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Abstract

This monthly report contains Licensee Event Report (LER) oper-
ational information that was processed into the LER data file of the
Nuclear Safety Information Center (NSIC) during the one month period
identified on the cover of the document, The LERs, from which this
information is derived, are submitted to the Nuclear Regulatory Commis-
sion (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 descri“ed in NRC Regulatory Guide 1,16 and
NUREG-1061, Instructions for Preparation of Data Entry Sheets for

Licensee Eveat Reports, For those events occurring on and after January
1, 1984, LERs are being suomitted in accordance with the revised rule
contained in Title 10 Part 50.73 of the Code of Federal Regulations (10
CFR 50,73 - Licensee Event Report System) which was published in the
Federal Register (Vol, 48, No, 144) on July 26, 1983, NUREG-1022,
Licensee Event Report System - Description of Syst .s and Guidelines for

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

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

G‘r’ To m"

Nuclear Operations Analysis Center

Oak Ridge National Laboratory

P. 0, Box 2009, Oak Ridge, TN 37831-8065
Telephone: 615/574-039]1, FTS Number 624-0391

Questions regarding LER searches should be directed to

W, P, Poore (same address as above)
Telephone: 615/574-0325, FTS Number 624-032%
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i 1) ARKANSAS NUCLEAR 2 DOCKET 50-368 LER 88-007
UNPLANNED AUTOMATIC ACTUATION OF PLANT PROTECTION SYSTEM DUE TO LOSS OF POWER
CAUSED BY PERSONNEL ERROR DURING MAINTENANCE ACTIVITIES.

EVENT DATE: 042388 REPORT DATE: 060388 N8§S: CE TYPE: PWR

(NSIC 209648) ON &/23/88 AT 1255 HOURS, AN INADVERTENT PLANT PROTECTION SYSTEM
(PPS) ACTUATION OCCURRED WHEN A MAINTENANCE TECHNICIAN DEENERGIZED AT 12 VOLT DC
POWER SUPPLY TO THE SYSTEM. THE SYSTEM HAD BEEN PARTIALLY DEENERGIIED PRIOR TO
THIS OCCURRENCE DUE TO AN UNRELATED MAINTEMANCE ACTIVITY ON A 120 VOLT VITAL
POWER INVERTER, A REACTOR TRIP SIGNAL AND ALL ENGINEERED SAFETY FEATURES (ESP)
ACTUATION SIGNALS WERE GENERATED AS A RESULT OF THE PPS ACTUATION. THE PLANT WAS
IN COLD SHUTDOWN WITH A LIMITED AMOUNT OF ESF EQUIPMENT ALIGNEM™ FOR AUTOMATIC
OPERATION AT THE TIME OF OCCURRENCE., THE OPERATING LOW PRESSURE SAFETY INJECTION
(LPSI) PUMP BEING USED FOR DECAY HEAT REMOVAL (DHR) PLOW TRIPPED AUTOMATICALLY
CAUSING A TEMPORARY LOSS OF DHR. THE PUMP WAS RESTARTED AND DHR REESTABLISHED
WITHIN FIVE MINUTES OF THE INITIATING EVENT. NO SIGNIFICANT HEATUP OCCURRED
DURING THE TIME THAT PLOW WAS INTERRUPTED. THE EMERGENCY DIESEL GENERATOKS (EDGS)
STARTED AND OPERATED IN A RUNNING STANDBY CONDITION FOR A SHORT PERIOD OF TIME
AND WERE THEN SECURED. OTHER ESF EQUIPMENT ALIGNED FOR AUTOMATIC OPERATION
ACTUATED AS DESIGNED. THE PPS POWER SUPPLY WAS REENERGILED AND THE ACTUATION
SIGNALS WERE CLEARED, THE CAUSE OF THE ACTUATION WAS DETERMINED TO BE A
COGNITIVE PERSONNEL ERROR ON THE PART OF THE MAINTENANCE TECHNICIAN.

| 2) ARKANSAS NUCLEAR 2 DOCKET S0-368 LER 88-009
CONTROL ELEMENT ASSEMBLY DROP TIMP EXCEEDED THAT ALLOWED BY TECH SPECS AND
ASFUMED BY SAFETY ANALYSES DUE TO INCORRECT TESTING METHOD.

EVENT DATE: 050388 REPORT DATE: 060688 N§SS: CE TYPE: PWR
VENDOR: COMBUSTION ENGINEERING, INC,

INSIC 209650) ON S/1/88, WHILE IN MODE ) OPERATION FOLLOWING THE SIXTH REFUELING
OUTAGE, CONTRCOL ELEMENT ASSEMBLY (CEA) DROFP TIME TESTING WAS CONDUCTED WHICH
INDICATED THAT THE ALLOWABLE TECH SPEC TIME LIMIT FPOR CEA INSERTION WAS NOT MET
FOR CERTAIN CEAS. SINCE A NEW TEST METHOD WAS BEING USED FOR MEASURING DROP
TIMES, EVALUATION OF [HE TEST METHOD AND ADDITIONAL TESTING WAS PERFORMED. ON
§/3/88, IT WAS CONCLUDED THAT THE DROP TIMES MEASURED ON 5/1/88 WERE VALID, THE
CAUSE WAS DETERMINED TO BE A DEFICIENCY IN THE METHOD POR PERFORMING CEA DROP
TIME TESTING USED FOR PREVIOUS CYCLES. PREVIOUS TESTS HAD NOT ACCURATELY
REFLECTED THE ACTUAL CEA DROP TIME ASSOCIATED WITH A REACTOR TRIP. AN INHERENT
TIME DELAY FACTOF CAUSED BY THE DESIGN OF THE ELEBCTRICAL SYSTEM FOR THE CEA DRIVE
MECHANISMS WAS KOT RECOGNIZED OR ACCOUNTED FOR DURING THE DEVELOPMENT AND
IMPLEMENTATION OF TME PROCEDURE SPECIFYING THE TEST NETHOD TO BE USED TO MEASURE
CEA DROFP TIMES., ARKANSAS NUCLEAR ONE, UNIT 2 (ANO-2) DESIGN BASIS ACCIDENT
ANALYSES WERE REVIEWED TO DETERMINE THE IMPACT OF THE INCREASED CEZA DROP TIME ON
CYCLE 7 OPERATION. THESE REVIFWS CONCLUDED THAT THE ANALYSES WERE CONSERVATIVE
WITH THE EXCEPTION OF TWO EVENTS THE CORE PROTECTION CALCULATORS DNER POWER
UNCERTAINTY MULTIPLIER W2§ CONSERVATIVELY INCREASED.

| 3) ARKANSAS NUCLEAR 2 DOCKET 50-368 LER 88-008 REV O
UPDATE ON LOSS OF REACTOR COOLANT SYSTEM NORMAL MAKEUP/EMERGENCY CJORATION
CAPABILITY DUE TO GAS BINDING OF CHARGING PUMPS CAUSED BY ERRNEOUS VOLUME CONTROL
TANK WATER LEVEL INDICATION.

EVENT DATE: 050488 REPORT DATE: 061788 N§S8S: C8 TYPE: PWR

(NSIC 209651) ON 5/8/88 AT 1010 HOURS, WITH THE UNIT IN HOT STANDBY POLLOWING A
REFUERLING QUTAGE, A LOSS OF ALL REACTOR COOLANT SYSTEMS (RCS) NORMAL

MAKEUT /EMERGENCY BORATION CAPABILITY OCCURRED. AN ERRONEOUS INDICATION OF WATER
LEVEL IN THE VOLUME CONTROL TANA (VCT) ALLOWED THE VCT TO BE PUMPED DRY WHICH
RESULTED IR A LOSS OF SUCTION AND GAS BINDING OF THE CHENMICAL AND VOLUME CONTROL
$§¥y ™ (CVCS) CHARGING PUMPS AND SYSTEM PIPING. NORMAL MAKEUFP/EMERGENCY DORATION



CAPABILITY WAS FULLY RESTORED AT 1420 HOURS. BY 1530 HOURS THE VCT WAS REFILLED
AND THE CVCS RETURNED TO NORMAL OPERATION. THE ERRONEBOUS WATER LEVEL INDICATION
WAS CAUSED BY A LEAK ON A THREADED FITTING FOR OUNE OF TWO REDUNDANT VCT WATER
LEVEL TRANSMITTERS. 1HE LEAK ALLOWED THE TRANSMITTER'S COMMON REFERENCE LEG TO
DRAIN RESULTING IN AN INDICATED VCT WATER LEVEL HIGHER THAN ACTUAL WATER LEVEL.
NO EQUIPMENT DAMAGE OCCURRED AND RCS INVENTORY AND BORON CONCENTRATION WERE
MAINTAINED THROUGHOUT THE EVENT. BOTH VCT WATER LEVEL TRANSMITTERS, 2LT-4857 AND
ZLT-4867, HMAD BEEN REPLACED DURING THE OUTAGE. NO SEALANT HAD BEEN USED ON THE
TRANSMITTERS' THREADED FITTINGS AND NO LEAK CHECK WAS PERFORMED POLLOWING
REPLACEMENT OF 2LT-4857 AND PRIOR TO PLACING THE INSTRUMENT IN SERVICE,

[ &) ARKANSAS NUCLEAR 2 DOCKET 50-368% LER 88-010
LEAK IN THE COMMON REFERENCE LEG FOR SAFETY INJECTION TANK "D WATER LEVEL
TRAFSMITT®RS FOLLOWING SYSTEM MODIFICATION RESULTS IN VIOLATION OF TECH SPEC.
EVENT DATE: 052588 REPORT DATE: 062988 NSSS: CB TYPE: PR

(NSIC 209850) ON MAY 25, 1988 PROM 0417 HMOURS UNTIL MAY 26 AT 0356 HOURS, SAFPRTY
INJECTION TANK (SIT) "D" WAS INOPERABLE DUE TO A WATER LEVEL LESS THAN THAT
REQUIRED BY TECH SPECS. THIS WAS DISCOVERED POLLOWING THE IDENTIFPICATION AND
REPAIR OF A LEAK ON THE COMMON REFERENCE LEG FOR THE NARROW RANGE (NR) WATER
LEVEL INSTRUMENTS FOR THE 'D0" SIT. THE LEAK CAUSED AN ERRONEOUS WATER LEVEL
INDICATION AND RESULTED IN THE CONTROL ROOM OPERATORS INADVERTENTLY DECREASING
THE TANK LEVEL BELOW TECH SPEC REQUIREMENTS. THE CAUSE OF THE LEAK WAS A LACK OF
DETAIL IN THE PLANT'S MODIFICATION PROCESS RELATED TO PROPER METHCODS POR
CONNECTING AND LEAK TESTING FITTINGS ASSOCIATED WITH WATER LEVEL TRANSMITTERS AND
TUBING. PROCEDURES ARE BEING REVISED TO INCLUDE ADDITIONAL INSTRUCTIONS POR
CONNECTING INSTRUMENT AND TUBING FPITTINGS AND LEAK TESTING. THE TOTAL VOLUME OF
BORATED WATER *VAILABLE IN THE SITS WAS NOT DECREASED BELOW THE VALUE ASSUMED IN
THE SAFETY ANALYSIS DURING THIS EVENT. THERE VSRE NO ADVERSE SAFETY CONSEQUENCES
AS A RESULT OF THIS EVENT,

i %) ARNOLD DOCKET 50-31)1 LER 88-005%
PREMATURE TERMINATION OF FIRE WATCH DUE TO INADEQUATE POST-MAINTENAMCE TESTING.
EVENT DATE: 052788 REPORT CATE: 062788 N§SS: Ge TYPE: BWR

VENDOR: CARDOX CORP.

(NSIC 209734) ON MAY 27, 1988 AT 1430 HOURS THE PLANT WAS OPERATING AT 100%
POWER, WHEN MAINTENANCE ACTIVITIES ON PSV 89%22A (PILOT CONTROL VALVE POR PIRE
SUPPRESSION CARBON DIOXIDE INJECTION TO THE CABLE SPREADING ROOM) WERE COMPLETED.
THE CONTINUOUS FIRE WATCH, WHICH WAS IN PLACE ON THE CABLE SPREADINTG ROOM, WAS
SECURED WHEN THE CABLE SPREADING ROOM FIRE SUPPRESSION SYSTEM YAS RETURNED TO
SERVICE. DURING FOLLOW-UP REVIEW OF THE MAINTENANCE DOCUMENTATION, IT WAS
DETERMINED THAT THE POST-MAINTENANCE TESTING WAS INADEQUATE TO ENSURE THAT THE
SOLENOID VILVE WOULD OPERATE AUTOMATICALLY AS DESIGNED. THE FIRE WATCH POR THE
CABLE SPREADING ROOM WAS RE-ESTABLISHED AT 1550 HOURS ON THE SAME DAY. POLLOW-UP
TESTING FOUND THE SCLENUID VALVE FAILRD TO CYCLE IN THE MANNER REQUIRED BY THE
SURVEILLANCE TEST PROCEDURE. INOPERABILITY OF CABLE SPREADING ROOR PIRE
SUPPRESSION SYSTENM WITHOUT A TIMELY COMPENSATORY CONTINUQUS PIRE WATCH 1S A
CONDITION PROMIBITED BY PLANT TECH SPECS. MAINTENANCE ACTIVITIES WERE COMPLETED
ON MAY 28 AND THE CABLE SPREADING ROOM FIRE SUPPRESSION SYSTEM TESTED
SUCCESSFPULLY AND RESTORED TO NORMAL SERVICE AT 1130 HOURS. A DEPARTMENTAL
INSTRUCTION 1§ BEING DEVELOPLD TO PROVIDE IMPROVED GUIDANCE ON POST-MAINTENANCE
TESTING REQUIREMENTS. THERE WAS NO AFPFECT ON PUBLICH HEBALTH AND SAPETY AS A
RESULT OF THIS BRVENT.



I 8] BEAVER VALLEY ! DOCKET 50-334 LER 88-01)
THERMAL SHIELD BOLT REPLACEMENT.

EVENT DATE: 010388 REPORT DATE: 070188 NSSS: WE TYPE: PWR
VENDOR: WESTINGHLUSE ELEC CORP.-NUCLEAR ENERGY SYS§

(NSIC 209738) ON 1/3/88, WITH THE UNIT IN THE SIXTH REFUELING OUTAGE, UESIGN
CHANGE PACKAGE (DCP) 798 "UPFLOW CONVERSION" WAS INITIATED. DURING THE INITIAL
ACTIVITIES, ONE OF THE TWELVE BOLTS WHICH SECURE THE THERMAL SHIELD TO THE LOWER
CORE BARREL WAS FOUND SEVERED, WITH THE THREADED PORTION OF THE BOLT EXTENDING
THROUGH THE LOWER COR BARREL. THE BOLT WAS REMOVED AND WAS SUBSEQUENTLY EXAMINED
WY AN OFFSITE VENDOR, THE CAUSE FOR FAILURE WAS IDENTIFIED BY THE VENDOR TO BE
THANSGRANULAR PRACTURE, HOWEVER THERE WERE NO FATIGUE STRIATIONS OBSERVED. THE
“ATIGUE STRIATIONS MAY HAVE BEEN REMOVE DURING THE EXAMINATION PREPARATION. DCP
478 "THERMAL SHIELD BOLT REPLACEMENT" WAS DEVELOPED TO REMOVE AND REPLACE THE
BROKEN BOLT. A REPLACEMENT BOLT OF THE SAME MATERIAL AND A SIMILAR DESIGN WAS
USED. THE REPAIR WAS PERFORMED 3Y A CONTRACTED TEAM OF UNDERWATER DIVERS WITH THE
CORE BARREL LIFTED OUT OF THE REACTOR. ULTRASONIC TESTING WAS PERFORMED ON THE
OTHER 1) BOLTE WITH NO PATIGUE STRIATION INDICATIONS OBSERVED. THERE WERE
MINIMAL SAPETY IMPLICATIONS AS A RESULT OF THIS EVENT. THE REMAINING 11 BOLTS
MAINTAINED THE CORE BARREL IN ITS PROPER ORIENTATION DURING THE PERIOD BETWEEN
FAILURE AND REMOVAL. ADDITIONALLY, THE BOLT WAS PREVIOUSLY IDENTIFIED AS A LOOSE
PART, POR WHICH THE NSSS VENDOR HAD PREVIOUSLY PROVIDED SAFETY EVALUATIONS FOR
CONTINUED OPERATION,

[ 7) BEAVER VALLEY | DOCKET 50-334 LER 88.003 REV O
UPDATE ON INADVERTENT START OF AUXILIARY FEEDWATER PUMP DUE TO PROCEDURAL
DEFICIENCY.

EVENT DATE: 022588 REPORT DATE: 051888 NSSS: WE TYPE: PWR

(NSIC 209484) ON 2/25/88, WITH THE UNIT IN HOT STANDBY, SURVEILLANCE TESTING OF
THE STEAM-DRIVEN AUXILIARY FEEDWATER PUMF (FPW-P-2) WAS BEING CONDUCTED. THE TEST
INCLUDED TESTING OF THE INLET STEAM SUPPLY VALVES PROM THE EMERGENCY SHUTDOWN
PANEL (ESPF). THE INLET VALVES WERE STROKED AND FW-P-2 WAS SHUTDOWN. CONTROL OF
THE VALVES WAS THEN TRANSFERRED TO THE CONTROL ROOM, DURING THE TRANSFER A
MOMENTARY LOSS OF POYER OCCURRED IN THE CIRCUITRY POR THE INLET STEAM SUPPLY
VALVES. THIS INITIATED A START DEMAND SIGNAL POR FPW-P-2, HOWEVER THE PUMP WOULD
NOT START BRECAUSE IT WAS FPREVIOUSLY SHUTDOWN AND IT WAS NOT LATCHED. AN
ADDITIONAL START SIGNAL FOR THE MOTOR-DRIVEN AUXILIARY FEEDWATER PUMPS
(FPW-P-3A,J8) WAS GENERATED WHEN FW-P-2 FAILED TO DEVELOP THE REQUIRED DISCHARGE
PRESSURE AFTER 10 SECONDS, FPW-P-3B STARTED, HOWEVER PW-P-3A DID NOT START, FW-
P-1B WAS IMMEDIATELY SHUTDOWN. THE CAUSE FOR THE START OF PN-P-1B WAS DUE TO A
PROCEDURAL DEFICIENCY IN THE SURVEILLANCE TEST. THE PROCEDURE WAS REVISED TO
TRANSFER STEAM INLET VALVE CONTROL WITH THE VALVES OPEN. THE PAILURE OF PV-P-3A
TO START WAS DUE TO A MOMENTARY STICKING OF A PRESSURE SWITCH. THR PRESSURE
SWITCH WAS RETESTED SATISPACTORILY. THERE WERE NO SAFETY INPLICATIONS TO THE
PUBLIC AS A RESULT OF THIS EVENT. THE MOTOR-DRIVEN AUXILIARY FEEDNATER PUMPS ARE
DESIGNED TO START UPON DEGRADED STEAM-DRIVEN PUMP OPERATION (UFSAR SBCT.
10.3.5.3. .

| &) SEAVER VALLEY 1 DOCKET 50-334 LER 8R-00% aEv 0
UPDATE ON CONTAINMENT ISOLATION VALVES OMISSION FROM SURVRBILLANCE TESTING.
EVENT DATE: 040588 REPORT DATE: 051988 NSS3: Wk TYPE: PWR

VENDOR: MASONEILAN INTERNATIONAL, INC.

(NEIC 209537) OF §/5/88, A REVISION OF THE TRAIN B CONTAINMENT ISOLATION VALVE
TRIP TEST WAS BEING PREPARED IN ORDER TO CORRECT TYPOGRAJHICAL EBRRORS. DURING
THE PRE-REVISION REVIEW, IT WAS DISCOVERED THAT THERE WERE THREE FIRE PROTECTION
VALVES WHICH RECEIVAD A TFAIN B CONTAINMENT ISOLATION PHMASE A (CIA) SIGNAL TO
CLOYE WHICH 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 VERIFPY THESE VALVES WILL STROKE CLOSED UPON RECEIVING A CIA SIGNAL.
ADDITIONAL REVIEW VERIFIED THAT ALL OTHER CIA VALVES WERE FULLY TESTED. THE
THREE VALVES WERE VERIFIED TO BE IN THE QUARTERLY STROUKE TEST VERIFYING MANUAL
OPERABILITY AND ABILITY TO STROKE., INVESTIGATION DETERMINED THAT VALVES WERE,
WHEN INSTALLED IN 1982, CORRECTLY ADDED TO THE TECHNICAL SPECIFICATIONS REQUIRING
TESTING., THR VALVES WERE NOT ADDFD TO THE TRSTING PROGRAM DUE TO PERSONNEL ERROR
BY THE INVOLVED PROCEDURE ENGINEER., SINCE 1982, BEAVER VALLEY HAS INITIATRED A
FORMAL, STRUCTURED, PRE-DESIGN CHANGE PROCEDURE REVIEW TO INSURE THAT ALL
PROCEDURE CHANGES REQUIRED BY A DESIGN CHANGE ARE PERFORMED. THERE WERE MININMAL
SAFETY IMPLICATIONS DUE TO THIS EVENT AS THE VALVES WERE TESTED TO VERIPFY MANUAL
OPERABILITY THROUGHOUT THIS EVENT AND WERE NORMALLY MAINTAINED IN A
CLOSED/FAIL-SAFE POSITION.

[ 9) BEAVER VALLEY 1 DOCKET 50-3)34 LER 88-006
ESF ACTUATION DUE TO THE INADVERTENT ENERGIZATION OF SLAVE RELAY K6&)3B.
EVENT DATE: 051988 REPORT DATE: 062088 NSSS: wE TYPE: PWR

(NSIC 209736) ON MAY 19, 1988, AT 0545 MOURS, W/TH THE PLANT AT 100% REACTOR
POWER, AN INADVERTENT ACTUATION OF SLAVE RELAY xé4)B OCCURRED CAUSING A PARTIAL
TRAIN 'B' ESF ACTUAYION OF THE CONTAINMENT DEPRESSURIZATION SYSTEM. THE
ACTUATION OCCURRED WHEN A GROUND WAS INTRODUCED INTO THE SOLID STATE PROTECTION
SYSTAM WHILE ELECTRICIANS WERE PERFORMING MAINTENANCE ON THE 'B' QUENCH SPRAY
PUMP DISCHARGE VALVE. AN ACTUAL CONTAINMENT SPRAY DID NOT OCCUR DUE TO SPECIFIC
PLANT CONFIGURATION, A WIRING CHANGE TO THE VALVE'S POSITION CONTACTS WILL BE
EVALUATED TO PREVENT A REOCCURRENCE. THERE WERE NO SAFETY IMPLICATIONS RESULTING
FROM THIS EVENT BECAUSE THE CONTAINMENT DEPRESSURIZATION SYSTEM TRAIN 'A' WAS
AVAILABLE AT ALL TIMES TO MITIGATE THE CONSEQUENCES OF ANY ACCIDENT THAT MAY HAVE
OCCURRED AND NO ACTUAL COMTAINMENT SPRAY OCCURRED. ALSO, ALL CONTAINMENT
CONDITIONS WERE NORMAL.

| 10) BEAVER VALLEY 2 DOCKET 50-412 LER 68-006 REV 0V
UPDATE ON 2 OF § REFUELING WATER STORAGE TANK LEVEL CHANNELS INOPERABLE.
EVENT DATE: 022188 REPORT DATE: 051988 NSSS: wB TYPE: PWR

VENDOR: ROSEMOUNT, INC.

