER 1S SUBMITTED PURSUANT TO
10CPRSO. Y3 (A (2)(20(B).,

[130) SALENM DOCKET $0-272 LER 87-018 REV 0!
UPDATE ON LEAD/LAG AND DERIVATIVE AMPLIFIERS IMPROPERLY CALIBRATED DUE TO
PROCEDURAL INADEQUACY.

EVENT DATE: 120987 REPORT DATE: 052588 NSESE. WE TYPE: PWER
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OTHER UNITS INVOLVED: SALEM 2 (FPWR)

(NSIC 209447) ON 12/09/87, IT WAS DETERMINED BY TECHNICAL DEPARTMENT SYSTEM
ENGINEERING PERSONNEL THAT THE LEAD/LAG AND DERIVATIVE AMPLIFIERS IN THE FROCESS
AND PROTECTION CONTROL SYSTEM HAVE BEEN INCORRECTLY CALIBRATED, THE PROCESS AND
PROTECTION EQUIPMENT AFFECTED BY THE IMPROPER CALIBRATION INCLUDE: LOW STEAMLINE
PRESSURE TRIP; OVERTEMPERATURE DELTA T TRIP; OVERPOWER DELTA T TRIP; LOW
PREZSSURIZER PRESSURE TRIP; MAIN TURBINE IMPULSE CONTROL; COOLANT AVERAGE
TEMPERATURE CONTROL (PROGRAM); 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.

113V} SALEM ! DOCKET 50-272 LaR 88-001 REV O
UPDATE ON DIESFL GENERATOR DAY TANKS DO NOT MEET SEISMIC CRITERIA DUE TO

INADEQUAYE DRSIGN AND REVIEW,
EVENT DATE: 021188 REPORT DATE: 051888 NESS: WE TYPE: PWR

(NSIC 209386) ON FEBRUARY 11, 1988 AT 1800 HOURS, sSELG ENGINEERING PERSONNEL
IDENTIFIED A DEFICIENCY ASSOCIATED WITH THE SALEM UNIT ' DIESEL GENERATOR (D/G)
DAY TANKS DC. THE THREE TANKS WERE NOT PROPERLY ANCHORED TO THE SUI PORTING STEEL
BEAM FOUNDATION, HWAD A SEISMIC EVENT OCCURRED, THE TANKS COULD HAVE SHIFTED
POSSIBLY RESUITING 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 .ANKS HAVE APPARENTLY BEEN IN THE AS FOUND CONDITION SINCE
INSTALLATION. A REVIEW QOF THE HISTORICAL DOCUMENTATION (E.G., PRINTS AND
SPECIFICATIONS) REVEALED THAT ANCHORING OF THE DAY TANKS WAS NOT SPECIFIED. UPON
DISCOVERY OF THE SALEM UNIT ! DAY TANK DESIGN CPNCERN, SALEM UNIT 2'S DAY TANKS
WERE INSPECTED. THE UNIT 2 TANKS WERE FOUND TO BE PROPERLY ANCHORED. THE UNIT
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.

[13%) SALEM ! DOCKET 50-272 LER 88-00%
TECH SPEC SURVEILLANCE OF SEALED SOURCES PERFORMED LATE DUE TO INADEQUATE
ADMINISTRATIVE CONTRUL.

EVENT DATE: 030788 REPORT DATE: 0129823 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: SALEM 2 (PWR)

(MSIC 208928) ON 03/07/88 AT 1200 HOURS, IT WAS IDENTIFIED THAT TECHNICAL
SPECIFICATION SURVEILLANCE 4.7.8.1,2.A, SEALZD SOURCE LEAK CHECKS, WAS NOT
FERFORMED WITHIN S1X MONTHS FROM THE PRICR SURVEILLANCE. THE SURVEILLANCE WAS
OVEPDUE AS OF 03/01/88. THE MISSED SURVEILLANCE WAS IDENTIFIED AS A RESULT OF
THE INVESTIGATIVE CORRECJIVE ACTIONS REQUIRED BY RE NT LERS WHICH DAL WITH
OTHER MISSED SURVEILLANCE CONCERNS (E.G., LER 272/88 _ue-00)', THE ROOT CAUSE OF
TH1IS 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 LEAF CHECK SURVEILLANCE WAS COMPLETED 0)/14/9%.
NO LEAKING SOQURCES WERE FOUND. A MANUAL SYSTLM FOR TRACKING SURVEILLANCES

WITHIN THE RADIATION PROTECTION DEPARTMENT HAS BEEN IMPLEMENTED, THIS WILL
CONTINUE UNTIL THE MMIS IS UPDATED TO HANDLE THIS SURVEILLANCE. THE RADIATION AND
CHEMISTRY SURVEILLANCE REVIEW COMMITTED TO BY LER 272/88-004-00 1S CONTINUING.
THE PSELG NQA EVALUATION OF THE ADMINISTRATIVE CONTROL OF SURVEILLANCE RECURRING
TASKS HAS BEEN INITIATED (REFERENCE SALEM UNIT 2 LER 311/88-004-00),




{133) SALEM 2 DOCKET 50-311 LER 8B-005
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 27, 1988 AT 1533 HOURS, DURING ROUTINE POWER OPERATION, A
REACTOR TRIF OCCURRED. THE TRIP WAS A RESULT OF NO. 23 REACTOR 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 PRESSUNE
SIDE OF NO., 23 RC LOOP FLOW TRANSMITTER. THE RONT 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 REEN REVIEWED WITH MAINTENANCE
DEFPARTMENT 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 REACTOR: COOLANT FLOW TRANSMITTERS VALVING CAUTIONING PERSONNEL
ABOUT THE FENSITIVITY OF THIS EQUIPMENT TO ISOLATION VALVE MANIPULAT'ON. A RUMAN
PERFORMANCE EVALUATION SYSTEM (HPES) INVEST'GATION HAS BEEN INITIATED,

1134 SAN ONOFRE ! 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 N5SS: WE TYPE: PWR

(NSIC 209168) ON OCTOBER 7, '987, WITH UNIT ! AT 92% POWER, AN ONGOING ENGINEEKRED
SAFETY FEATURTS (ESF) ANALYSIS DETERMINED SEVERAL SCENARIOS WHERE A SINGLE
FAILURE COULD PREVENT CERTAIN ESF SYSTEMS FROM PERFORMING THEIR FUNCTIONS AS
REQUIRED FOR DESIGN BASIS TRANSIENTS AND ACCIDENTS., THE CAUSE OF THE EVENT WAS
DETAILED IN LETTERS FROM M. 0. MEDFORD (SCE) TO DOCUMENT CONTROL DEE' (NRC)H,
SUBJECT: ESF SINGLE FAILURE ANALYSIS, DOCKET NO. 50-206, WHICH WERE SUBMIT.IED ON
OCTOBER '6, 1987, AND NOVEMBER 6, 1987, IMMEDIATE CORRECTIVE ACTION TO PRECLUDE
OCCURRENCE OR MITIGATE THE CONSEQUENCES WAS TAKEN BY ENHANCING ADMINISTRATIVE
CCNTROLS, OPERATOR TRAINING AND COMPLETION OF BEST ESTIMATE ANALYSIS. PLANT
MODIFICATIONS TO CORRECT SINGLE FAILURE DISCNEPANCIES UNDER CONSIDERATION ARE TO
BE COMPLETED DURING THE NEXT REFUELING OQUTAGE. THESE ARE DISCUSSED IN SEPARATE
SUBMITTALS TO THE NRC DATED NOVEMBER 20, 1987, AND APRIL 5, 1988, THE HEALTH AND
SAFETY OF PLANT PERSONNEL AND THE PUBLIC WERE NOT APPFECTED BY THIS EBVENT.

[13%) SAN ONOFRE DOCKET 50-206 LER 88-007
TECHNICAL SPE_IFICATION REQUIRED EFFLUENT SAMPLE DISCARDED DUE TO INADRQUATE
ADMINISTRATIVE CONTROLS.

EVENT DATE: 020788 REPORT DATE: 051088 NSSS: WE TYPE: PWR

(NSIC 209308) ON 2/6-7/88, WITH UNIT ' AT 92% POWER, THE CONTENTS OF THE CENTER
HOLDUP TANE, WHICH STORES RADIOACTIVE LIQUID WASTE, WERE RELEASED., ON &/V1/8%,
IT WAS DETERMINED THAT A "PRE-RELEASE" SAMPLE FROM THE CENTER HOLDUP TANK WAS NOT
RETAINED, WHICH IS CONTRARY TO TECH SPEC 4.5.). THE SAMPLE IS U'SED TO DETERMINE
THE CONTRIBUTION OF THE TANK CONTENTS TO THE AMOUNT OF ALPHA, SR-B9, SR-9, AND
FE-5% RELEASED ANNUALLY. AS A RESULT, THE AMOUNT OF THESE ISOTOPES CONTAINED IN
THE CENTER HOLDUFP TANE EFFLUENT CANNOT BE POSITIVELY DETERMINED. THERE 18 NO
SAFETY SIOGNIFPICANCE TC 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 WOU!D ALMOST CERTAINLY HAVE BEEN BELOW THE LOWER LIMIT
OF DETECTION. THE PERSONNEL WHO DETERMINED, BASED ON THE RESULTS FPROM THE
INITIAL SAMPLE OF THE CENTER HOLDUP TANX, THAT A RELEASE WOULD BE MADE “ITHOUT
PROCESSING AND THEREFORE W(THOUT FURTHER SAMPLING, FAILED TO ADEQUATELY EXeCUTE
THE EFFLUENT SAMPLING PROCEDURE REQUIREMENT TO ENSURE THAT A "PRE-RELEASE" LAMPLE
WAS RETAINED. THE ROOT CAUSE OF THIS EVENT 1S THE FAILURE OF CHMEMISTRY
ADMINISTRATIVE CONTROLS WHICH GOVERN RELEASES TO ADEQUATELY ADDKESS THE SITUATION
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WHEN AN INITIAL SAMPLE, NORMALLY USED ONLY TO DETERMINE TREATMEMT REQUIREMENTS,
ALSO SERVES AS THE "PRE- RELEASE" SAMPLE.

[136]) SAN ONOFRE 3 DOCKET §0-362 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: NUCLEAR 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 WHEK THE IODINE PILTER CARTRIDGE WAS REMOVED FROM IODINE DETECTOR
IRI-7804A FOR ROUTINE REPLACEMENT. AFTER DETERMINING THAT CONTAINMENT RADIATION
LEVELS WERE NORMAL AND THAT THE CPIS ACTUATION RESULTED FROM MONITOR FAILURE, THE
CPIS WAS RESET AND CONTAINMENT VENTILATION WAS RESTORED AT 0905. THE CAUSE OF THE
ACTUATION HAS BEEN DITERMINED TO BE INCORRECT VENDOR DRAWINGS WHICH RESULTED IN
AN INCORRECT CAPACITOR BEING INSTALLED IN THE JRI-7804A PAILURE CIRCUIT. AS A
RESULT, THE FAILURE CIRCUIT ACTUATED ON A DECREASING COUNT-RATE AS THE FILTER
CARTRIDGE WAS REMOVED. THE PAILURE CIRCUIT SHOULD ONLY HAVE ACTUATED AT A
PPE-SET LOW COUNT RATE INDICATIVE OF MONITOR FAILURE. ACTION HMAS BEEN INITIATED
7C CORRECT THE VENDOR DRAWINGS AND CONFORM INSTALLED AND SPARE EQUIPMENT TO THE
URAWINGS, SCE QUALITY ASSURANCE (QA) HAS PREVIOUSLY REVIEWED THE VENDOR'S QA
PROGRAM AND IDENTIFIED DESIGN AND DOCUMENT CONTROL PROBLEMS. 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.

1137) SEABROCK ! DOCKET 50-643 LER 88-002 REV O ‘
UPDATE ON TECH SPEC SURVEILLANCE NOT PERFORMED.
EVENT DATE: 0271188 REPORT DATE: 051688 NSS5S: WE TYPE: PWE

(NSIC 209342) ON 2/1/88, 1T WAS DETERMINED THAT THE SUPPLY SREAKER FOR INVERTER
1~BD-1-2B, 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 SURVEILLANCE PROCEDURES FOR PROTECTIVE
DEVICES FOR CLASS 'E 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 13.8.4.2. THIS BREAKE. HAD BEEN TESTED DURING THE
PREOPERATIONAL TEST PROGRAM, AND THEREFORE IT WAS DETERMINED THAT THE
SURVEILLANCE INTERVAL HAD NOT BEEN EXCEEDED. THE SUBJECT BREAKER WAS
FUNCTIONALLY TESTED IN ACCORDANCE WITH THE REQUIREMENTS OF TECHNICAL
SPECIFICATION 4.8.4.2 AWD WAS FOUND TO BE INOPERABLE., ON FEBRUARY V', 1988,
FURTHER REVIEW INDICATED THAT THE BREAKFR HAD BEZEN TESTED DURING THE
PRECOPERATIONAL TEST PROGRAM AND DID NOT MEET THE REQUIREMENTS OF TECHNICAL
SPECIFICATION 4.8.4.2., FOLLOWING SURVEILLANCE TESTING ON THE SUPPLY BREAXER TO
UNIT SUBSTATION 1-EDE-US-61, IT WAS SUBSEQUENTLY DETERMINED THAT THS TIE BREAKERS
BETWEEN UNII SUBSTATIONS '-EDE-Us-61 AND 1-BDE-US-53 AND BETWEEN '-EDE-US-S! AND
1-EDE-US-5) WAD ALSO AEEN OMITTED FROM THIS TABLE. ACTIONS HAVE BEEN INITIATED TO
ADD THESE BREAKENS TO THE LIST OF BREAXERS REQUIRING TESTING.

[138) SEQUOYAN ! DOCKET $0-327 LER 87039 REV 04
UPDATE ON CONTROL ROOM EMERGENCY VENTILATION SYSTEM SINGLE FAILURE CRITERIA
VIULATED DUE TO A DESIGN ERROR WHICH COULD RESULT IN EXCEEDING ALLOWABLE LUSE TO
OPERATORS .

EVENT DATE: 071047 REPORT DATE: 0S1388 NESS: wB TYPE: PWR

OTHER UNITS INVOLVED: SEQUOYAH 2 (PWR)
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(NSIC 209347) ON JULY 10, 1987, WITH UNITS ' AND 2 IN MODE § (COLD SHUTDOWN), IT
WAS DETERMINED THAT THE POTENTIAL EXISTED FOR A SINGLE FAILURE OF THE MAIN
CONTROL ROOM (MCR) NORMAL PRESSURIZATION SYSTEM, WHEN OPERATING DURING A CONTROL
ROOM ISOLATION (CRI) ACTUATION, TO VIOLAT® GENERAL DESIGN CRITERIA (GDC)-19 OF 10
CFR 50 APPENDIX A, "CONTROL ROOM." A MALFUNCTION IN THE CONTROLLER OF THE
OPERATING NORMAL PRESSURIZATION FAN COULD RESULT IN THE CONTROL BUILDING (CB)
PRESSURE OF THE LOWER FLOORS EXCEEDING THE PRESSURE IN THE MCR THEREBY ALLOWING
UNFILTERED, POTENTIALLY RADIOACTIVE AIR TO LEAK INTO THE MCR. 1IN ADDITION, A
SINGLE FAILURE OF THE OPERATING NORMAL PRESSURJZATION FAN SUCTION DAMPER IN THE
CLOSED POSITION COULD RESULT IN A LOWER THAN DESIGNED PRESSURE IN THE CB LOWER
FLOORS, THEREBY CAUSING EXCESSIVE OUTLEAKAGE FROM THE MCR AND “HE INABILITY OF
THE CONTRCL ROOM EMERGENCY VENTILATION SYSTEM (CREVS) TO MAINTAIN THE MCR
HABITABILITY ZONE AT GREATER THAN OR EQUAL TO +-.125 INCH WATER-GAUGE PRESSURE.
TVA HAS SUBSEQUENTLY PERFORMED EXTENSIVE TESTING OF CREVS AND IDENTIFIED OTHER
DEFICIENCIES THAT COULD AFFECT CREVS OPERABILITY, BECAUSE OF THESE DEFITIENCIES,
THE DOSE TO MCR PERSONNEL FOLLOWING A POSTULATED DESIGN BASIS ACCIDENT WOULD HAVE
EXCEEDED THE DOSE CALCULATED IN FINAL SAFETY ANALYSIS REPORT, SECTION 15.5.1

(139} SEQUOYAN 1 DOCKET 50.2127 LER 87-0642 REV 02
UPDATE CN INADVERTENT STARTING OF PIRE PUMPS DURING A LOCA COULD DEGRADE THE
AUXILIARY POWER SYSTEM RECAUSE OF A DESIGN ERROR,

EVENT DATE: 072387 REPIRT DATE: 052688 NESF: WE TYPE: PWR

OTHER UNITS INVOLVED: SEQUOYAH 2 (PWR)

(NSIC 209448) THIS REVISION PROVIDES ADDITIONAL INFORMATION CONCERNING THE
LONG-TERA CORRECTIVE ACTION TVA HAS TAKEN TO PRECLUDE A POTENTIAL DEGRADATION OF
THE AUXILIARY POWER SYSTEM "URING A LOSS OF COOLANT ACCIDENT (LOCA). A CONDITION
ADVERSE TO QUALITY REPORT WAS INITIATED ON APRIL 14, 1987, WITH BOTH UNITS ) AND
Z IN MODE 5 (COLD SHUTDOWN) DESCRIBING A CONDITION WHERE CALCULATIONS FOR THE
AUXILIARY ELECTRIC POWER SYSTEM HAVE NOT INCLUDED THE EFFECT ON SAFETY-RELATED
EQUIPMENT OF THE FIRE PUMPS STARTING AND RUNNING DURING A LOCA. THE FPIRE PUMPS
ARE SUPPLIED POWER FROM THE CLASS 'E POWER SYSTEM; HOWEVER, THE DESIGN BASIs FOR
SEQUOYAN NUCLEAR PLANT DOES NOT INCLUDE A LOCA AND CONCURRENT FIRE. DURING A
LOCA, THE CONTAINMENT TEMPERATURE CAN BE HIGH ENOUGH TO CAUSE THE FIRE PUMPS TO
START 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 "ROM 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%9 REV 01
UPDATE ON AN INADEQUATE PROCEDURE DURING CONSTRUCTION RESULTED IN IMPROPERLY
SIZED MOTOR THERMAL OVERLOAD PROTECTION.