(NSIC 209488) ON 2/21/88, AT 0850 HOURS, OPERATORS RECEIVED CONTROIL ROOM
INDICATION THAT THE "C" REFUELING WATER STORAGE TANK (RWST) LEVEL TRANSMITTER WAS
INDICATING A LOW-LOW LEVEL, OPERATORS IMMEDIATELY VERIFIED THAT THE OTHER
TRANSMITTERS WERE INDICATING NORMAL LEVEL. INVESTIGATION DETERMINED THAT THE
TRANSMITTER'S SENSING LINES WERE FROZEN, EVEN THOUGHN ITS ASSOCIATED HEAT TRACING
WAS ENERGIZED. MAINTENANCE THAWED THE FROZEN LINE WITH A PORTABLE HEATER. AS A
PRECAUTIONARY MEASURE, A TENT WAS ERECTED AROUND THE LEVEL TRANSMITTERS AND THE
PORTARLE HEATER WAS PLACED IF THE TENT. AT 1630, THE "A" TRANSMITTER AGAIN
FROZE, INDICATING LOW-LOW LEVEL, INVESTIGATION DETERMINED THAT THE TENT/PORTABLE
HEATER HAD RAISED THE LOCAL TEMPERATURE TO THE POINT WHERE THE THERMOSTAT'S POR
THE "A" AND “C" TRAVSMITTELS HAD DEENERGILED THEIR HEBAT TRACING. AT 1720, THE
SETPOINTS FOR THESE THERMOSTATS WERE RAISED, RE-ENERGIZING THE NEAT TRACE. AT
1732, BEFORE THE RE-ENERGIZED HEAT TRACING COULD BE AFFECTIVE, THE SENSING LINES
FOR THE "A" TRANSMITTER FROZE, CAUSING THE TRANSMITTER TO PAIL LOW, AT 1/4), THR
“A" TRANSMITTER THAWED. ENGINTERING IS INVESTIGATING INPROVEMENTS IN THE HEAT
TRACING FOR THESE SENSING LINES. THERE WERE NO SAFETY IMPLICATIONS DUE TO THIS
EVENT, AS THE OTHLR TWO TRANSMITTERS WERE FULLY OPERABLE.

{ 1) BEAVER VALLRY 2 DOCKET 50-412 LER §8-007 RERV O
UIOATE ON REACTOR TRIP DUE TO REACTOR COOLANT PUMF TRIP CAUSED BY A LOSS OF &KV
BUS ZA MOTOR LOADS.

EVENT DATE: Qa0uss REPORY DATE: 052388 NUSS: WE TYPE: PWR



VENDOR: WESTINGHOUSE ELEC CORP.-NUCLEAR ENERGY SYS

(NSL1C 209541) ON 4/64/88 AT 0800 HOURS, WITH THE UNIT IN POWER OPERATION AT 100%
REACTOR POWER, A SURVEILLANCE TEST OF THE 4KV AND 4B80VAC NORMAL ' BUS
UNDERVOLTAGE (UV) PROTECTION WAS INITIATED. THIS TESTING INVOLVES USING A
BLOCKING RELAY [N THE UV CIRCUITRY WHILE TESTING THE UV PRUTEBCTION RELAYS. DURING
TESTING OF THE 22 4KV BUS, ACTUATION OF THE UNDERVOLTAGE RELAYS OCCURRED CAUSING
A LOSS OF 2A 4KV BUS MOTOR LOADS. THIS CAUSED THE "A" REACTOR COOLANT PUNP TO
TRIP INITIATING A REACTOR TRIP, AT 0847 HOURS, DUE TO THE LOW FLOW IN THAT
COOLANT LOOP. THE OPERATORS STABILIZED THE PLANT IN HOT STANDBY USING THE
EMERGENCY OPERATING PROCEDURE/. THE CAUSE FOR THE UV PROTECTION RELAY ACTUATIONS
WAS DETERMINEL TO BE A MALFUNCTIONING BLOCKING RELAY. THE CONTACT SPACING WAS
FOUND TO BE OUT OF ADJUSTMENT CAUSING IMPROPER OPERATION. THIS RELAY WAS

ADJUSTED AND CALIBRATED USING A RELAY CALIBRATION PROCEDURE. THE UNDERVOLTAGE
PROTECTION SURVEILLANCE TEST WAS PERFORMED SATISFACTORILY AND THE RELAY WAS
RETURNED TO SERVICE, THERE WERE NO SAFPETY IMPLICATIONS TO THE PUBLIC AS A RESULT
OF THIS INCIDENT. THE UNDERVOLTAGE PROTECTION IS DESIGNED TO SHED THE LOADS ON
THE RESPECTIVE BUS BEPORE ANY DAMAGE TO THE LOADS ARE RECEIVED DUE TO THE
OFERATION AT A REDUCED VOLTAGE, THIS TYPE OF EVENT 1§ DISCUSSED IN THE FINAL
SAFETY ANALYSIS REPORT, SECTION 8.3.1.1.11,

[ 12) B1IG ROCK POINT DOCKET 50-185% LER 88-004
POTENTIAL PROBLAM IN INTERPRETING LIMITORQUE OPERATOR LUBRICANT INFORMATION.
EVENT DATE: 053188 REPORT DATE: 061788 NSSS: GR TYPE: BWR

VENDOR: LABOUR CO.

(NSIC 209589) THIS REPORT IS WRITTEN TO INFORM OTHER LICENSEES OF A POTENTIAL
PROBLEM IN INTERPRETINC LIMITORQUE LUBRICATION INFORMATION WHEN CONDUCTING VALVE
OVERHAULS., DURING A RECENT NRC INSPECTION, A CONCERN WAS RAISED THAT A MOTOR
OPERATED VALVE (MOV) OVERHAUL PROCEDURE DID NOT SPECIPY THE LUBRICANT FOR USE IN
THE LIMIT SWITCH ASSEMBLY., LIMITORQUE MANUALS RECOMMEND A DIFFERENT LUBRICANT
FOR THE LIMIT SWITCH ASSEMSLY (BEACON 325 OR MOBIL 28) THAN THE MAIN GEAR BOX
(NEBULA EP-0), FURTHER REVIEW OF MAINTENANCE RECORDS SHOWED THAT NEBULA EP-0 HAD
BEEN USED IN THE LIMIT SWITCH ASSEMBLY ON THRER QUALIPIED VALVE OPERATORS. SINCE
THE PLANT WAS IN A REFUFLING OUTAGE, THE LUBRICANT IN THE APFECTED VALVES WAS
IMMEDIATELY CHANGED TO MOBIL 28. SUBSEQUENT ENGINEERING EVALUATION CONCLUDED THAT
NEBULA EP-0 WAS ACCEPTABLE FOR USE IN THE LIMIT SWITCH ASSEMBLY UNDER BIG ROCK
POINT ENVIRONMENTAL CONDITIONS.

| 13) BRAIDWOOD 2 DOCKET S50-487 LER 88-008 REV 0
UPDATE ON INADEQUATE CAPACITOR CONNECTION RESULTS IN DEGRADED INSTRUMENT BUS
VOLTAGE AND SUBSEQUENT REACTOR TRIP.

EVENT DATE: 022009 REPORT DATE: 051988 NSSS: WE TYPE: PWR

VENDOR: GENERAL EBLECTRIC CO,

(NEIC 209680) AT 0626 ON FEBRUARY 20, 1988, DURING THE PERFURMANCE OF sTARTUP
TEST BWSU RD-70, THERE WAS A LOSS OF POWER TO INSTRUMENT BUS 212. THIS RESULTED
IN A REACTOR TRIP SIGNAL SEING GENERATED, AND CAUSED THE REACTOR TRIP EREAKERS TO
OPEN. THIS LOSS OF POWER ALSO CAUSED A BORON DILUTION PROTECTION SYSTEN
ACTUATION. AN EQUIPMENT OPERATOR WAS SENT TO THE BUS AND HE RE-ENERGIZED IT FROM
ITS CONSTANT VOLTAGE TRANSFORMER. ACTION TO PREVENT RECURPENCT WILL BE TO CONDUCT
AN INSPECTION OF ALL "PAST-ON-CONNECTORS" FOR HEAT DAMAGE TO THE SAME CONNECTIONS
FOR EACHN INVERTER ON BOTH UNITS. THERE MAVE BEEN NO PREVIOUS OCCURRENCES.

| 14) GRAIDWOOD 2 DOCKERT S0-4%7 LER 88-009
MANUAL REACTOR TRIP DUE TO INOPERABLE ROD CONTROL SYSTEM.
EVENT DATE: 0531088 REPORT DATE: Q061488 NESS: WE TYPE: PWR

VENDOR: WESTINGHOUSE EBLECTRIC CORP.



(NSIC 209768) AT 0348 ON MAY 30, Y988, WHILE WITHDRAWING CONTROL BANK RODS, AN
URGENT AND NON-URGENT ALARM OCCURRED FOLLOWED BY THE RELEASE OF RODS IN SHUTDOWN
BANKS C, D, E, AND GROUP 2 RODS IN SHUTDOWN BANK A AND CONTROL BANKS A AND C. AT
0406 THE REACTOR WAS MANUALLY TRIPPED, THE ROOT CAUSE OF THIS BVENT WAS THE
FAILURE OF A MISCELLANEOUS ELECTRIC ROOM (MER) VENTILATION FAN. THIS PFAILURE
CAUSED THE TEMPERATURE OF THE ROD CONTROL POWER CABINETS TO INCREASE TO THER
THERMAL OVERLOAD PROTECTION SETPOINT. ACTUATION OF THE THERMAL OVERLOAD
PROTECTION DE-ENERGIZED THE POWER SUPPLIES WHICH RESULTED IN THE RODS BERING
RELEASED. TEMPORARY COOLING FANS WERE INSTALLED IN THE MER UNTIL THE VENTILATION
FAN REPAIRS WERE COMPLETED. FPROCEDURAL REVISIONS ARE BEING PROCESSED TO SPRCIFY
THE PERSONNEL TO BE NOTIFIED SHOULD THE VENTILATION SYSTEM BRECOME INOPERABLE.
THIS SHOULD ALLOW APPROPRIATE ACTIONS TO BE TAKEN IN A TIMELY MANNER TO MAINTAIN
MER AMBIENT TEMPERATURE WITHIN THE LIMITS OF THE POWER SUPPLIES. ADDITIONALLY,
AN ANALYSIS AND EVALUATION OF THE MER VENTILATION SYSTEM TO VERIFY ITS ADEQUACY
IN COOLING DURING THE SUMMER MONTHS WILL BE PERFORMED. THERE HAV®™ BEEN NO
PREVIOUS OCCURRENCES.

{ 15) BRAIDWOOD 2 DOCKET S0-457 LER 88-010
MISSING SURVEILLANCE DOCUMENTATION DUE TO PERSONNEL ERRROR.
EVENT DATE: 053188 REPORT DATE: (062388 NSSS: wB TYPE: PWR

(NSIC 209769) AT 0800 ON MAY 31, 1988, IT WAS DISCOVERED THAT THE DOCUMENTATION
FOR THE PERFORMANCE OF SURVEILLANCE 2BWOS 8.2.1.1-) UNIT 2 DC BUS TRAIN
OPERABILITY WEEKLY SURVEILLANCE COULD NOT BE LOCATED. A THOROUGH SEARCH OF THE
SHIFT ENGINEER'S OFFICE AND CONTROL ROOM WAS IMMEDIATELY CONDUCTED. HOWEVER, THE
ONLY EVIDENCE THAT COULD BE FOUND THAT INDICATED THAT THE SURVEILLANCE WAS
COMPLETED WAS THE GENERAL SURVEILLANCE PROGRAM ENTRY. TNE SURVEILLANCE WAS
PERFORMED AT 2050 ON MAY 31, 1988, WITH SATISPACTORY REJULTS. THIS EVENT WILL BB
REVIEWED WITH THE OPERATING STAFF. THERE HAVE BEEN NO PREVIOUS OCCURRENCES.

| 16) BROWNS FERRY DOCKET 50-23%9 LER 88015
FAILURE TO MONITOR OFF GAS STACK EFFLUENTS DUE TO PROCEDURAL .NADEQUACY AND
PERSONNEL ERROR.
EVENT DATE: 0508488 REPORT DATE: 060308 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: BROWNS FERRY 2 (BWR)

BROWNS FRRRY 3 (BWR)

(NSIC 209600) ON MAY 8, 1988, AT 1856 HOURS, WITH ALL THREE UNITS DRFUELED,
CHEMISTRY LABORATORY PERSONNEL DISCOVERED THAT THNE POWER WAS OFF TO THE OFPF-GAS
STACK LIGHTING WHICH PROVIDED POWER TO THE RADIOACTIVE GASEOUS STACK EFPLUENT
TEMPORARY MONITORING SYSTEM. THe POWER WAS LOST FPROM 134% HOURS TO 1906 MOURS ON
MAY B, 1988, DUE TO THE PERFORMANCE OF SPECIAL TEST 88-17, DIBSYL GENERATOR B
ENERGENCY LOAD ACCEPTANCE TEST. THE NORMAL OFP-GAS STACK RADIATION MONITORS HWAD
BEEN ODECLARED INOPERABLE PRIOR TO THIS EVENY AND TEMPORARY CONTINUOUS MONTORING
HAD BEEN ESTABLISHED UNDER SURVEILLANCE INSTRUCTION (SI) &.8.8.1'.A.2, EPPLUENT
RELEASE RATE BY MANUAL SAMPLING - UNIJ 0, THIS PROCEDURE DID NOT COMPLY WITH THE
REQUIREMENT FOR TEMPORARY ALTERATIONS TO MAVE A SYSTEM STATUS CHANGE LOCUMENTRD
IN THE SHIFT OPRATIONS SUPERVISORS'S OFFICE WHILE THE TEMPORARY CONDITION 1S
ESTABLISHED. OURING THE LOSS OF POWER AT THE STACK THE &-HOUR S\MPLE FLOW CHECK,
REQUIRED BY THE PLANT'S TECH SPECS WAS MISSED. "HE PAILURE TO PERFORM THE SAMPLE
FLOW CHICK MAS BEEN ATTRIBUTED TO PEKSONNEL ERROR, THIS COMBINATION OF THE
PROCEDURE DEFICIENCIES OF S1 &.8.B.) . A.2 AND THE PERSONNEL ERROR CAUSED THE
UNMONITORED FLOW OF RADIOACTIVE GASBOUS STACK E/FLUENTS ZO0R % HOURS AND 21
MINUTES.



{1 BROWNS PERRY 2 DOCKET $50-260 LER 88-00"
UNPLANNED DIESEL GENERATOR START DUE TO INSULATING BOOT PALLING OFF LOGIC RELAY
CONTACT ARM.

EVENT DATE: 051088 REPORT DATE: 060788 NSSS: GE TYPE: BWR

OTHER UNITS INVOLVED: BROWNS FPERRY 3 (BWR)

VENDOR: GENERAL ELECTRIC CO.

(NSIC 209556) ON 5/10/88 AT 192) HOURS, WITH ALL THREE UNITS DEFUELED, THE 1A
DIESEL GENERATOR STARTED DUE TO AN INADVERTENT START SIGNAL. THE START SIGNAL
WAS GENERATED DURING A LOGIC FUNCTIONAL TEST OF THE UNIT 2 CORE SPRAY SYSTEM WHEN
A RUBBER INSULATING BOOT FELL OFF OF A RELAY CONTACT ARM. THE TEST WAS STOPPED
WHILE THE CAUSE OF THE DIBSEL START WAS BEING INVESTIGATED., THE OPERATORS
VERIFIED THE START SIGNAL WAS NOT VALID, SHUTDOWN THE DIESEL AT 200) HOURS AND
RESUMED THE TEST. BOOTS ARE LIGHTWEIGHT FLEXIBLE FLECTRICAL INSULATING MATERIAL
AND FIT LOOSELY OVER THE CONTACT ARMS AND ARE ALLOWED RANDOM MOVAMENT DURING
RELAY CYCLING. THIS MOVEMENT ALLOWED THE BOOT TO WORK ITS WAY OFF THE CONTACT
ARM, EX.ERIMENTS WERE CONDUCTED WITH IDENTICAL RELAYS AND BOOT MATERIAL. THE
TESTING INCLUDED DIFFERENT BOOT LENGTH AND PLACEMENT ON THE CONTACT ARM AND
CALIBRATION OF THE RELAY. THE ONLY TEST CONDITION WHICH ALLOWED THE BOOT TO FALL
OFF WAS GROSS MISPLACEMENT OF THE BOOT AT THE VERY TOP OF THE CONTACT ARM. THIS
1S THE FIRST IDENTIFIED PROBLEM WITH THESE BOOTS DURING THE THKEE YEARS THEY HAVE
BEEN USED AT BRUWNS FPERRY NUCLEAR PLANT (BFN). APPROXIMATELY 150) OF THESE BOOTS
HAVE BEEN USED., BFN CONSIDERS THE PERFORMANCE OF THESE BROOTS TO BE ACCEPTABLE
AND WILL CONTINUE TO USE THEM UNLESS A BETTER METHOD 15 DETERMINED, THE
MAINTENANCE ORGANIEZATION IS CONSIDERING OTHAR METHODS AS POSSIBLE IMPROVEMENTS.

| 18) BROWNS FERRY 2 DOCKET 50-260 LER 88-002
TRIP OF REACTOR PROTECTION SYSTEM BUS 24 PEEDER BREAKER INIYIAYES ENGINEERRED
CAFETY FEATURES.
EVENT UATE: 052688 REPORT DATE: 062488 NS8S: GE TYPE: AWR
OTHER UNITS INVOLVED: BROWNS FERRY ' (BWR)

BROWNS FERRY 1 (BWR)
VENDOR: GENERAL ELECTRIC CO.

(NSIC 209707) ON MAY 26, 1988, AT 125) HOURS, AND AGAIN ON MAY 27, 1928, AT 1300
HOURS, WITH ALL THREE UNITS DEFUELED, THE BREAKER FEEDING THE UNIT 2 REACTOR
PROTECTION SYSTEM (RPS) BUS 28 TRIPPAD DEENERGIZSING THE BUS, THIS INITIATED
STANDBY GAS TREATMENT, CONT®™AL ROOM EMERGENCY VENTILATION, AND A HALF SCRAM ON
UNIT 2. THE UNIT 2 REACTOR . 48 VENTILATION ISOLATED, THE REFUEBLING IONB
VENTILATION ISOLATED AND AN ISOLATION SIGNAL WAS GIVEN TO THE UNIT 2 OUTBOARD
ISOLATION VALVES ON THE REACTOR WATER CLEANUP, RESIDUAL HEAT REMOVAL, PRIMARY
CONTAINMINT VENTILATION, AND TRAVERSING INCORE PROBE. POLLOWING THE FPIRST EBVENT
THE BREAKER WAS RESET AND ALL SYSTEMS RETURNED TO NORMAL. POLLOWING THE SECOND
EVENT THE BREAKER WAS REPLACED WITH A MOLDED CASE SWITCH AS PART OF A PREVIOUSLY
APPROVED MODIFICATION. THIS REPLACEMENT COULD BE MADE SINCE CIRCUIT PROTECTION
1§ PROVIDED BY TWO CTRCUIT PROTECTORS INSTALLED EBARLIER AS PART OF THER SAME
MODIFICATION. A FAILURE EVALUATION OF THE BREAKER AND ITS ASSOCL/IEBD CIRCUITRY
COULD NO DETERMINE THE CAUSE OF THT TRIPS.

| 19, BROWNS FPERRY 2 DOCKET 50-260 LER 88-00)
RUST FOUND IN LOWER CONTAINMENT SPRAY HEADER DUE TO LEBAKING ISOLATION VALVES.
EVENT DATE: 052788 REPORT DATE: 062488 N§SS: aE TYPE: BWR

(NSIC 209708) THIS REPORT 'S BEING SUBMITTED AS AN INFORMATION ONLY LER. ON
JANUARY 15, 1988, AT 1'00 HOUKS, WATER WAS OBSERVED FLOWING FROM THE LOWEEK
CONTAINMENT SPRAY HEADER IN ANE UNIT 2 DRYWELL. AT THE TIME THE WALUER WAS
DISCOVERED THE LESIDUAL HEAT REMOVAL (RHR) SYSTEM WAS ALIGNED FOR A HYDROSTATIC
PRESSU'RE TEST. WHEN THE NEADER WAS DRAINED IT WAS NOTED THAT SOME OF THE WATER
APPEARED TO HAVE BEEN IN THE HEADER FOR QUITE SOME TIME. IT WAS THIS APPARENT



LONG-TERM PRESENCE OF WATER IN THE CONTAINMENT SPRAY HEADER THAT PROMPTED THE
INVESTIGATIONS AND INSPECTIONS THAT REVEALED TWO SPRAY NOZZILES WITH 20 PERCENT OF
THEIR SPARGER HOLES CLOGGED WITH RUST PARTICLES AND LOOSE RUST IN THE UNIT 2
LOWER CONTAINMENT SPRAY MEADER. ON MAY 27, 1988, IT WAS DETERMINED THAT THE RUST
IN THE WEADZR HAD THE POTENTIAL OF DEGRADING THE CONTAINMENT SPRAY FUNCTION OF
THE RMR SYSTEM ON UNIT 2. LEAKING ISOLATION VALVES AND THE EXTENDED OUTAGE 1S
THE CAUSE OF RUST IN THE MEADER, THE IMMEDIATE CORRECTIVE ACTION WAS TO STOP THE
PERFORMANCE OF THE MYDROSTATIC PRESSURE TEST, DEPRESSURIZE THE SYSTEM AND DRAIN
THE LOWER CONTAINMENT SPRAY HEADER., VISUAL INSPECTIONS WERE PERFOPMED ON THE
UNITS 1, 2, AND 3 COMTAINMENT SPRAY HEADERS, THESE INSPECTIONS HAVE IDENTIFIED A
170 DEGREE CIRCUMFERENCE OF THE UNIT 2 LOWER CONTAINMENT SPRAY HEADER AS THE ONLY
PROBLEM AREA.

| 20] BROWNS FERRY ) DOCKET $0-296 LER 88-016
PERSONNEL ERROR RESULTED IN A VIOLATION OF TECHNICAL SPECIFICATIONS.
T/ENT DATE: 032088 REPORT DATE: 06288¢ NSSS: G TYPE: BWR

OTHER UNITS INVOLVED: BROWNS FERRY 2 (BWR)

(NSIC 209803) ON MATCH 20, 1988, AT 2000 HOURS, WITH ALL THREE BROWNS FPERRY UNITS
DEFURLED A PERS NNEL ERROR RESULTED IN THE REQUIREMENTS OF TECHNICAL
SPECIFPICATION (TS) TABLE 3.2.K NOTE "ACTION D" NOT BEING MET. ON JUNE 1, 1988,
AT 1330 HOURS, DURTMG THE CONIZANT ENGINEER REVIEW OF SURVEILLANCE INSTRUCTION
(810 4. 8.8.'. A.' "AIRBORNE EFFLUENT RELEASE RATE" DATA PACKAGE, TWO OFF-GAS STACK
FLOW ESTIMATES WERE FOUND TO BE OUTSIDE OF THE 4-HOUR TS KEQUIREMENT. ON MARCH
20, Y988, THE STACK PLOW MONITOR WAS INOPERABLE., WITH THIS INST (UMENT INOPERABLE
THE STACK FLOW RATE ESTIMATES ARE NORMALLY RECORDED EVERY & HOURS AS REQUIRED BY
THE PLANT'S TSS., ON MARCH 20-2), 1988, STACK FLOW RATES WERE RECORDED AT 1400
HOURS, 2000 ROURS, 0200 HOURS AND 0600 WOURE. THIS GAVE AN INTERVAL OF & HOURS
FOR TWO READINGS. THIS WAS ATTRIBUTED TO PERSO.NEL ERROR BY THE ASSISTANT UNIT
OPERATORS (AUOS) RESPONSIBLE FPOR RECORDING THESE RUADINGS. THER AUOS BECAME
INVOLVED IN OTHER DUTIES AND NEGLECTED TO TAKE READINGS WITHIN & HOURS AS
REQUIRED BY THE PLANT'S TSS. THE OPERATIONS SUPERVISOR MAS COUNSELED THE
INDIVIDUALS INVOLVED.

| 31) BRUNSWICK DOCKET 50-128% LER 88-006 REV O
UPDATE ON BOLT HEAD FAILURES OF S/16-INCH X ' 1 <INCH SILICON BRONEE CARRIAGE
BOLTS IN BUS/BAR CONNECTIONS OF BLECTRICAL SWIY HBOARDS.

EVENT DATE: 021984 REPORT DATE: Oél0st K 8: Ge TYPE: BWR

OTHER UNTTS INVOLVED: BRUNSWICK 2 (BWR)

VENDOR: GENERAL ELECTRIC (0.

(NSIC 2098')) DURING A SCHEDULED UNIT | MAINTENANCE OUTAGE CONCURRENT WITH THE
UNIT 2 1988 REPUEL/MAINTENANCE OUTAGE, NUMEROUS PAILURES OF THE 5/16 INCH X ' AND
172 INCH SILICON BRONIE CARRIAGE BOLTS IN THE UNITS' 125/250 VOLT (V) DIRECT
CURKENT (DC) SWITCHBOARDS WERE IDEINTIFIED DURING SCHEDULED INSPRECTIONS., BACH
FAILURE CONSISTED OF EITHER BOTH BOLTS BROKEN (CRACKED OR SEPARATED BOLT HEAD) AT
A GIVEN BUS/BAR CONNECTION (PEW FAILURES), OR ONE OF THE TWO BOLTS BROKEN (MOST
COMMON FAILURE!. ON 2/19/88, AN ENGINEERING ASSESSMENT DETERNINED A COMMON MODE
FAILURE MECHANISM INVOLVING THE BOLTS EXISTED, WHERE STRUCTURAL INTERGRITY OF THE
SUBJRCT BUS/BAR CONNECTIONS COULD NOT BE ASSURED FOR A DESIGN SEISMIC EVENT. THE
FAILURES ARE ATTRIBUTED TO INTERGRANULAR STRESS CORROSION CRACKING. FAILED AND
ACCESSIBLE (THOSE NOT REPLACED WERE EVALUATED AND FOUND ACCEPTABLE TO NOT
REPLACE) SILICON BRONEE BOLTS WERE REPLACED WITH BOLTS MADE PROM A MILD CARBON
STEEL WHICH ARE NOT EXPECTED TO EAFERIENCE CRACKING IN THE SWITCHGEAR ENVIRONMENT
PER VENDCR RECOMMENDATION. GENERAL BLECTRIC MAS EVALUATED THE

MECHINICAL  ELECTRICAL INTEGRITY OF A ONE BOLT BUS/BAR CONNECTION AND HAS
DETERMINED THAT THIS CONNECTION 1S SATISPACTORY,



| 22) BRUNSWICK ! DOCKET 50-32% LER 88-008 REV 02
UPDATE ON FATIGUE CRACK FAILURES OF A AND C DIESEL GENERATOR BUILDING VENTILATION
SUPFLY FANS.

EVENT DATE: 030248 REPORT DATF: 072788 NSS6: GE TYPE: BWR

OTHER UNITS INVOLVED: BRUNSWICK 2 (BWR)
VENDOR: JOY MANUFACTURING CO.

(NSIC 209980) DURING UNIT ' POWER OPERATION AT 100% CONCURRENT WITH THE UNIT 2
1988 REFUBL/MAINTENANCE OUTAGE, AT 1500 HOURS ON 3/2/88, A DETERMINATION WAS MADE
THAT A GENERIC FAILURE MECHANISM EXISTED FOR THE SUPPLY FPANS OF THE UNITS' COMMON
DIESEL GENERATOR (DG) BUILDING VENTILATION SYSTEM, THE A FAN FAILED ON 12/13/87,
THE C FAN FAILED ON 3/1/88, (BOTH FAILURES DUE TO CRACKED BLADES) AND A LIQUID
PENETRANT (LP) TEST OF THE B FAN BLADES, WHICH HAD NOT FAILED, SHOWED LINEAR
INDICATIONS USUALLY REPRESENTATIVE OF CRACKS. SERVICE LIVES WERE SIMILAR IN THE
A, B, AND C FAN ROTORS. THE BUILDING D SUPPLY PAN ROTOR HAD PREVIOUSLY BEEN
REPLACED AFTER APPROXIMATELY TEN YEARS SERVICE. THE CRACKING IS ATTRIBUTED TO
MECHANICALLY STRESSING THE FPAN BLADE MATERIAL (CAST 365 ALUMINUM) DUE TO
EXCESSIVE START/STOP CYLLING OF THE FPANS. THIS RESULTED FROM INADEQUATE CONTROLS
(PROCEDURAL AND INSTRUMENTATION) FOR MAINTAINING DIESEL GENEBRATOR BUILDING
TEMPERATURE. THE A AND B FAN NOTORS WERE REPLACED AND WERE RETURNED TO SERVICE
ON 02/72/88 (A) AND 3/13/88 (B), APPROPRIATE PROCEDURE CHANGES WERE IMPLEMENTED
ON 4/21/88 TO REDUCE START/STOP CYCLING UF THE PANS ON AN INTERIM BASIS., AFTER
RLCEIPT OF A REPLACEMENT ROTOR AND HOUSING, © PAN WILL BE RETURNED TO SERVICE.
THE FANS' TEMPERATURE CONTROL LOOP WILL BE MODIFIED TO FURTHER REDUCE THE
START/STOP CYCLING.

| 23) BRUNSWICK 1 DOCKET 50-32% LER 88-01' REV O
UPDATE ON INOPERABILITY OF HIGH PRESSURE COOLANT INJECTION (MPCI) SYSTEM (R4Y)
RESULTING FROM FAILURE OF HPCI PUMP SUPPRESSION POOL SUCTION SUFPLY QUTBOARD
ISOLATION VALVE.

EVENT DATE: 0&2088 REPORT DATE: 0629%8% NESS: GB TYPE: BWR

VENDOR: LIMITORQUE CORP.

INSIC 209728) AT 0830 HOURS ON 4/20/88, PERPORMANCE OF MAINTENANCE SURVRILLANCE
TEST IMST-HPCI127M AND THE REACTOR CORE ISOLATION COOLING (RCIC) SYSTEM REVEALED
THE HIGH PRFSSURE CHOLANT INJECTION (MPCI) SYSTEM (B41) SUMP SUCTION FROM THE
SUPPRESSION POOL, E&1-FO&Y, WOULD NOT CPEN. UNIT 1 WAS AT 100%. TH& HPCI SYSTEM
WAS DECLARED INOFERABLE. THE RCIC, RESIDUAL WEAT REMOVAL/LCY PRESSURE COOLANT
INJECTION, AUTOMATIC DEPRESSURIZATION SYSTEMS, AND THE A AND B CORE SPRAY
SUBSYSTEMS WERE OPERABLE. EQ).-FOU! WOULD NOT OPEN DUER TO A PAILURE OF THE VALVE
DIRECT CURRENT (DC) POWERED MOTOR, LIMITORQUE CORP. PART NO. 150-B56-189%. THE
FAILED MOTOR WAS REPLACED AND THE VALVE WAS RETURNED TO SERVICE., THE HPCI SYSTENM
WAS RETURNED TO STANDBY READINESS AT 0857 HOURS ON 4/22/808. ANALYSIS OF TR
FAILED MOTOR AT THE CPeL TEST FACILITY CONCLUDED TNE MOST PROBABLE CAUSE OF THE
FAILURE WAS BREAKDOWN OF THE MOTOR WINDING INSULATION CAUSED BY HIGH INDUCTIVE
VOLTAGE SURGES ACROSS THE MOTOR SHUNT COIL WHICH OCCURS WHEN THE MOTOR POWER
SUPPLY CIRCUIT BREAKER IS OPENED. OTHER FAILURES OF DC-POMERED MOTORS HAVE BEEN
REFORTED IN LERS '-87-02) AND 2-87-001. BY 1-20-89, PLANT MODIFICATIONS WILL BE
IMPLEMENTED TO INSTALL SURGE PROTECTION WITHIN THE SHUNT COI' CIRCUITRY OF DC
NOTOR CONTROL CIRCUITRY ON UNITS ' AND 2.

|
|
| 2§ BRUNSWICK ! DOCKET 50-32% LER #8-01)
FAILURE OF SERVICE WATER SYSTEM NUCLEAR HEADIR SUPPLY ISOLATION VALVE SW-1'17 TO

OFPEN DUE TO OXIDATION OF THE VALVE GEARED LIMIT SWITCH EIBCTRICAL CONTACTS.

AVENT DATE: Q42488 REPORT DATE: 052388 NSSS: GE TYPE: BWR

VENDOR: LIMITORQUE CORP.

(NSIC 20941)) DURING UNIT | POWER OFERATION AT 978, IT WAS DISCOVERED AT

AFPPROXINMATELY 1800 HOURS ON 4/28 /88, IHAT THE SERVICE WATER (SW) SYSTEM NUCLEAR
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HEADER SUPPLY ISOLATION VALVE TO THE SW VITAL HEADER, SW-VI17, WOULD NOT OPEN.
THIS WAS FOUND WHILE CYCLING VARIOUS SW SYSTWJd VALVES IN ORDER TO FACILITATE THE
TEMPORARY REPAIR OF A PINHOLE LEAK ON THE SW VITAL HEADER. THE CONSEQUENCES OF
THIS EVENT WERE MINIMAL., SW.V117 WOLLD NOT OPIN AS THE RESULT OF OXIDATION
BUILDUP ON TEE NO. § ELECTRICAL CONTACTS, LIMITORQUE CORP. PART NO. J4S5)4-E, OF
THE VALVE OPENING PERMISSIVE GEARED LINIT SWITCH ROTOR NO. ', THE OXIDATION OF
THE SUBJECT SW-VI17 ELECTRICAL CONTACTS WAS REMOVED AND THE VALVE WAS
SATISFACTORILY STROKED AND RETURNED TO SERVICE WITHIN 72 HOURS OF THE BVENT.
APPROPRIATE PROCEDURE REVISIONS WILL BE IMPLEMENTED TO PROVIDE FOR PERIODIC
CLEANING OF THESE TYPE CONTACTS IN LIMIT RQUE ACTUATOR TORQUE SWITCHES. THE
SUBJECT TEMPORARY REPAIRS TO THE SW VITAL HEADF®R WERE CONMPLETED AT APPROXIMATELY
0000 HOURS ON &/25/88.

| 2%) BRUNSWICK DOCKET %0-32% LER 88-010
AUTOMATIC ISOLATION OF UNITS ' AND 2 COMMON CONTROL BUILDING HEATING,
VENTILATING, AIR CONDITIONING SYSTEM AND EMERGENCY AIR FILTRATION SYSTEM DURING
ROUTINE MAINTENANCE.

EVENT DATE: 050288 REPORT DATE: 0525688 NSSS: GB TYPE: BWR

OTHER UNITS INVOLVED: BRUNSWICK 2 (BWR)

VENDOR: WALLACE & TIERMAN, INC.

(NSIC 209408) AT 1370 HOURS ON 5/2/88, THE UNITS' | AND 2 COMMON CONTROL BUILDING
EMERGENCY AIR FILTRATION SYSTEN AND COMMON CONTROL BUILDING HWEATING, VENTILATING,
AIR CONDIVIONING SYSTEM AUTONATICALLY ISOLATED DUE TO ACTUATION OF UNIT 1
CHLORINE DETECTOR |-X-AT-2979 AT ThE UNITS' COMMON CHLORINATION SYSTEM CHMLORINE
LOADING (TANK CAR STORAGE) AREA. UNIT ' WAS OPERATING AT 1008, WHILE UNIT 2 WAS
OPERATING AT 778. THE RESPECTIVE UNIT 2 CHLORINE LETECTOR, 2-X-AT-2979, DID NOT
ACTUATE, AND THERE WAS NO EVIDENCE OF A CHLORINE LEAK. ROUTINE (WEBKLY)
FREVENTIVE MAINTENANCE (PN) OF THE CHLOR !NE DETECTORS WAS IN PROGRESS, WITH
ELECTROLYTE SOLUTION BEING ADDED TO THE -X DETECTOR RESERVOIR IN ACCORDANCE WITH
PROCEDURE OPM-DETOO!. THE SUBJECT DETECTOR ALARM SUBSEQUENTLY CLEARED AND THE
AFFECTED SYSTEMS WERE RETURNED TO THRIR NORMAL CONPIGURATION. THE SAFETY
CONSBQUENCES OF THIS EVENT WERE MINTMAL. THE CAUSE OF THIS EVENT COULD NOT BE
DETERMINED. IT IS FELT THE DEYECTOR ACTUATION MAY HAVE RESULTED FROM ADDITION OF
THE ELECTROLYTE SOLUTION, AS EXPERIENCE WITH THESE TYPE DETECTORS MAS SHOWN THERY
ARE SENSITIVE TO MINOR DISTURBANCES. NO FURTHER ACTION IS PLANNED REGARDING THIS
EVENT, AS IT IS CONSIDERED AN ISOLATED OCCURRENCE.

| 26) BRUNSWICK DOCKERT 50-32% LER 88-012
INOPERABILITY OF HIGH PRESSURE COOLANT INJECTION MPCI SYSTEM (E41) DUR TO PAILURE
OF NPCI TURBINE STEAM INLET ISOLATION VALVE, DURING OPERABILITY TESTING.

EVENT DATE: 052888 REPORT DATE: 062788 NSSS: GB TYFR: BWR

VENDOR: ANCHOW/DARLING VALVE CO.

(NSIC 209729) AT 2130 HOURS ON S5/28/88, WHILE PERPORMING THE OPERABILITY TEST OF
THE UNIT ! HIGH PRESSURE COOLANT INJECTION (HPCI) SYSTEM (RB&1), “ERIODIC TEST
(PT)-09.3, THE NPCI TURBINE STEAM SUPPLY ISOLATION VALVE, B&)-P00), WUULD NOT
OPEN. UNIT ' WAS OPERATING AT 100% POWER, THE HPCI SYSTEN WAS DELLARED
INOPERABLE., THE REACTOR CORE ISOLATION COOLING, RESIDUAL NEAT REMOVAL/LOW
PRESSURE COOLANT INJECTION, AUTOMATIU DEPRESSURIEATION SYSTENMS, AND THE A AND B
CORE SPRAY SUBSYSTEMS WERE OPERABLE. BR4)-FO0) WOULD NOT OPEN DUR TJ PAILURE Cr
THE VALVE MOTOR WINDINGS RESULTING FROM MECHZNICAL AND THERMAL BINDING OF THE
VALVE DISC WITHIN THNE VALVE BODY. JUIS WAS DUE TO INAPRQUATE DISC-TO-B0DY
CLEARANCE TOLERANCES RESULTING FRONM A FRIOR REBUILD OF THE VALVE DURING THE UNIT
1985 REFUELING/KAINTENANCE OUTAGE. THE INADEQUATE VALVE DISC-TO-BODY TOLERANCES
ARE ATTRIBUTED TO PROCEDURAL INADEQUACIES AND LACKE OF IN-DEPTH VALVE REPAIR
TRAINING OF THE PERSONNEL INVOLVED WITH THE REBUILD OF THE VALVE. THE BINDING IS
ALSO FPELT TO WAVE PLAYED A ROLE IN A PRIOR PAILURE OF THE VALVE MOTOR ON 12/31/8?
(REPORTED IN LER 1. 87.023). & WOLE WAJ DRILLED IN THE VALVE DISC TO ALLEVIATE
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(NSIC 209407) DURING A STARTUP OF UNIT 2 (7% POWER), POLLOWING THE UNIT'S 1988
REFUEL 'MAINTENANCE OUTAGE, THE REACTOR WATER CLEANUP SYSTEM (RWCU) (G3') INLET
INBOARD PRIMARY CONTAINMENT ISOLATION VALVE, GX1.P00', AUTOMATICALLY CLOSED AT
0330 MOURS ON 64/20/88. THIS WAS DUE TO A PRIMARY CONTAINMENT ISOLATION SYSTENM
(PCIs) GROUFP 3 LOGIC ISOLATION SIGNAL RESULTING FROM AN RWCU SYSTEM NIGH
DIFFERENTIAL FLOW ALARM., THE RWCU SYSTEM A FILTER DEMINERALIZER (F/D) WAS IN
SEEVICE AND STEPS WERE IN PROGRESS TO PLACE THE B F/D INTO SERVICE, TNE SAFRTY
SIGNIFICANCE OF I'MI5 EVENT WAS MINIMAL. THIS EVENT IS ATTRIBUTED TC A MUMENTARY
RWCU SYSTEM FLOW PERTURBATION RESULTING FROM PLACING THE B F/D INTO SERVICE., NO
INSTRUMENTATION O™ BQUIFMENT MALFUNCTIONS RELATED TO NPERATION OF RWCU SYSTRM OR
PCIS WORE FUOUND. PLANT PROCEDURES WILL BE REVISED TO ALERT THE CONTROL OPERATOR
TO THR POTENTIAL OF SIMILAR OCCURRENCES WHILE PLACING RWCU F/DS INTO SERVICE.
FLANT OPERATIONS PERSONNEL WILL BE BRIEFED CONCERNING THIS EVENT.

| 30 BRUNSWICK 2 DOCYPRT 50324 LER 88-013
OFERATIONS STAFF AND CONTROLLING PROCEDURES PAIL TO RECOGNIEZE MODE CHANGE
PERFORMED WHEN MODE SWITC! REPOSITIONED FOR TESTING.

EVENT DATE: 042680 REFPORT DATE: 052688 NESE: GB TYPE: BWR

(NSIC 709408) WHILE PERFORMING PRES™ARTUP TESTING ON APRIL 26, 1988, THE
REQUIREMENTS OF TECHNICAL FPECIFICATIONS (TS) WERE NOT MET IN THAT UNIT i WAS
PLACED THE OPERATIONAL CONDITIC4 2 WITHOUT MEETING THME LINITING CONDITIONS FOR
OPERATION (LCO) OF T88 3.5.3.2, 2. 6.1.1, 3. 6.7.2, AND 3,6.7.3. AT 04)% HOURS,
THE OPERATIONS STAFF PLACED THE MODE SWITCH IN THE STARTUP POSITION TO PERPORM
TESTING REQUIRED BY T8S J).1.4.7, ROD WORTH MININIZER, AND 3.1 .%.2, ROD SEQUENCE
CONTROL SYSTEM. TS ALLOW THE MOOE SWITCH TO BE PLACED IN THE STARTUP POSITION
PROVIDED THAT THE REQUIREMENTS FOR ENTRY INTO OPERATIONAL CONDITION 2 ARE MET,
WITH THE EXCEPTION BEING THE IDENTIFIED TESTING. TNE OPERATIONS STAPF AND
CONTROLLING PROCEDURES DID NOT RECOGNIZE THAT A MODE CHANGE WAS BEING PERPORMED
BY REPOSITIONING THE MODE SWITCH POR THIS TESTING. IT WAS sELIEVED THAT THR T8
FOOTNOTE ASSOCIATED WITH THIS TESTING ALLOWED THE MODE SWITCH TO BE PLACED IN THE
STARTUP POSITION FOR THR PURFPOSE OF PERFORMING THE TESTING, WITHOUT CAUSING A
MOME CHANGE. A STANDING INSTRUCTION WAS ISSUED TO PROVIDE GUIDANCE ON MODE

§ 4. U OPERATION, PROCEDURES USED TO PERFORM THIS TESTING AND TO CONTROL THE
UNL 7 SUARTUP ARE BREING REVIEWED AND WILL FE REVISED AS REQUIRED TO ENSURE
ACCUL. Y AND REGULATORY COMPLIANCE.

| 3) BYRON 2 DOCKET 50-45% LER 87-019 REV 0!
UFDATE ON REACTOR TRIP FROM H1-2 STEAM GENERATOR LEVEL AND SUBSEQUENT LOSS (¥
OFFSITE POWER AS A RESULT OF PERSONNEL ERROR.

EVENT DATE: ‘00287 REPORT DATE: 081788 NSSS: we TYPE: PWR

OTHER UNITS INVOLVED: BYRON ' (PWR)

(NSIC 209581) ON OCTOBER 1, 987, AT 0846, UNIT 2 WAS RETURNING TO SERVICK. WHEN
UNIT 2 WAE SYNCHRONIZED TO THE GRID, THE STEAM GENERATOR (SG) LEVELS INCREASED
AND CAUSED A WI-2 §5/G LEVL. TRIP. THE HI1.2 SG LEVEL WAS REACHED ON $¢ IC DUR TO
EXCESSIVE "LEAK BY" OF THE 2PWS)0 VALVE. THE NIGH §/G LEVEL CAUSED A TURBINE
TRIFP AND A SUBSEQUENT REACTOR TRIP BECAUSE REACTOR PUWER WAS AROVE 10%. AN
EQUIPMENT OFERATOR (BO) WAS INSTRUCTED TO REALIGN THE SWITCHYARD LiNG BUS APTER
THE TRIF. THE BO CPENED THE SYSTEM AUX TRANSPORMER DISCONNEBCTS iNSTEAD OF THE
MAIN POWER TRANSFORMER DISCONNECTS. THE SAPETY RELATED 4KV BUSES WERE
DEENERGIZED TAUSING THE EMERGENCY DIESEL GENERATORS TO START, REENERGIZE THE
BUSES, AND SEQUENCE THE SAFE SHUTDOWN LOADS. THE ROOT CAUSE OF THE LOSS OF
OFFSITE POWER WAS DUE TO PERSONNEL ERROR. THE BO OPENED THE WRONG DISCONNECT.
THE CORRETIVE AUTIONS ARE AS POLLOWS: DISCIPLINARY ACTION WAS TAKEN WITH THE B0
ADMINISTRATIVE PROCEDURES WERE REVISED TO ENSURE THAT NO SWITCHYARD OPERAT*ONS
ARE PERFORNED WITHOUT A SECOND INDIVIDUAL PRESENT; JERMANENT, DESCRIPTIVE LABELS
HAVE BEEN PLACED ON NPT & SAT SWITCHYARD DISCONNECTS; A WALKE THRUUGH OF PHL
SWITCHYARD WITH DIVISION SUPERINTENDENT OF POWER SUPPLY TO DEMONSTRATE PROPER
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PROCEDURZ, A JUMPER WAS INSTALLED IN THE ELECTRO-HYDRAULIC CONTROLS CABINET TO
ALLOW RESETTING THE TURBINE TEST CIRCUIT AND COMPLFTING THE TEST. THE CLIP OF
THE JUMPER SLIPPED LOOSE, SHORTING THE CIRCUIT TO GROUND, CAUSING THE
TURBINE/REACTOR TRIP., BY DESIGN, A FEEDWATER ISOLATION AND AUXILIARY FEEDWATER
ACTUATION OCCURRED FILLOWING THE RPS REACTOR TRIP. FOLLOWING THE TRIP, LICENSED
OPERATORS IMPLEMENTED THE CORRECT EMERGENCY PROCEDURES. REACTOR COOLANT SYSTEM
(PCE) TEMPERATURE CONTINUED TO DECREASE DUE TO EXCESSIVE STEAM LOADS. THE
OPER.\IOCRS WERE NCOT CONTINUOUSLY COGNIZANT OF THE DECREASING RCS TEMPERATURE. AT
0522, STEAM PRESSURE DECREASED TO 615 PSIG AND A SAFETY INJECTION (SI) AND MAIN
STEAM LINE ISOLATION (MSLI) WAS ACTUATED. AN UNUSUAL EVENT WAS DECLARED AT 0532.
THE OPERATORS RECOVERED VIA PLANT PROCEDURES AND THE UNUSUAL EVENT Wh.