EVENT DATE: OB0687 REPORT DATE: 052488 NSSS: WE TYPE: PWR

OTHER UNITS INVOLVED: SEQUOYAN 2 (PWR)

(NSIC 209)48) 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 iNCORREBCTLY SIZED, THERE WERE SEVERAL
ROOT CAUSES FOR THESE PROBLEMS IDENTIFIED, INCLUDING NONCONSERVATIVE 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. 1IN 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 QUTPUT
DOCUMENT. ALSO, BEFCRE THE REPLACEMENT OF TOLS REQUIRING DIPPERENT SIZES, A
DESIGN CHANGE WILL BE TSSUED AND DESIGN DRAWINGS WILL DE REVISED. THIS WILL
PREVENT MAINTENANCE FROM CHANGING TOL SIZES WITHOUT OBTAINING A DESIGN C'ANGE.
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[141] SEQUOYAH ! DOCKET 50-327 LEx 88-014 REV O
UPDATE ON NONCOMPLIANCE WITH CONFIGURATIOM CONTROL REQUIREMENTS FOLLOWING A
POSTMODIFICATION TEST OF A RADIATION MONITOR RESULTED IN A CONTAINMENT

VENTILATION ISOLATION.
EVENT DATE: 031488 REPORT DATE: 052488 NESS: 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 13/14/88, WITH UNIT 1 IN MODE 5 (COLD SHUTDOWN), A TRAIN "A"
CONTAINMENT VENTILATION ISOLATION (CVI) 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 RALIATION 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.

[162) SEQUOYAH DOCKET 50-327 LER 88-016 REV O
UPDATE ON INADVERTENT ACTUATION OF MAIN STEAM LINE ISOLATION DUE TO HIGH STEAM

FLOW SIGNAL.
EVENT DATE: 032488 REPORT DATE: 052688 NSSS5: WE TYPE: PWR

INSIC 209467) 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 ! IN MODE 5, AN UNPLANNED HAIN STEAM
LINE ISOLATION SIGNAL OCCURRED. THIS SIGNAL WAL GENERATED WHEN AN INADVERTENT
ACTUATION OF HIGH STEAM PLOW BISTABLE (1-FS5-1-21A) WAS ALREADY IN THE TRIPPED
CONDITION BECAUSE OF ONGOING MAINTENANCE WORK. ALSQO, THE LO-LOC TAVG (REACTOR
COOLANT SYSTEM AVERAGE TEMPERATURE BELOW 540 DEGREES F) AND LOW STEAM LINE
PRESSURE (BELOW 600 PSIG) SIGNALS WERE PRESENT BECAUSE OF THE PLANT BEING IN MODE
£, THEREFORE, ALL THE REQUIRED LOGIC WAS COMPLETED (HIGH STEAM FLOW IN TWO OUT
OF FOUR LOOPS COINCIDENT WITH LO-LO TAVG OR LOW STEAM LINE PRESSURE IN TWO OUT OF
FOUR LOOPS) TO GIVE THE ENGINEERED SAFETY FEATURE ACTUATION SIGNAL. THE SAFETY
INJECTION (S1) SIGNAL ALSO GENERATED FROM THIS LOGIC WAS BLOCKED AS ALLOWED BY
TECH SPEC 3.3.2,!' BELOW PERMISSIVE P-12 (TAVG BELOW 540 DEGREES F). THEREFCORE,
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 EQUIPMENT WAS
ACTUATED, AND NO IMMEDIATE RECOVERY OR RESET ACTIONS WERE NECESSARY.

[14)3) SEQUOYANM 1 DOCKET $50-327 LER 88-018
INCOMPLETE POSTING OF SIGNS PROHIBITING THE USE OF PORTABLE RADIOS RESULTED IN
RADIO TRANSMISSION INTERFERENCE AND SUBSEQUENT GENERATION OF A REACTOR TRIP

SIGNAL.
EVENT DATE: 04t1188 REPORT DATE: 051088 NSSS: WE TYPE: PWR

INSIC 209360) ON APRIL 11, 1988, AT APPROXIMATELY 0150 EDT, WHILE UNIT ' WAS IN
MODE § (COLD SHUTDOWN), A FIRST OUT REACTOR TRIP ANNUNCIATOR WAS RECEBIVED IN THE
MAIN CONTROL ROOM POR STEAM FLOW/FEED FPLOW 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 MAD PREVIOUSLY
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HEEN 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 PROHMIBIT THE USE OF PORTABLE RADIOS IN OR NEAR THE
ACCUMULATOR ROOMS. AS IMMEDIATE CORRECTIVE ACTION, PERSONNEL WILL BE BETTER
INFORMED REGARDING THE PROWIBITION OF RADIO TRANSMISSION AROUND THE ACCUMULATOR
ROOMS BY POSTING ADDITIONAL SIGNS IN THE VICINITY OF THE ACCUMULATOR ROOMSE. TO
PREVENT RECURRENCE OF THIS EVENT, TVA WILL ENSURE THAT PLANT PERSONNEL ARE
COGNIZANT OF THE REQUIRLMENTS OF SQOC16, “CONTROL AND USE OF PORTABLE RAD1OS."

|164) SHOREHAM DOCKET 50-322 LER 88-00%
SEISMIC MONITORING INSTRUMENTATION IN REACTOR BUILDING OUT OF SERVICE FOR MORE
THAN 310 DAYS.

EVENT DATE: 041489 REPORT DATE: 052488 N§SS: GE TYPE: BWR

(NSIC 209463) TH1IS SPECIAL REPORY IS SUBMITTED PURSUANT TO TECH SPEC 6.9.2 TO
COMPLY WITH TECH SPEC 2.3.7.2., ON APRIL 24, 1988 SEISMIC NONITORING INSTRUMENTS
(ACCELEROGRAPHS) IN THE REACTOR BUILDING WERE TAKEN OUT OF SERVICE FOR
CALIBRATION. CURRENTLY THERE ARE } ACCELEROGRAFPHS THAT HAVE BEEN INOPERABLE FOR
30 DAYS, AND SHORTLY THERE WILL BE 2 MORE. THESE INSTRUMENTS HAVE BEEN
«UCCESSFULLY RECALIBRATED AND ARE AWAITING A SURVEY TEAM TO VERIPY EXACT
PLACFMENT OF THE ACCELEROGRAPHS. THIS [J4 AN '8 MONTH FREQUENCY SURVEILLANCE; THE
LAST TIME THE SURVEILLANCE WAS RUN, THE TIME OUT OF SERVICE LIMITATIONS WEKE
EXCEEDED FOR THE ACCELOGRAPHS AND A SPECIAL REPORT WAS REQUIRED (SEE LER 87.002).
THE F1X AT THAT TIME WAS TO REVISE THE PROCEDURE THAT WOULD MINIMIZE THE TIME
OUT OF SEZRVICE 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
WEEKS, THIS WILL ELIMINATE THE INSTRUMENT TIME QUT OF SERVICE PROBLENM,

(145 SHOREHAM DOCKET S0-322 LER 88-006
EMERGENCY BUS 10! DEENERGIZED DUE TO PERSONNEL ERROR DURING I6C SURVEILLANCE TEST
RESULTING IN EDG START AND LOAD AND NUMERCUS ESF ACTUATIONS.

EVENT DATE: 043088 REPORT DATE: 0%2788 NS§S: GE TYPE: BWR

(NSIC 20946%) ON APRIL 30, 1988, AT 1245, A LOSS OF EMERGENCY BUS 10! OCCURRED
WITH A SUBSEQUENT START OF EDG 101 AND NUMEROUS ESF ACTUATIONS DUE TO PERSONNEL
ERROR. THE PLANT WAS IN OPERATIONAL CONDITION 4 (COLD SKUTDOWN) WITH THE MODE
SWITCH IN SHUTDOWN AND ALL RODS INSERTED IN THE CORE. AN INSTRUMENT AND CONTROLS
(14C) TECHNICIAN WAS PERFORMING A SURVEILLANCE TEST ON THE EMERGENCY BUS LOAD
PROGRAM (SP 46.1309.04). BY PROCEDURE, NE LIFPTED A LEAD TO PREVENT THE ENERGENCY
BUS 10 FROM BECOMING COMPLETELY DE-ENERGIZED. MBEFORE GOING TO LUNCH, THE
TECHNICIAN RE-LANDED THIS LEAD TO RESTORE THE EMERGENCY BUS PROGRAM TO NORMAL.
FOLLOWING LUNCH, THE TECHNICIAN FORGOT ME HAD RE-LANDED THE LIFTED LEBAD AND
PROCEEDED AS IF THE LEAD WAS LIFTED. AT 1245, THROUGH RELAY ACTUATION DUE TO
TESTING, THE EMERGENCY BUS WAS DE-ENERGIZED., THIS RESULTED IN THE A.TUATION OF
THE EMERGENCY BUE PROGRAM., THE EMERGENCY DIESEL GENERATOR (101) STARTED AND ITS
OQUTPUT BREAKER CLOSED ON THE DE-ENERGIZED EMERGENCY BUS. NUMEROUS ESPF A“TUATIONS
ALSO OCCURRED. THE DIESEL STARTED AND RAN WITHOUT INCIDENT POR &% MINUTES. TMHE
BUS WAS RETURNED TO ITS NORMAL AND THE EDG SHUT DOWN. THE TECHNICIAN WHO

FERFORMED THIS TEST WAS PROHIBITED FPROM ANY PURTHER TESTING PENDING FURTHER
TRAINING AND DISCIPLINARY ACTION,
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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 (EIIS-PL). THE CAUSE OF THE PAILURE 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 AURIL 26, 19838, THE 'C' SMOKE DETECTOR WILL
BE REPAIRED PRIOR TO RESTART FROM THE CURRENT REFUELING OUTAGE. A SHIFT ORDER
HAS BEEN ISSUED FOR ALL LICENSED OPE€RATORS TO REVIEW THE REQUIREMENTS OF T. S.

J.21%.

[152) SURR" 2 DUCKET 50-28! LER 88-009
INOPERABLE COMFONENT COOLING WATER HEAT EXCHANGERS DUE TO VACUUM PRIMING SEISMIC

RESTRAINTS NOT INSTALLED.
EVENT DATE: Q02088 REPORT DATE: 052088 NESS: WE TYPE: PWR

(NSIC 209314 ON APRIL 20, 1988 AT 1227 HOURS, WITH UNIT ! IN A REFUELING QUTAGT
AND UNIT 2 AC 100% REACTOR POWER, THE "A" AND "B" COMPONENT COOLING WATER
(E118-CC) HEAT EXCHANGERS (EIIS-HX) (CCHX) WERE DECLARED INOPERABLE. THE ''C”
AND "D" CCHXS HAD PREVIOUSLY BEEN REMOVED FPROM SERVICE FOR MAINTENANCE. UNIT 2
ENTERED A SIX (6) HOUR CLOCK TO HOT SHUTDOWN IN ACCORDANCE WITH TECHNICAL
SPECIFICATIONS 2.0.!'. AN ENGINEERING REVIEW OF THE POTENTIAL DEPENDENCE .F CCHaS
ON THE STATION VACUUM PRIMING (VP) SYSTEM HAD DETERMINED THAT FIVE (5) VP VALVES,
(EI115-18V) WHICH ISOLATE THE CCHXS SERVICE WATER (SW) PIPING FROM THE VP LINES,
WERE NOT SEISMICALLY MOUNTED. IN A SEISMIC EVENT, THE POTENTIAL WOULD MAVE
EXISTED FOR RUPTURE OF THE VP PIPING AND AIR INGRESS INTO THE :CHX, BREAKING THE
SIPHON EFFECT ON THE SW, AND CAUSING A LOSS OF SW TO THE HEAT EXCHANGERS. THE
SEISMIC SUPPORTS WERE INSTALLED AND THE "A" AND “B"” CCHXS WERZ RETURNED TO
SERVICE AT 17 0 HOURS ON APRIL 20, 1988 AND T. 8. 3.0.' 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 ! DOCKET 50-1387 LER 88-008
DESIGN DEFICIENCIES DISCOVERED DURING APPENDIX R REANALYSIS.
EVENT DATE: 042688 REPORT DATE: 052688 N§SS: GE TYPE: BWR

INSIC 209429) A FEANALYSIS 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 “IRE PROTECTION REVIEW REPORT
(FPRR). NON CONFORMANCE REPORTS WERE USED TO DOCUMENT ANY DISCREPANCIES WITH
PLANT CONDITIONS IDENTIFIED BY THE NEW ANALYSIS. A PORTION OF THESE
NONCONFORMANCES HAVE ALSC BEEN FOUND TO BE APPLICASLE TO THE EBXISTING PIRE
PROTECTION DESIGN BASIS. THIS CONDI ' ION IS CONSIDERED A DESIGN DEFICIENCY AND IS

REPORTABLE PER 10CPRSQ0.73(AI(21(V) #¢ DETAILED IN '0CFR 50.73(A)(2)(VI), PROPER
COMPENSATORY ACTIONS HAVE BEEN TAKEN TN ACCORDANCE WITH THE PLANT TECHNICAL
SPECIFICATIONS.

[154) SUSQUEMANNA 2 DOCvYRT 50-388 LER 88-008

TWO FIRE DAMPERS FOUND INOPRRABLE DUE TO MISSING FUSIBLE LINK,

EVENT DATE: 04G0uR8 REPORT DATE: (52688 NSS§S: GE TYPE: PwR

(NSIC 200430) ON MAY 2, 1988, 17 WAS DETERMINED THAT UHE POLLOWING CONDITION WAS
REPORTABLE. WITH UNIT 2 DEFUBLED, IT WAS OBSERVED DURING PERPORMANCE OF
EM-013.009, "'8 MONTH INSPECTION OF FIRE WINDOWS/FIRE DAMPERS AND ASSOCIATED
MARDWARE" , THAT TWQO VENTILATION SUPPLY FIRE DAMIERS FOR UNIT 2 4KV SWITCHGEAR
ROOM 11-407 WERE FOUND TO BE CHRAINED IN THE OPEN POSITION WITH NO FUSIBLE LINK
INSTALLED, THE FUSIBLE LINK 15 NECESSARY TO ALLOW THE FIRE DAMPER TO CLOSE IN
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(NSIC 209571) «.41$ LER DEICRIBES 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 (ICA)
WITHOUT PROPER RELEASE SURVEYS. THE GPU NUCLEAR CORPORATION RADIATION PROTECTION
PLAN, A TMi-2 LICENSING BASIS DOCUMENT 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) TOYAL (FPIXED 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 EXTESS OF TEN (10) TIMES THE LIMIT SET
FORTH IN THE PLAN. THE EARLIERST EVENT DATE OF THIS LER IS MAY 4, '988: THUS,
THE DUE DATE OF THIS PEPORT 1§ JUNE 3, 1988 (I.E., 30 DAYS FROM DET!/. MINATION OF
REPORTABILITY). IN BOTH EVENTS, A RADIOLOGICAL CONTRIOLS TECHNICIAN WAS
PERFOUMING A ROUTINE SURVEY AT THE TRASH COMPACTOR AND DISCOVERED SEVERAL BAGS OF
TRASH CONTAMINATED TC VARIOUS LEVELS IN EXCESS OF ALLOW/ILE LIMITS., THE BAGS
WERE REMOVED TO A CONTROLLED AREA AND SURVEYED; THE CONTAMINATED MATERIAL WAS
REMOVED AND IDENTIFIED.

(158 TROJAN DOCKET 50-344 LER 87-008 REV 01
UPDATE ON PUEL PARTICLES CONTAMINATING CONTAINMENT AND TECHN.CIAN EXPOSURE TO
RADIATION,

EVENT DATE: 040987 REPORT DATE: 070187 N§SS: WE TYPE: PWR

VENDOR: WESTTNKJIMOUSE ELECTRIC CORP.

(NSIC 2091347 AT ABOUT 1400 HRS ON APRIL 9, 1987, RADIOACTIVE CONTAMINATION WAS
DISCOVERED ON WORKERS INSIDE CONTAINMENT, THE CONTAMINATION WAS FOUND TO CONSIET
OF DECAYED PISSION PRODUCTS. THE SOURCE OF THE CONTAMINATION WAS PUEL PELLET
FRAGMENTS LOCATED ON THE REACTOR VESSEL FLANGE NEAR STUD HOLE NUMBER i8. THE
FUEL PELLET ORIGINATED FROM FUEL ROD PAILURES THAT OCCURRED IN 1980-1982. WORK
INSIDE CONTAINMENT WAS STOPPED. THE MAJORITY OF FUEL FRAGMENTS ON THE REACTOR
FLANGE WEF? RETRIEVED. PULLOWING RESUMPTION OF WORK INSIDE CONTAINMENT, AT ABOUT
1050 HRS UM APRIL 17, 1987, THE TECHNICIAN'S EXPOSURE FOR THE SECOND QUARTER WAS
SUBSEQUENTLY DETERMINED TO BZ !.2' REM TO THE WHOLE BODY, 4.62 REM TO THE SKIN,
AND 9.%7 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 REFUEBLING. THESE EVENTS HAD
NO EFFECT ON PUBLIC HEALTH AND SAFETY.