TERMINATED AT 064%. A BYPASS SWITCH WAJ INSTALLFD TO PRECLUDE FUTURE JUMPER USE.
OPERATION'S PERSONNEL WERE REMINDED THAT CONSTANT ATTENTION TO RCS TEMPERATURE IS
IMPERATIVE, AS INTERIM GUIDANCE, A NIGHT ORDER WAS ISSUED DIRECTING OPERATORS TO
SHUT MSLI VALVES IN THE EVENT RCS TEMPERATURE FALLS BELOW S530F.

[ 35) CALLAWAY 1 DOCKET 50-483 LER 88-00.
MANU'’L REACTOR TRIP DUE TO FAILURE OF THE 'C' MAIN FEEUWATER REGULATING VALVE.
EVENT DATE: 042'88 REPORT DATE: 052388 NSSS: WE TYPE: PWR

VENDOR: COPES-VULCAN, INC.

(NSIC 209444) ON 4/21/88 AT 0217 CDT, A MANUAL REACTOR TRIP WAS INITIATED
IMMEDIATELY FOLLOWING THE FAILURE OF THE 'C' MAIN FEEDWATER REGULATING VALVE
(FRV), AE-FE-530. THE MANUAL REACTOR TRIP WAS FOLLOWED BY A FEEDWATER ISOLATION
AND AN AUXILIARY FEEDWATER ACTUATION BY DESIGN. AT THE TIME OF THE EVENT THE
PLANT WAS IN MODE 1, POWER OPERATIONS AT 94% POWER AND A REACTOR COOLANT SYSTEK
TEMPERATURE OF 587 DEGREES F AND . AESSURE OF 2234 PSIG. THE "C" MAIN FRV FAILED
DUE TO MATE"NIAL FATIGUE OF THE ROLL PIN WHICH SECURES THE VALVE PLUG TO TiLE VALVE
STEM., THE PLUG UNTHREADED AND DROPPEDL FROM THE STEM BLOCKING FEEDWATER FPLOW
THROUGH THE VALVE. THE ROLL PIN IN THE 'C' FRV WAS REPLACED WITH A SOLID TIN OF
GREATER STRENGTH TACK WELDED IN POSITICN. AODITIONALLY, THE QOLL PINS IN THE
THREE REMAINING FRV'S AND IN THE FOUR FEEDWATER BYPASS VALVES WERF REFLACED WITH
SOLID PINS. THE MANUAL REACTO" TRIP AND ENGINEERED SAFETY FEATUNES PYRFORAED AS
REQUIRED. THERE WEQE MO ADVERSE EFFECTS ON THE PUBLIC HEALTH AND SAFETY.

[ 36) CALLAWAY 1 D( CKET 50-483 LER 88-007
REACTOR TRIP ON LOW STEAM GENERATOR LEVEL DUE ' ) ACTUATION OF THROTTLE PRESSURE
LIMITER AND FEEDWATER ISOLATION DUE TO OPERATOR RESETTING TRIP BREAKERS,

EVENT DATE: 050288 REPORT DATE: 060188 NSSS5: WE TYPE: PWR

(NSIC 209497) ON 5/2/88 AT 1536 CDT, AN AUTOMATIC REACTUGR TRIP OCCURRED ON 'B'
STEAM GENERATOR (S5/G) LOW LEVEL. THE MAIN TURBINE THROTTLF PRESSURE LIMITER
(TPL) SPURIOUSLY *ITUATED, CAUSING THE MAIN TURBINE CONTROL VALVES TO CLOSE. THE
LOSS OF STEAM DEMAND CAUSED THE §/G TO SHRINK TO THE LOW LEVEL REACTOR TRIP
SETPOINT. A FEEDWATER ISOLATION (FWIS) AND AUXILIARY FEEDWATER ISOLATION WERE
RECEIVED BY DESIGN, THE LICENSED OPERATORS RECOVERED FROM THE TRIP VIA PLANT
PROCEDURES, FOR THIS EVENT, THE PLANT WAS IN MODE 1, POWER OPERATIONS AT 99%
REACTOR POWER., REACTOR COCLANT SYSTEM (RCS) TEMPERATURE WAS 588 DEGREES F AND
RCS PRESSURE WAS 2215 PSIG. DURING RESTORATION FROM THE TRIP, THE FWIS WAS RESET
FER PROCEDURE. AT 17136, WITH THE PLANT IN MODE 3, HOT STANDBY, A LICENSED
OPERATOR RE-OPENED THE REACTJUR TRIP BREAKERS AND RECEIVED A PWIS. THE OPERATOR
FAILED TO RECOGNIZE THAT RE-OPENING THE REACTOR TRIF BREAKERS AFPTER RESETTING THE
FWIS WOJULD RESULT IN A REINITIATION OF THE FWIS, I'HE TPL WAS EYPASSED VIA A
TEMPORARY MODIFICATION. PERMANENT ELIMINATION OF THE TPL CIRCUIT 1S UNDER
“VALUATION. PROGRESSIVE LISCIPLINE WAS INITIATED WITH THE _ICENSED OPERATOR
INVOLVED. THIS EVENT WAS DISCUSSED WITH SHIFT SUPERVISORS, AND TRAINING FOR THE
LICENSED OPERATORS WILL BE CONDUCTED ON THIS EVENT DURING THE NEXT
REQUALIFICATION CYCLE.



[ 37) CALVERT CLIFFS 1 DOCKET 50-317 LER 88-003
INCORRECT STEAM GENERATOR TUBE PLUGGED DUE TO PERSONNEL ERROR.
EVENT DATE: 120986 REPORT DATE: 052288 N§sS: CE TYPE: PWR

(NSIC 2098064) DURING EDDY-CURRENT TESTING OF CALVERT C.IFFS STEAM GENERATOR NO.
12 ON 4/23/88, A PLUG WAS FOUND IN THE OUTLET TUBE SHEET IN A TUBE ADJACENT TO
THE TUSE WHICH SHOULD HAVE BEEN PLUGGED. COMBUSTION ENGINEERING (CE) HAD
INSTALLED THE PLUG ON 12/9/86. THE CAUSE ¥WAS PERSONNEL ERROR. COUNTRIBUTING
FACTORS WERE AN INOPERABLE TUBE POSITION INDICATING SYLTEM ON THE ROBOTIC ARM
BEING USED AND POOR VIDID MONITORING CLARITY. CALVERT CLIFFS PERSONNEL, ASSISTED
BY A DIFFERENT CONTRACTOR, ARE BEING USED NOW AND WERE USED PRIOR TO USING CE,
WITH NO INCIDENTS OF THIS NATURE. USE OF CE IN THE FUTURE WILL DEPEND ON THEIR
RESPONSE TO THIS EVENT. THE OUTLET END OF THE DEFECTIVE TUBE HAS BEEN PLUGGED.
THE INCORRECTLY PLUGGED TUBE HAS BEEN TESTED AND EVALUATED AS GOOD.

| 38) CALVERT CLIFFS 2 DOCKET 50-318 LER 88-004
LOW STEAM GENERAOR WATER LEVEL REACTOR TRIP CUE TO #21 STEAM GENERATOR FEED PUMP
TRIP.
EVENT DATE: 042788 REPORT DAJE: 052088 NSSS: CE TYPE: PWR
VENDOR: INDIKON
ROCHESTER INSTRUMENT SYSTEMS, INC,.

(NSIC 209405) AT On'8, APRIL 27, 1988, CALVERT CLIFFS UNIT 2 TRIPPED ON LOW STEAM
GENERATOR WATER LEVEL AFTER 021 STEAM GENERATOR FEED PUMP TRIPPED FOR NO APPARENT
REASON. SUBSEQUENT TESTING AND INVESTIGATION HAS YIELDED NO PRIOR SYMPTOMS OR
ROOT CAUSE FOR THE PUMP TRIP. IN ADDITION TO THE PERMANENT MONITORING EQUIPMENT,
TEMPORARY MONITORING EQUIPMENT HAS BEEN INSTALLED ON THE TRIP CIRCUITRY
ASSOCIATED WITH VARIOUS STEAM GENERATOR FEED PUMP TURBINE TRIPS. THE #2)
ATMOSPHERIC DUMP VALVE WAS AUTOMATICALLY CONTROLLING REACTOR COOLANT SYSTEM
TEMPERATURE IMPROPERLY. A CONTROL SIGNAL OF I'WCORRECT MAGNITUDE FROM THE REACTOR
REGULATING SYSTEM WAS FPOUND. THE CONTROL SIGNAL WAS READJUSTED. CORRECTIVE
ACTION: 1. THE TEMPORARY ADDITIONAL MONITORING OF THE TRIP CIRCUIT POR #21 STEAM
GENERATOR PEED PUMP WILL BE CONTINUED IN AN EFPFORT TO DETERMINE THE ROOT CAUSE OF
THIS EVENT. SPECIFIC COPN.ECTIVE ACTIONS TO PREVENT RECURRENCE CAN NOT BE
DELINEATED UNTIL THE RO v CAUSE IS DETERMINED 2. AN EVALUATION OF REPLACEMENTS
FOR THE CURRENTLY INSTALLED TURBINE THRUST BEARING WEAR MONITOR IS IN PROGRESS.

[ 39] CATAWBA ! DOCKET 50-413 LER 88-003 REV 01
UPDATE ON WIDE RANGE TEMPERATURE MONITORING INSTRUMENTATION TECHNICALLY
INOPERABLE DURING CERTAIN ACCIDENT CONDITIONS DUE TO INSTALLATION AND DESIGN
DEFICIENCIES.

EVENT DATE: 011688 REPORT DATE: 062288 NSSS: WE TYPE: PWR

OTHER UNITS INVOLVED: CATAWBA 2 (PWR)

(NS.C 209663) ON 1/15/88 AT 1030 HRS, WITH UNIT 2 IN MODE 6, REPUELING, 6 OF THE
® UNIT 2 REACTOR COOLANT (NC) SYSTEM WIDE RANGE (W/R) HOT AND COLD LEG RESISTANCE
TEMPERATURE DETECTOR (RTD) CABLES WERE DISCOVERED TO HAVE BEEN IMPROPERLY
INSTALLED. THE RTD CABLE® WERE ORIGINALLY SUPPLIED BY WESTINGHOUSE WITH A SEALED
STAINLESS STEEL BELLOWS HOSE TC MAINTAIN ENVIRONMENTAL QUALIIICATION. THE
AFFECTED UNIT 2 RTD CABLES A.'D BELLOWS HOSES NAD BEEN CUT DURING INITIAL

INSTALLAT® . AS A RESULT, THE RTD'S ENVIRONMENTAL QUALIFICATION WAS

INVALID, SINCE THE CORRELPONDING UNIT ' RTD'S WERE SUSPECTED TO BE SIMILARLY
INSTALLL ¥Y WERE DECLARED INOPERABLE AT 1400 HOURS, AND UNIT 1! SHUTDOWN WAS
COMMENCE. HOURS., UNIT ' ENTERED MONE 3, HOT STANDBY, AT 0541 HOURS, AND
MODE &, ¢ i, AT 2230 HOURS, ON JANUARY 16, 1988. SUBSEQUENTLY, THE

CORRESFUN. Au .wls 1 W/R HOT AND COLD LEG RTD CABLES WERE ALSO FOUND TO BE

IMPROPERLY INSTALLED. UNIT 1 WAS IN MODE ', POWER OPERATION, AT 1008 POWER AT
THE TIM® OF DISCOVERY. BUTH UNITS HAVE OPERATED IN ALL MODES WITH THE AFFECTED
RTD'S TECHNICALLY INOPERABLE. THIS INCIDENT IS ATTRIBUTED TO AN INSTALLATION
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DEFICIENCY PRIOR TO STARTUP OF EACH UNIT DUE TO A MISINTERPRETATION OF NOTES ON
THE CONNECTION DIAGRAMS. A DPESIGN DEPICIENCY CONTRIBUTED TO THIS EVENT BECAUSE
SEALED JUNCTION BOXES SHOULD HAVE BEEN SPECIFIED.

[ 40 CATAWEBA 1 DOCYET 50-813 LER 88-019
INOPERABILITY OF DIESEL GENERATORS DUE TO A MANUFACTURER'S DESIGN DEFICIENCY.
EVENT DATE: 042588 REPORT DATE: 061388 NSSS: WE TYPE: PWR

OTHER UNITS INVOLVED: CATAWBA 2 (PWR)
VENDOR: CALCON
DELAVAL ENGINES & COMPRESSION DIV.

(NSIC 209762) ON 4/25/88, A VALID PAILURE OF UNIT ! DIESEL GENERATOR 1A OCCURRED
DUE TO A FAULTY LOW LOW LUBE OIL PRESSURE TRIP (P-3) SENSOR. TESTING OF THE PART
SHOWED THE CALIBRATION TO HAVE DRIFTED § LNIFICANTLY SINCE INSTALLATION ON THE
ENGINE 5 DAYS EARLIER. THE FAILED P-3 WAS REPLACED AND THE D/G WAS RETURNED TO
OPERABILITY FOLLOWING SUBSEQUENT TEST RUNS AND A VALID START. ON 4/29/88, THE
D/G MANUFACTURER (IMO DELAVAL INC.) ISSUED A V\0CFR2! REPORT INFORMING THE NRC
AND THE APPROPRIATE UTILITIES OF THE POTENTIA! DEFECTS IN COMPONENTS MANUFACTURED
BY CALIFORNIA CONTROLS (CALCON), DUE TO REPORTED PAILUPES. DURING SUBSEQUENT
INSPECTION OF IDENTICAL PRESSURE SENSORS ON OTHER CATAWBA D/GS, ANOTHER FAULTY
SENSOR WAS FOUND AND REPLACED AND TWO NEW SENSORS REMOVED FROM STOCK WERE
DETERMINED TO CONTAIN PLAWS. ON 5/5/88, ANOTHER VALID FAILURE OF D/G 1A OCCURRED
DURING A STAFT ATTEMPT ODUE TO P-3 CALTBRATION DRIFT. THE D/G WAS RETURNED TO
OPERABILITY ON 5/8/88, POLLOWING REPLACEMENT OF P-) FROM A BATCH DELIVERED BY A
CALCON REPRESENTATIVE AND A MODIFICATION TO NORMALLY SUPPLY THE D/G PNEUMATIC
CONTROL SYSTEM WITH NITROGEN INSTEAD OF AIR. THE UNIT WAS IN MODE 1, POWER
OPERATION, AT 00% POWER, WHKEN THE VALID FAILURES OF D/G YA OCCURRED. THIS
INCIDENT HAS BEEN ATTRISBUTED TO A DESIGN, MANUFACTURING, CONSTRUCTION/
INSTALLATION DEFICIENCY. ALL CATAWBA AFPFECTED PRESSURE SENSORS WERE REPLACED
BETWEZL. 5/1 AND 5/16/88.

| §1) CATAWERA ! DOCKET 50-4113 LER 88-020
TECH SPEC YIOLATION INVOLVING PRESSURIZER PORV'S AND ASSOCIATEDN BLOCK VALVES
POSITION INDICATION DUE TO A MANAGEMENT DEFICIENCY.

EVENT DATE: 052088 REPORT DATE: 061788 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: CATAWBA 2 (PWR)

(NSIC 209664) ON MAY 20, 1988, AT 1050 HOURS, UNIT ! AND UNIT 2 ENTERED A 7 DAY
ACTION STATEMENT DUE TO POWER OPERATED RELIEF VALVES (PORVS) AND PORV BLOCK
VALVES POSITION INDICATION. TECHNICAL SPECIFICATION 3.3.3.6 REQUIRES TWO
INDEPENDENT POSITION INDICATION CHANNELS PER VALVE TO BE OPERABLE. THE CATAWBA
PORVS AND ASSOCIATED BLOCK VALVES HAD ONLY ONE POSITION INDICATIUN _HANNEL PER
VALVE AS REQUIRED BY REGULATORY GUIDE 1.97, REVISION 2. U4IT 1 EXITED THE 7 DAY
ACTION STATEMENT ON MAY 26, 1988, AT 1704 HOURS, AFTER INSTALLING A TEMPORARY
STATION MODIFICATION (TSM) WHIC'. PROVIDED A SECOND POSITION INDICATION CHANNEL.
UNIT 2 WAS GRANTED A WAIVER OF COMPLIANCE ON MAY 27, 1988, TO ALLOW AN EXPEDIENT
RETURN TO POWER WHILE AN EMERGENCY TECHNICAL SPECIPICATION CHANGE WAS BEING
PROCESSED. THE EMERGENCY TECHNICAL SPECIFICATION CHANGE ALLOWED ONLY ONE CHANNEL
OF POSITION INDICATION PER VALVE FOR THE UNIT 2 PORV BLOCK VALVES. UNIT 1 AND
UNIT 2 WERE IN MODE 1, POWER OPERATION, WHEN THE ACTION STATEMENT WAS ENTERED.
THIS INCIOENT HAS BEEN ATTRIBUTED TO A MANAGEMENT DEFICIENCY. DURING THE REVIEW
OF STANDARD TECHNICAL SPECIFICATIONS TO ENSURE THAT THE DESIGN FOR PORV AND PORV
BLOCK VALVE POSITION INDICATION CONCURRED WITH CATAWBA TECHNICAL SPECIFPICATIONS,
AN OVERSIGHT WAS .. PPARENTLY MADE. EITHER THE DESIGN SHOULD HAVE BEEN AMENLCED, OR
A TECHNICAL SPRCIFPICATION CHANGE PROCESSED,
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[ 42) CATAWBA 2 DOCKET 50-414 LER 88-014
AUXILIARY FEEDWATER AUTO START FOLLOWED BY AUXILIARY FEEDWATER SUCTION SWAP TO
THE NUCLEAR SERVICE WATER SYSTEM DUE TO DELAMINATED COATING MATERIALS PLUGGING
CONDENSER TUBES.

EVENT DATE: 031788 REPORT 'ATE: 041588 NESS: WE TYPE: PWR

(NSIC 209024) ON MARCH 17, 1988, AT 154':17 HOURS, MAIN PEEDWATER PUMP TURBINPR
(CFPT) ZR TRIPPED AUTOMATICALLY ON LOW CONDENSER VACUUM. SINCE THE OTHER CF#T
WAS NOT IN SERVICE AT THE TIME, AN AUXILIARY FEEDWATER (CA) AUTOSTART SIGNAL WAS
GENERATED ON LOSS COF BOTH CFPTS. MOTOR DRIVEN CA PUMP 2A SUCTION UNEXPECTEDLY
SWAPPED TO THE NUCLEAR SERVICE WATER (RN) SYSTEM AT 1541:24 HOURS, DUE TO A
SUSTAINED LOW SUCTION PRESSURE CONDITION. THE UNIT WAS IN MODE 3, HOT STANDBY, AT
THE TIME OF THIS INCINENT. THIS INCIDENT HAS BEEN ATTRIBUTED TO DELAMINATED
CONDENSER CIRCULATING WATER (RC) SYSTEM INTERIOR PIPE COATING MATELIAL
RESTRICTING RC FLOY THROUGH THE CONDENSER WHICYH CAUSED THE DPOP IN VACUUM. AT
THE TIME OF THIS INCIDENT, PERFORMANCE AND OPERATIONS PERSONNEL WERE TESTING THE
CA SYSTEM., THE CA COKDENSATE STORAGE TANK (CACST) WAS ISOLATED FROM THE CA PUMP
SUCTION LINES FOR TESTING. THIS ALIGNMENT COMBINED WITH THE FACT THAT CA PUMP 2A
STARTED ABOUT ONE SECOND BEFORE CA PUMP 2B CAUSED THE LOW SUCTION PRESSURE
CONDITION TO BE SUSTAINED JUST LONG ENOUGH TO INITIATE THE SUCTION SWAD? POR TRAIN
A. IN THE FUTURE, THE CA SYSTEM WILL BE MAINTAINED IN STANDBY READINESS WITH THE
CACST ALIGNED TO THE SUCTION LINES UN™IL OTHER OPTIONS CAN BE EVALUATED AND ARE
ACCEPTED BY THE NRC.

| 83} CATAWBA 2 DOCKET 50-414 LER 88-017
FEEDWATER ISOLATION DURING UNIT SHUTDOWN DUE TO A PERSONNEL ERROR.
EVENT DATE: 042488 “4PORT DATE: 052488 NSSS: WE TYPE: PWR

(NSIC 209489) ON APRIL 24, 1988, AT 1322:13 HOURS, A MAIN FEEDWATER (CP)
ISOLATION OCCURRED DUE TO A HI-AI LEVEL TURBINE TRIP (P-14) SIGNAL FROM STEAM
GENERATOR (8/G) 2B. THE P-'4 SIGNAL WAS GENERATED WHEN §/G NARROW RANGE LEVELS
INCREASED IN RESPONSE TO OPERATIONS PERSONNEL ACTIONS TO AVOID A LOW-LOW §/G
LEVEL REACTOR TRIP. THE LOW-LOW LEVEL SETPOINT WAS IMMINENT IN ALL POUR 8/GS DUE
TO DECREAS (G REACTOR COOLANT (NC) SYSTEM TEMPERATURE., THIS DOWNWARD NC
TEMPERATURE TRANSIENT WAS CAUSED BY MANUAL CONTROL ROD INSERTIONS WHICH WERE TO0O
FAST FOR A STABLE S/G LEVEL RESPONSE. THE UNIT WAS IN MODE 2, STARTUP, AT THE
TIME OF THIS INCIDENT, AND WAS IN THE PROCESS OF BEING SHUT DOWN IN ORDER TO
INVESTIGATE AND REPAIR A MAIN TURBINE GENERATOR EXCYTER GROUND INDICATIOM., THIS
INCIDENT I§ ATTRIBUTED TO A PERSONNEL ERROR., THE CONTRO'. ROOM OPERATOR DID NOT
ADEQUATELY INTERPRET PLANT RESPONSE BEFORE CONTINUING CONTROL ROD INSERTIONS.
THIS INCIDENT HAS BEEN REVIEWED WITH THE INDIVIDUALS INVOLVED. THE HEALTH AND
SAFETY OF THE PUBLIC WERE UNAFFECTED BY THIS EVENT.

[ 44 CATAWBA 2 DOCKET 50-414 LER 88-018
FEEDWATER ISOLATION WHILE CYCLING STEAM GENERATOR POWER UPERATED RELIEF VALVE DUE
TO UNKNOWN CAUSE.

EVENT DAYE: 042788 REPORT DATE: 052788 NSSS: WE TYPE: PWR

(NSIC <£095862) ON APRIL 27, 1988, AT 1625 HOURS, AN UNEXPECTED STEAM GENERATOR
(8/G) 2C HI HI LEVEL TURBINE TRIP SIGNAL OCCURRED WHILE CYCLING THE S$/G 2C POWER
OPERATED KELIEF VALVE (PORV). THE NI HI LEVEL SIGNAL OCCURRED IMMEDIATELY WHEN
THE CONTROL ROOM OPERATOR BEGAN OPENING THE PORV POR S/G 2C. A FPEEDWATER
ISOLATION WAS INITIATED UPON RECEIPT OF 2 OUT OF 4 CHANNELS INDICATING HI HI
LEVEL. PLANT RESPONSE WAJ MINIMAL AS THE UNIT WAS IN MODE 5, COLD SHUTDOWN, AT
THE TIME. CONTROL ROOM OPERATORS SUBSEQUENTLY REALIGNED AFPFECTED VALVES AND
RESET THE FEEDWATER ISOLATION. THIS INVESTIGATION REVEALED NO REASON FOR THE
SPURIOUS MI NI LEVEL SIGNAL FOR §/G . . PREVIOUS INCIDENTS HAVE IDENTIF.ED
INSTABILITY OF 5/G NARROW RANGE LEVEL INDICATION IN MOUE &, HOT SHUTDOWN, AND
MODE 5, COLD SHUTDOWN AS THE PROBABLE CAUSF, WHEN RAPID $/G PRESSURE CHANGES HAVE



OCCURRED AS A RESULT OF VALVE MOTION. THE HEALTH AND SAFETY OF THE PUBLIC WERE
UNAFFECTED BY THIS EVENT.