[1%9) TROJAN DOCKET $0-344 LER 88-006
CENTRIFUGAL CHARGING PUMP SEAL LEAKAGE GREATER THAN FINAL SAFETY ANALYSIS REPORT
ASSUMED LIMITS.
S B: 04Qsee REPORT DATE; 050%88 NSSS: WE TYPE: PWR
BN TANE PACKING CO.

ier «7 7%) ON APRIL %, 1988, IT WAS DISCOVERED THAT THE "B" CENTRIPUGAL

CHAK L4NG PUMP (CCP) WAS LEAKING THROUGH ITS MEChANICAL SHAFT SEAL TO TNE
AUXILIARY BUILDING ATMOSPHERE AT S0 CUBIC CENTIMETERS (CC)/MINUTE (3000 CC/HRI,
THE CCP 18 LOCATED IN THE EMERGENCY CORE COOLING SYSTEM PLOW PATH AND THE LEAKAGE
EXCEEDED THE 1980 CC/HR ASSUMED N THE FINAL SAFPETY ANALYSIS REPORT (FSAR) POR
SYSTEMS OUTSIDE CONTAINMENT WHICH COULD CONTAIN RADIOACTIVE WATER POLLOWING A
DESIGN BASIS ACCIDENT (DBA)., THIS LEAKAGE COULD HAVE RESULTED IN THYROID DOSES
TO CONTROL ROOM OPERATORS FOLLOWING A DBA EXCEEDING THOSE STATED IN THE FPSAR.

THE CONTROL ROOM EMERGENCY VENTILATION SYSTEMS WERE DECLARED INOPERABLE UNTIL THE
LEAKAGE WAS STOPPED, THE CAUSE OF THIS EVENT WAS LEAKAY® THROUGH THE MECHANICAL
SEAL OF CCP "8°. THE SEAL LEAKAGE WAS DUE TO UNEVEN WE. £ ON THE SEALS AND A
BUILDUP OF BLRIZ ACID CRYSTALS ON THE SEALS AND SEALING SURFACES WHILE THE PuMP
WAS IDLE, CCP "B" WAS ISOLATED TO STOP THE LEAK 35 MINUTES AFTER ITS DISCOVERY,

A
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THE PUMP'E 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 BUILDUP ON (HE SEALS. THIS EVENT
HAD NO EFFECT ON PUBLIC HEALTH AND SAFETY.

160} TROJAN DOCKET 50-344 LER BE-007
CONTROL R00M NORMAL AIR CONDITIONING SYSTEM ISOLATION LUE TO SPURIOUS WIGH
CHLURINE SIGNAL.

EVENT DATE: Q41088 REPORT OATE: 051088 NSS5: WE TYPE: PWR
VENDOR: FISCHER & PORTER CO.

(NSIC 209276) ON APRIL 10, 1988, AN OPERATOR OBSERV'U APPARENT INDICATION OF LOW
SAMPLE FLOW “ON THE “MANNEL "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 SPURIQUS HIGH CHLORINE ALARM WAS INI{IATED ON THIS
INSTRUMLWT WHICH GENERATED AN 1SOLATION SIGNAL FOR CB-2. THE CHANNEL “B*
CHLORINE DETECTOR WAS CONFIRMED TO HAVE A LC. SAMPLE FLOW RATE AND WAS DECLARED
INOFERABLE. MAINTENANCE WAS INITIATED WHICH RESULTED IN REPLACEMENT OF THE
CHLORINE DETECTOR. THE CHLORINE DETECTOR WAS REENERGIZED ON APRIL 12 AND CB-2
ISOLATION WAS *GAIN INITIATED. SHUTDOWN OF THE CB-2 SYSTEM OCCURRED AS DESIGNED
ON BOTH OCCASIONS. FAILURE OF THE CHLORINE DETECTOR WAS EVALUATED AND FOUNS TO
BE DUE TO NOR AL EQUIPMENI WEAR AND AGING. ISCLATION OF CB-2 LPON REENTZRGIZATION
OF HE CHLOWKINE DETECTOR WAS NOT ANTICIPATED BECAUSE WORK AND REENERGIZATION
INSTRUC. /ONS DID NOT IDENTIFPY THAT THIS ISOLATION WOULD OCCUR. THE PAULTY
DETECTOR “AS RLPLACED AND RETSTED SATISPACTCRILL. STEPS WILL BE TAKEN T0
INCL 'E EXPECTED EQUIPMENT RESPOJEE DURING MAINTENANCE AND REENERGCIZATION INTO
WOMk .NSTRUCTIONS. THIS EVENT HAD ¥O EFFECT ON PUBLIC HEALTH AND SAPETY.

{161} TROJAN DC'.KET 50-344 LER B86-008
PRESSURIZER SAFETY VALVE SJTPOINY FOUND OUT-OF-TOLERANCE DURING SURVEILLANCE
TESTING.

EVENT DATE: 041388 REPORT DATE: 051383 NSs8: WE TYPE: PWR
VENDOR: CROSBY VALVE & GAGE Cr .,

(NSIC 709277) LURING PERFORMANCE OF PRESSURIZER SAPETY VALVE (PSV: TESTING OM
APRIL 13, '988, PSV-8010C LIPTED AT 2300 PSIG, THIS WAS CUTSINE THE TROJAN
TECHNICAL SPECIFICATION (TTS) ALLOWEL TOLERANCE OF 2485 /- 2 (IB, 2435 TO 2535
PSIG). THE VALVE LIFT SETPOINT WAS ADJUSTED AND THE VALVE RRTESTED
SATISFACTORIL . THE EXACT CAUSE OF THIS EVL.NT IS5 UNKNOWN AYD 1§ STILL BEING

SV LUATED. THE VALVE WILL BE INSPECTED 79 ATIEMPT TO DETERMINE THE CAUSE OF ThE
LOW SETPOINT. TEST METHODS AND THE NEED TO PERFORM ADDITIONAL PSV TESTING ARE
BIING «VALUATED., THIS EVENT HAD NO EFFECT ON PUBLIC NBALTH ANC S.FETY. °*HIS
REFORT IS SUBMITTED IN ACCORDANCE WITH THE SPECIAL REPORTING REQUIREMENTS OF TT§

a0, 3.0,

11621 TROJAN DOCKET S0-344 LFR 88-010
CONT! INMENT VENTILATION ISOLATICN ON HIGH CONTAIMMENT RADIOCACTIVITY SIGNAL.
EVENT DATE: Q082188 REPORT DATE: 05208% NSis: WB TYPE: PWER

(NSIC 20L3326) ON APRIL 21 . 1988, THE PLANT WAS IN MODE ¢ WITK REACTOR VE-SEL
WATER LEVEL JUST ABOVE THE TOI OF THC LOOPS AND THE SCTOR HEAD VENT PATH OPEN.
THE CONTAINMENT PURGE SUPPLY A iD EXHAUST SYSTEMS WEpR ¥ OPERATION. WHILE
RAISING REACTOR VESSEL WATER "EVEL, A CONTAINMENT VEN.ILATION ISOLATION WAS
INITIATED BY A HIGH CONTAINM/NT RADJOACTIVITY SIUNAL PROM THE CONTAINMENT LOW
LEVEL NOBLF GAS MONITOR (PRY-1C). THE CONTAINMENT PURGE SYSTEM ISOLATION VALVES
TLOSED AS REQUIRFD, THE I’CREASE IN CONTAINMENT GASEOUS ACTIVITY WAS C/USED BY
wASES BEING FORCALD OUT OF THE REACTOR VESSEL AND INTO CONTAINMENT WHEN REACTOR
VESSEL WATER LEVEY. WAS I’CREASED. IMMEDIATE CORRECTIVE ACTION WAS TO STOP
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RAISING REACTOR VESSEL WATER LEVEL. A TEMPORARY PROCEDURE WAS IMPLEMENTED THAT
PROVIDED FOR REDUCTING GASES FROM THE REACTOR VESSEL AND DIKECTING THEM TO THE
REFUELING CAVITY EXHAUST SYSTEM. THE METHOD POP ESTABLISHING THE PRM-1C SET
POINT WAS REVISED TO INCORPOPATE A MORE REPRLSENTATIVE BACKGROUND DETEFMINATION
WHEN A RELEASE IS PLANNED. THIS EVENT A4AD NO EFFECT ON PUBLIC 'IEALTH AMD SAPETY,

[163) TURKEY POINT 13 DOCKET $0-250 LER 88-006
MISSED SURVEILLANCE OF GAS DECAY TANK HYDROGEN AND OXYZEN CONCENTRATION DUE TO
PERSONNEL ERROR.

EVENT CATE: Q40888 REPORT DATE: 052388 NESS: WE TYPE: PWR

OTHER UNITS INVOLVED: TURKEY POINT & (PWR)

(NSIC 209377) UN 4/8/t8, WITH UNITS 3} AND & AT 100% POWER, THE SURVEILLANCE OF
THE HYDROGEN AND OXYGEN CONCENTRATION OF THE IN-SERVICE GAS DECAY TANK WAS NOT
VERFORMED, TECHNICAL SPECIPICATION (T§) 3.9.2.G.1 REQUIRES THE NYDROGEM AND
OXYGEN CONCENTRATION TO BE DETERMINED ONCE PER DAY DURING OPERATIONS OTHER THAN
DEGASSING, THE SURVEILLANCE WAS PERFORMED ON APRIL 7 AT 1100, AND WAS NEXT
PERFORMED ON APRIL 9 AT 1045, WITH SATISPACTORY RESULTS BACH TIME. THF 48 HOURS
BETWEEN SURVEILLANCES DOES NOT MEET TS REQUIREMEMTS. THE CAUSE OF THE MISSED
SURVEILLANCYT WAS PERSUNNEL ERROR. WORK WAS BEING PERFORMED IN THE ROOM WHERE THE
S2MPLE AND ANALYSIS EQUIPNENT IS LOCATED., DURING SHIPT TURNOVER, THE CHEMISTRY
TECHNICIAN AND HIS SUPZRVISOR DISCUSSED THE PACT THAT THE WORK WOULD WAVE .0 BE
STOPPED AND IH¢ SYSTEM LINED UP IN ORDER TO TAKE THE SAMPLE OF THE IN-SERVICE GAS
DECAY TANK TO PERFORM THE T§ REQUIRED ANALYSIS. THE CHEMISTRY TECHNICIAN
MISUNDERSTOOD THIS CONVERSATION TO MEAN THAT THE SUPERVISOR WOULR PERFOWM THE TS
REQUIFED SURVEILLANCE. THERRFORE, THE DAILY TS REQUIRED ANALYSIS OF THE
IN-SERVICE C\S DECAY TANK WAS NOT PERFORMED AS REQUIREVU. THE SURVE'LLANCE HAS
SEEN INCORPORATED IN THE CHEMISTRY DAILY WORKSHEETS., VERIFICATION OF THE
SATISFACTORY COMPLETION OF THE SURVEILLANCE 1S PERFORMED BY THE SUPERVISOR
INITIALING THE WORKSHEET. THE SUPER.VISOR IN CHARGE AND THE TECHNICIAN WERE
COUNSELED.

[164) TURK®* ; POINT 3 DOCKET 50-25%0 LER 88-00%
LOSS OF FLOWPATH FR M BORIC ACID STORAGE TANKS TO FEACTOR COOLANT rYSTEM DUE TO
COUPLING FAILURE OF THE 3B BORIC ACID TPANSFER PUMP (BATP) AND SEAL FAILURE OF
THE 3A BATP.
EVENT DATE: 04588 REPORT DATE: 051188 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: TURKEY POINT & (PWR)
VENDOR: DURAMETALLIC CORP.
GOULDS PUMPS INC.

(NSIC 209135)) ON &/14/88, AT 0305, THE )8 BORIC ATID TRANSFER PUMP (BATP) WAS
TAKEN QUT OF SERVICE (00S) DUE TO THE PUMP'S FAILURE TO DELIVER PLOW. TS5 *.6.B.4
REQUIRES A FLOW PATH FROM THE BORIC ACID STORAGE TANKS (BAST) WHEN A K JOR 18
CRITICAL. ON 4/15, AT 13'S  * NUCLEAR OPERATOR REPORTEDN THAT THE 3A BAl/ SEAL
TANKE WAS SHOWING NO WATER. AS BOTH PUMPS WHICH WERE ALIGNED TC UNIT 3 WERE NOW
00§, NO FPLOW PATH FROM THE BASTS TO UNIT 3 FOR WHICH CREDIT COULD BPE TAKEN
FEXISTED, THIS PLACED THE UNIT IN TS 31.0.1, WHICH REQUIRES THAT ACTION BB
INITIATED WITHIN ONE ROUR TO PLACE THE UNJT IN A MODE IN WHICH TS 3.6.8.4 DOES
NL™ M PLY (MODE 3). AT 1315, THE &A BATP WAS ALIGNED TO UNIT 3. THE UNIT EXITED
TS . 0. AND ENTERED TS 3.6.D.2, WHICH PERMITS CONTINUED POWER OPERATION WITH ONE
OF 1" "SRR REQUIRED BATPS 0OS FPOR 24 HRS. IST OF THE 3 BATP WAS COMPLETED AND
THE PUMP WAR RETURNED TO SERVICE AT 1715 ON /15, AT WHICH TIME THE UNIT EXITED
TECH SPEC 3.6.D.2. THE CAUSE OF THE 3B BATP'S FAILURE WAS A LOOSE SET SCREW IN
THE MOTOR/PUMP COUPLING. THE CAUSE OF THE JA BATP'S SEAL WATER LEVEL DECREA'T
WAS A FAILED SEAL. THE &A BATP WAS REALIGNED TO PROVIDE A BORIC ACID FLOWPALH TO
UNIT 3, AND THE JB BATP WAS RETURNED TO SERVICE AT 1715 ON &/15. THE MECHANICAL
SEAL FOR THE A BATP WAS REPLACED PUMP RETURNED TO SERVICE ON &/'8%,




[16%) TURKEY POINT & DOCKET 50-251 LER 88-004
TECH SPEC ACTION STATEMENT EXCEEDED WHEN 480 VOLT UNDERVOLTAGE RELAY FALLED
DURING PERI DIC TESTING.

EVENT DATE: QUuiB8 REPORT DATE: 050988 N§SS: WE TYPE: PWR
VENDOR: GENERAL ELECTRIC CO.

(NSIC 2092€%5) ON APRIL 8, 1988, THE REQUIREMENTS OF TECHNICAL SPECIPICATION (TS5)
TABLE 1.5-2, ITEM 3.2.8B WERE EXCEEDED. DURING THE PERFORMANCE OF OPERATIN
PROCEDURE (OP) 9404.2, G760 VOLT AND 480 VOLT SWITCHGEAR - UNDERVOLTAGE TEST, THE
UNDERVOLTAGE PROTECTION CIRCUIT FOR THE UA 480 VOLT LOAD CENTER WOULD NOT PASS
THE TEST. THIS CHANNEL WAS DECLARED QUT OF SERVICE AND MAINTENANCE WAS REQUESTED
TO INVESTIGATE THE FAILURP. TS SECTION ).5, TABLE 3.5.2, ITEM 3.2.8 REQUIRES
THAT FOR THE 480V LOAD CENTERS, POWER OPERATION MAY CONTINUE WITH ONE CHANNEL
INOPERABLE AS LONG AS THE INOPERABLE CHANNEL '€ PLACED IN THNE TRIPPED CONDITION.
OPRBRATIONS WAS UNABLE TO PLACE THE CHANNEL IN THE TRIPFPED CONDITION. THEREFORE,
THE REQUIREMENTS-OF TS TABLE 3.5-2, ITEM }.2.B COULD NOT BE MET AND UNIT & WAS
REQUIRED TO BE PLACED INTO TS 3.0.1' WHICH REQUIRES THE UNIT TO BE IN HOT STANDBY
IN 7 HOURS., MAINTENANCE REPLACED RELAYS J27TX/GAL AND J27TX/4A2, OF %404 .2 WAS
ERCOMMENCED AND THE REPLACED RELAYS WERE SATISFACTORILY TZSTED. THIS TOOK THE
UNIT OUT OF TS 3.0.'. THE CAUSE OF THE EVENT WAS PAILURE OF RELAYS J27TX/4AI AND
J2TTX/4A2 IN THE UNDERVOLTAGE FROTECTION SCHEME FOR THE WA 480 VOLT LOAD CENTER.
FPL'S ENGINEERING DEPARTMEYT HAS BEEN REQUESLED 7O EVALUATE THIS FAILURE TO
DETERMINE ROOT CAUSE AND APPROXIMATE CORRECYIVE ACTIONS.

[16€) TURKEY POINT & DOCKET $0-251 LR 88-008
CALIBRATION OF NUCLEAR INSTRU™ENTATION SYSTEM POWER RANGE DETECTORS PRRFORMED
LATE DUE 70 PERSONNEL ERROR.

EVENT DATE: 042%88 REPORT DATE: 052488 NSSS: WE TYPE: PWR

(NLIC 209378) THE NUCLEAR INSTRUMENTATION SYSTEM (NIS) POWER RANGE DETECTORE ARE
CALIBRATFD BY PERFORMING A CALORIMETRIC MEASUREMENT AND COMPARING THE RESULTS
WITH THE NIS INDICATED POWER. THIS 1% USUALLY PERFORMED AUTOMATICALLY BY THE
DIGITAL DATA PROCESSING SU/STEM (DDPS). IT WAS LAST PERFORMED ON 4/24/88, AT
0730. DUE TO MALFUNCTIONS, TRY DDPS WAS DECLARED OUT OF SERVICE (QO0S) AT 2108,
/3¢ EFFORTS TO RETURN THE DDPS TO SERVICE WERE INITIATED IMMEDIATELY, HOWEVER A
FLANT WORK ORDER (PWO) TO REPAIR TI T DDPS WAS GENELATED AT APPROXIMATELY 0730
WHEN 1T BECAME APrARENT THAT INSTRUMENTATION AND CONTROLS (I6C) MAINTENANCE HELD
WAS REQUIRED. UNTIL ABOUT 1030, IHE EMPHASIS WAS PLACED UPON FIXING THE DDPS AND
IT WAS BELIEVED THAT A MANUAL CALCULATION WOULD NOT BE NEEDED. AT APPROXIMATELY
1100, EFFORTS TO PERFORM THE CALCULATION MANUALLY WERE INITIATED, HOWEVER THE
CALCULATION WAS NOT COMPLETED UNTIL 13%8. AS THE GRACE PERIOD EXPIRED AT 1330,
THE P. ‘ER RANGE DETECTORS WERE DECLARED 008§, AND THE UNIT ENTERED TS5 3.0.1'. AT
1358, THE DETECTORS WERE RETURNED 1O SERVICE AND THE UNIT EXITED T8 3.0.)'. THE
CAUSE OF THE LATE SURVEILLANCE W25 PERSONNEL ERROR. THE DDPS WAS REFAIRED. THE
GROUP PESTONSIBLE FOR THE PERFORMANCE OF THIS SURVEILLANCE DISCUSSED THIS EVENT

IN ORDER TO PREVENT RECURRENC. BY ASLSURING THAT ADEQUAT® TIME I. ALLOTTED TO
PERFORM THE SURVEILLANTE MANUALLY.

1167) VERMCANT YANKEE DOCKET S0-271 LER 88-00%
POTENTIAL LOSS OF SGBT TRAIN DUE TO EXTENSION OF LOOP SEBAL.
EVENT DATE: 041788 REPORT DATE: 052788 NSSS: uE TYPRE: EWR

(NSIC 209454) DURING 100% POWER OFERATION ON 04/17/88, AN OPERATOR IDENTIFIED
THAT THE EXISTING TYGON TUBING HAD BEEN REPLACED WITH TUSING THAT HAD I’NCREASED
THE VERTICAL WEIGHT OF TEZ DRAIN LOOFP SEALS POR BOTH STANDBY GAS TREATMENT (SBGT)
TRAINS (EIIS BH). POLLOWUP BY THE OPERATOR REVEALED THAT EXCESSIVE DRAIN LOOP
SEAL WATER COLUMN NHEIGHT COUL" PREVEAT THE SBGT MOISTURE SEPARATOR PROM DRAINING.
THE FILLING OF THy SBGT TPAINS WOULD RESULT IN A REDUCTION OF IODINE ADSORBTION
BY THE ACTIVATED CHARTOAL BEDS. THE TUBING WAS REPAIRED TL RETURN THE LOOP SEAL
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WATER COLUMN TO ITS ORIGINAL HEIJHT. THE LENGTH OF ADLITIONAL TUBING FOR THE "A"
TRAIN WAS SHORTER THAN THAT FOR THE "B" TRAIN. IT WAS DETERMINED THAT THE "B~
TRAIN WOULD HAVE BEEN AFFECTED DURING POST-LOCA LONG TERM CONTAINMENT CLEANUP,
AND THAT THE "A" TRAIN WOULD HAVE ONERATED NORMALLY. THE ROOT CAUSE COULD NOT BE
DETEZRMINED BUT »~ PROBABLE CAUSE HAS BEEN IDENTIFIED THAT LID TO THE EVENT. THE
USE OF TYGON TUBING ON THE SBGT DRAIN LOOP SEAL WILL BE EVALUATED PER A
MECHANICAL BYPASS REQUEST. A WALKDOWN WILL BE PERFORMED TO ASSURE THAT ANY OTHER
TUBING BEING USED IN AN OPERATIONAL CONFIGURATION IS DOCUMENTED AND .ONTROLLED.
PLANT PERSONNEL WILL BE GIVEN SPECIFIC TRAINING ON THIS EVENT. TO IDENTIFY THE
PROPER ROOT CAUSE AND CORRECTIVE ACTION, AN EXTENSION OV 10 DAYS WAS REQUESTED OF
AND GRANTED BY THE NRC SENIOR RESIDENT INSPECTOR.

|168) VERMONT YANKEE DOCKET $0-27) LER 88-004
ISCLATION OF RADIATION MONITORS DUE TO PERSONNEL E&RCY,
EVENT DATE: 042088 REFORT DATE: 052088 NSSS: GE TYPE: BWR

(NSIC 209354) AY 17:0C HOURS ON 4/10/88, WITH THE PLANT OPERATING AT 100% POWER,
IT WAS DETERMINED THAT THE MANUAL JSOLATION VALVES IN THE SUFPPLY AND RETURN LINES
TO THE TWO ADVANCED OFF GAS (EIIS-WF) RADIATION MONITORS WERL CLOSED, THUS
PREVENTING THEM FROM SUPERVISYNG STRMAM RADIATION LEVFLS, THESE MONITORS INITIATE
AUTOMATIC SYSTEM ISOLATION UPON DETECTION OF HIGH RADIATION LEVELS. UPON
DISCOVERY, THE VALVES WERE REOPENED AND FLOW WAS IMMEDIATELY RESTORED TO THE
MOWITORS. INVESTIGATION OF THIS EVENT HAS FOUND THE ROOT CAUSE TO BE PERSONNEL
ERROR. THE MONITOR INLET AND OUTLET VALVES WERE CLOSED AS PART OF A ROUTINE
DRAINING OPERATION AND WERF INADVERTENTLY LEFT CLOSED AFTER DRAINING WAS
CCLPLETE, CORRECTIVE ACTION CONSISTED OF A DISCUSSION WITH THE PERSONNEL INVOLVED
CONCERNING THE IMPORTANCE OF RETURNING THE SUBJECT VALVES TO THEIR OPEN POSITION.
IN ADDITION, THE SPECIFIC DRAINING OPERATION STEFF HAVE BEEN INCORPORATID INTO A
PROCEDUR® TO BE USED DURING ZUTURE DRAINING EVOLUTIONS. THIS WILL ASSURE A
RETURN TO THME PROPER VALVE ALIGNMENT AFTER DRAINING 1§ COMPLETE.

[1€9) WATERFORD ) DOCKET 50-382 LER 88-006
FIRE "ARRIER DEGRADED DUE TO INADEQUATE ADMINISTRATIVE CONTROL.
EVENT DATE: Q40588 REPORT DATE: 050688 NS§§: CE TYPE: PWR

(NSIC 209333) AT 1429 MOURS ON APRIL S, 1988, WATERFORD STEAM P .ECTRIC STATIUN
UNIT 3 WAS IN COLD SHUTDCWN WHEN A VITAL AREA FIRE DOOR (VAFD) WAS DISCOVERED TO
BE-IMPARIED THE VAFD WAS POSTED BY SECURITY SINCE APRIL ', 1988 DUER TO A
MALFUNCTIONING LOCK. ON APRIL 5, 1988 A UTILITY MECHANIC REMOVED THE LOCKR BUT
CCULD NOT REFAIR IT AND SECURED FROM THE JOB AT 0146. AT 101'S MOURS 7RE AREA WAS
DEVITALIZED AND A POSTED SECURITY OFFICER WAS NO LONGER REQJIRED. AT 1629 MOURS
A SECURITY OFFICER, TRAIVED IN FIRE D" R INTEGRITY, WAS PERFORMING THE DAILY FIRE
DOOR SURVFILLANCE WHEN HE DISCOVEXED THE DOOK WITH ITS LOCKING MECHANILM MISSING.
SINCE RENMCVAL OF THE LOCK "5 A FIRL UARRIER DESIGN DEVIATION A PIRE IMPAIRMENT
WAS ISSUED IN ACCORDANCE WITH TECHNICAL SPECIFICATION 3.7.11. THE ROOT CAUSE OF
THIS EVENT WAS INADEQUATE ADMINISTRATIVE CONTROL. THESE WAS NO POSITIVE MEANS TO
ENSURE A FIRE IMPAIRMENT WA (S5SUSD, TC PREVENT RECURRENCE A NOTE HAS BEEN ADDED
TO THE WORK AUTHORIZATIO TNUTRUCTION:. PKOCEDUARS ARE BEINC REVISED TO REQUIRE
A FIRE PROTECTION IMPAIRMENT BE ISSUED WHEN A PROBLEM IS IDENTIFIED WITH A FIRE
FROTECTION APPLIANCE, FIRE DETECTION EQUIPMENT WAS OFERABLE OM ONE SIDE OF THE
DOOR ANL QUALIFIED FIRE WATCHES TRANSITED IME AREA AT LEAST ONCE PER NOUR. THE
PLANT WAS I™ A MODE IN WHICH A FIRE IN THIS AREA WOULD NOT RAVE AFFRCTED PLANT
SAFETY. THERE WAS THERZPORE, NO SATETY SIGNIFICANCE TO THIS EVENT,

1Y) WATERFORD 3 DOCKET 50-382 LER 88-007
MISSED CHEMISTRY SAMPLE DUE TC COGNITIVE PERSONNEL ERRUR.
& . INT DATE: Q04Y3.e REFPORT IATh: 051288 N§S§: CB TYFE: PHR
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(NSIC 209334) AT 1121 HOURS ON APRIL 13, 1988, WATERFORD STEAM BLECTRIC STATION
UNIT 3 WAS IN COLD SHUTDOWN WHEN IT WAS DISCOVERED THAT A MONTHLY TECHNICAL
SPECIFICATION (US) SAMPLING REQUIREMENT WAS MISSREN. THE PREVIOUS PLANT STACK
TRITIUM SAMPLE WAS PERFORMFD ON MARCH 3, 1988. ON APRIL 11, 1988 A SUTERVISOR
DISCOVERED THE SAMPLE WAS OVERDUE, BUY INCORRECTLY CONCLUDED THE CONTAINMENT
PURGE SAMPLE SATISFIED THE SURVEILLANCE, ON APRIL '3, 1988 THE SUPERVISOR
LEARNED THE SAMPLE CANNOT BE SUBSTITUTED AND THE PLANT STACK TRITIUM SAMPLE WAS
TAKEN. THE MAXIMUM ALLOWABLE SURVFILLANCE INTERVAL WAS EXCEEDED ON APRIL 8§,
1988, THEREFORE THE PLANT OPERATED IN A CONDITION PROAIBITED B: TS FOR FPIVE DAYS.
THE ROOT CAUSE OF THIS EVENT 18 COGNITIVE PERSONNEL ERROR DUE TO NOT FILING THE
SURVEILLANCE 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 FOUNL TO BE IN SPECIFICATION,
CHEMISTRY TECHNICIANS AND THEIR SUPERVISOR WERE COUNSELED, PROCEDURES ARE BEING
REVISED AND AN INDEFPENDENT EVALUATION OF THE CHEMISTRY TS PROGRAM HAS BEEN
PERFORMED. SINCF THE SAMPLE WAS IN SPECIFICATION WHEN PERFORMED AND THE PLANT 1§

SHUTDOWN FOR REFUELING THERE 1S NO HEALTH HAZARD OR FAFETY SIGWIFICANCE TO THIS
EVENT,

{171) WATERFORD 13 DOCKET 50-382 LER ¥8-008
ESF VENTILATION ACTUATIONS DUE TO VOLTAGE FLUCTUATIONS ON A VITAL UNINTERRUPTABLE
BUS.

EVENT DATE: 041788 REPORT DATE: 051788 N§SS: CE TYPE: FWR

(NSIC 20933%) AT 0547 HOURS ON APRIL 17, 1988, AND 2217 HOURS ON APRIL 20, 1988,
WATERFORD STEAM ELECTRIC STATION UNIT 3 WAS SHUTDOWN IN THE REFUELING MODE WHEN A
VOLTAGE FLUCTUATION ON THE 'A' TRAIN VITAL UNINTERRUPTABLE BUS, POWER
CISTRIBUTION PANEL (PDP) 390-5A, RESULTED IN AN AUTOMATIC START OF THE '5° TRAIN
CONTROL ROOM AND FUPRL HANDLING BUILDING EMERGENCY FILTRATION UNITS AND ISOLATION
CF THE 'A' TRAIN SUPPLY AND RETURN VALVES TO THE NON-SAFETY COMPONENT COOQOLING
WATER HEADER, THE AFFECTED EQUIPMENT WAS RETURNED TO NORMAL AND AN 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 SUSPECTED TO BE RELATED TO MAINTENANCE ACTIVITIES
ASSOCIATED WITH LOADS SUPPLTED B'7 PDF J%0-SA. IF A ROOT CAUSE IS DETERMINED POR
THESE EVENTS, IT WILL BE DESCRIBED IN A REVISION TO THIS REPORT. THE APFECTED
IQUIPMENT OFERATED AS DESIGNED AND WAS RESTORED TO ITS NORMAL OPERATING CONDITION
IMMEDIATELY AFTER EACH EVENT. THERE WAS NO EPFECT ON 'B' SAFETY TRAIN
COMPONENTS, THUS, THERE WAS NO SAFETY SIGNIFICANCE TO THESE EVENTS.

(172) WOLF CREER 1 DOCKET $0-a82 LER EBB-006
ENGINZERED SAFETY FEATURES ACTUATION DUE TO CONTROL ROOM VENTILATION ISOLATION
SIGNAL CAUSED ~ SPURIOUS SPIKE OF A CHLORINE MONITOR.

EVENT DATE: 04 B FEPORT DATE: 050988 NSSS: WE TYPE: PWR
VENDOR: M D A SCL.NTIFIC, INC,

(NSIC 209289 ON APRIL 22, 1988, AT 2324 CS5T, A CONTROL ROOM VENFILATION
ISOLATION SIGNAL (CRVIS) OCCURRED DUE TO CHLORINE MONITOR GK-AITS-2 INDIZATING
HIGH CHLORINE LEVEL IN THE OUTSIDE AIR MAKEUP TO THE CONTROL BUILDING HZATING,
VENTILATING AND AIR CONDITIONING SYSTEM. NO CHLORINE WAS PRESENT AS EVIDENCED BY
NORMAL READING: CN THE REDUNDANT CHLORINE MONITOR. CONTROL ROOM PERSONNEL

CON® JRMED THAT THE SIGNAL WAS THE RESULT OF A SPURIOUS SPIKE AND NOT THE RESULT
OF AN ACTUAL WIGH CHLORINE CONDITION. DURING SUBSEQUENT TROUVBLESHOOTING BY
INSTRUMENTATION AND CONTROLS PERSONNEL, A ROOT CAUSE FOR THE SPURIQUS SPIKE COULD
NOT BE POSITIVELY DETERMINED, {OWEVER, IT 15 BELIEVED THAT THIS SFIKE WAS CAUSED
BY A RADIO TRANSMI SIUN IN THE IMMEDIATE VICINITY OF THE MONITOR. A SIMILAR SPIKE
CAUSED BY RADIO TRANSMISSION WAS RECREATED DURING TESTING IN T.7 IN:TRUMENTATION
AND CONTROLS SHOP. TO PREVENT PUTURE ACTUATIONS CAUSED BY RADIO TRANSMISSIONS,
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SIGNS WERP PLACED IN THE AREA PREVENTING RADIO TRANSMISSION. A LETTER WAS PLACED
IN SECURITY REQUIRED READING TC ®“NSURE THAT SECURITY PERSONNEL WILL NOT USE THEIR

RADIOS IN THIS AREA

1173] YANKEE ROWE DOCKXET 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 209349%) ON 4/€6/88, AT 1115 HOURS, DURING NORMAL STEADY STATE OPERATION,
(MODE 1 - 100 PERCENT POWER) THE SWITCHGEAR ROOM HALON SYSTEM WAS DECLARED
INOFPERABLE. THE DEGRADATION WAS DECLARED WHEN ONE OF THE SIX HALON BOTTLES WAS
FOUND, BY SURVEILLANCE, TO WEIGH TWO POUNDS LESS THAN THE 95 PERCENT OF PULL
CHARGE WEIGHT ALLOWED BY TECH SPECS 3.7.10.5. ARRANGEMENTS WE'® MADE TO ESTABLISH
AN HOURLY FIRE WATCH PATROL, WITH BACKUP FIRE SUPPRESSION EQUIFVMENT 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 UAY TO OBTAIN INFORMATION ABOUT RECHARGING THE LOW WEIGHT BOTTLE AND TWO
OTHERS WHICH WEIGHED LESS THAN '00 PERCENT OF FULL CHARGE WEIGHT. THE PURCHASE
ORDER PROCESS FCR RECHARCING THE THREE BOTTLES WAF COMPLETED ON 4/13/88. THE
BOTTLES WERE PICKED UP ON 4/74/88. THE BPOTTLES WERE RECHARGED ON &4/15/88 AND
RETURNED TO THE PLANT ON TUESDAY 4/1'9/88. RECEIPT INSPECTION AND INS ALLATION OF
THE MALON BOTTLES WAS COMPLETED ON 4/20/88, AT 124) HOURS, WNEN THE SYSTEM WAS
DECLARED OPERATIONAL. THE HALON SYSTEM WAS INOPERABLE FOR ' HOUR AND 28 MINUTES
LONGER THAN THE '4 DAYS ALLOWED IN THE TECH SPEC ACTION STATEMENT.

|174) YANKEE ROWE DOCKET 50-029 LER 88-007
INADVERTENT OPENING OF THE P’ 4SSURIZER SOLENOID OFPERATED RELIEF VALVE,
EVENT DATE: 0Qul08e REPORT DATE: 052788 NSSS§S: WE TYPE: PWR

(NSIC 209457) ON 9/30/88 AT 1510 MOURS WITH THE PLANT IN MODE 1 AND THE REACTOR
COOLANT SYSTEM AT OPERATING TEMPERATURE AND PRESSURE, THE PRESSURIZER SOLENOID
OPERATED RELIEF VALVE (PR-SOV-20) WAS INADVERTENTLY OPENED, THE EVENT OCCURRED
WHEN INSTRUMENTATION AND CONTROL (I4C) DEPARTMENT PERSONNEL WPRE PERFORMING A
FRECRITICAL OPERABILIVY CHECK OF THE REACTOR PROTECTIVE SYSTEM INSTRUMENTATION,

A TESTER, UNDER THF SUPERVISION OF A TECHNICIAN, INSERTED A CIRCUIT TEST PLUG
INTO TEST JACKS OF PR-S0V-30 CONTROL CIRCUIT INSTRUMENTATION INSTEAD OF REACTOR
COCLANT LOOFP 7 FLOW MONITORING INSTRUMENTATION., THE ERROR WAS NOTICED
IMMEDIATELY BY THE TECHNICIAN, AND THE TEST PLUG WAS REMOVED, CLOSING PR-SOV-90.
BECAUSE THE ISOLATION VALVE (PR-MOV-512) UPSTREAM OF FR-S0V-90 WAS CLOSED, THERE
WAS NO FLOW FROM THE PRESSURIZER, THE EVENT IS ATTRIBUTED TO PERSONNEL ERROR, 1IN
THAT THE TESTER PAILED TO CORRECTLY IDENTIFY THE TEST CIRCUIT PRIOR TO INSERTING
A TEST PLUG. THE NRC WAS NOTIFIED VIA ENS AT 1810 MRS. CORRECTIVE ACTIONS
INCLUDE COUNSELING THE I4C TESTERS AND TECHNICIANS, AND IMPROVED IDENTIPICATICN
OF THE TEST CIRCUITS WITHIN THE MAIN CONTROL BOARD. THE PROCEDURE FOR PERPORMING
THE SURVEILLANCE WAS REVIEWED AND DETERMINED TO FROVIDE ADEQUATE INSTRUCTIONS AND
PRECAUTIONS.