[ 45) CATAWBA 2 DOCKET S50-414 LER 88-015
REACTOR TRIP DUE 70 OPERATOR AID COMPUTER TRAINING AND SOFTWARE DEFICIENCIES.
EVENT DATE: 052788 REZPORT DATE: 062785 NS58: WE TYPE: #WR

(NSIC 209840) ON 5/27/88, AT 1403:21 HRS, AN UNDERVOLTAGE CONDITION OCCURRED ON
THE 240/120 VAC AUXILIARY CONTROL FOWER SYSTEM DISTRILUTION PANEL 2KXPB. THIS
UNDERVOLTAGE CONDITION OCCURAED WHILE CYCLYNG THE ALTERNATE SOURCE TO KXPB
BREAKER IN AN ATTEMPT TO CLEAR AN INDICATED ALTERNATE SOURCE UNDERVOLTAGE. THE
INDICATED UNDERVOLTAGE CONDITION WAS NOTICED WHILE ISOLATING THE 2KXPB INVERTER
FOR CORRECTIVE MAINTENANCE. THE PANEL'S POWER SUPPLY HAD PREVIOUSLY BEEN SWAPPED
TO THE ALTERNATE SOJRCE TO KXPB SUPPLY FROM REGULATED AC POWER SOURCE, 2RDB.
UPON NOTICING THE LOW ALTERNATE SOURCE VOLTAGE INDICATION ON THE MANUAL BYPASS
SWITCH, 2KXMB, THZ INVOLVED NUCLEAR OPERATIONS SPECIALIST (NOS) REQUESTED
ASGISTANCE FROM CONTROL ROOM PERSONNEL. A CONTROL ROOM OPERATOR (CRO) UTILILED
THE UPERATOR AID COMPUTER (OAC) GRAPHICS TO VERIFY THAT A LOW VOLTAGE WAS
INDICATED. THE CRO RECOMMENDED THAT THE NOS CYCLE THE ALTERNATE SOURCE TO KXPB
BREAKER TO CLEAR THE UNDERVOLTAGE CONDITION. CYCLING THE BREAKER CAUSED AN
APPROXIMATE 5 SECOND LOSS OF POWER TO THE LOADS SUPPLIED BY THE KXPB DISTRIBUTION
PANEL, ONE OF WHICH WAS THE CONTROL POWER TO MAIN FEEDWATER PUMP TURBINE (CPPT)
2B. THIS RESULTED IN A DECREASE IN CFPT 2B SPEED, LOW STEAM GENERATOR LEVELS,
AND A SUBSEQUENT AUTOMATIC REACTOR TRIP. THE UNIT WAS AT 1008 POWER AT THE TIME
OF THIS INCIDENT. THIS INCIDENT HAS BEEN ATTRIBUTED TO A MANAGEMENT DEFICIENCY,
DUE TO A LACK OF TRAINING.

[ 46) CATAWBA 2 DOCKET 50-414 LEx 88-020
MANUAL REACTOR TRIP DURING UNIT FAST RECOVERY CAUSED BY LOSS OF AUTOMATIC
FEEDWATER CONTROL TO STEAM GENERATOR 2C DUE TO APPARENT CONTROL MALFUNCTION.
EVENT DATE: 052888 REPORT DATE: 062788 NSSS: WE TYPE: PWR
VENDOR: MOORE PRODUCTS COMPANY

WESTINGHOUSE ELECTRIC CORP.

(NSIC 209847) ON MAY 28, 1988, AT 2355 HOURS, A MANUAL REACTOR TRIP WAS INITIATED
BY CONTROL KOOM PERSONNEL TO PREVENT AN AUTOMATIC CHALLENGE OF THE REACTOR
PROTECTION SYSTEM ON STEAM GENERATOR (8/G) 2C LOW-LOW LEVEL. OPERATIONS
PERSONNEL WERE PERFORMING THE UNIT FAST RECOVERY PROCEDURE FOLLOWING A MAY 27,
1988, TRIP AND WERE IN THE PROCESS OF UNISOLATING THE MAIN FEEDWATER (CP) CONTROL
VALVES. THE CONTROL ROOM OPERATOR HAD JJST OPENED THE CF CONTROL VALVE OUTLET
ISOLATION VALVES AND WAS IN THE PROTESS OF OPENING THE INLET ISOLATION VALVES
WHEN §/G 2C “ARROW RANGE LEVEL BEG,sd TO RAPIDLY DECREASE. SUBSEQUENT EFFOR’S BY
CONTROL RONM PERSONMNEL DID NOT STOP THE LEVEL DECREASE IN §/G 2C, AND THE REACTOR
WAS SUBSEQUENTLY TRIPPED. THE REACTOR TRIP IN CONJUNCTION WITH LOW-TAVG RESULTED
IN A FEEDWATER ISOLATION, AND TH. SUBSEQUENT LOW-LOW LEVEL SIGNAL POR 8/G 2C
RESULTED IN AN AUXILIARY FEEDWATER ACTUATION, THE UNIT WAS IN MODE 1, POWER
OPERATION, AT APPROXIMATELY 15% POWER AT THE TIME OF THIS INCIDENT. THIS
INCIDENT IS CLASSIFIED AS EVENT CAUSE CODE X, OTHER. IT i§ SPECULATED THAT DEBRIS
IN THE SUPPLY AIR MAY HAVE PREVENTED THE ELECTRIC TO PNEUMATIC (B/P) CONVERTER
FOR 2CPUB, THE §/G 2C CF BYPASS CONTROL VALVE, FROM OPERATING PROPERLY. THIS
INCIDENT I8 ALSO CLASSIFIED A CONTRIBUTING EVENT CAUSE CODE X, OTHER.

[ 47) CLINTON 1 DOCKET 50-46) LER 88-015
INCORRECT COMMAND DURING CHANNEL FUNCTIONAL TEST LEAVES PLUSH VALVE PARTIALLY
OPEN AND RESULTS IN INOPERABLE OFF GAS PRETREATMENT RADIOACTIVITY MONITOR AND
INVALID HYDROGEN SAMPLES.

EVENT NDATE: 041988 REPORT DATE: 060882 NESS: GB TYPE: BWR
VENDOR: EBERLINE INSTRUMENT CORP.
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(NSIC 209669) ON 5/9/88, WITH THE PLANT IN MODE 1 (POWER OPERATION), A
MOTOR-OPER..TED FLUSH VALVE ON THE OFF GAS (0OG) PRETREATMENT PROCESS RADIATION
MONITOR (PRM) WAS DISCOVERED TO BE PARTIALLY OPEN. THE PARTIALLY OPEN VALVE
CAUSED THE PRM TO MONITOR INSTRUMENT AIR INSTRAD OF CONDENSER EFFLUENT GAS, AND
AS A RESULT, THE PRM BECAME INOPERABLE. IMMED ATE CORRECTIVE ACTIONS INCLUDED
CLOSING THE FLUSH VALVE, CHECKING THE PRM FOR PROPEhR RESPONSE, AND DECLARING THE
MONITOR OPERABLE. THE CAUSE OF THIS EVENT WAS ATTRIBUTED 70 UTILITY CUGJTROL AND
INSTRUMENTATION (C&I) TECHMICIAN ERRUR. ON 4/7, DURING A CHANNEL FUNCTIONAL TEST
(CPT), THE C&éI TECHNICIAN APPARENTLY GAVE A DOUBLE COMMAND TO THE PLUSH VALVE.
THIS COMMAND CAUSED THE VALVE TO REMAIN PARTIALLY OPEN. THE OG HYDROGEN MONITORS
ALSO BECAME INOPERABLE AND, AS A RESUIT OF THE PARTIALLY OPEN FLUSH VALVE,
HYDROGEN GRAB SAMPLES THAT WEKSE CBTAINED AT A SAMPLE STATION ON THE PRM, WERE
ALSO INSTRUMENT AIR INSTEAD OF CONDENSER EFFLUENT. CORRECTIVE ACTIONS INCLUDE
PERSONNEL TRAINING ON THE EVENT, REVISION OF THE CFT PROCEDURE TO ADD CLEARER
PRL 'AUTIONARY GUIDANCE AND TO ADD A PMOCEVURAL REQUIREMENT TO VISUALLY VERIFY
VALVE POSITION, REVIEW OF OTHER PROCEDUREF FOR SIMILAR DEFICIENCIES, REVIEW OF
THE PRM DESIGN FOR ENHANCEMENT, AND CPERATION OF INDICATING LIGHTS TO PROVIDE
VALVE POSITIONS,.

[ 48] CLINTON 1 DOCKET 50-46! LER 88-012
FAILURE TO ADEQUATELY CONTROL THE EQUIPMENT QUALII "CATION PROGRAM RESULTS IN
INOPERABLE STANDBY GAS TREATMENT SVYSTEM AND PLANT SHUTDOWN,

EVENT DATE: 042988 REPORT DATE: 052788 NSSS: GE TYPE: BWR
VENDOR: ITT GENERAL CONTROLS

(NSIC 209441) OM APRIL 29, 1988, WITH THE PLANT IN MODE 2 (STARTUP), THE PLANT
MANAGER DIRECTED OPERATORS TO PLACE THE PLANT IN MODE 4 (COLD SHUTDOWN) BECAUSE
THE STANDBY GAS TREATMENT SYSTEM WAS CONSIDERED TO BE INOPERABLE AS A RESULT OF
INDETERMINATE EQUIPMENT QUALIFICATION (EQ) OF DAMPER ACTUATORS. THE EQ MANUAL
REQUIRES THE ACTUATORS TO BE CYCLED TEN TIMES EVERY NINETY DAYS TO ENSURE THAT
AL SLIDINU SEALS ARE KEPT LUBRICATED., CLINTON POWER STATION WAS CYCLING THESE
ACTUATORS ONLY ONCE PER MONTH 28 NREQUIRED BY TECHNICAL SPECIFICATIONS. THE
ACTUATORS WERE SUBSEQUENTLY CYC..ED AS REQUIRED BY THE EQ MANUAL AND NO
DEFICIENCIES WERE IDENTIFIED. TAE CAUSE OF THE EVENT WAS ATTRIBUTED TO THE
FAILURE OF JHE ENGINEERING DEPARTMENT TO EXERCISE ADEQUATE PROGRAMMATIC CONTROL
OF THE MAINTENANCE OF THE EQ PROGRAM. CORRECTIVE ACTIONS INCLUDE REVIEW OF ALL
EQ MANUAL REQUIREMENTS TO ENSURE THAT A PREVENTATIVE MAINTENANCE (PM) TASK HAS
BEEN ASSIGNED FOR EACH REQUIREMENT AND TO ENSURE THAT ALL AFFECTED EQUIPMENT HAS
AN ASSOCIATED PM TASK ASSIGNED. ADDITIONALLY, A PROGRAM HAS BEEN IMPLEMENTED
WHICH ENSURES THE ENGINEERING DEPARTMENT HAS AN IN-LIWNE REVIEW FUNCTION FOR ALL
EQ ACTIONS. AN ADDTTIONAL ACTION REQUIRES THE QUALITY ASSULANCE DEPARTMENT TO
PERFORM AN AUDIT OF THE EQ PROGRAM.

[ 49) CLINTON 1 DOCKET 50-46" LER 88-01%

FAILURE TO RECOGNILZE THE LOCATION AND EXTENT OF A PENETRATION SEAL REPAIR RESULTS
IN A VIOLATION OF SECONDARY CONTAINMENT INTEGRITY.

EVENT DATE: 051788 REPORT DATE: 062988 NSSS: GE TYPE: BWR

(NSIC 409770) ON MAY 18, 1988, W'JH THE PLANT IN MODE ' (POWEF OPERATICN),
SECONDARY CONTAINMENT WAS DETERMINED TO BE INOPERABLE, BECAUSE A PENETRATION SEAL
HAD BEEN REMOVED. THE SEAL HAD PREVIOUSLY BEEN DAMAGED AND HAD TO BE REPLACED IN
ORDER TO MEET DESIGN REQUIREMENTS. IMMEDIATE ACTIONS INCLUDED POSTING A FPIRE
WATCH, PERFORMING A SECONDARY CONTAINMENT INTEGRITY TEST AND REPLACING THE SEAL.
THE CAUSE OF THIS EVENT I§ ATTRIBUTED TO THE FAILURE OF SHIFT SUPERVISORS TO
RECOGNIZE THAT THE SEAL WA TO BF REMOVED AND THAT IT WAS PART OF THE SECONDARY
CONTAINMENT BOUNDARY, CONTRIBUTING TO THE EVENT WAS THE USE OF AN IMPROPER
DOCUMENT TO DETERMINE SECONDARY CONTAINMENT BOUNDARIES AND FAILURE OF PERSONNEL
TO IDENTIF WHAT EFFECT THE SEAL'S REMOVAL WOU.LD HAVE ON SECONDARY CONTAINMENT.
CORRECTIVE ACTIONS INCLUDE COUNSELLING THE PERSONNEL INVO'VFD IN THE EVENT,



IDENTIFYING THKE PRO .R DOCUMENTS TO BE UTILIZED "N DETERMINING CONTAINMENT
BOUNDARILS, AND TRAINING PERSONNEL ON THEIR USE. THE MAINTENANCE WORK REQUEST
PROCEDURE WILL BE CHANGED TO REQUIRE THA™, WHEN SEALS/PENETRATIONS ARE WORKED, A
JOB STEP BE INCLUDED FOR DETERMINING IF THE SEALS/PENETRATIONS ARE PART OF
CONTAINMENT BOUNDARIES. THE ILLINOIS POWER COMPANY PENETRATIUN SEAL PROGRAM WILL
BE REVIEWED FOR POSSIBLE IMPROVEMENTS AND REVISED AS NECESSARY.

| 50) CONNECTICUT YANKEE DOCKET 50-213 LER 87-018 REV 01
UPDATL ON PERSONNEL ERROR RESULTS IN DECLARATION OF EEQ MOVS AS INOPERABLE.
EVENT DATE: 112087 REPORT DATE: 062388 NESS: WE CYFR: PWR

VENDOR: LIMITORQUE CORP.
RELIANCE ELECTRIC COMPANY

(NSIC 209576) ON NOVEMBER 17, 1987 WITH THE PLANT SHUTDOWN IN MODE 6,
INVESTIGATIONS DETEF'IINED THAT GREASE HAD BEEN INSTALLED IN THE MOTOR HOUSINGS OF
20 EEQ LIMITORQUE MOVS AND SEVERAL OF THE MOVS WERE NOT IN THEIR QUALIFIED
CONFIGURATION. ASSESSMENT OF THESE CONDITIONS RESULTED IN DECLARATION OF THE
AFFECTEO MOVS AS INOPERABLE ON NOVEMBER 20, 1987. THE ROOT CAUSE OF THIS EVENT
WAS EVALUATED VIA THE HPES AND MORT REVIEW SYSTEMS. CORRECTIVE ACTIONS INCLUDE
REWORK OF ALL MOVS APFECTED BY GREASE AND RESTORATION UF ALL MOVS TO QUALIFIED
CONFIGURATION. THIS SUPPLEMENTAL REPCRT CONTAINS ADDITIONAL INFORMATION ON ROOT
CAUSE AND LONG TERM CORRECTIVE ACTIONS. THIS EVENT 1S REPORTABLE PER
10CPRS0.73(A)(2)(V) AS IT COULD HAVE PREVENTED FULFILLMENT OF A SAFETY FUNCTION.
THIS EVENT IS ALSO REPORTABLE PER T10CFRS50.73(A)(2)(VII) IN THAT, AS A SINGL®
EVENT, IT COULD HAVE CAUSED INDEPENDENT CHAWNELS IN MULTIPLE SYSTEMS TO BEC. 4E

INOPENABLE,

[ 5Y) CONNECTICUT YANKEE DOCKET 50-2113 LER 88-011)
DESIGN DEFICIENCY IDENTIFIED IN CHARGING PUMP MOTOR OPERATED SUCTION VALVES,
EVENT DATE: 050288 FIPCRT DATE: 053188 NS35: WE TYPE: PWR

VENDOR: WESTINGHOUSE ELECTRIC CORP.

(NSIC 209497) ON MAY 2, 1988 AT 0345, WITH THE PLANT IN COLD SHUTDOWN, THE
VOLUME CONTROL TANK (VCT) ISOLATION VALYS (CH-MOV-257) PAILED TO CLOSE DURING
SURVEBILLANCE TESTING. IT WAL DETERMINED THAT THIS POTENTIAL SINGLE FAILURE COULD
DISABLE THE CHARGING PUMPS. UPON FURTHER REVIEW, IT WAS DETERMINEC ON MAY &,
1988 THAT A SECOND SINGLE FAILURE EXISTED IF THE REPUELING NATER STORAGE TANK
ISOLATION VALVE (BA-MOV-373' FAILED TO OPEN. THE PAILURE OF CH-MOV-257 TO OPERATE
WAS DETERMINED TO BE CAUSED BY BINDING OF THE MZCHANICAL INYERLOCK WITHIN THE
REVERSING STARTER ASSEMBLY FOR THE VALVE'S MOTOR OPERATOR. THE REVERSING STARTER
WAS REPLACED WITH A NEW MODEL WHICH CONTAINS AN IMPROVED MECHANICAL INTERLOCK
DEVICE. ALL OTHER MOTOR JOFERATED VALVES WITH THIS TYPE OF INTERLOCK WERE
INSPECTED AND ALTHOUGH NO SIMILAR BINDING PROBLEMS WERE IDENFIFIED, THE
INTERLOCKS ON FIVE ADDITIONAL VALVES WERE REPLACED AS A PRECAUTIONARY MEASURE.

TO PROTECT TME CHARGING PUMPS FROM THESE SINGLE FAILURE CONCERNS, A DESIGN CHANGE
WAS IMPLEMENTED WHICH TRIPS TKE CHARGING PUMPS UPON RECEIPT OF A SAFETY INJECTION
SIGNAL. ADDITIONAL LONG-TERM HARDWARE MODIFICATIONS ARE ALSO BEING EVALUATED.
THIS EVENT 18 REPORTABLE UNDER 10CPRSO.73(A)(2)(V) BECAUSE A CONDITION EXISTED
WHICH ALONE COULD HAVE PREVENTED THE ABILITY TO ADEQUATELY REMOVE DECZAY HEAT AND
MITIGATE THE CONSEQUENCES OF AN ACCIDENT.

[ 52) CONNECTICUT YANKEE DOCKET 50-212 LER 8 "4
FAILURE TO TAXE SAMPLES WITH SERVICE WATER EPFLUENT MONITOR OUT OF § 'ICE.
EVENT DATE: 051188 REPORT DATE: 060788 NESS: WE TYPE: PWR

(NSIC 409517) ON S5/'1/88 AT U720, WITH THE PLANT IN COLD SHUTDOWN, IT WAS
DETERMINED THAT EFFLUENT SAMPLE PUMP P-8-1A WAS TAKEN OUT OF SERVICEZ FOR
MAINTENANCE ON MAY 10, 1988 AT 1300 RENDERING SERVICE WATER EFPLUENT RADIATION
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MONITOR R-18 INOPERABLE. SERVICE WATER DISCHARGES CONTINUED FOR 18 OURS WITHOUT
SAMPLING WHICH IS IN VIOLATION OF PLANT TECHNICAL SPECIFICATIONS. THE ROOT CAUSE
OF THIS EVENT 185 PERSONNEL ERROR. CONTRIBUTING FACTORS WERE PROCEDURE INADEQUACY
AND A MISINTERPRETATION OF THE TECHNICAL SPECIFICATIONS. THE FOLLOWING
CORRECTIVE ACTIONS HAVE BEEN TAKEN TO PRECLUDE RECURRENCE OF THIS EVENT: 1. AN
OPERAT.ONS DEPARTMENT INSTRUCTION HAS BEEN WRITTEN WITH SPEC-PIC GUIDANCE ON
REQUIRED OPERATOR ACTIO'S WHEN RADIATION MONITOKS ARE DISABLED; 2. A TECHNICAL
SPECIFICATION CHANGE REQUEST WILL BE INITIATED TC CLARIFPY THE POTENTIAL AMBIGUITY
BETWEEN NORMAL SERVICE WATER EFFLUENT AND EFFLENT THAT INCLUDES LIQUID wASTE
WATER. 3. AN ANNUNCIATOR RESPONSE PROCEDURE WILL BE REVISED TO ADDRESS SAMPLING
REQUIREMENTS WHEN R-18 IS INOPERABLE DUE TO INADEQUATE FLOW THROUGH THE MONITOR.
THIS EVENT 1S REPORTASBLE UNDER 10CFRS50.73(A)(2)(I)(B) SINCE IT INVOLVES A
CONDITION PROHIBITED BY THE PLANT'S TECH SPECS,

[ 53) CONNECTICUT YANKEE DOCKET 50-21° LER 88-015
DESIGN DEFICIENCY IDENTIPIED IN RESIDUAL HEAT REMOVAL PUMP SEAL COOLERS.
EVENT DATE: 051888 REPORT DATE: 061488 NSSS: WE TYPE: PWR

(NSIC 209590) ON MAY 18, 1988 AT 1600 HOURS, WITH THE PLANT IN COLD SHUTDONN
(MODE 5), IT WAS DETERMINED THAT A POTENTIAL SINGLE FAILURE CONDITION EXISTED
THAT COULD DISABLE BOTH RESIDUAL HEAT REMOVAL (RHR) PUMPS DURING A HYPOTHETICAL
LOSS OF COOLANT ACCIDENT. IF "NE SERVICE WATER ISOLATION VALVE (SW-MOV-5 OF 6)
TO THE RHR HEAT EXCHANGERS FATLED TO OPEN, SEAL COOLER FLOW TO BOTH RHKR PUMPE
COULD HAVE BEEN BYPASSEL THROUGH THE ISOLATED RHR HEAT EXCHANGER. THE ROOT CAUSE
OF THIS FVENT WAS A DESIGN DEFICIENCY. CORRECTIVE ACTION WAS TO INSTALL ' CHECK
VALVE IN EACH RHR PUMP COOLING WATER LINE. FPUNCTIONAL TESTING DEMONSTRATED THAT
THE NEW CMECK VALVES PREVENTED BYPASS FLUW THROUGH AN ISOLATED RHR HEAT EXCHANGER
AND VARIFIED THAT THERE WAS ADEQUATE FLOW TO THE RHK PUMP SEAL COOLERS. THIS
EVENT 1S5 REPORTABLE UNDER 10CFRS50.73(A)(2)(V) BECAUSE A CONDITION EXISTED THAT
ALONE COULD HAVE PREVENTED THE FULFILLMENT "F THE SAFETY FUNCITION OF A SYSTEM
NEEDED TO REMOVE RESIDUAL HEAT.

| 54) COOK 1 DOCKET 50-315 LER 88-003
PROCEDURE INANEQUACY RESULTS IN NOT TIME RESPONSE TESTING LOW SETPOINT POWER
PANGE NEUTRON FLUX REACTOR TRIP.