117%) 210 1 DCCKET 50-2°9% LER 88-00%
REACTOR TRIF LUE TO STEAM GENERATOR LEVEL TRANSIEN. AFTER FEEDWATER PUMP TEST.
EVENT DATE: 0224898 REPORT DATE: 012%@% NSSS: WE TYPE: PWR

VENDOR: FISKER CONTROLS CO.

(NJIC 2094° as APPROXIMATELY 1000 HOURS ON PEBRUARY 24, 1988, LION UNIT !

TRIPFEL FF % POWER. THE TRCHNICAL STAFF HAD BEEN PERFORMING LOW PRESSURE
STEAM POPP «STING ON 'B FEEDWATER (FW) PUMP PER TFCH STAPF SPECIAL PROCEDURE
(TSEP) 87-29. TIE IMMLDIATE CAUSE OF THE TRIP WAS WIGH STEAM GENERATOR LEVEL

CAUSED BY SLOW RESPONSE OF THE 'C FEED REGULATING VALVE AND ITS INABILITY TO
FOLLOW THE SWING IN FW HEADER PRESSURE WHEN 'B FW PUMP WAS TRIFPPED OFF AS PART OF




66

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 ATTENTION FROM THE RISING S/C LEVEL, AND FAILURE OF THE CHART RECORDER
FOR CONTROL ROOM S$/G LEVEL DURING THE EVENT, THE REACTOR PROTECTION SYSTEM
FUNCTIONED PROPERLY IN TRIPPING THE UNIT, MINIMIZING SAFETY SIGNIFICANCE.
CORRECTIVE ACTIONS INCLUDE REPAIRS TO THE FW REGULATING VALVE AND REVISIONS TO FW
PUMP POPPET TESTING PROCEDURES.

1176} LION ! DOCKET 50-29% LER 88-008
PROCEDURE CHANGE NOT PROPERLY ON-SITE REVIEWED DUE TO DEFICIENT ADMINISTRATIVE
PROCEDURES.

EVENT DATE: QU888 REPNRT DATE: 051848 NSSS: WE TYPE: PWR

(NSIC 209357) ON APRIL '8, 1988, IT WAS DETERMINED THAT THE REVIEW OF CERTAIN
PROCEDURE CHANGES HAD BEEN AFPROVED BY THE STATION ON-SITE REVIEW (OSR), BUT HAD
NOT BEEN REVIEWED BY AN INDIVIDUAL ROLDING A VALID SENIOR REACTOR OPERATOR'S
(SRO) LICENSE, AS REQUIRED BY TECH SPECS. TWO OF THESE PROCEDURES, CHEMISTRY
FROCEDURES 2CP 700-2 AMD 2CP 700-3, HAD BEEN PERFORMED SINCE THE IMPLEMENTATION
OF THESE CHAPGES. THIS EVENT WAS CAUSED BY A FAILURE IN THE ADMINISTRATIVE
CONTROL OF SELECTION OF PERSONNEL TO | EVIEW PROCEDURE CHANGES. EACH INDIVIDUAL
WHO APPROVED THESE PROCEDURE CHANGES DID SO UNDER THE ASSUNPTION THAT ONE OF THE
OTHER REVIEWERS WOULD BE LICENSED. THE ADMINISTRATIVE PROCEDURE CONTROLLING
REVIEW AND APPROVAL OF PROCEDURE CHANGES DID NOT INCLUUE A CHECK TO ENSURE THAT
THE OSR MEMBE™S INCLUDED AN SRO LICENSE. ALL PROCEDURE CHANGES APPROVED WITHOUT
SRO REVIEW WERE ASSIGNED TO AN SRO FOR REVIEW. CORRECTIVE ACTIONS WILL INCLUDE
CHANGES TO THE ADMINISTRATIVE PROCZDURE CONTROLLING PROCEDURE CHANGE REQUESTS, TO
INCLUDE VERIFICATION THAT AN SRO LICENSED INTIVIDUAL HAS REVIEWED ANY PROCECURE
CHANGES WHICH REQUIRE SRO REVIEW PRIOR TO IMPLEMENTATICON.

(177 210N DOCKET $0-29% LER 88-009
FAILURE TO TEST SAFEGUARDS UNDERVOLTAGE LOGIC DUE TO INADEQUATE REVIEW OF TEST
PROCEDURES.

EVENT DATE: 042288 REPORT DATE: 052388 NSSS: WE TYPE: PWR

OTHER UNITS INVOLVED: CION 2 (PWR)

(NSIC 209456) ON 4 /22/88, LMILE INVESTIGATING WIRING DISCREPANCIES IN THE UNIT
ONE 2 OUT OF 3 SERVICE BUS UNDERVOLTAGE LOGIC, IT WAS DISCOVERED THAT THR LOGIC
CIRCUIT HAD NOT BEEN RIGOROUSLY TESTED SINCE INITIAL PRE-OPERATIONAL TESTING ON
EITHER UNIT ' OR UNIT 2 AS REQUIRED BY TECH SPECS. UNIT 1 WAS IN COLD SHUTIDOWN
AND UNIT 2 WAS OPERATING AT 92%¢ POWRR. THIS LOGIC CIRCUIT IS RESPONSIBLE FOR TRI
INITIATION OF SAFE SHUTDOWN EQUIPMENT UPON A LOSS OF OFP-SITE POWER. UNIT 2 WAS
FLACED IN A § HOUR LIMITING CONDITION FOR OPERATION (LCO) AND THE LOGIC CIRCUIT
WAS TESTED. THE UNIT 1 LOGIC CIRCUIT HAL BEEN PREVIOUSLY TESTED., ON 4/325/88 1T
WAS DISCOVERED THAT THE UNIT 2 SECOND LEVEL UNDERVOLTAGE RELAYS HAD NOT BEEN
CALIBRATED EACH REFUELING OQUTAGE AS REQUIRED BY TECH SPECS. THE SECOND LEVEL
UNDERVOLTAGE RELAYS ACTUATE SAFE SHUTDOWN EQUIPMENT UPON A DEGRADED ESSENTIAL BUS
VOL / AGE. UNIT 2 WAS PLACED IN A & HOUR LCO AND THE RELAYS WERE CALIBRATED, A
FRELIMINARY REVIEW CUF TECH SPECS SECTICN &.4 WAS CONDUCTED TO INSUKE THAT ALL
SUNVEILLANCE RENUIKEMENTS WERE BEING MET. AN IN-DEPTH TECHNNICAL REVIEW (AT THE
CIRCUIT LEVEL) WILL BE PERFORMED TO ENSURE ALL SURVEILLANCE REQUIREMENTS ARE
BEING MET. THE PAILURE TO CALIBRATE THE SDCOND LEVEL UNDERVOLTAGE RELAYS AS
REQUIRED WAS THE RESULT OF A FAILURE TO ADD THESE RELAYS TO THE CALIBRATINN LIST
WHEN THE RELAY MODIFICATION WAS COMPLETED.
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{17¢8) ZION 2 DOCKET 50-304 LER 88-004
MISSED QUADRANT POWER TJLT SURVEILLANCE DUE TO DEFICIENT PROCEDURE.
EVENT DATE: Q41488 REPORT DATE: 051388 NSSS: WE TYPE: PWR

(NSIC 20915%') ON APRIL 14, 1988, BETWEEN 0800 AND 1300, ONE POWER RANGE NUCLEAR
INSTRUMENTATION CHMANNEL WAS INOPERABLE DUE TO INSTRUMENT MAINTENANCE (IM)
FUNCTIONAL TESTING. AN HOURLY THERMOCOUPLE QUADRANT POWER TILT RATIO (QPTR)
CALCULATION, REQUIRED BY TECH SPEC 4.2,2.C.2, WAS NOT PERFORMED DULING THIS TINE,
DUE TO DEFICIENT PROCEDURES. NO ABNORMAL QPTRS OCCURRED DURING THIS TIME. THE
CORRECTIVE ACTIONS FOR THIS 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.




COMPONENT INDEX

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

BATTERIES { CHARGERS 23, &7, .1, 71,
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BEARING 29

BLOWERS 20, &', 138, 140

BREAKEBR S, Y1, 64, &%, 71, 107, 110,
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BI®ASS 10
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DRAINAGE S5, %8, 27
DRIVE 29, 50, #0
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168
ELETTRONIC PUNCTION UNITS 3, 16, 24,
€7, 83, %8, 60, 68, 71, 78, 0%, 90,
87, 100, 116, 130, 138, 136, 165
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PAILURE, PIPE S5, 15, 36, 38, w6, 52,
S4, 55, 57, 7, 8%, 96, 108, 127, 122,
136, 139, 152, 167

FAILURE, TUBING 72, 91, 187

FASTENRR 9, 28, 50, ®4, V14, 164

FILTER, SCREEN 795, 118

PILTERS 77, 79, 16?7

PIRE 139, '$?

FLOW 55, S8, 63, 65, 90,

FLUX DISTRIBUTION 136, S8,

FUEL ELSMENTS 12, 127,

FUSE 132, 49, 68, 84,
* 9N

GA! 78, 123, 160, 172

GE). RATOR, DIESEL 22,

GEF AATOR, MOTOR 107

HEAT EXCHANGERS 6, 9-11, 20, S8, 78,
79, 91, 134, 140, 152, 178
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ROSE 44, 70
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INSTRUMENT LINE 2, &', 13}, Y142

INSTRUMENT, ALARM 58, 73, 74, 110, 147,
160, \7%

INSTRUMENT, AMPLIFIER 10

INSTRUMENT, CONTROL &), 124

INSTRUMENT, FL” 143

INSTRUMENT, INTERLOCK 5, 93, 14§

INSTRUMENT, LIQUID LEVEL 12, &)

INSTRUMENT, POSITION 10, Y1, 18, 29,
32, 93, 98, 129, 130, 138, 138, 149,
174

INSTRUMENT, POWER RANGE &7

INSTRUMENT, PROTECTIVE 140

INSTRUMENT, SPEED 138

INSTRUMENT, SWITCH 2, S, &, '8, 29,
$3, 6%, 75, 8Y, 83, 99, 93, 94, 27.99,
YIS, 120, 1233, 138, 0y, Y42

INSTRUMENT, TESTING 4, 75

INSTRUNMENT, VOLTAGE S8, 71, 7%,
177

INSTRUMENTSE, NMISC, 90, 146

INVERTER &6, 137

LICENSED OPERATOR 9-12, 17, 23, 25, 30~
32, 47, 4%, S8, 62, 64, 66, 67, B,
83, 9799, 100, YO8, 1117, V13, 10,
1239, 187, 156, 162, 175, 176, 178

MONITORING SYSTEM, RADIATION 133

MOTORS 38, SO, 105, 139, 180, 168

NEUTROK 56, S@, 112, 166, 178

119,



COMPONENT INDEX

NONLICENSED OPERATOR 55, 71, 96, V10, TURBINE 126, 129, 134, 1758

127, 187 VALVE OPERATORS 10, 21, 29, 48, 55, $7,
| PERATOR ACTION 2, S, 12, 19, 28, ug, 64, 98, 10%, 108, 113, 127, 100, 150,

$7, 61, 63, 12, T4, 77, 106, Y08, V1Y, 174

119, 1236, 121, 134, 138, a8, 152-154, VALVE, CHECK 28, 38, 52, V17, 122

167 VALVES 1, &, 5, Y0, 13, 18, 17, 19, @Y,
PINETRATION 185, 17, 38, 43, 46, §7, 26, 20-3Y, 36, 18, 40, 1, &), A&, A6,

108, 127, 122, 156 48, 50, %2, 55, 87-59, 63-8%5, 67, 79,
PENETRATION, ELECTRICAL 42, 66, ‘48 80, 85, 89, 95, 98, 101, 104, 105,
PENETRATION, PIPE 'S5, 38, 46, 57, 10§, 199, 113, Y13, 197, 132, 133, 137,

121, 122 133, 134, 138, 140, 150, 158, 1536,
PIPES AND PIPE FITTINGS S5, 36, 42, V2, 167, 162, 168, 169, 178, 175

S4, 58, 57, 17, 85, 96, 134, 138, )9, VIBRATION 29, 126, 144

182, 187

PNEUNMATIC SYSTEM 10, 5§

PRESSURE DROP 10, 29, 1130

PRESSURE RELTEF &0, 150, 161, 174

PRESSURE VESSEBLS 55, %8, 64, 72, 110,
112, 113, 127, 158, Yeéd

PRESSURE, INTERNAL '0, 29, 130

PRESSURIZER 'OV

PUMP, JET S8

PUMPS 2, '8, 34, §5, €4, 77, 79, 01,
#3, 98, 107, 110, 114, 139, 159, 184

RADIATION MONITCRS 3, 7, &, 23, 133, 3§,
39, &S, 47, 62, 65, 82, o8, 99, 102,
103, 123, 136, 141, 158, 17%

REACTOR S5, S8, 66, 72, 110, 112, 113,
127, 158, 162

RECOMBINERS 57

RECORDERS 44, 178

RELAYS S, 60, 71, 93, 107, 119, 180,
148, 177

RESPONSE TIME (0, 107

SAMPLING 82

SEAL 13, V7, 18, W&, a8, 50, 96, 106,
118, 148, 159, 168, 17

SENSORS, PLOW S3, 73, 82, 964, 111, 11§,
133, 136, Y642, 183, 178

SENSORS, LEVEL 12, 16, S2, €)', %7, 120,
128, Y43, 178

SENSCRS, PRESSURE 2, 5, 2%, 2%, 5§, %o,
61. 83, 92, 10%, 113, 120, 138, 17%

SENSORS, TEMPERATURE 27, *23, 140

SERVOMECHANISN 27, 64, %8, 101, 10§,
113, 140

SHORE 139, '$

SOLID STATE DEVICR 3, 16, 58, 64, €8,
71, 84, Yle

STEAM GENERATOR 9-11, 29, 9, 134, 17%

STERL V)

LTERL, STAINLESS 58

STORAGE CONTAINER 20, 67, 110, V18,

13Y, '8
SUPPONRT STRUCTURE 37, 95, 108, 12°%,
131, V52

SYSTEM CAPACITY 67, 10
TEMPERATURE &, '30

TOXICITY 74, 123. 160, 173

" AANSFORMERS 5

TUBING 72, 91, 87

TURBINE 10, '8, 29, 67, 79, 99, 99,
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SYSTEM INDEX

This index is based on syster und system-related keywords assigned by tae NSIC
staff when the sumraries of the LERs are yreparnd for computer antry.