EVENT DATE: 052088 REPORT DATE: 062088 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: COOK 2 (PWR)

(NSIC 2709624) AS A RESULT OF A COMMITMPNT IN LER 50-315/87-014, AN EXTENSIVE
RE-REVIEW OF REACTOR TRIP SYSTEM INSTRUMENTATION TIME RESPONSE TESTING PROCEDURES
VERSUS TAE TECHNICAL SPECIFICATION (AND OLMER SOURCE DOCUMENTS) REQUIREMENTS WAS
UNDERTAKEN. IT WAS OBSERVED THAT THE TIME RESPONSF TEST PROCEDURE FOR THE
NUCLEAR INSTRUMENTATION SYSTEM (NIS) POWER RANGE NEUTROM PLUX (PRNF) REACTOR TRIP
ONLY INCLUDED THE HIGH SETPOINT TRIP. THE TECHNICAL SPECIFICATION SPECIFIFS A
RESPONSE TIME POR THE PRNF REACTOR TRIP, BUT DOES NOT SPECIFY THE HIGH SETPOINT
AND LOW SETPOINT AS SEPARATE FUNCTIONAL UNITS. ON MAY 20, 1988, IT WAS
JETERMINED THAT THE LOW SETPOINT TRIP WAS TAKEN CREDIT FCR IN THE SAFETY ANALYSIS
FOR BOTH UNITS 1 AND 2 AND SHOULD THEREZORE HAVE BEEN TIME RESPONSE TESTED. THE
REASON POR THE OMISSICON COULD NOT BE DETLRMINED BUT THE LACK OF SPECIFIC DETALL
IN THE TECHNICAL SPECIFICATION IS PRESUMED TO HAVE CONTRIBUTED TO THE OMISSION.
THE TIME RESPONSE TEST PROCEDURES ARE BEING REVISED TO INCLUDE PRNF LOW SETPOINT
TIME RESPONSE TESTING. AN UPDATED LER WILL BE SUBMITTED VHEN THE REVIEW PROGRAM
HAS BEEN COMPLETED (EXPECTED COMPLETION DATE MARCH, 1989).

[ 5] CooK 2 DOCKET 50-316 LER 87-009 REV O
UPDATE ON RADIATION MONITOR INOPERABLE WITHOUT Y“EBCH SPEC REQUIRED COMPENSATORY
SAMPLE DUE TO MISCOMMUNICATION (PERSONNEL ERROR).

EVENT DATE: 082587 REPORT DATE: 061088 NSSS: WE TYPE: PWR
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OTHER UNITS INVOLVED: COOK 1 (PWR)
VENDOR: EBERLINE INSTRUMENT CORP.

(NSIC 209580) THi3 LER HAS BEEN REVISED TO REFLECT A CHANGE IN THE CORRECTIVE
ACTION. ON AUGULST 25, 1987, AT 1.2% HOURS, DURING PERFORMANCE OF SHIFPT
SURVEILLANCES, THE GLAMD SEAL LEAKOFF (GSLO) "ONDENSER F 'FLUENT RADIATION
MONITOR, SRA-2800, WAS FOUND TO BE INOPERABLE. A REVIEW OF SRA-2800 HISTORY FILE
INDICATES THAT IT FAILED AT 0152 HOURS ON AUGUST 25, 1987. AN ADMINISTRATIVELY
REQUIRED SHIPT SURVEILLANCE PERFORMED AT APPROXIMATELY 0230 HOURS DID NOT
DISCOVER THE INOPERABILITY DUE TO MISCOMMUNICATION BETWEEN THE TWO LiCENSED
OPERATORS PERFORMING THE SURVEILLANCES (PERSONNEL ERROR). THIS MIGUNDERSTANDING
RESULTED IN THE EIGHT HOUR GRAB SAMPLE, REQUIRED BY T.S. 3.3.3.10, NOT BEING
OBTAINED UNTIL 1°06 HOURS. SRA-2800 WAS RESTORED TO OPERABLE STATUS AT 1317
HOURS. CONTRIBUTING TO THIS EVINT WAS AN EQUIPMENT FAILURE O. THE UNIT 2
RADIATION MONITORING SYSTEM (RMS) WHICH REQUIRED THAT RMS DATA BE OBTAINED IN THE
UNIT 1 CONTROL ROOM. THIS FAILURE PREVENTED A PERIODIC OBSERVATION OF RMS STATUS
IN THE UNIT 2 CONTROL ROOM AND DISRUPTED THE NURMAL SURVEILLANCE ROUTINE.
SURVEILLANCE PROCEDURES HAVE BEEN CHANGED TO ESTABLISH PERIODIC MONITORING OF
LOZAL OR OPPOSITE UNIT RMS INDICATION WHEMEVER FAILURE OF AN kMS CONTROL TERMINAL
CAUSES A LOSS OF INDICATION IN THE AFFECTED COUNTROL ROOM.

| 56) COOK 2 DOCKET 50-316 LER 88-007

USE OF INCORRECT ISI REFERENCE VALUES DUE TO PERSONNEL ERROR RESULTE IN LITERAL
VIOLAYION OF TECH SPEC ACTION STATEMENT,

EVENT DATE: 122487 REPORT DATE: 071488 NSSS: WE TYPE: PWR

OTI'ER UNITS INVOLVED: COOQK ' (PWR)

(NSIC 209959) ON JUNE 13, 1988, IT WAS REPORTUED THAT INCORRECT 1S1 REFERENCE
DIFFERENTIAL PRESSURE (DP) VALVUES WERE BEING USED FOR THE SAFETY INJECTION (SI)
PUMPS. DUE TO COGNITIVE PERSONNEL F"ROR NEW REFERENCE VALUES WERE NOT
ESTABLISHED AFTER COMPLETION OF * DESIGN CHANGE., DATA REVIEW IDENTIFIED TWO
OCCASTONS WHEN THE ISI ALLOWABLE DEVIATION POR HIGH DP HAD BEEN EXCEEDED.
CONTRARY TO ASME XI IWP-3112, THE PUMPS WERE NOT DECLAPED INOPERABLE AND
RETESTED. ON JULY 13, 1988, IT WAS DETERMINED THAT PLANT OPERATION HAD NOT BEEN
IN LITERAL COMPLIANCE WITH TECHNICAL SPECIFICATION 3.5.2 AND THE ASSOCIATED
ACTION STATEMENTS WERE NOT MET. ALTHOUGH THE PUMPS' RECORDED DP'S KXCEEDED THE
ISI ALLOWAPLE T"4VIATICN FOR HIZH DP, THE DP'S WERE ACCEPTABLE DURING THE NEXT
MONTHLY TESTS WITHOUT ANY PHYSICAL CHANGES TO THE SYSTEMS HAVING SEZN MADE. IT
IS THEREFORE EVIDENT THAT THE HIGH READINGS WERE NO” THE RESULT OF ACTUAL CHANGES
IN PUM™ PERFORMANCE, BUT AATHER, INDICATION OF SUCH POSSIBLE PACTORS AS
INSTRUMENTATION DEVIATION AND/OR ERRORS IN PEADING THE INSTRUMENTATION. AT NO
TIME WERE THE SI PUMPS DEGRADED OR NOT ABLE TO PERFORM THEIR INTENDED SAFETY
FUNCTION. THE ASSOCIATED 1SI DOCUMENTS HAVE BEEN REVISED TO REFLECT THE CORRECT
REFERENCE VALUES,

| 57) COOK 2 DOCKET 50-316 LER 88-006
ECCS FLOW IMBALANCE CAUSED BY NORMAL SYSTEM PLUCTUATIONS.
EVENT DATE: 043088 REPORT DATE: 052788 NSSS: we TYPE: PWR

(NSIC 209402) ON 4/30/88, AT 1840 HOURS, WITH UNIT 2 IN MODE 5 (COLD SNUTDOWN),
AS- FOUND DATA OBTAINED WHILE PERFORMING A ROUTINe SURVEILLANCE CN THE BORIC ACID
INJECTION *YSTEM REFLECTED AN OUT-OF-TOLERANCE PLOW RATE AND DISTRIBUTION AS
COMPARED 410 TECHNICAL SPECIPICATION (T/8) 4.5.2H. NO CAUSE OTHER THAN NURMAL
SYSTEM FLUCTUATION, COMBINED WITH STANDARD INSTRUMENTAT{ON/MEASUREMENT ERROR,
COULD BE IDENTIFIED A3 THE REASON THE T/S LIMITS COULD NOT BE MET. THE SYSTENM
WILL BE BALANCED PRIOR TO UNIT STARTUP AFTER THE COMPLETION OF THE CURRENT
OUTAGE. RELAXATION IN FLOW BALANCE TOLERANCE IS CURRENTLY BRING ANALYIED BY
WESTINGHOUSE AS PART OF THE PROGRAM TO ALLOW OPERATION AT REDUCED TEMPERATURE AND
PRESSURE. AM ENGINEERING ANALYSIS INDICATES THAT THE BORIC ACID INJECTION SYSTEM
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WOULD HAVE FUNCTIONED AS DESIGHNED DURING AN ACCIDENT. ADEQUATE COOLING WAS
AVAILABLE TO COOL THE CORE. PI'MP CAVITATION WOULD ONLY BE A CONCEAN JURING LARGE
BREAK LOCA CONDITIONS AND IT 1S5 BELIEVED THAT THE HIGH FLOW RATE WOULD NOT BE
SUFPICIENT TO CAUSE A CAVITATION PROBLEM. FURTHERMORE, THE LARGE BREAK LOCA
RESULT 1S5 NOT HIGHLY DEPENDENT ON CHARGING PUMP FLOW CAPACITY DUE TO THE RAPID
DEPRESSURIZATION TO ACCUMULATOR AND RESIDUAL HEAT REMOVAL LUMP ACTUATION
PRESSURES. IT WAS CONCLUDED THAT NO SIGNIFICANT RISK TO PUBLIC HEALTH AND SAFETY
EXISTED.

| 58] COOPER DOCKET 50-298 LER 88-008 REV O
UPDATE ON FAILURE OF RHR INBOARD INJECTION VALVES TO CLOSE DURING SURVEILLANCE
TESTING.

EVENT DATE: 0406RS8 REPORT DATE: 063088 NS55: GE TYPE: BWR

(NSIC 209719) ON APRIL 6, 1988, DURING PERFORMANCE OF A SURVEILLANCE TEST FOR THE
RESIDUAL HEAT REMOVAL (RHR) INJECTION VALVE TRIP LOGIC, THE VALVE CLOSURE CONTROL
LOGIC RELAYS FAILED TO ACTUATE. THE LOGIC CIRCUIT IS DESIGNED TO INITIATE
CLOSURE OF RHR INJECTION VAL/ES RHR-MOV-MO25A AND B, IF OPENED (AND PREVENT
OPENING, IF CLOSED) WHEN A GROUP 2 ISOLATION SIGNAL (HIGH DRYWELL PRESSURE OR LOW
REACTOR VESSEL WATER LEVEL) IS ACTUATED AND RHR IS IN THE SHUTDOWN COOLING MODE;
1.E., SHUTDOWN COOLING SUCTION VALVES, RHR-MOV-MQO17 AND 18, ARE OPEN. WHEN THIS
PROBLEM WAS DISCOVERED, THE REACTOR WAS IN A COLD SHUTDOWN CONDITION (PRIMARY
CONTAINMENT INTEGRITY 9T REQUIRED) AND THE 1988 REFI'ELING OUTAGE WAS N
PROGRESS. AS SPECIFIED 1. REVISION 0, A COMELETE INVESTIGATION OF THE TEST
DEVIATION COULD NOT BE COMPLETED DUE TO PLANT CONDITINNS. SUBSEQUENTLY, THE
SURVEILLANCE TEST WAS RE-PERFORMED AS A MEANS TO INITIATE TROUBLESHOOTING. THIS
TEST OF THE LOGIC CIRCUIT WAS COMPLETED SATISFACTORILY WITHOUT 1APLEMENTATION OF
ANY CORRECTIVE ACTION. NEVERTHELESS, FURTHER INVESTIGATION REVEALED THAT THE
CAJUSE OF THE PROBLEM WAS DUE TO INCONSISTENT ACTUATION OF THE LIMIT SWITCHES
ASSUCIATED W'.H THE MOTOR OPERATOR FOR RHR-MOV-M017, RHR SHUTDOWN COOLING

OQUTBOARD SUCTION VALVE, WHICH WERE USED IN THE TRIP LOGIC CIRCUITS FOR THE RHR
INBOARD INJECTION VALVES.

[ $59) COCQPER DOCKET 50-298 LER B88-014
UNPLANNED ACTUATION OF GROUP 6 ISOLATION DUE TO A FUSE FAILURE WHILE SHUTDOWN.
EVENT DATE: 050588 REPORT DATE: 060288 NSSS: GB TYPE: BWR

(NSIC 209487) ON MAY S5, 1988, AT 3:27 P.M., WHILE SHUTDOWN FOR THE 1988 REFUELING
OUTAGE, AN UNPLANNED GROUP 6 ISOLATION (ISOLATION OF THE SECONDARY CONTAINMENT
AND INITIATION OF THE STANDBY GAS TREATMENT (SGT) SYSTEM) OCCURRED WHEN A 24V DC
FUET SUPPLYING POWER TO THE "A" REACTOR BUILDING EXHAUST PLENUM RADIATION MONITOR
FAILED. UPON FAILURE OF THE FUSE, AN UNBALANCE IN TRIP RELAY VOLTAGR® RESULTED,
CAUSING THE UNIT TO FAIL UPSCALE. OTHNER THAN LOSS OF NORMAL REACTCx BUILDING
VENTILATION, THERE WERE NO RELATED PLANT EFFECTS. THE FUSE WAS RePLACED, THE
GROUP 6 ISCLATION WAS RESET, AND NORMAL REACTOR BUILDING VENTILATION WAS
RESTORED. NO ADDITIONAL CORRECTIVE ACTION WAS DETERMINED TO BE NECESSARY.

| 60) COOPER DOCKET 50-298 LEF. 88-016
PIPE SUPPORT DESIGN DEFICIENCIES DISCOVERED DURING DESIGN CHANGE ENGINEERING
ACTIVITIES.

EVENT DATE: 051788 REPORT DATE: 063088 N§SS: GE TYPE: BWR

(NSIC 209720) WHILZ EVALUATING A MODIFICATION TO THE EXISTING HIGH PRESSURE
COOLANT INJECTION (HPCI) PUMP DISCHARGE PIPING, AN EXISTING SUPPORT WAS FOUND TO
BE UNDERDESIGNED FOR THE DESIGN LOADS SHOWN ON THE HANGER DRAWING., AS A RESULT,
FURTHER ANALYSES OF THE HPCI PUMP DISCHARGE LINE SUPPORTS WERE CONDUCTED. THESE
ANALYSES REVEALED THAT 50 PERCENT OF THE SUPPORTS WERE UNDEROESIGNED POR THE
MAXIMUM POSSIBLE EARTHQUAKE (SAFE SHUTDOWN BARTHQUAKE, OR SSE) LOAD CASE. THE
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H?C1 PUMP DISCHARGE SYSTEM WAS SUARSEQUENTLY MODIFIED TO BRING ALL SUPPORTS UP TO
CODE QUALIFICATION (USAS B31.1.0, 1967 EDIYWION). ALSO, AN EVALUATION OF A
REPRESENTATIVE SAMPLE OF SUPPORTS FROMN ALL OTHER ESSENTIAL SYSTEMS WAS PERFORMED
TO ASSESS POTENTIAL GENERIC CONCERNS. THIS EVALUATICN RESULTED IN THF JISCOVERY
OF ADDITIONAL SUPPORTS THAT DID NOT MIET CODE ALLOWABLES. A DETAILED OPERABILITY
ANALYSIS WAS PERFORMED ON THE AS-FOUND HPCI PUMP DISCHARGE LINE, AND THE LINE WAS
DETERMINICD TO REMAIN OPERABLE DURING THE SSE LOAD CASE. 1IN ADDITION, A SAMPLE OF
SUPPORTS FROM THE OTHER REMAINING ESSENTIAL SYSTEMS THAT HAD NOT BEEN SUBJECT TO
REANALYSES SUBSEQUENT TO THEIR ORIGINAL DESIGN WERE SELECTED. THROUGH REVIEW
AND/OR MODIFICATION OF THESE SUPPORTS, THE ASSOCIATED PIPING SYSTEMS WERE
JDETERMINED TO BE OPERABLE. IN ADDITION, ALL ORIGINAL CLASS IN PIPE SUPPORTS WERE
EVALUATED AND MODIFICATIONS MADE AS REQUIRED TO ENSURE QUALIFICATION.

[ 61) COOPER DOCKET 50-298 LER 88-015
UNPLANNED ACTUATION OF THE REACTOR PROTECTION SYSTEM AND ENGINEERED SAFETY
FEATURE GROUP ISOLATIONS DUE TO A PROCELURAL DEFICIENCY DURING DESIGN CHANGE
ACTIVITIES.

EVENT DATE: 052088 REPCORT DATE: 061088 NfSS: GE TYPE: BWR

(NSIC 209528) ON MAY 20, 1988, AT 10:47 A M. WHILE SHUTDOWN FOR THE 1988
REFUELING OUTAGE, AN UNPLANNED ACTUATION OF THE REACTOR PROTECTION SYSTEM (RPS)
AND ENGINEERED SAFETY PEATURE (ESFP) GROUP ISOLATIONS OCCURRED WHILE PREPA ING FOR
ACCEPTANCE TESTI''G OF A NEWLY INSTALLED LEVEL TRANSMITTER., THE SENSING LINE FOR
THE LEVEL TRANSMITTER, WHICH ALSO SERVES AS THE VARIABLE LEG FOR SEVERAL OTHER
LEVEL INSTRUMENTS IN THE RPS TRIF LOGIC AND PRIMARY CONTAINMENT/REACTOR VESSEL
ISOLATION LOGIC, HAD BEEN BACKFILLED AND WAS BEING VENTED. UPON OPENING THE
INSTRUMENT VENY, THE LOCALIZED EFFECT SENSED BY THE ATTACFED LEVEL INSTRUMENTS
WAS A DECREASE IN VARIABLE LEG PRESSURE; IN EFFECT, AN APFARENT LEVEL DRCREASE.
THE DECREASE WAS SUFFICIENT TO TRII BOTH LEVEL TRANSMITTERS, RESULTING IN A TRIP
OF BOTH 7PS CHANNELS AND, ADDITIONALLY, ACTUATION OF GROUPS 2, 3, AND 6
ISOLATIONS. THE RESPONSE OF THE RPS AND ACTUATION OF GROUPS 2, 3, AND 6
ISOLATIONS OCCURRED AS DESIGNED. SINCE THE PLANT WAS SHUTDOWN, THERE WAS NO
IMPACT ON PLANT OPERATIONAL ACTIVITIES. THE CAUSE OF THE EVENT WAS DUE TO A
PROCEDURAL DEFICIENCY IN THAT NO SPECIFIC GUIDANCF WAS PROVIDED REFLECTYNG THE
STEPS TO BE TAKEN OR THE POTENTIAL INTERACTIONS THAT COULD OCCUR DURING THE
PROCESS.,

[ 62) COOPER DOCKET 50-298 LER 88-017
UNPLANNED AUTOMATIC ACTUATION OF ENGINEERED SAFETY FEATURES DUE TO HUMAN ERRORS
DURING SURVEILLANCE TESTING.

EVENT DATE: 052688 REPORT DATE: 062788 NSSS: GE TYPE: BWR

(NSIC 209727 ON 5/26/88, TWO UNPLANNED ACTUATIONS OF ENGINEERED SAFETY FFATURES
(ESFS) OCCURRED WHILE PERFORMING A RECENTLY REVIJED SURVEILLANCE TEST TO VERIFY
THE INTEGRITY OF ALL CIRCUITS WHICH INITIATE STARTING OF THE DIESEL GENERATORS
(DGS). AT THE TIME OF THE PERFORMANCE O THESE TESTS, THE REACTOR WAS SHUTDOWN
AND ACTIVITIES WERE IN PROGRESS TO RECOVER FROM THE 1988 REFPUBLING OUTAGE WHICH
HAD COMMENCED */5/88. THE FIRST ESF ACTUATION INVOLVED AN UNPLANNED START OF DG
¢! WHEN THE STARTING CIRCUIT FOR DG #2 WAS BEING CHECKED. THE CAUSE WAS DUE TO
JUMPER INSTALLATION IN THE 1AN BREAKER CUBICLE IN LIEBU OF THE 'BN BRIAKER
CUBICLL. THE SECOND ESF ACTUATION INVOLVED AN UNPLANNED START OF CORE SPRAY (CS)
PUMP B. THE CAUSE WAS DUE TO SELECTING THE W<ONG RELAY (ONE MOUNTED BELOW THE
NAMEPLATE IDENTIFIER AS OPPOSED TO THE ONE ABOVE) FUR INSTALLATION OF RELAY
CONTACT BLOC¥S. PERSONNEL ERROR ANN HUMAN FPACTORS DEFICIENCIES ARE CONSIDERRED TO
BE THE ROOT CAUSES OF THESE EVENTS. CORRECTIVE ACTIONS TAKEN AFTER BACH
UNPLANNED ACTUATION INCLUDED A REVIEW OF THE PROCEDURAL STEPS BY TEST PERSONNEL,
A DISCUSSION REGARDING THE ERRORS MADE AND RE-PERFPORMANCE OF THE TEST STEPS
CORRECTLY. AFTER THE TEST, THE TEST ENGINEER WAS COUNSELLED BY HIS MANAGER,
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HUMAN FACTOR CONSIDERATIONS FOR PERFORMANCE OF THE DG STARTING CIRCUIT
SURVEILLANCE TelT ARE B&ING EVALUATED.

[ 63] CRYSTAL RIVER 3 DOCKET 50-302 LER 87-029 REV 01
UPDATE ON PERSONNEL ERROR LEADS TO EXCEEDING TECH SPEC REQUIRED RADIATION MONITOR
SURVEILLANCE INTERVAL.