ACTUAT' R 12, Y&, 16, 26, 25, &9, S2, CONTROL SYSTEM 115, 126, 129, 130, 149
$9, o1, 74, 93, 97, 101, 109, 120, COOLANT PURIFPICATION SYSTEM 26, 37, 54,
123, 182, 180, Y65, 172, M 6U-66, 68, 107, 111, YYE, 139, 140,

ANNUNCIATORS 58, 73, 110, 147, 178 142, 145, 159, 164

AUXILIARY Y, 9, 10, V3, 14, 26, 67, 81, COQLANT PURIFICATION SYSTEM/SSF 159,
97, 98, 134, V3B, 140, 158, 189, 173 164

BLOWDOWN 13, 6% COOLANT PURIFICATION S/STEM/TSF 1139,

BUILDING 7, 608 13, Y4, 20, &2, &%, 164
47, 59, 70-72, ‘&, B2, BE, 86, 09, COOLINw “VST®M, SECONDARY 9-.1%, 1§, 19,
103, 106100, 123, 131, 138, 140, 148, 1%3; 38, 33, ' M, 85, 34, 90, W0,
149, 158160, 171123 81, B4, 67, 69, .5, 81, 8%, 91, 91,

BUILDING. SSF 4 98, 108, 107, 110, 112, 113, 121, 122,

BUILDING/TSF 4, 42, Y138, 158 127, 130, 134, 140, 142, e, 178

BYPASS 113, 130 COOLING SYSTEM, SECONDARY/SSP 10, 60,

CALIBRATION ', &, S, 1113, 17, 22. 26, 81, 98
2%, 31, 34, 80, &2, %1, 86, 87, %9, COQOLING SYSTEM, SEBCONDARY/TSP 58, 64,
60, 62, €5, 69, 70, 76, 82, 05, #e, 110, 138, 143
92, 102, 108-106, 123, 12%, 132, 137, CORE 9, 32, S6, 59, 68, 78, 100, 1132,
180, 14, 144-146, 154, 1863, 1E6, 170, 127, 128, 130, '47, 189, 166, 178
1%, '7? CORE REFLOODING SYSTEM 26, 101

COMPONENT COQLING SYSTEM 10, 26, 78, CORR GPRAY 2%, 77, 87, 109, 110, 130,
199, 112, 12%, 140, 148, 172, 11 121

COCAPONENT COOLING SYSTEM/SSF 114 CORE SPRAY/SSF 109

COMPONENT COCLING SYSTEM/TSP 1%4&, 152 CORE SPRAY/TSFP 77, 87, 110

COMPUTER, DIGITAL 147, 166 CYLINDER GAS 49, 71, 107, 1\

CONDENSER 58, 67, 79 DEMINERALIZERS 2%

CONDENSER COOLING SYSTEM 64, 79, 107 DRAINAGE &9, 72, 73, 104, 107, 167

CONDENSER COOLING SYSTEM/SSP 107 ELECTRIC POWER §, ', 23, 29, 40, &7,

CONDENSER COOLING SYSTEM/TSF 64 49, 351, 68, 66, 7Y, 87, 93, %6, 100,

TONSTRUCTION 37, 106, 108, 148, 154 108, 107, 109, 110, 116, 119, 12§,

CONTAINMENT 3, Y'6-'8, 23-26, 33, 13§, 137, 139, 140, 145, 147, 188, 165, 177
36, 39, @3, 45, a9, 850, 52, sa, 87, ELECTRIC POWER/SSF 913, 96
$9. 65, &9, 71, 73, 77, 60, BN, 88, ELECTRIC POWER/TSF "%, 139
¥9, 92, 9%, 96, 107, 2%, 13a&, 116, ELECTRIC POWER, VITA, 6, &9, 107, 110,
Y3914, YaS, 187 184, V86, 188, 162, 1238, 137, 148, 166, 7Y, 178
'e? EMERGENCY COOLING SYSTEM 52, 101, 139

CONTA NMENT ATMOSPHAERE 36, 18, 57, &9 EMERGENCY COOQ. 'NG SYSTEM/SSP 101

CONTAINMENT ATMOSPHERE /TSP 36 EMERGENCY COOLING SYSTEM/ /TSP 52, 1139

CONTAINMENT ISOLATION ', 3, &, 13, 1§, EMERGENCY POWER, ELRCTRIC S, 22, 7§,
V7, 2%, 2426, 38, 63, 46, 49, 85 S0 198, 119, 120, 131, 139, 148
S9, 61, €3, 03, 08, 9%, %, 101, 104, EMERGENCY POWEP, ELBCTHIC/SSF 119, 139
108, 113, V1), VYe, YV, 2%, 1232, EMERGENCY POWER, ELECTRIC/TSP 22, ')
134, 180, 156 ENGINEERED SAFPETY FRATURE 12, ‘&, %,

CONTAINMEN™ ISOLATION/SSFP 25, 59 28, 25, 49, 52, 59, &Y, Y&, 93, 97,

CONTAINM. N ISOLATION TSF 69 101, Y09, Y20, 133, 1842, 160, 145,

CONTAINMENT SPRAY 26, 52, 93, '3s, 139 172, ' 7?

CONYAINMENT SPRAY SSF 9} ENGINEERFD SAFET FEATURE/SSF 2%, S9

CONTAINMENT SPRAY/ISF 52, 134, 139 109

CONTAINMENT /F2PFP S4, 159 ENGINES . INTRRNAL COMBUSTIUN 70, 7%,

CONTAINMENT T.F RO, 129, 158, 142 198, 13, 0

CONTAINMENT, " £ CONDENSER 20 ENVIRONMENT 86, 144, 46

CONTROL &-9, 36, 38, 42, 4%, &7, 87, EQUIPNENT 4%, 72, 73, 104, 107, 1&?7
T4, 89, V06, Y09, 123, Y38, 4%, ra8, FAILURE. ADMINISTRATIVE CONTROL 12, 13,
159, Y60, 2y, 172 3O, 3), N3, 55, &5, €9, 73, 80, 0%,

CONTROL ROD DRIVES 9, 32, 58, 60, 78 B8, 93, %%, 104, 106, 120, 127, 12},
127, 149, '55 123%, 133, Y83, 158, Y0, 126, M)

CONTROL ROD DRIVES /TSP S8 FPAILURE, DESIGN BRROR Y2, 19, 21, 27,

CONTROL SYSTEM 9, Y1, 19, 29, 32, &2, 0. 30, &%, WA, 0D, %R, P, VRN, WYS,

$8, 72, 7S, 78, 0, %0, 98, 99, 113, 123, 128, 13, 136, 138040, 153, 172
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SYSTEM INDEX

FALLURE, FABRICATION BRROR 3, 21, 32,
84, 87, 103, 116, 117, 1264, 1386, 155
FAILURE, INSTALLATION ERROR 18, 40, 49,

$7, 72, 94, 140, 152

FAILURE, MAINTENANCE BRROR 6, 7, 10,
14, 2%, 23, 2%, 3u; 36, 139, 47, %0,
3, S22, 6&, 68, 23, 75, 04, 93, 95,
98, 99, 108, 114, 118, 119, V30, 13,,
142, 143, 187, 180, 167, 169, M

FAILURE, OPERATOR BRROR ¢ -1%, 30-32,
$S, S8, 64, 67, 71, 8Y, 83, 86, 96,
97, 99, 107, V10, 1IQ, 113, V18, 12),
127, 129, a7, 185Y, 156, 158, Y62,
168, 178, 178

FEEDWATER 9, 10, 26, 29, 5%, S8, &',
64, 67, 81, 97, 98, 110, 1291, 122,
137, Y34, 140, 178

FIRE PROTECTION &, 5, 30, 31, &, 70,
86, 106, 126, 139, 140, 148, 151, 1853,
154, 169 173

FIRE PROTECTION/SSP 126, 1%)

FLOW, RECIRCULATION 90

FUEL ELENMENTS 45, %9, 71, #9. 103, 107,
140, 158, 1M

FPURL, PFOSSIL ')

GENERATORS 10, 11, 18, 29, &2, 5%, 5%,
60, &7, 72, 79, 99, 113, 136, 129,
130, 13&, V7%

HEAT EXCHANGERS 29

HEATERS &0

RPCT 2, 2V, S0, €1, 63, &€&, 72, 109,
120, 121

HPC1/88F 103

NPCL/TSP 2, S0, 63, 109

HYDROGEN 36, 38, S7, #89

INSTRUMENT, ALARM 58, 23, 110, a7, 17§

INSTRUMENT, IN CORE 56, 58, &9, 113,
166, 178

INSTRUMENT, NON-NUCLEAR 2, S5, 6, 10,
27, 64, 91, 83, 89, 107, V18, 132,
138, 140, 185, 17%

INSTRUMENT , NON-NUCLEAR /TSP 27

LEAX DETECTION 33, 35, 46, 69, 3, 9%,
19%, 118, 138, 136, O

LUBRICATION 2, 5%. 63, 17%

MAIN COOLING SYSTEM 9.1, 18, 286, 27,
2%, Y, 48, 52, 53, 55, 99, 6N, 65,
77, B0, 8%, 90, %), 9%, 97, 101, 109,
Y10, Y20, 137, 130, Y33, 138, 129,
142, 83, Y47, 150, 158, 16Y, 187,
176, 178

MAIN COOLING SYSTEM/SSF '8, 109, 110

MAIN COOLING SYSTEM TSP 9, 1Y, 27, 29,
§0, 90, 127, 134, 142, Y47, 159

MONITOR S, 30, 139 1§51

MONITORING PROGRAM, ENVIRONMENTAL V&4,
146

MONITORING SYSTEM, RADIATION 3, 7, 8,
23, d&, 3%, 4%, ar, €2, 65, B2, 04,
89, 102, 03, 123, 168, 175

OFPF SITR S, 29, 107, 138, \W?

ON SITE 5, "1, &9, 66, &7, 93 107V,

ON SITE 108, 107, 116, 119, 139, 140,
145, 168, 177

PNEUMATIC SYSTEM 10, 16, 26, 52, 107

PNEUMATIC SYSTEM/S8SF 10, 107

PNEUMATIC SYSTEM/TSF 52

PRESSURE RELIEF 19, &), 48, 55. S8, 64,
85, 109, 130

PRESSURE VESSEBLS 55, 58, &', &4, 6 72,
110, 112, Y13, 120, 127, 1%8, 162

PRESSURIZER 26, 65, 80, 10V, 130, 150,
161, 174

PROCESS MONITORING 27, 52, 60, 68, 71,
6, 92, 100, 107, 113, 130, 133, 104,
143, 1485, 1

PROCESS MONITORING/TSF 7¢

RADIATION PROTECTION PERSONNEL 34, 13§,
147, 158

RCIC 37, S8, 67 6%, 72, 94, 130, '

RCIC/TSPF S8, 1.

REACTOR CONTROL 9, 32, 7§, 130, V49

REACTOR POWEBR 9, 32, 78, 130, 149

REACTOR PRCTECTION SYSTEM 27, 5). 60,
68, 71, 100, 107, 112, 130, 133, 134,
143, 148, 178

REACTOR PROTECTION SYSTEM/SSP 60

RRR-LPCT 2\, 72, 77, 83, 107, 109, 120,
12

RMR-LPCL/SSP 109

RER-LPCI/ TSP 77, 8}, 107

RHR-LPST 26, 139, 140

RHR-LPSI TSP 13%

SAMPLING 1, 26, 65, 72, 9%, 140

SERVICE WATER S\3TEM 12, 26, 28, 93,
107, 118, 180, 4%, 182

SERVICE WATER SYSTEM/3SF 28, %), 107

SERVICE WATER SYSTEM/TSF 152

SHUTDOWN SYSTEM, SECONDARY &0, 127, 140

SPENT PUEL POOL 107, 158

SPENT PURL POOL/TSP 10?7

STACK )8, &2, Y60, 70

STACK/S3F &2

STACK/TUFP 38, 170

STANDBY GAS TREATMENT 3, 21-2%, 39, &3,
65, 68, Y, 9%, 96, 107, 187

STANDBY GAS TREATMENT 55F 24, 187

STEAM i

STRAM GENERATOR 911, 13, 198, 26, 29,
5, 9\, 97, 134, a3, 178

STORAGE COMNTAINER 2, 55, 63, 178

STRUCTURE )Y, @&, 79, 110, 138, 133,
169, 178

SUBSYSTEN FAULT &, 10, &, '8, 24, 25,
28, S8, 59 &0, 3. %Y, 812, 9. 9,
101, Y07, 109, 110, 118, 119, 126,
139, 151, 189, 164, 167

TESTING Y, &, S, Y0-43, 17, 19, 23. 2%,
&9, 31, &, WO, %3, SV, 86, 87, 959,
60, 62, 6%, v9, 70, 76, 92, 085, 80,
92, 02, 108106, 120, 125, 133, 137,
140, 147, 1ha.186, 194, 163, Y66, 170,
176, 177

ToRUS 7?7
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TOTAL SYSTEM FAULT 2, 9, 'Y, Y&, 22,
27, @9, 8, 36, &2, 50, 52, S8, 63,
64, 69, 72 76, 17, 80, 83, A7, 90,
107, 109, 110, 114, 130, 127, 131,
136, 128, 138, 139, 162, 47, 152,
158, 159, 162, V164, 170

TURBINE 10, 11, 18, 29, 30, 42, 47, 85,
$8, 60, 67, 72, 79, 82, 04, 86, 9,
106, 113, 126, 129, 130, 138, 175

TURBINE/SSF 60, 126

TURBINE/ /TSP 72
33, 38, 26, 39, 82, &5, A7, 4%, 99,
6%, 68, 71, Y&, B4, B9, 93, 9. 173,
107, 123, 136, 138, 180, 181, 148,
154, 159, 160, 162, Y67, 17y, 122

VENTI'ATION SYSTEM/SSPF 6, 14, 28, 59,
23, 187

VENTILATION SYSTEM/TSF Y&, 42, 159

WASTI MANAGEMENT 106

WASTE TREATMENT, GAS 26, 102, 18]

WASTE TREATMENT, LIQUID 26, 04, 138

WASTE TREATMANT, LIQUID/TSF 11§

WASTE TREATMENT, SOLID 157

WASTE, INDUSTRIAL ®)

n
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KEYWORD INLEX

This index is based on the keywords assigned by the NSIC staff when the summaries
of the LERs are prepared for computer entry.

ACTUATOR 12, &, 16, 24, 25, 49, %2, COMPONENTS 169
$9, 61, 7%, 93, 97, 10%, 109, 120, COMPUTER, DIGITAL 103, 47, 186
123, 143, Y60, 165, 172, 11 CONDENSATION 74, 96, 126
ADMINISTRATIVE PERSONNEL ERROR - SEE CONDENSER 20, 67, 79
FAILURE, ADMINISTRATIVE CONTROL CONDENSER COOLING SYSTEM 64, 75
AGE EFFECT - SEE EPFECT, AGE CONDENSER COOLING SYSTEM/TSF &4
AGENCY, NRC 22, %7 CONNECTICUT YANKEE (PWk) 18
AIR 20, 35 CONSTRUCTION 37, 106, 108, 148, 154
AIR/STEAM BINDING 5%, &) CONTAINMENT 3, 16-18, 23-26, 1), 5§,
ANNUNCIATORS 7, 8, %4, 713, 101, 11§, 36, 33, &3, &5, 49, 50, %2, %4, 97,
119, 14Y, 142, a7, 171, 178 59, 65, 60, 7V, 73, 77, 80, 8%, W8,
ARKANSAS NUCLEAR ' (PwR) ¢ 89, 92, 95, 96, 107, 134, 134, 138,
ARNOLD (BWR) 2, 1} 139100, 148, 151, 1854, 156, 159,
AUXILIARY ', 9, 10, 13, &4, 26, 67, 162, 167
1, 87, 88, 134, Y138, 160, 158, 159, CONTAINMENT AIR LOCK 17, &3, '5¢
17) CONTAINMENT ATMOSPHERE 36, )&, 57, 89
BATTERIES & CHARGERS 23, &7, Sy, 71, CONTAINMENT ATMOSPULERE/TSF 16
110 CONTAINMENT ISOLATION ', 3, &, 1), 1§,
BEAVER VALLEY ' (PWR) & 17, 21, 28+26, 3B, &3, 46, 49, 85,
BLOWDOWN 13, 6% §7-859, 61, 69, 83, 88, 95, 98, 10V,
PLOWERS 20, 81, 138 108, 108, Y13, Y13, 116, 117, 131,
BRAIDWOOD ' (PWR:) 5-% 132, 140, 156
BREAKER S5, 'Y, &8, 7Y, 107, 110, 12%, CONTAINMENT ISOLATION/SSP 25, %9
137, 158 CONTAINMENT ISOLATION/TSF 69
BUILDING ', 6-8, '3, ta, 30, 42, &S, CONTAINMENT SPRAY 26, 52, 93, 134, 139
&7, 59, 20-72, 74, B2, 8%, 06, 09, CONTAINMENT SPRAY/SSF 91
03, 106108, 123, 3%, 138, 140, CONTAINMENT SPRAY/TSF 52, 138, 139
165, 149, 159-1890, 17111} CONTAINMENT SUMP 158
BUILDING 36P 14 CONTAINMENT /SSF 54, 151
BUILDING /TSP "4, 82, 38, 158 CONTAINMENT /TSP 80, 139, 158, 162
BWR REACTOR - SFE REACTOR, BWER CONTAINMENT, ICE CONDENSER 20
BYPASS 10, 13, 130 CONTAMINATION 2, 40, 86, 87, 77, 79,
BYRON ' (PWR) @ 96, 105, 138, 1571859, 162, '8?
CABLES AND CONNBCTORS 6, %, 23, 2%, CONTRACTOR PERSONNERL 3, 6, 2V, 47, 237,
27, 49, 64, 66, 69, 7Y, 73, 79, 90, N9, 71, 73, 04, 87, 103 103, V07,
106, 107, Y10, 119, 126, 137, 139, 116, 117, 124, 128, 135, 138, 195,
148, Y87, 181, V66, 175, 177 172
CALIBRATION Y, &, S5, 1013, 12, 19, CONTROL 6-8, 11, §9, 36, 39, 82, 4%,
23, 36, 3V, &, 40-42, 49, S, %), 47, S7, 58, €3, 65, 67, 7%, 89, %0,
$6. S7, 59, 80, 62, €5, 69, /0, 78, 98, 108, 106, Y00, 110, 123, 127,
6, 83, 85, 0. 83, 92, %a, 98, 102, 139, 130, 138, 48, Y48, 159, 180,
106006, 113, 130, 123, 12§, 130, 165, Y7y, 172, 108, YO8
132, 137, 141, THA-Y66, 149, 154, CONTROL PANBL/ROONM 27, 30, 108, 141,
161, 163, Y168, 170, 174, 17 1
CALLAWAY ' (PWR) 10 CONTROL ROD DRIVES 9, 32, S8, &0, 78,
CALVERT CLIFFS 2 (PwWR) 11 127, 149, 13%
CATAWNBA ' (PWR: 2 COYTROL ROD ZRIVES/ TSP 5§
CATANRA 2 (PWR) 12-1a CONTROL RODS &, 32, "%
CLADDING FAILURE - SEE FAILURE, CONTROL SYSTEN 9, 1), 9, 32, &2, 8%,
CLADDING 72, 75, 6, 8)Y, %0, 99, 99, V13, 11§,
CLINTON Y (BWR) 15.12 126, 129, 139, 149
COMPONENT COOLING SYSTEN 10, 26, 70, CONTROLLER 105, 165
118, 17, 123Y, fE0, 148, 152, ' COOK 2 (PWR) 19, 20
COMPONENT COOLING SYSTEM/SEF 114 COQLANT PURIFPICATION SYSTEM 26, )7,
COMPONENT COOLING SYSTENM/TSF 114, 152 S8, 64-66, 68, 107, 1Y, 11§, 139,
COMPONENT FAILURE - SEE FPAILURE, 140, 182, 148, 159, &
COMPONENT COOLANT PURIFICATION SYSTEM. SSF 159,
CONPONENTS 15, 17, 18, 28, 3§, &4, &8, 164

o8, 98, 99, 105, 117, 156, 155, 164, COOLANT PURIFICATION SYSTEM/TSP 139,
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CUJLANT PURIFICATION SYSTEM/TSF 64