EVENT DATE: 111887 REPORT DATE: 062488 NSSS5: BW TYPE: PWR

(NSIC 209579) ON NOVEMBER 18, 1987, CRYSTAL RIVER UNIT 3 WAS SHUT DOWN IN A
REFUELING OUTAGE, AT 1020, I1 WAS DETERMINED THAT THE MONTHLY SURVEILLANCE FOR
LIQUID PROCESS AND EFFLUENT RADIATION MONITORS HAD NOT BEEN PERFORMED AND THE
ALLOWABLE LIMIT FOR THREE CONSECUTIVE SURVEILLANCES HAD BEEN EXCEEDED BY ONE DAY,
THE ALLOWABLE INTERVAL BETWEEN TWO SURVEILLANCES HAD NOT BEEN EXCEEDED, AND IT
W.5 NOT NECESSATY TO CONSIDER THE MONITORS INOPERABLE. HOWEVER, WHEN THE SHIPT
SUPERVISOR AS NOTIFIED OF THE SITUATION HE CONSERVATIVELY ELECTED .0 DECLARE THE
AFFECTED MONITORS INOPERABLE. THIS EVENT WAS THE RESULT OF A PERSONJEL ERROR.
THE NORMALLY SCHEDULED SURVEILLANCE FOR THESE MONITORS WAS DELAYED #KILE AWAITING
A REVISION TO THE SURVEILLANCE PROCEDURE. THE SURVEILLANCE WAS DELAYED BEYOND
THE ALLOWABLE DATE BECAUSE THE REQUIRED INTERVAL WAS NOT VERIFPIED. AFTER THE
OCCURKENCE OF THIS EVENT, RESPONSIBLE PERSONNEL WERE INSTRUCTED TO PERFORM A
REVIEW OF THE MASTER SURVEILLANCE PLAN FOR CARRED OVER SURVEILLANCES. THE LATEST
ALLOWABLE COMPLETION DATES ARE CALCULATED FPOR THESE SURVEILLANCES AND REPORTED TO
THE APPROPRIATE SUPER\VISORS.

| 64) DAVIS-BESSE 1 DOCKET 50-346 LER 88-009 REV 01
UPDATE ON INCORRECT TERMINATION OF A CONTINUOUS FIRE WATCH.
EVENT DATE: 0404u8 REPURT DATE: 060988 NSSS: BW TYPE: PWR

(NSIC 209619) ON APRIL 4, 1988 AT APPROXIMATELY 1800 HOURS IT WAS DETERMINED TIAT
AN INOPERABLE FIRE BARRIER IXISTED WITH NO DETECTION ON EITHER SIDE AND A
CONTINUQUS FIRE WATCH WAS NOT IN PLACE, THIS CONDITION WAS CAUSED BY PERSONNEL
ERROR DURING THE INITIAL FIRE WATCH EVALUATION AND HAD EXISTED SINCE JUNE 24,
1986. A CONTINUOUS FIRE WATCH WAS POSTED AT 1845 HOURS ON APRIL 4, 1988,
SUBSEQUENTLY MAINTENANCE WORK ORDER (MWO) 1-88-0449-00 WAS PERFORMED TO KEPAIR
THE DOOR. THIS MWO DID NOT REPAIR ALL OF THE DOOR DEFICIENCIES WHICH MADE IT
INOPERABLE AS A FIRE BARRIER., THE ASSISTANT CHIPT SUPERVISOR DETERMINZD BY
REVIEWING EXISTING WORK DOCUMENTS THAT THE DOOR WOULD BE RETURNED TO AN OPERABLE
STATUS POLTOWING COMPLETION OF THIS MWD. ANOTHER MWO 2-86-0431-U9 INCORRECTLY
IMPLIED THAT DOOR 422 WAS OPERABLE WHEN THIS DOOR WAS SHUT. WHEN MWO
1-88-0449-00 WAS COMPLETED THE ASSISTANT SHIFT SUPERVISOR DECLARED THE DOOR
OPERABLE AND TERMINATED THE FIRE WATCH AT 0900 ON APRIL S, 1988. PIRE PROTECTION
PERSONNEL LATER NOTIC%w 'HAT NO CONTINUOUS WATCH WAS IN PLACE AT DOOR 422 AND
INFORMED THE SHIFT SUPERVISOR, HE RE-ESTABLISHED THE CONTINUOUS WATCH AT 1545
HOURS. OUTSTANDING FIRE PROTECTION MWO'S WILL BE REVIEWED BY JUNE 30, 1988 TO
ENSURE COMPENSATORY MEASURES HAVE BEEN IDENTIFIED POR EACH PIRE PROTECTION
PROGRAMMATIC AND REGULATORY REQUIREMENTS TO SUPPORT THE MWO REVIEW PROCESS.

| 65) DAVIS-BESSE | DOCKET 50-346 LER 88-012
INADVERTENT SFAS INITIATION DUE TO RANIOACTIV® MATERIAL TRANSFER,
EVENT DATE: 050988 REPORL DATE: 060888 N5S§: BW TYPE: PWR

(NSIC 209640) MAY 9, 1988, AT APPROXIMATELY 2300 HOURS, THE PLANT WAS IN MODE 6
WITH CORE ALTERATION PROGRESS. MAINTENANCE WAS IN PROGRESS TO CHANGE THE PILTER
ELEMENTS OF THE FUEL TRANSFER CANAL SKIMMER FILTER UN. ER MAINTENANCE WORK ORDER
(MWO) 1-88-0612-00., THE FILTERS WERE CHANGED AND PERMISSION TO TRANSFER THE
FILTERS ALONG A PREVIOUELY DESIGNATED ROUTE WAS OBTAINED PROM THE SHIPT
SUPERVISOR. AT APPROXIMATELY 2356 HOURS, DURING THE TRANSPER OF THESE PILTERS A
SAFETY FEATURES SYSTEM LEVEL ' INITIATION SIGNAL WAS RECEIVED AND THE SYSTEM
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ACTUATED ON HIGH LEVEL. THIS ACTUATION AAS CAUSED BY PASSING THE FILTER ELEMENTS
NEAR THE DETECTORS USED TO INITIATE SFAS. OPERATIONS WAS NOT INVOLVED IN THE
PAE-JOB BRIEFING FOR THE TRANSFER OF THE FILTERS. THE PATH UTILIZED FOR THE
TRANSFER WAS NOT THE NORMAL ROUTE BECAUSE THE NORMAL ROUTE WAS BLOCKED WITH
SCAFFOLDING. RADIOLOGICAL CONTROL WILL REVISE PROCEDURE HP 1607.03 "TR/ZNSFER OF
RADIOACTIVE MATERIAL WITHIN DAVIS-BESSE NUCLEAR POWER STATION" BY JULY 31, 1988
TO OBTAIN GUIDANCE FROM THE OYERATIONS DEPARTMENT WHEN TRANSFERRING RADIOACTIVE
MATERIAL. OPERATIONS MANAGEMENT WILL DISCUSS THIS OCCURRENCE WITH THE SHIFT
SUPERVISORS TO EMPHASIZE THE POTENTIAL PROBLEMS OCCUR WHEN TRANSFERRING
RADIOACTIVE MATERIAL. TPI!S OCCURRENCE 1S BEING REPORTED ACCORDING TO 10CFR50.73
(A2 IV) .,

| 66) DIABLO CANYON ! DOCKET 50-275 LER 86-023

MISSED SURVEILLANCE ON CONTAINMENT EMERGENCY AIR LOCK DUE TO INCORRECT UPDATE OF
THE PREVENTIVE MAINTENANCE AND TEST SCHEDULER.

EVENT DATE: 032186 REPORT DATE: 250588 NSSS: WE TYPE: PWR

(NSIC 209573) ON MARCH 2!, 1986, THE ALLOWABLE TIME LIMIT, INCLUDING THE ALLOWED
EXTRNSION OF TECHNICAL SPECIFICATION (TS) 4.0.2, WAS EXCEEDED FOR THE CONTAINMENT
EMERGENCY AIR LOCK SURVEILLANCE. TS5 4.6.1.3.C REQUIRES EACH CONTAINMENT AIR LOCK
TO BE DEMONSTRATED OPERABLE "AT LEAST ONCE PER 6 MONTHS BY VERIFYING THAT ONLY
ONE DOOR IN EACH AIR LOCK CAN BE OPENED AT A TIME." ON NOVEMBER 6, 1585,
SURVEILLANCE TEST PROCEDURE (STP) M-8E, "AIR LOCK DOOR INTERLOCK VERIFICATION",
WAS PERFORMED AS A PARTIAL TEST FOR THE MAIN AIR LOCK ONLY, BUT WAS REPORTED TO
THE PREVENTIVE MAINTENANCE AND TEST SCHEDULER PMTS AS COMPLETE FOR BOTH THE
MAIN AIR LOCK AND THE EMERGENCY AIR LOCK. THE EMERGENCY AIR LOCK TEST STP M-8E
WAS NOT PERFORMED UNTIL MAY 14, 1986. THIS TEST S HEDULINS ELROR WAS DISCOVERED
AS A RESULT OF A ROUTINE QUALITY ASSURANCE AUDIT OF THE SURVEILLANCE PROGRAM, ON
MAY 11, 1988, JSINCE THE TIME OF THIS EVENT PGEE HAS IMPLEMENTED CORRECTIVE
ACTIONS TO IMPRC'E THE SURVEILLANCE PROGRAM AS DOCUMENTED IN PGEE LETTER
DCL-86~-164, DATEL JUNE 11, 1986.

[ 67) DIABLO CANYON 1 DOCKET 50-275 LER 86-022
SURVEILLANCE NOT PERFORMED IN ACCORDANCE WITH APPLICABLE ACCEPTANCE CRITERIA,
EVENT DATE: 080686 REPCRT DATE: 061488 NSSS5: WE TYPE: PWR

OTHER UNITS INVOLVED: DIABLO CANYON 2 (PWR)

(NSIC 209572) TECHNICAL SPECIFICATION (TS) 3.7.89, "FIRE SUPPRESSION WATER
SYSTEM," FIRE PUMP SURVEILLANCE REQUIREMENT, TS 4.7.9.1.F, REQUIRES "VERIPYING
THAT BACH PUMP DEVILOPS AT LEAST 2250 GPM AT A DEVELOPED HEAD OF 80 PSIG." AT
LEAST ONCE PER 18 MONTHS. ON AUGUST 6, 1986, AND DECEMBER 2, 1987, THE TEST
RESULTS FOR FIRE WATER PUMP 0-2 WERE EVALUATED, FOR COMPLIANCE WITH TS
§.7.9.7.F.7, THE TEST RESULTS WERE EVALUATED USTNG A METHODOLOGY OF DATA
EXTRAPOLATION THAT HAD NOT BEEN APPROVED BY THE PL. NT STAFF REVIEW COMMITTER
(PSRC)., THE USE OF THE UNAPPROVED METHODOLOGY HAS BEEN DETERMINZD TO CONSTITUTE
A FAILED TEST FOR THE TWO TESTS PERFORMED, AND IS5 THEREFORE REPORTABLE AS A
VIOLATION OF THE TESTING REQUIREMENT OF TS. DURING THE PERIOD FIREWATER PUMP 0-2
DID NOT MEET TS SURVEILLANCE REQUIREMENTS, THE ABILITY TO PERFORM ITS INTENDED
FUNCTION WAS DEMONSTRATED. ALSO DURING THIS PERIOD, NEW FIRE WATER PUMPS 0-3 AND
O-4 WERE IN SERVICE TO FUNCTION AS ALTERNATE BACKUP PUMPS AS REQUIRED BY TS
3.7.9.1, ACTION A., AND WOULD HAVE RESPONDED TO ANY VALID PLANT PFIRE SYSTEM
DEMAND. TO PREVENT RECURRENCE TH., FIRE PUMP TEST LOOP FLOW ELEMENT WILL BE
REPLACED TO ALLOW VERIFICATION OF THE TS PUMP PLOW WITHOULY EXTRAPOLATION OF DATA.

| 68) DIABLO CANYON ! DOCKET 50-275% LER B88-019
MISPOSITIONED CAPSTAN SPRING TANGS ON PACIPIC SCISENTIFIC COMPANY SNUBBERS.
EVUNT DATE: 100986 REPORT DATE: 072588 NSSS: WE TYPE: ™WR

OTHER UNITS INVOLVED: DI...L0 CANYON 2 (PWR)
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VENDOR: PACIFIC SCIENTIFIC COMPANY

(NSIC 209982) DU, ING THE !UINITS | AND 2 FIRST REPUELING OUTAGES, A TOTAL OF SIX
PACIFIC SCIENTIFIC CUMPANY (PSA) 1/4 AND PSA 1/2 PRE-NF SNUBBERE FAILED
FUNCTIONAL TEST® BY NOT ACTIVATING OR CARRYING LOAL. DISASSEMBLY FOLLOWINC
REMOVAL SHOWED 'HAT THE CAPSTAN FPRING TANGS WERE DISENGAGED FROM THE CLUTCH
BANDS IN EACH ONE. FIVE OF THE SIX SNUBBERS WERE REPLACED WITH SNUB#ERS OF
SIMILAR DESIGN AND ONE WAS DELETED IN ACCORDANCE WITH THE SNUBBER OPTIMIZATION
PROGRAM. PGEE INVESTIGATIONS ORIGINALLY CONCLUDED THAT MISPOSITIONING OF THE
CAPSTAN SPRING TANGS OCCURRED DURING THE ASSEMBLY PROCESS, AND THAT MANUFPACTURER
POST-ASSEMBLY TESTING MAY NOT HAVE BEEN ADEQUATE TC DETECT THE MISPOSITIONED
CAPSTAN SPRING TANGS. FSA WAS CONTACTED, THEIR RESPONSE RESOLVED PGLE'S CONCERNS
OF POTENTIAL ASSEMBLY ERROR. HOWEVER, PGLE WAS INFORMED THAT THE TESTING OF AN
INITIAL PRODUCTION RUN OF SNUBBERS MAD NOT BEEN ADEQUATE TO DETECT MISPOSITICNED
CAPSTAN SPRING TANGS. PER NOTIPICATION OF ILADEQUATE MANUFACTURER TESTING, PGLE
1§ SUBMITTING THIS REPORT.

| 69) DIABLO CANYON 1 DOCKET 50-275 LER 87-029
MISSED SURVEILLANCE WHEN THE ESF TIME RESPONSE TEST FPREQUENCY WAS NOT FOLLOWED
DUE TO MISINTERPRETATION OF TECH SPEC REQUIREMENT.

EVENT DATE: 112087 REPORT DATE: 061888 NSSS: WE TYPE: PWR

(NSIC 209578) ON NOVEMBER 20, 1987, AND JANUARY 16, 1988, THE TIME INTERVAL
REQUIREMENT SPECIFIED BY TECHNICAL SPECIFICATION TF 4.3,2.2, TABLE 3.3-3,
“ENGINEERED SAFETY FFATURES ACTUATION SYSTEM INSTRUMENTATION," PUNCTIONAL UNIT
1.F., "STEAM FLOW IN TWO STEAM LINES-HIGH," WAS EXCEZDED, INCLUDING THE ALLOWED
EXTENSION OF TS 4.0.2. SPECIFPICATION 4.3.2.2 WAS EXCREDED WHEN UNIT 1 STEAM FLOW
CHANNELS 512 AND 5°J), 522 AND 523 WERE NOT TIME RESPONSE CHECKED ON NOVEMBER 2(,
1987, AND JANUARY 16, 1988 SESPECTIVELY. ON MAY 12, 1988, MANAC MPNT DETERMINED
THAT THE UNIT | SURVEILLANCE REQUIREMENT FOR TIME RESPONSE TESTING OF THE "STEAM
FLOW IN TWO STEAM LINES - HIGH" SURVEILLANCE INTERVAL WAS EXCEEDED. THE CAUSE OF
THE EVENT WAS PERSONNEL ERROR, IN THAT TS 4.3.2.2 WAS IMPROPERLY INTERPRETED AND
IMPLEMENTED. A REVIEW OF PAST CALIBRATION HISTORY VERIFIED THAT THE AFFECTED
CHANNELS WOULD HAVZ PERFORMED THEIR INTENDED FUNCTION. ALSO, OTHER ESF FUNCTIONS
WERE AVAILABLE TO PROVIDE AN ESF SIGNAL FOR THIS TYPE OF ACCIDENT. THEREFORE,
THE HEALTH AND SAFETY O7 THE PUBLIC HAS NOT BEEN AFPFECTEL BY THIS EVENT. TO
PREVENT RECURRENCE, SURVEILLANCE TEST PROCEDURE (STP) 1-33JA "REACTOR TRIP AND ESF

TIME RESPONSE TESTING." WILL BE REVISED TO CORRECT THR SAMPLING FREQUENCY AS
REQUIRED BY THE TS.

[ 70) DIABLO CANYON 1 DOCKET 50-27% LER 87-024 REV 01
UPDATE ON REACTOR TRIF IN MODE 3 (HOT STANDBY) WHEN SOURCE RANGE CHANNEL N-32
DETECTOR VOLTAGE SUPPLY PAILED HIGH D'/E TO A CAPACITOR PAILURE,
EVENT DATE: 1211387 REPORT DATE: 060688 NSS3: WE TYPE: PWR
VENDOR: SPRAGUE RLEC CO

WESTINGHOUSE ELECTRIC CORP.

(NSIC 20949%4) AT 1407 PST, DECEMBER 13, 1987, WITH THE UNIY IN MODE ) (HOT
STANPBY), A REACTOR TRIP AND SUBSEQUENT TURBINE TRIP OCCURR"J DUk TO THE PAILURE
OF THE DETECTOR VOLTAGE SUPPLY POR SOURCE RANGE CHANNEL N-32. ALL AUTOMATIC
SAFETY FUNCTIONS RESPONDED AS REQUIRED. THE UNIT WAS ALREADY STABLE IN MODE 3,
THE 4-HOUR NONEMERGENCY REPORT REQUIRED BY 10 CPR 50.72 WAS MANE AT 1515 PST. THE
HIGH-VOLTAGE POWER SUPPLY FOR SOURCE RANGE CHANNEL N-32 PAILED HIGH CAUSING A
HIGH SOURCE RANGE PLUX SIGI AL AND DAMAGING THE DETECTOR SIGNAL PRE-AMP, THE HIGH
VOLTAGE POWER SUPPLY AND THE DETECTOR SIGNAL PRE-AMP WERE P PLACED. SUBSEQUENT
FAILURE ANALYSIS SHOWED THAT POWER SUPPLY FAILURE WAS DUE TO FPAILURE OF AN INPUT
VOLTACE FILTER CAPACITOR. ALL SIMILAR POWER SUPPLIES WILL BE MONITORED POR BAKLY
CAPACITOR FAILURE AND A PREVENTIVE MAINTENANCE RECURRING TALK SCHELULE WILL BE
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ESTABLISHED TO REPLACE CAPACITORS IN THESE POWER SUFPLIES PRIOR TO TYPICAL
CAPACITOR IN-SERVICE 10- YEAR LIFESPAN,

{1 71) DIABLO CANYON 1 DOCKET 50-275% LER 88-006 REV 01
UPDATE OK FPUEL HANDLING BUILDING VENTILATION SYSTEM AND CONTROL ROOM VENTILATION
SYSTEM MODE CHANGES DUE TO INVERTER FAILURE.
EVENT DATE: 020988 REPORT DATE: 062188 NSSS WE TYPE: PWR
VENDOR: GENERAL ELECTRIC CO.

WESTINGHOUSE ELECTRIC CORP,

(NSIC 209609) ON FEBRUARY 9, 1948, AT (541 PST, WITH UNIT 1 IN MODE ! (POWER
OPERATION), A FUEL HANDLING BUILDING (FHB) VENTILATION SYSTEM AND CONTROL ROOM
VENTILATION SYSTEM (CKVS) MODE CHANGE WAS INITIATED DUE TO DEGRADED OUTPUT
VOLTAGE ON INVERTER 1Y13. THE FOUR-HOUR NONEMERZENCY REPORT REQUIRED BY
10CFRS50.72(B)12)(11) WAS MADE FEBRUARY 9, 1988, AT 0830 PST. AN OPERATOR WAS
IAMEDIATELY DISPATCHED TO THE INVERTER. THE OPERATOR CONFIRMED THE FAILURE AND
RESTORED POWER BY BYPASSING THE INVERTPR. AFFECTED EQUIPMENT WAS VERIFIED TO RE
OPERABLE AND RETURNED TO NORMAL OPERATION. A FAILED TRANSFORMER WAS REPLACED AND
THE INVERTER WAS RETURNED TO OPERATION FEBRUARY 10, 1988 AT 0342 PST. THE
INVERTER VENDER HAS BEEN NOTIFIED AND THE FAILED TRANSFORMER HAS BEEN RETURNED TO
THE VENDER FOR FAILURE ANALYSIS. EXISTING ONSITE SPARE TRANSFORMERE WILL BE
TESTED TO VERIPY ACCEPTABILITY. MATINTENANCE PROCEDURE (MP) E-65.1A, "ELECTRICAL
MAINTENANCE PROCEUURE - MAINTENANCE OF WESTINGHOUSE 7.5KVA INVERTERS," HAS BEEN
REVISED TO REQUIRE A HIGH POTENTIAL TEST. THIS TEST WILL BE SCHEDULED TO BE
PERFORMED IN ACCORDANCE WITH THE RECURRING TASK SCHEDULER PROGRAM.

| 72) DIABLO CANYCN 1 DOCKET 50-275% LER 88-009
WESTINGHOUSE ARD RELAYS EXPERIENCE DEGRADATION DUE TO GRANULES OF COIL POTTING
COMPOUND LODGING BETWEEN THE RELAY ARMATURE AND THE COIL SPOOL.

EVENT DATE: 040788 REPORT DATE: 052688 NSSS: WE TYPE: PWR

OTAER UNITS INVOLVED: HATCH 1 (BWR)

VENDOR: WESTINGHOUSE ELECTRIC CORP.

(NSIC 209387) THIS VOL'NTARY LER IS BEING SUBMITTED FOFR INFORMATIONAL PURPOSES
ONLY AS DESCRIBED IN ITEM 19 OF SUPPLEMENT NUMBER ' TO NUREG-1022. DURING THE
PERIOD FPROM 12/ ‘87, TO 4/7/88, SEVEN VESTINGHOUSE 125 VDC ARD RELAYS WERE
DISCOVERED WITH (NCREASED DRAG ON THE SOLENOID PLUNGER, ALL SEVEN RELAYS WERE
FROMPTLY REPLACED. THREE OF THE SEVEN RELAYS WERE SENT TO WESTINGHOUSE TO VERIPY
THAT THIS DEGRADED OPERATING CONDITION WAS DUE TO PARTICLES OF POTTING COMPOUND
LODGING BETWEEN THE SOLENOID'S COIL SPOOL AND PLUNGER. THE WESTINGHOUSE REPLY,
DATED MARCH 8, 1988, CONFIRMED PGEE'S CONCLUSION THAT THE RELAY DEGRADATION WAS
CAUSED BY THE POTTING COMPOUND. AS A CORRECTIVE ACTION, ALL CRITICAL RELAYS
(RELAYS THAT HAVE THE POTENTIAL TO AFFECT THE ABILITY OF THE DIESEL GENERATOR
(DG) TO PERFORM ITS INTENDED SAFETY FUNCTION OF THIS TYPE (EBIGHT ON BACH DG) THAT
HAVE THE GRANULAR POTTING MATERIAL WILL BE REPLACED. THESE RELAYS ARE SCHEDULED
TO BE REPLACED ON DGS 1<), 1-2, AND 1-3 PRIOR TO ENTRY TO MODE & (HOT SHUTDOWN)
LURING THE CURRENT UNIT ' REFUELING OUTAGE AND ON DGS 2-1 AND 2-2 DURING THE
FIRST UNIT 2 OUTAGE OF SUFFICIENT DURATION. THE REMAINING ARD RELAYS OF THIS
TYPE WITH THE SAME POTTING COMPOUND WILL BE REPLACED AS REPLACEMENT RELAYS AND
MANTOWER ARE AVAILABLE.

| 73) DIABLO CANYON ) DOCKET 50-27% LER 88015
RCP MOTOR UPPER OIL RESERVOIR ASSEMBLIES DEGRADATION ATTRIBUTED TO METAL FATIGUE.
EVENT DATE. 050788 REPORT DATE: 060288 NSSS: WE TYPE: PW¥WP

OTHER UNITS INVOLVED: DIABLO CANYON 2 (PWR)

(NSIC 209498) THIS VOLUNTARY LER IS BEING SUBMITTED FOR INFORMATIONAL PURPOSES
ONLY AS DESCRIBED IN ITEM '9 OF SUPPLEMENT NUMBER | TO NUREG ). 7. ON MAY 7,
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1983, DURING ROUTINE QUTAGE M INTENANCE OF RCP MOTOR 1-2, PAILED BOLTING WAS
IDENTIFIED IN THE RCP MOTOR L ''E OIL PLOW CHAMBER IN THE UPPER BPRARING ASSEMBLY.
SUBSEQUENT EXAMINATIONS ALSO IDENTIFIED CRACKING IN THE FLOM CHAMBER AND LEVELING
WASHER. RCP MOTORS 1.1, 1-3 AND 1-4 HAVE BEEN INSPECTED AND SIMILAR CRACKS HAVE
BEEN IDENTIFIED IN THEIR FLOW CHAMBERS., UPON DISCOVERY OF THIS CONDITION PGLE
FORMED A TEAM TO INVESTIGATE THIS SITUATION AND DROVIDE RECOMMENDATIONS POR ITS
RESOLUTION. PRELIMINARY ASSESSMENT OF THE CAUSE INDICATED THAT METAL FATIGUE
FROM VIBRATION IJ A LIKELY PRIMARY OR CONTRIBUTING FACTOR. THE UNIT 1 RCP UPPER
CIL RESERVOIR ASSEMBLY COMPONENTS ARE BEING REFLACED OR REPATRED AND WILL BE
INSPECTED AT THE NEXT UNIT | REFUELING OUTAGE THE UNIT 2 RCPS WILL BE EXAMINED
AT THE UNIT 2 REFUELING OUTAGE SCHEDULED FOR SEPTEMBER 1988. BASED UPON A REVIEW
OF WORST CASE POSTULATED FAILURES AND THEIR EPFECTS, THESE DISCOVERIES DO NOT
INTRODUCE EVEN'"S BEYOND THE LICENSING BASIS OF THE PLANT AND DO NOT AFFECT THPR
SAFETY FULUICTION OF THE RCP. CONSEQUENTLY CONTINUED OPERATION OF UNIT 2 DOES NOT
ADVERSELY AFFECT THE HEALTH AND SAFETY OF THE PUBLIC.

| 74) DIABLO CANYON ! DOCKET 50-275 LER 88-011
FUEL HANDLING BUILDINC(, VENTILATION SYSTEM SHIFT TO IODINE PEMOVAL MODE WHEN
RADIATION MONITOR 1-RM-58 EXCEEDED THE HIGH ALARM SETPOINT DUE TO BACKXGROUND
RADIATION FLUCTUATIONS.