CArOLING SYSTEM, SECONDARY 9 .%'1, 1§,
19, 2%, 26, 4, &6, 49, 55, 58, 60,
61, 68, 67, 69, 79, 81, 88, 91, 97,
89, 105, V10, 113, Y1), 131, 123,
127, 130, 134, 142, 43, 175

COOLING SYSTEM, SRCONDARY SSF 10, 60,
81, 9%

COOLING SY3STEM, SECONDARY /TSP 58, 64,
110, 134, 143

COOPER (BWR) 21-2%

CORE 9, 32, 56, 58, 69, 78, 100, 112,
127, 130, 130, Y87, 188, Y66, 178

CORE REFLOODING SYSTEM 26, 101

CORE SPRAY 21, 77, @7, 109, 110, 120,
121

CORE SPRAY /SSF 102

CORE SPRAY/TSP 77, 87, VYO

CORROSION 28, @8, &4, 11?7

CRACK 17, 36, &6, 91, 9%, 99, '}

CRUD 2, &0, 46, S7, 77, 79, 108, 187

CRYSTAL RIVER 3} (PWR) 26, 27

CYLINDER GAS &9, 7YV, 107, 117, 117}

DAVIS-BESSE ' (PWR) 28-)1

DEFORMATION 94, 96, 99

DEMINERALIZERS 26

DESIGN ERROR - SEE FAILURE, DFSION
ERRO®

DIABLO CANYON ' (FWR) 3i-38

DIAFLLO CANYON 2 (PWR) 32, 3%

DIESEL GENERATOR - LEE GENERATOR,
DIESEL

pOCR 17, 30, 3', &), 123, 138, 1%%,
169

DOSE MEASUREMENT, INTERNAL 58

DRAINAGE 5, a9, 72, 73, 96, 04, 107
137, 16?7

DRESDEN 2 (BWR) 1§

DRESDEN )} (BWR) 364"

DRIFT 19, &1, $3, 94, 123, tae

DRIVE S50, 80

EARTRQUAKE 95, 108, '3, %2

EFFECT, AGE 'S, 24, )%, &6, 58, 94,
107, 193, YYe, 106, 113, 1323, ey,
159, 160

ELECTRIC POWER S5, 1%, 23, 239, &0, &7,
9, 51, 53, 66, 66, 7Y, N4, 87, 93,
96, 97, 100, 0%, 107, 109, 110, 11§,
119, 138, 137, 139, 180, 148, 187,
158, '8, M

ELECTRIC POWER/SSF 93, 96

ELECTRIC POWERR TSP 29

ELECTRIC POWER, VITAL 66, 68, 110,
128, 137, 4%, 186, 171, 17%

RLECTRICAL PAILURE 3, %, 9, 11, 23,
a6, 37, 29, 33, WO, &7, S0, 8D, &3,
$6, 689, 21, 75, 78, BU, 90. A3, 96,
97, 99101, 108, 107, 109. 110, 116,
199, 126, 13V, 137, 139, 140, 145,
187, 187, Y68, 186, 177, V78, 178

ELZCTRONIC PUNCTION UNITS 3, ‘6, 24,
47, 53, 6%, 68, 71, 78, 0%, 90, 97,

ELECTRONIC PUNCTION UNITS 100, 116,
130, 134, 136, Y65

EMERGENCY COOLING SYSTEM $2, 101, 139

EMERGENCY (COOLING SYSTEM/SSP 100

EMERGENCY COOLING SBYSTEM/TSP 52, 119

EMERGENCY POWER, ELBCTRIC &, 22, 7%,
118, 119, 130, 131, 139, 188

EMFRGENCY POWER, BLECTRIC/S8F 113§

EMERCENCY POWER, EBLECTRIC /TSP 22, ')

ENGINEERED SAFETY FEATURE 12, 14, 16,
248, 25, 49, 53, %9, 81, 8, B3, W
101, 109, 130, 123, 142, 160, 163,
13, 11

ENGINEERED SAFETY FEATURE/SSF 25, 59,
109

ENGINES, INTERNAL COMBU{TION 1232, 70,
78, 118, 119, 131, 140

ENVIRONMENT - SEE MONITORING PROGRANM,
ENVIRONMEV'TAL

EQUIPMENT 9, 20, &9, 8%, 72, 73, 104,
107, 132, 187, 167, '

EQUIPMENT FAILURE - SEE FAILURE,
EQUIPMENT

EROSION 114&

EXPOSURE - SER PERSONNEL EXPOUSURE,
RADIATION

FABRICATION ERROR - SEE FAILURE,
(ABRICATION ERROR

FAILURE 1-178

PAILURE, AUMINISTRATIVE CONTROL ', 4,
$. 7, 10-13, 19, 27, 23, 26, 29-231,
36, 39, 40, 42, 83, 89, S0, 5%, 56,
$9, 60, 65, 67, €%, 70, 73, 76, W0,
82, 85, 86, 88, 92, 95-98, 102, 04
196, 110, 113, Yia, 120, 13, 123,
128, 127, Y30, 133, 138, 137, tat.
148, 146, Y647, 156, Y58, 160, ‘69,
170, 126170

FAILURE, CLADDING 158

FPAILURE, COMPONEBNT 15, 17, 18, 28, 1§,
6, 48, 68, 94, 99, 108, 117, 1858,
185, 164, 169

FAILURE, DESIGN BRROR 12, '8, 2%, 27,
28, 3%, %Y, MY, MR, 0N, M7, N1, 109,
123, 138, Y3, Y38, 182, N2

FAILURE, SQUIPAERNT '-6, 9-11, 13, 1%.
23, 235-33, D038, 40-66, &6-5), 8%,
§7.89, 61, 63-60, 70-73, 77.96, By-
$1, 954107, 102008, 110, Y1314,
1172009, 1211233, 125108, 136-140,
142, 18%, 87 148, 150-152, 158-1%9,
169189, 1725, 173178, 127, 170

FAILURE, PABRICATION ERROR ), 2V, 32,
86, 87, %03, VYA, 117, 14N, 136, 188

FAILURE, TUSTALLATION ERROR Y8, &0,
49, 57, 72, %4, 152

FAILURY, INSTRUNENT 2, ), S5-8, '0-13.
16, Y6, Y10, 23-285, 27, 29, 32. M,
39, 39, AS, N7, €9, 53, %3, 5%, %6,
50, 60-62, 65, 66, 6B, 7V, 7y, 7%,
TH, B1-06, 09, 90, 92-9%, 97.103,
109, 111993, 118, 116, 319, 130,
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FAILURE, INSTRUMENT 123, 124, 126,
129, 130, 133, 13&, 136, 130047,
149, 151, 168, 166, 168, 174, 178,
177, 18

FAILURE, MAINTENANCE ERROR 6, 7, 10,
16, 21, 23, 2%, 29, 30, 36, 37; )9,
47, 80, 83, %7, 86, 69, 73, 75, B4,
93, 95, 98, 99, 103, 108, 118, 118,
119, 130, 133, 182, 143, 187, 160,
167, 169, '

FAILURE, OPERATOR BRROR 9, 11, 30-32,
88, 67, 71, 81, B3, 06, 96, 97, 99,
100, Y10, Y13, 113, 118, 133, 127,
129, Y47, 181, 156, 158, 133, 160,
178, 178

PAILURE, PIPR S5, 15, 36, 38, 4%, 52,
S4, $7, 77, &%, %6, YOS, 127, 123,
134, 139, 152, 187

FAILURE, TUBING 72, 9, 16?7

FARLEY ' (PWR) 42-44

FARLEY 2 (PWR) &2

FASTENER 9, 28, 50, B4, V14, 164

FATIGUER 54, 72

FREDWATER 9, 10, 26, S5, 58, 61, &4,
89, Bt, 90, 88, VY6, 12, 1BB, 13).
136, 1758

FERMI 2 (BWR) 45-49

FILTER, SCREEN 7§, 1%

PILTERS 177, 79, 1§?

PIRE 27, 106, 139, Y47, 1951, 1854
FIRE PROTECTION &, S, 30, 3, &%, 70,
86, 106, 126, 140, tae, 151, 183,

154, 189, 173

FIRE PROTECTION/SSP 126, 15

FITIPATRICK (BWR) S0

FLAW 32, 72, 108

PLOQOD T4, 96, 126

FLOW 2, &, 10, Y&, 19, 20, 28, 239, )0,
JO, 36, a8, SO, 352, S5, 57, 50, 6)-
€%, 67, 7779, 8. B3, 07, 90, M,
101, 107, Y09, VY0, 1Ye, 118, 137,
136, 138, 139, 142, 159, 168, 175

FLOW BLOCKAGE 2, &, 4, '8, 20, 2%,
MW, 36, X6, an, 50, %2, S7, S8, @),
648, 67, 77.79, 8Y, 93, A7, 90, 101,
107, 109, 110, VYA, 198, 136, 138,
139, 182, 199, 164

FLOW, RECIRCULATION 380

FLUX DISTRIBUTION 33, %6, 112, 127,
138, Y66, 78

FT. CALNOUN ' (PWR) $1-8)

FUEL BLEMENTS 32, &5, %8, 721, &9, 103,
107, 147, 1368, 140, 188, 121, 178

FUBL, POSSIL 13

PUSE 32, 4%, &8, B4, 101, 109, 116,
119, 17%

GAS 74, Y23, Y60, 172

GENERATOR, DIEBSEBL 22, 119, '3

GENERATORS 1, 18, 29, &2, 5%, €0, €7,
72. 79, 99, Y1), 136, 139, X0

MATCH ' (BWR) 54§, 5%

BATCH 2 (BWR) 56-860

HEAT EXCHANGERS 6, 9-11, 20, 78, 79,
91, 152

MHEATERS &0

HIGH S, 10, 20, 29. S4¢, 55, S8, 6%,
79, 90, 96, Y12, Y13, 127, 138, 138,
139, 162, 167, 17%

HIGH TEMPERATURE 5S4 78, 118, 134,
139, 140, 152

HOPE CREEK ' (BWR) 61 .64

HOSE &4, 70

NPCT 2, 27, S0, 61, 63, &8, 72, 109,
120, 20

HPCI/88F 109

HPCL1/TSF 2, S50, 63, 109

HUMAN FPACTORS 2, 3, S, 21, 25, 132, w8,
67, 68, 97, 108, 106, 173, 11§, "1y,
126, 138, 167, 178

HUMIDITY, RELATIVE 20, S&, 139, 167

HYDRAULIC EBPFECT S, 96, 113}

HYDROGEN 36, 38, 57, 89

ice 20

INCIDENT, HUMAN BRROR 6, 0, 12314,
19«19, 21, 23, 25, 27, 38, 30-32, W,
36, 37, 43, 47, a9, SV, %53, %5, %7,
61-6), 65, 66, 68, €9, 71-75, 7, #0,
81 B4, 85, 87, 88, 93, 9%, 96, 99,
99, 10%, 103, 104, 106-108, 110, 111,
116119, 121, 123-138, 138, 131100,
136, 138-103, 148, 147, 148, 151-180,
163, 166-168, 170-172, 178170

INOIAN POINT ' (PWR) 6%

INDIAN POINT 2 (PWR) &%

INDIAN POINT 3 (PWR) #8

INDICATORS ), 7, 8, 16, 23, 2%, 27,
32, 33, 3%, 39, &%, AY, 53, 55, .
61, 62, €5, 73-75, 83, 04, 89, 97,
101103, 11113, 116, 123, 124, 13},
136, 136, T4, Y46, 1N9, 160, V686,
168, 172, '8

INDUSTRY, NUCLBAR 29, 129

INSPRCYION 2, 5, 10, 12, 18, 15, V0.
21, 28, 34, A7, 3B, 40-42, &6, 48,
$0, %2, S3, 57, 58, 63, &0, 71, B0,
81, 86, 88, %), 96, 38-100, 105, .06,
1923, VY7008, 133, 130, 13y, 13D,
TEo, Y46, Y48, 188, 15Y, 183, 154,
188, 187, 150, 161, V6%, 166, 169,
173, Y74, 177, 178

INSTALLATION ERROR - SFE FAILURE,
INSTALLATION ERROR

INSTRUMENT FAILURE
INSTRUMENT

INSTRUMENT LINE 2, &', Y33, V&3

INSTRUMENT, ABNORMAL INDICATION 2, 3,

- SBE FAILURE,

$=10, 13, &, V6, 10, 2335, 27, ),
30, 32, 33, 35, 39, &%, A7, a9, %3,
$9, 58, 61, 62, €8, 68, 7Y, 73.75,
$2-08, 87, 89, 90, %3, 97-10%, V0],
109113, 116, 119, 133, 134, 136,
129, 130, 133, 138, 136, 138044,
147, 15Y, 160, 165, 166, 68, 172,
176, 175, 178
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KEYWORD INDEX

INSTRUMENT, ALARM 7, &, 30, 54, 73,
74, 100, 110, 116, 119, 141, 142,
147, 160, 71, 178

, AMPLIFIER 130

, CONTROL 87, 128

INSTRUMENT, PLOW 14)

INSTRUMENT, IN CORR S6, 68, 112, 186,
174

INSTRUMENT, INTEBRLOCK S5, 93, 148

INSTRUMENT, LIQUID LEVEL 12, 14}

INSTRUMENT, NON<NUCLEAR ¢, 5, &, 27,
68, 01, 83, 99, 119, 132, 139, 1490,
148, 17

INSTRUMENT, NON-NUCLBAR/TSPF 27

INSTRUMENT, POSITION 11, 18, 32, 93,
98, 129, 130, 138, 49, 14

INSTRUMENT, POWER RANGE 47

INSTRUMENT, PROTECYIVE 140

INSTRUMENT, SPEED 118

INSTRUMENT, SWITCH 2, §, &4, 18, 29,
$3, 66, 75, 8), 83, 39, 93, %4, 9.

99, 1185, 120, 123, a8, VY, 142

INSTRUMENT, TESTING ‘&, 7%

INSTRUMENT, VOLTAGE S8, 7V, 78, 119,
177

INSTRUMENTS, NISC. 9D, 146

INVERTER 66, ')7

KEWAUNEE (PWR) &7

LA SALLE ' (BWR) &8

LA SALLE 2 (BWER) 68, 69

LEAK 13, 15, 17, 18, 29, 38, W8, a6,
SO, 52, 5%, 87, 72, 77.00, 88, 9,
95, 108, 106, Y17, Y@, Y33, 1231,
138, Y38, 139, 152, 1358, 159, 188,
167

LEAK DETICTION 33, 15, 46, 69, 73, 9,
191, 196, 138, 136, 14t

LICERSED OPRRATOR 9, 1, 12, 17, 3),
2%, Y0.32, 47, w9, 62, 66, 67, B,
83, 97.99, 101, 104, 112, V1), V19,
129, '8, 156, 1862, 175, %5, ']

LIGHRTNING 29

LIMERICE ' (BWR) 70.7%

LOW 3, 6, 911, Y4, Y8, 20, 238, 39,
30, DN, 36, 83, G4, S0, 82, 3%, %Y,
S0, 63, &8, 67, 73, TV.T9, Y, %),
87, 98, 10, 107, 109, V10, Y3Vt
190 2%, Y36, Y38, 139, 182, 199,
166, 17)

LUBRICATION 2, 50, 55, 6),. "is, 178
MAIN COOLING SYSTEM 9-1%, 19, 36, 27,
29, 8%, 4%, %2, %), %5, 58, 8N, S,
77, 80, 3%, 90, 91, 9%, 97, 0%, 109,

110, 120, 127, 130, Y33, V04, 183,
143, Y47, Y50, 150, Y8, Y67, 1,
‘1‘

MAIN COOLING SYSTEM/S:F '8, 109, VY0

MAIN COOLING SYSTRM /TSP 9, 'Y, 27, 29,
80, %0, 137, 138, Y42, M7, 188

MAINTENANCE AND REPAIR 2., 3, &, %, 1),
6, Y6, 18, 20, 2V, 23-2%, @%-30, M,
63, W%, A7, am, S0, S?, 5B, &), &%,

MAINTENANCE AND REPAIR 66, 68, 7Y, 72,
75, 78, 79, 82, 84, 90, 92-94, 98,
1901, 108, 107, 1ia, 118, 117, 119,
146, 133, 136, 180, 142, Y43, 160,
162, 164, M

MAINTENANCE ERROR
MAINTENANCE ERROR

MILLSTONE ' (BWR) 76, 77

MILLSTONE 2 (PWR) 78

MILLETONE 3 (PWR) 7%.82

MODIFPICATION 78, 147

MONITOR S, 30, 1§)

MONITORING PROGRAM, ENVIRONMENTAL 144,
146

MONITORING SYSTEM, RADIATION 3, 7, 8,
23, J&, 3%, 39, &S5, a7, 62, &%, 82,
84, 99, 102, 103, 123, 168, 178

MONTICELLO (BWR) 83

NOTORE 35, SO0, 108, 139, 180, 168

NEUTRON 56, 112, 166, 78

NINE MILE POINT ' (BWR) B4-86

NINE MILE POINT 2 (BWR) @7-90

NOISE 33, 35, 89, 41, 18}, 172

NONLICENSED OPERATOR 77, 96, 110, 127,
167

NORTH ANNA ' (PWR) 91, 92

NORTH ANNA 2 (PWR) 92, 93

OFF SITE S5, 29, 139, W7

ON SITR S, 11, 49, 78, 87, 93, 96,
190%, 105, Y16, 119, 126, 140, 148,
187, 188, '

OPERATION 1'.' 'v ’5 "l 1.1 ‘.u 1’;
22, 26, 27, 29, 33, 3807, w2, %0-%%,
€1, 68, S5, 6749, 72, 73, 76-79, -
10, 92-100, 104, 110, VIRL12Y, 123,
Tad, 138, 139, 1323135, 147, Y,
153, 183, 158, 159, 60, 163048,
172, 173, 178, 177, 17@

OPERATOR ACTION 2, 5, 9, 11, 13, 19,
a8, 32, A9, 57, SR, &Y, &3, 66, T,
T3, e, 77, 8), 86, 106, 108, 11V,
Y2, Y19, 133, 136, 139, 3%, D8,
148, 153-1%6, Y62, W7

OPERATOR ERROR - SEE PAILURE, OPERATOR
ERROR I LICENSED OPERATOR ,NONLICENSED

OPERATOR
AYITRARTIAM S8 AR Fn “r=

~ SEE FAILURE,

OYSTER CREEX (BWKR) 94-9%
FALISADES (PWR) W7
PALO VERDE ' (PWR) 98.100

PALO VERDE 2 (PWR) 98, 101.10)2

PALD VERDE 3 (PWR) 104

PEACH BOTTOM 2 (BWR) 105109

PEACH BOTTOM Y (BWR) 10&-10%

PENETRATION 1S, 17, 38, 83, &6, 47,
108, 127, 133, 156

PENETRATION, BLECTRICAL &2, 86, 'uw

FENETRATION, PIPE 5, 3B, @&, 57 105,
12, 12

PERRY 1 (BWR) 110-.113)

PERSONNEL EXPOSURE, RADIATION 158

PILGRIM 1 (BWR) 1YY4.11%



KEYWORD INDEX

PIPE FAILURE - SEE FAILURE, PIIE:PIPES
AND PIPE FPITTINGS

PIPES AND PIPE FITTINGS S, )6, &2, 52,
$9, S7, 7, 88, 96, 134, 138, 139,
152, 187

PNEUMATIC SYSTEM 10, '6, 26, 52, 10?7

PNEUMATIC SYSTEM/SSF 10, 107

PNEUMATIC SYSTEM/TSF S2

POINT BEACH ' (PWR) 117

POISON, SOLUBLE 78, 159

PRAIRIE ISLAND ' (™wWR) 118, 119

PRAIRIE ISLAND 2 (PWR) 114, 119

PRECIPTTATION 78, 159

PRESSURE DROP 10, 67, 77, 118, 130,
152

PRESSURE PULSE 5, 9¢, 1))

PRESSURE RELIBF 19, 40, &1, &9, 5§,
S8, 64, 85, 109, 120, 150, 16Y, 178

PRESSURE VESSELS 855, S8, €1, 64, 72,
113, 113, 138, 127, 186, 162

PRESSURE, EXTERNAL S5, '0, 11, 29, &2,
$2, 35, 58, 64, 72, 79, 96, VOV, 107,
112-1%48, 127, 130, 42

PRESSURE, INTERNAL &, Y0, 11, &2, 82,
$S, 89, 64, 72, 79, 96, 101, 107,
192-114, 127, 130, 138, 142

PRESSURIZER 26, €5, 00, 101, 130, 150,
161, 7%

PROCEDURES AND MANUALS V-7, 10-74&, 7.
19, 2V-23, 25-32, 2, 36-40, 42, 8},
§7-53, $5-87, $9-63, 65-77, ?%-m2,
B4-88, 9299, 10V 0Y, YYRL1QY, 12)-
128, 130-148, 151-158, 160, 163, 166~
122, 178178

PROCESS MONITORING 27, 53, 60, €8, 71,
6, %3, 00, 112, 130, 133, 183, 188,
174

PROCESS MONITORING /TSP 76

PROPERTY, CHNEMICAL 157, &7

PUNPS 2, '8, J4, 66, 7, 77, 78, 0,
83, 100, Y10, 1Y&, 108, 1D9, 182,
159, 164

PWE REACTOR -~ SEE REACTOR, PWE

QUAD CITIES ' (BWR) 120

QUAD CITIES 2 PpWR) 131, 122

RADIATION MONITORS 3, 7, 8, 2), 133,
35, 39, &5, A7, 62, 65, 02, 0N, 0%,
103, 103, 123, 136, WY, 10N

RADIATION PROTECTION FPERGONNEL 34,
138, 147, 150

RADIATION SAFETY AND CONTROL 15%

RADIOACTIVITY RJILEBASE '8, S&, 80, 9%,
134, 130, 157189, 142

RANCHO SEBCO (PWR:)  123-12%

RATE 0, 29

RCIC 37, %58, 67, 648, 94, 120, '

RCIC/TSF S8, 30

REBACTOR 55, S8, 68, 72, 113, V13, 137
180, 162

RSACTOR CONTROL 9, 32, 7%, 130, 149

REACTOR POWNER %, 32, 78, 130, 147, 149

REACTOR PROTECTION SYSTEM 37, 53, &0,

REACTOR PROTECTION SYSTEm 68, 71, .00,
112, 130, 133, &3, 145, 174

REACTOR PROTBCT.ON SYSTEM/SSF 60

REACTOR SHUTDOWN 9-11, 18, 29, $%, S8,
64, 66, 67, 72, 78, 79, 88, 99, 100,
110, 113, 113, 136, 127, 133, 183,
149, 17§

REACTOR STARTUP 10, 1Y, 17, 62, 63,
113, 137

REACTOR, BWR 2, 3, 1517, 21.35, 36~
41, 45.50, S4-64, 68-77, B)-50, 96
96, 108-116, 120-123, V136, 127, YAG-
146, 153, 184, 167, 160

REACTOR, PWR ', 414, 18.20, 26-3%,
42-44, 51.53, 65-67, 78-82, 91-9),
97104, 117119, 123125, 138-14),
147-182, 158-166, 169-178

RECOMBINERS 57

RECORDERS 164

REFUBLING 23-25, 33, 34, 36, d8-44,
60, 71, 84, 85, 91, 98, 102, V03,
108, 107, 117, 130, 136, %Y, 184,
158, 162, M

KREGULATION, NRC 10¢

RELAYS S, 60, 71, 93, 119, 140, 148§,
"

RESPONSE TIME 4, 13, 17, 22, 36, 29-
32, 34, 81, S6, 87, 59, 60, 62, 65,
69, 70, 76, 82, 85, 80, 92, 9%, 10,
102, 108107, 120, 138, 132, 135,
137, Y46, Y87, 1863, 166, 170, V75,
172, 178

REVIEW 1.8, 11213, 17-19, 2%, 25-29,
l‘. 12. ’., 3'. ’.a .oo .’l '.c ‘o‘
53, $5-87, 59-8)3, 6%, €971, 73, ",
76, Y7, 79-03, Sa-00, 95, 98, 101
106, 106, 100111, Y34, Y18.13Y, 13213
128, 138, 120-132; 136004, VTNE-108,
181156, 158, 163, Ye6-16R, Y70, 175

178
RNR-LPCY 2V, 723, 77, @3, 107, V09,
130, '\

ERR-LPCLI/SSF 109

RRR-LPCL/TSPF Y7, B2

RER-LPSI 28, 139

RIVERBEND ' (BWR) 136, 27

ROBINSON 2 (PWR) ‘28, 139

SALEM ' (PWR) 13Q-132

SALEN 2 (PWR) 130, 133, 13)

SAMPLING VY, 26, &5, 72, 62, %%

SAN ONOFRE ' (PWR) 138, 138

SAN ONOFPRE 3 (PWR: 136

SCRAM, RBAL 9-'Y, 18, 29, 55, 58, 6a,
67, 72, 79, 99, Y00, 10, Y13, 136,
137, 149, 178

SCRAN, SPURIOUS 66, Y12, 13), '&2

SEARBROQOE ' (PWR) 137

SBAL Y3, 17, 18, AN, 49, S0, %6, Y08,
118, 188, 159, 164, 12s

SEISNIC DEBSIGN 95, ‘08, '3, V52

SENSORS, FLOM S$3, 73, #3, 9%, 11,
116, 133, 138, 182, '8}
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KEYWORD INDEX

SENSORS, L VEL 12, 16, 52, &', 97,
120, 128, 143, 178

SENSORS, PRESSURE 2, S, 25, 29, §§,
61, 83, 92, 101, 113, 130, '

SENSORS, TEMPERATURE 27, 123, ‘&0

SEQUOYAN ' (PWR) 1)38-14)

SEQUOYAN 2 (PWR) 138-140

SERVICE WATER SYSTEM 12, 26, 28, 91,
107, Y18, 'A%, 152

SERVICE WATER SYSTEM/SSFr 28, 91}

SEAVICE WATEFR SYSTEM TSP 52

SERVOMECHANISM 21, 98, 108, 113, 140

SHOREHAM (BWR) T44-148

SHUTDOWN SYSTEM, SECONDARY 40, 121,
140

SMOKER 27, 106, Y39, 47, 8, %4

SOLID STATE DEVICE 3, 16, 64, 68, 71,
84, 136

SPENT PUBL POQL 107, 158

SPENT FUBL POOL- /ISP 107

ST. LUCIE 2 (PR 147

STACK 36, €2, Y68, 170

STACY /8SF 62

STACK /TSP 34, 170

STANDSY GAS TREATMENT 3, 2)3-2%, )9,
4%, 65, 690, 7Y, 09, 98 1§?7

STANDBY GAS TREATMENT /SSP 24, 67

STEBAM 26

STEAM GENERATOR 9-11, 13, 19, 26, &%,
91, 97, 134, Ay, 128

STEREL 'V

STEEL, STAINLESS %S¢

STORAGE CONTAINEBR 2, 20, 55, 63, &7,
190, V1B, 3%, V8D, 178

STRUCTURE 3), &4, 78, 118, Y34, %),
169, 17%

SUBSYSTEM PAULT &, 0, &, 18, 28, 2%,
28, 5§, 59, 60, €2, 8, %), 9, 9,
101, 107, 109, 110, Y18, 1Y%, 126,
151, 189, 168, &2

SUMMER ' (PWR) &b

SUPPORT STRUCTURE 37, 9%, 108, 121,
131, 1832

SURRY ' (PNER) 149151

SURRY 4 (PWR) 153

SUSQUEHANNA ' (BWER! 1513

SUSQUEMANNA 2 (BWR) 154

SYSTEM CAPACITY 9, "0, 20, 5%, %8, &7,
Y3, %6, VY0, VY3, VO3, Y19, 137, D,
1€3. 173, 118

TERPERATURE 6, 9, 11, 29, 137, 130,
143

TRST INTERVAL ¢, '3, 17, 232, 3¢, ),
36, 5V, 56, S7, 3%, 80, 63, 65, &Y,
0, 6. 83, 85, B8, 92, 103, 104,
1085, Y20, Y35, Y33, 135, 137, e,
167, 163, 186, Y70, 127, 179

TEST, SYSTEM OPERABILITY 2, §, Y0, 12,
16, 1S, 1723, 38, 348, 37, 38, 0.3,
a6, &8, S0, 53, 53, 87, 59, 81, o,
71, 80, 8Y, B6, 89, %Y, &, 99-100,
108, 106, Y12, V17-119, 132, 1)0.

TEST, SYSTEM OPERABILITY 11°', 137,
140, T84, 145, 188, 151, 152, 158,
185, 187, 158, 161, 165, 166, 169,
1723, V%4, 127, 178

T.l?!“ “‘: "o". "."l "0 l'o “'
29, 3Y, 32, 38, 37, 38, M0, N2, W7,
48, 50-5), 5557, 59-6), 65, 69.7,
73, T4, 76, 77, 7982, BA-08, 92, 9%,
98, 101106, T08-11Y, 114, 116-121,
1234128, 128, 130-132, 136040, 15V
196, 158, 1863, 166-168, 170, 1)4-170

THERMAL TRANSIENT 10, 2%

THREE MILE ISLAND ' (PWR) 158%

THREE MILE ISLAND ., (PWR) 156, 1%7

TORUS 77

TOTAL SYSTEM PAULT 2, 9, 11, 14, 22,
27, 29, 38, 36, &3, S0, %3, 58, 61,
64, 69, 72, 76, 77, 80, 83, 87, 90,
107, 109, 110, 1Y4, 120, 1237, '),
134, 138, 138, 139, 142, 187, 183,
158, 159, 162, 168, 170

TOXICITY 74, 123, 160, 172

TRANSFORMERS &

TRANSIENT 9§, 55, S8, 64, 72, 83, 101,
113, 142

TROJAN (PWR) 158-162

TUBING 72, 9, 167

TUBING FAILURE - SEE FAILURE, TUBING

TURBINE 1'. 18, 30, &2, &7, 55, 60,
€7, 72, 79, 0. Bk, 86, 98, 3%, V08,
113, 126, 139, 130

TURBINR/SSF 60, 126

TURBINR/TSF 72

TURKEY POINT ) (PWR) 163, 184

TURKEY POINT & (PWR) 163-16¢

UPDATE 5, Y1, 28, 29, 132, &5, a6, a8,
$0, €Y, 66, 70-73, 76, 77, 93, W%,
91, 99, Y07, 104, Y08, 107, 108, 120,
1236, 127, 130, 13V, 134, 137142, 1%0

VALVE OPERATORS 2', 48, 55, 57, 9%,
YO, 108, 113, 137, Ya0, 150, 17a

VALVE, CHECR 28, 28, %2, V17, 2

VALVES Y, &, §, 10, Y3, 15, V7, 19,
2V, 36, 203V, 36, X0, ND, WY, A,
&8, &6, 49, 50, 53, 55, 57.59, 6)-48,
€7, 79, w0, 8%, 89, 95, %8, 10V, 104,
108, Y19, 112, 103, VY7, 133, 12},
127, 133, 138, a0, 150, 158, 15,
161, Y62, 168, 169, 17&, 118

VENTILATION SYSTEM 3, 6-8, Y8, 23-2%,
33, 35, 36, 09, N2, NS, &Y, 89, 99,
6%, 68, 7Y, T4, BN, 8%, 91, 96, 10},
Y07, 123, 136, 130, TR0, YAY, 8%,
156, 189, 160, Y62, 67, Y2y, 172

VENTILATION SYSTEM/SSP &, ‘&, 24, 59,
93, &2

VENTILATIOR SYSTEM/TSF 4, &2, 159

VERMONT YANKER (BWR) 187, 168

VIIRATION S, '8, 29, S&, 61, 72, 9,
136, 133, 'as, 5%

WASTE MANAGEMENT 106

WASTE TREATMENT, GAS 26, 02, '4)
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WASTE TREATMENT, LIQUID 26, 104, 13§

WASTE TREATZENT, LIQUID/TSF 138

WASTE TREATMENT, SOLID 1§7

WASTE, INDUSTRIAL #&)

WATERFORD 3 (PWk) 1635171

WEAR 15, 2&, 35, 46, S8, 94, 107, M3,
18, 196, 117, 1232, 141, 159, 160

WELDS 32, 72, V08

WOLP CREEXK ' (PWR) 172

YANKEE ROWE (PWR) 173, 174

LION ' (PWR) 178112

LION 2 'PWR) 177, 178




VENDOR CODE INDEX

AGASTAT RELAY CO. 107

AMERACE CORP. 112

AMERICAN AIR FILTER CO., INC., 78

ANCHOR/DARLING VALVE CO. 105

ATWOOD ¢ MORRILL CO., INC. 19

UAILEY CONTROLS CO. 90

BORG-WARNER CORP. 101

BROWN BOVERI M

€ ¢ D BATTERIES, DIV OF ELTRA CORP M

CHICAGO BRIDGE AND TRON COMPANY 17, 77

COMBUSTION ENGINEBERING, INC., 78

COOPER ENERGY SERVICES 22

CRANE PACKING CO. 159

CRANE VALVE CO. $2

CROSBY VALVE & GAGE CO. &0, '#

DRESSER INDUSTRIAL VALVE & INST DIV 19

DRESSER INDUSTRIES, INC.

DURAMETALLIC CORP. 154

FISCHER & PORTER CO. 180

FISHER CONTROLS CO. 17%

GENERAL ATOMIC CO. '2)

GENEBRAL ELBCTRIC CO. 16, 24, 54, 58,
R4, 116, 126, 155, 168

GOULD INC. 'OV

GOULDS PUMPS INC. 164

HANCOCK CO. 38

INGERSOLL-RAND CO. 114

ITT-BARTON 94

KAMAN SCIENCES CORP. V013

KOPPERS CO., INC, 114

LINITORQUR CORP. 21

M D A SCIENTIPIC, INC. 172

MAGNETICS DIV SPANG INDUSTRIES, INC 149

MASONEILAN INTERNATIONAL, INC. &

MICRO SWITCH 29

NUCLEAR MEASUREMENTS CORP. 3, 136

PORTER FEERLESS MOTORS S0

ROBERTSHAW CONTROLS COMPANY 51

ROCHESTER INSTRUMENT SYSTEMS, INC. 12)

ROCKRWELL MANUFACTURING COMPANY 117

ROSEMOUNT, INC. &'

SHAWNUT COMPANY )2

SOUTHERN STATES EQUIPMENT 39

SQUARE D COMPANY 2

TARGET ROCK CORP. &%

VELAN VALVE CORP. 28, 'V?

WESTINGHOUSE BLECTRIC CORP. 135, ¥,
129, %9

WORTHINGTON PUMP CORP. 1'%
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This monthly report contains Licensee Event Report (LER) operational 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 Commission (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 MRC Regulatory Guide
1.16 and NUREG-1061, Instructions for Preparation of Uata Entry Sheets for Licensee Event
Reports. For those evenls occurring on and after January 1, 1984, s are being submitted
n 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) which was published in the Federal
Register (Vol. 48, No, 144) on July 26, 1983, MNUREG-1022, Licensee Event Report System -

Description of Systems and Guidelines for R ting, provides supporting yJidance and
Trformation on the revised LER rule. The ;Eﬁ sumaaries in this report are arranged
alphabetically by facility name and then chronologically by event date for each facility,
Component, system, keyword, end component vendor indexes follow the sumsaries, Vendors are
those identified by the utility when the LER form is initiated; the keywords for the
component, system, and general keyword indexis are assigned by the computer using correlation
tables from the Sequence Coding and Search System,
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