EVENT DATE: 051288 REPORT DATE: 060988 NSSS: WE TYPE: PWR

(NSIC 209610) ON MAY 12, 1988, AT 1916 PDT, WITH THE UNIT IN MODE 5 (COLD
SHUTDOWN), FUEL HMANDLING BUILDING (FHB) RADIATION MONITOR '-RM-58 EXCEEDED THE
HIGH ALARM SETPOINT AND CAUSED THE FHB VENTILATION SYSTEM TO SHIPT INTO THE
IODINE REMOVAL MODE. THIS MODE CHANGE CONSTITUTES ACTUATION OF AN ENGINEERED
SAFET. FEATURE. FOLLOWING VERIFICATION OF EXPECTED RADIATION LEVELS (5 MR/HR,,
THE FHB VENTILATION SYSTEM WAS RETURNED TO THE NORMAL MODE OF OPERATION AT 1942
PDT. NO SPECIFIC REASON COULD PE IDENTIFIED #OR RADIATION MONITOR '-RM-58
EXCEEDING THE HIGH ALARM SETPOINT OF 7.5 MR/HR, HOWEVER, THE AVERAGE BACKGROUND
RADIATION LEVEL IN THE VICINITY OF THE UNIT 1 SPENT FU.L POOL HAD INCREASED TO
ABOUT 5 MR/HR FOLLOWING THF RECENT STORAGE OF CYCLE 2 SPENT FUEBL. THIS
BACKGROUND LEVEL IS5 NEAR THE HIGH ALARM SETPOINT. A REVIEW OF THE RECORDED
OUTPUT FROM 1-RM-58 FOLLOWING THE EVENT SHOWS THAT RANDOM INCREASES IN BACKGROUND
LEVEL OF 2 TO 3 MR/HR OCCASIONALLY OCCUR. THEREFORE, THE EVENT IS BELIEVRED TO
HAVE BEEN CAUSED BY BACKGROUND RADIATION FLUCTUATIONS SUPZICIENT TO REACH THE
HIGH ALARM SETPOINT OF 1-RM-58., THE 4-HOUR NONEMERGENCY REPORT REQUIRED BY 10
CFR 50.72 WAS COMPLETED AT 2149 PDT.

| 75} DIABLO CANYON 2 DOCKET 50-32) LER 87-024 REV 01
UPDATE CN MANUAL REACTOR TRIP AFTER DISCOVERY OF ARCING IN ISOPHASE DUS MOTOR
OPERATED DISCONNECT SWITCH DUE TO WIGH RESISTANCE ON THME CONTACTS.

EVENT DATE: 110787 REPORT DATE: 060688 NSSE5: WE TYPE: PWR

VENDOR: PORTER, H. X, COMPANY, INC.

(NSIC 2096495) AT 1315 PST, NOVEMBEF 7, 1987, WITH THE UNIT IN MODE 1 (FOWER
OPERATION) AT 98 PERCENT POWER, A MAN'JAL REACTOR TRIFP WAS INITIATED WHEN ARCING
WAS DISCOVERED IN NON-SAFETY RELATED ISOPHASE BUS PHASE C “OTOR OPERATED
DISCONNECT (#0D) SWITCH. THE UNIT WAS STABILIZED IN MODE 3 HOT SHUTDOWN) AT 14130
PST. THE FOUR HOUR NONEMERGENCY REPORT REQUIRED BY 10 CPFR 50.72 WAS MADE AT 1330
PST. ON MONDAY, NOVEMBER 9, 1987 A REPLACEMEN] MOD WAS OBTAINED, THE REPLACEMENT
SWITCH AND THE SWITCHES FROM THE UNACFECTED PHAGSES WERE INSPECTED, CLERANED,
LUBRICATED, AND ALIGNED. THE UNIT WAS RETURNED 17O POWER ON NOVEMBRAR 14, 1987,
THE MOD FAILURE WAS CAUSED BY A COMBINATION OF HIGH AMBIENT TEMPERATURE AND HIGH
RESISTANCE AT THE CONTACTS. THE HIGH RESISTANCE WAS CAUSED BY DUST AND HARDENED
LUBRICANT ON THE CONTACTS AND A SLIGHT MISALIGNMENT OF SOME COATACTS. A
COMPREHENSIVE PREVENTIVE MAINTENANCE PROCEDURE, MP B 61.9A "ISLLATED PHASE BUS,
AND MOTOR OPERATED DISCONNECT PREVENTIVE MAINTENANCE" WAS DEVELOPED AND
IMPLENENTED FOR THE ISOPHASE BUS MODS.



30

[ 76) DIABLO CANYON 2 DOCKET 50-323 LER 87-025
POTENTIAL LOSS OF CONTAINMENT INTEGRITY WHEN FCV-661 FAILED LOCAL LEAK RATE TEST
DUE TO DUST ON VALVE SEAT WHILE FCV-660 WAS POTENTIALLY INOPERABLE DUE TO
PERSONNEL ERROR.

EVENT DATE: 1209F7 REPORT DATE: 062188 NSSS: WE TYPE: PWR

OTHER "INITS INVOLVED: DIABLO CANYON ! (PWR)

VENLOPR: FISHER CONTROLS CO.

(NSIC 209581) ON DECEMBER 9, 1987, AT 1215 PST, A POTENTIAL VIOLAIION OF
TECHNICAL SPECIFICATION (I3) 3.6.1.1, CONTAINMLNT INTEGRITY, AND T§ 3.6.3.,
CONTAINMENT ISOLATION VALVES (CIVS) OCCURRED WHEN U''IT 2 CONTAINMENT PURGE SYSTEM
(CPS) OUTSIDE CIV FLOW CONTROL VALVE FCV-661 WAS DECLARED INOPERABLE FOR
APPROXIMATELY 3 HOURS WHEN IT FAILED A LOCAL LEAK RATE TEST (LLRT). PCV-661
SEATED ITSELF AND PASSED THE LLRT WITHOUT REQUIRING MAINTENANCE. ON MAY 22,
1988, AT 0320 PDT, THE CPS INJIDE CIVS FOR BOTH UNITS WERE DECLARED INOPERABLE
DUE TO CONCERNS ABOUT VALVE OPERABILITY. ANALYSIS OF CURRENT CONDITIONS AND
HISTORIC DATA INDICATES THAT THESE VALVES MAY HAVE BEEN INOPERABLE SINCE INITIAL
INSTALLATION, THUS ON DECEMBER 9, 1987, UNIT 2 PCV-660 AND 661 MAY HAVE BOTH
BEEN INOPERABLE AT THE SAME TIME. THE INSIDE VALVES INOPERABILITY WAS CAUSED BY A
FAILURE TO RECOGNILE THAT THE VALVES DO NOT HAVE EQUAL SEALING CAPABILITY IN
EITHE® DIRECTION. THE UNIT 1 CPS INSIDE CIVS WERE RECRIENTED TO ALLOW USE OF Ad
LLRT TO PROVE INSIDE VALVE OPERABILITY., THE UNIT 2 CPS INSIDE C1VS WILL BE
REORIENTED DURING THE NEXT OUTAGE OF SUFFICIENT DURATION.

{ 2} DRESDEN 2 DOCKET 50-237 LER 88-005

REACTOR BUILDING VENTILATION TRIP AND SBGT AUTQO START DUE TO SPURIOUS VENTILATION
MONITOR SPIKE.

EVENT DATE: 0642688 REPORT DATE: 051788 NESS: GE TYPE: BWP

OTHER UNITS INVOLVED: DRESDEN 3 (BWR)

VENDOR: GENERAL PFLECTRIC CO.

(NSIC 209372) ON APRIL 26, 1988 AT 1904 HOURS, WITH UNIT 2 OPERATING AT 92%
POWER, THE UNIT 2 REACTOR BUILDING VENTILATION SYSTEM (RBVS) SPURIOUSLY TRIPPED,
AUTOMATICALLY INIYIATING THE "A" STANDBY GAS TREATMENT (SBGT) SYSTEM TRAIN. THE
CAUSE WAS ATTRIBUTED TO A SPURIOUS INSTANTANEOUS SPIV". ON UNIT 2 RBVS RADIATION
MONITOR CHANNEL "A" RE2-1735A, INSPECTION OF R'DIZ..ON MONITOR RE2-1735A PER
WORK REQUEST #D74648 FOUND MONITOR RE2-1735A IN SATISPACTORY OPERATING CONDITION
AND WITHIN ITS CALIBRATION LIMITS. THE REDUNDANT RBVS CHANNEL B RADIATION
MONITOR RE2-17135B WAS ALSO VERI(FIED OPERAB. ). THE RVENT WAS OF MINIMAL SAFETY
SIGNIFICANCE SINCE THE RBVS TRIPPED AND SBGT TRAIN "A" INITIATED AS DESIGNED.

THE LAST UNPLANNED EVENT INVOLVING A RBVS TRIP AND UNPLANNED AUTOMATLC INITIATION
OF SBGT SYSTEM WAS REPORTED BY LICENSEE EVENT REPORT NO, 87-31 ON DOCKET 0050217,

[ 78] DRESDEN 2 DOCKET 50-217 LER 82-007
CONTROL ROD DRIVE SCRAM TESTING SURVEILLANCE I)TERVAL EXCEEDED DUE T9 A SCRAM
TESTING PROCEDURE DEFICIENCY.

EVENT DATE: 050488 REPORT DATE: 060188 N§SS: GE TYPE: BWR
OTHER UNITS INVOLVED: DRESDEN 3 (BWR)

(NSIC 209508) AT 1500 HOURS ON MAY 4. 1988, WITH UNIT 2 OPERATING AT 97% RATED
CORE THERMAL POWER, REVIEW OF SCRAM INSERTION TIME DATA REVEALED THAT PIVE
CONTROL ROD DWIVES (CRDS) HAD INVALID DATA. THIS SCRAM INSPRTION TIME DATA HAD
BEEN COLLRCTED ON APRIL 28, 1988 AND MAY 1, 1988 IN ACCORDANCE WITH ORESDEN
TECHNICAL STAFF SURVEILLANCE (DTS) 300-2, WHICH UTILIZES A COMPUTER PROGRAM TO
COLLECT THE DATA UPON INDIVIDUAL C4D SCRAM INSERTIONS. ALTERNATIVELY, DTS 300-2
PROVIDES A BACKUP METHOD OF OBTAINING THE SCRAM INSERTION DATA USING A STRIP
CHART EVENT RECORDER IF THE COMPUTER PROGRAM METHOD IS UNAVAILABLE. THE Five
CRDS INVOLVED WERE TESTED VIA THE BICKUP METHOD; HOWEVER, THE DATA WAS
INCORRECTLY INTERPRETFD DUE TO A PROCEDURE DEPICIENCY WITNIN DTS 300-2.
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DISCOVERY OF THE INVALID DATA RESULTED IN A VIOLATION JP THE TECH SPEC 4.3.C.2 16
WEEK SCRAM TESTING SUPVPILLANCE INTERVAL. SAFPETY SIGNIFPICANCE WAS MINIMAL
BECAUSE THE ERROR HAD MINIMAL EFFECT ON WHE SCRAM INSERTION TIME DATA AND THE
CRDS WERE RETESTED AND VERIFIED TO HAVE LATISFACTORY SCRAM TIMPS IN ACCORDANCE
WITH “ECH SPEC 3.3.C. THIS WAS THE FIRST DISCOVERY OF INVALID SCRAM TESTING DATA.

[ 79) DRESDEN 2 DOCKET 50-217 LER 88-008
REACTOR BUILDING VENTILATION TRIP AND SBGT AUTO START DUE TO CALIBRATION
PROCEDURE DEFICIENCY.

EVENT DATE: 0506R8 REPORT DATE: 052588 NSSS: GE TYPE: BWR
VENDOR: GENERAL ELECTAIC CO.

(NSIC 209553) ON MAY &, 1988 AT U858 HOURS WITH UNIT 2 AT 97% RATED CORE THERMAL
POWER, DURING THE PERFORMANCE OF DRESDEN RADIATION CHEMISTRY PROCEDURE (DRP)
2000-5, KEACTORN BUILDING VENTILATION RADIATION MONITOR CALIBRATION, ON RADIATION
AONITOR RE2-17358B, THE UNIT 2 REACTOR BUILDING VENTILATION SYSTEM (RBVS)
AUTOMATICALLY TRIPPED AND THE A STANDBY GAS TREATMENT (SBGT) TRAIN AUTO STARTED.
DRP 2000-5 WAS BEING PERFORMED TO VERIFY THE LINEBARITY OF RBVS CHANNEL B
RADIATION MONITOR RE2-1735B. THE CAUSE OF THE RVENT HAS BEEN IDENTIPIED AS A
PROCEDURAL DEFICIENCY WITHIN DRP 2000-5. THE PROCEDURE G'VE INCORRECT
INFORMAT.ON FOR JUMPERING RADIATION MONITOR RE2-1735B. THIS JUMPER 1S NECESSARY
TO PREVENT RBVS ISOLATIONS DURING THE RADIATION MONITOR CALIBRATION PROCESS.
THEREFORE, WHEN THE MONITOR WAS EXPOSED TO A RADIATION SOURCE, IT CAUSED A HIGH
RADIATION TRIP OF THE RBVS WHICH IN TURN CAUSED SBGT TO AUTO START. THE
IMMEDIATE CORRECTIVE ACTIONS WERE TO REMOVE THE RADIATION SOURCE FROM THE
MONITOR, RESET THE TRIP SIGNAL, RETURN RBVS TO NORMAL "ND SECURE 3BGT. IN
ADDITION, A REVISION TO DRP 2000-5 WAS INITIATED. THE LAST EVENT OF TAIS TYPS
WAS REPORTED BY LICENSEE EVENT REPORT 88-005-0 ON DOCKET 0500237. THIS EVENL WAS
DUE TO A SPURIOUS RBVS RADIATION MONITOR SPIKE.

[ 8%) DRESDEN 2 DOCKET 50-2137 LER 88-009

HPCI SYSTEM INOPERABLE DUE TO GLAND SEAL LEAK OFF PUMP TRIP CAUSED BY MOTOR BRUSH
ASSEMBLY FAILURE.

EVENT DATE: 050988 REPORT DATE: 060188 NSSS: GB TYPE: BWR

VENDOR: GENERAL ELECTRIC CO,

(NSIC 209492) UN MAY 9, 1988, AT 12330 HOURS, WITH UNIT 2 AT 72% RATED CORE
THERMAL POWER, WHILE ALIGNING THE APPROPRIATE EQUIPMENT TO PERFORM DRESDEN
OPEZRATING SURVEILLANCE (DOS) 2300-1, HPCI MOTOR OPERATED VALVES AND PUMP
OPERABILITY TEST-MONTHLY, THE GLAND SEAL LEAK OFF (GSLO) PUMP TRIPPED. FOLLOWING
AN INVESTIGATION OF THE PUMP MOTOR IT WAS DETER!/(INED THAT ARCING ACROSS THE DC
SRUSH HOLDER AND COLLECTOR RING HAD CAUSED THE ARMATURE INSULATION TO DEGRADE AND
BECOME GROUNDED THE ROOT CAUSE WAS DETERMINED TO BE A BROKEN BRUSH HOLDER, THE
BRUSH HOLDER HAD BROKEN COMPLETELY CAUSING IT TO BECOME MISALIGNED. THE PUMP
MOTOR WAS REPLACED PER WORK REQUEST 74910, SAPETY SIGNIFPICANCE OF THIS EVENT WAS
MINIMAL BECAUSE THE HIGH PRESSURE COOLANT INJECTION (MPCT) SYSTEM WOULD STILL
HAVE INITIATED AUTOMATICALLY IF REQUIRED EVEN WITH AN INOPERABLE GSLO PUMP.
ADDITIONALLY THE AUTOMATIC DEPRESSURIZATION SYSTEY AND ALL THE LOW PRRSSURR
EMERGENCY CORE COOLING SYSTEMS WERE AVAILABLE. EXTENDED OPERATION OF THE MPCI
SYSTEM WOULD POTENTIALLY BE PRECLUDED, HOWEVER, 1P CONTINUED OPEBRATION WITH THE
INOPFRABLE GSLO PUMP WERE TO RESULT IN THE HPCI ROOM TEMPERATURE REACHING THE
APCI SYSTEM ISOLATION SETPOINT OF 200F.

| 81) DRESDEN 2 DOCKET 50-237 LER 88-010
INADVERTENT REACTOR PROTECTION SYSTEM (RPS) ACTUATION DUEB 77 PERSONNEL RRROR,
EVENT DATE: 051588 REPORT DATE: 061388 NSSS: GR TYPE: BWR

(NSIC 209593) AT 1428 HOURS ON MAY 15, 1988, WITH UK.T 2 SHUTTING DOWN IN
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ACCORDANCE YITH DRESDEN GENERAL PROCEDURE (DGP) 2-1, UNIT 2(3) NORMAL UNIT
SHUTDOWN, AN UNPLANNED REACTOR PROTECTION SYSTEM (RPS) ACTUATION OCCURRED. UNIT
2 WAS BEING SHUT DOWN FOR A SCHEDULED MAINTENANCL OUTAGE. FOLLOWING THE
TOMPLETION OF CONTROL ROD INSERTIONS, THE CENTER DESK NUCLEAR STATION OPERATOR
(NS0) PLACED THE MODE SWITCH TO SHUTDOWN, RESULTING IN AN ANTICIPATED RE’?CTOR
SCRAM. THE EXTRA UNIT 2 NSO IMMEDIATELY RESET THE SCRAM WHEREUFON A SECOND SCRAM
SIGNAL WAS RECEIVED. AT THAT TIME, THE NSO NOTED THAT THE SCRAM DISCHARGE VOLUME
(SDV) HIGH LEVEL SCRAM BYPASS SWITCH WAS NOT IN THE "BYPASS" POSITION. THE NSO
PLACED THE SWITCH TO RYPA®"S, MANUALLY CLJUSED THE SDV VENT AND DRAINS UTILIZING
SWITCHES ON THE 902-5 PANEL (VALVES AUTO CLOSE ON A SCRAM', AND THEN RESET THE
SCRAM A SECOND TIME. THE CAUSE OF THIS UNANTICIPATED RPS ACTUATION HAS BEEN
DETERMINED TO BE A PERSONNEL EKROR. THE NSO FAILED TO FOLLOW THE PROCEDURE FOR
PROPERLY RESETTING A REACTOR SCRAM. A REVISION TO THE SHUTDOWN PROCEDURE, DGP
2-1, WILL BE MADE TO INCLUDE THE STEPS NECESSARY FOR RESETTING A SCRAM, PRECEDING
THE STEP WHICH ALLOWS THE MODE SWITCH TO BE PLACED IN THE SHUTDOWN POSITION.

| 82) DRESDEN 2 L OCKET 50-237 LER 88-011
SECONDARY CONTAINMENT DEGRADED BY REMOVAL OF MAIN STEAM LINE PENETRATION SEALS
DUE TO MANAGEMENT DEFICIENCY,

EVENT DATE: 051586 REPORT DATE: 061388 NSS5: GE TYPE: BWR

OTHER UNITS INYOLVED: DRESDEN 1} (BWR)

(NSIC 209594 AT '630 HOURS ON MAY 15, 1988, WITH UNIT 2 SHUTTING DOWN FOR A
SCHEDULED MAINTENANCE OUTAGE AND UNIT 3 SHUT DOWN FOR A REFUELING OUTAGE,
MECHANICAL MAINTENANCE DEPARTMEZNT (MMD) PETNSCNNEL DISCOVERED THAT THE FOUR BOOT
SEALS ASSOCIATED WITH UNIT 3 MAIN STEAM LINE (MSL) PIPING PUNETRATIONS FROM
SECONDARY CONTAINMENT WERE NO LONGER IN PLACE. THE LACK OF THESE SEALS RESULTED
IN THE UNIT 2/3 REACTOR BUILDING (SECONDARY CONTAINMENT STRUCTURE) BEING IN A
CEGRADED CONDITION UPON NCTIFICATION THE OPERATING DEPARTMENT SHIFT SUPERVISOR
INITIATED THE DECLARATION OF AN UNUSUAL EVENT, PERFORMED AN INSPECTION OF THE
AREA, AND NOTIFIELD TECHNICAL STAFF PERSONNEL IN REGARDS TO THE PERFORMANCE OF A
SECONDARY CONTAINMENT LEAK RATE TEST (SCLRT). UNIT 2 ACHIEVED A COLD SHUTDOWN
CONDITION AT 1703 HOURS, AND THE UNUSUAL EVENT WAS TERMINATED SINCE THE PLANT WAS
THEN IN COMPLIANCE WITH ALL TECH SPEC PEQUIREMENTS APPLICABLE AS A RESULT OF THE
DEGRADED STCONDARY CONTAINMENT INTEGRITY. INVESTIGATION REVEALED THAT THE BOOT
SEALS WERE INADVERTENTLY REMOVED BY CONTRACTORS PERFORMING ASPESTOS-CONTAINING
INSULATION REMOVA', SINCE CONTRACTOR PERSONNEL ARE SUPERVISED AT THE STATION BY
THE PRJUJECTS AND CONSTRUCTION SERVICES (PACS) DEPARTMENT, THE REMOVAL OF THE
REACTOR BUILDING VENTILATION SYSTEM MAINTAINED THE SECONDARY AT A NEGATIVE
PRESSURE AT ALL TIMES.

| 83) DRESDEN 2 DOCKET 50-2137 LEk 88-012

MAIN STEAM ISOLATION VALVES FAILURE TO CLOSE DUE TO HIGH STEM NDRAG FORCES CAUSED
BY VALVE FACKING.

EVENT DATE: 051788 REPORT DATE: 061588 N§§S: GE TYPE: BWR

VENDOR: CRANE VALVE CO.

(NSIC 209595) ON MAY 17, 1988 AT 1255 HOURS WITH UNIT 2 SHUTDOWN PFOQR A SCHEDULED
MAINTENAMCE OUTAGE, DURING THE PERFORMANCE CF SPECIAL PROCECURE (SP) 88-3-'5 ALL
EIGHT UNIT 2 MAIN STEAM ISOLATION VALVES (MSIVS) WERE DEUCLARED INOPERABLE DUER TO
THEIR FAILURE TO FULLY CLOSE ON A LOSS OF PNEUMATIC SUPPLY. THE ROOT CAUSE OF
THE MSIVS FAILURE TO PULLY CLOSE HAS BEEN ATTRIBUTED TO HIGH DRAG PORCES EXERTED
ON THE VALVE STEM BY THE VALVE PACKING. IMMEDIATE CORIMEBCTIVE ACTIONS INCLUDED
REPACKING ALL FOUR INBOARD MSIVS WITH A NEW STYLE PACKING, ADJUSTING THE PACKING
ON TWO OF THE OUTBOARD MBIVS, AND REPLATING THE UPPER SIX RINGS OF PACKING OM THE
RIMAINING TWO OUTBOARD MSIVS. IN ADDITION, OPERATOR TRAINING IN REGARDS TO THIS
EVENT WAS PERFORMED, CONTROL ROOM ANNUNCIATOR PRCCEDURAKS WERE REVISED, AND A LEAR
INSPECTION OF ALL UNIT 2 MSIVS WAS PERFORMED PRIOR TO POWER OPERATION. ALTHOUGN
TESTING DEMONSTRATED A POSSIBILITY EXISTS THAT AN MSIV MIGHT NOT PULLY CLOSE
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DURING A LLOW LOSS OF PNEUMATIC SUPPLY, TRANSIENT ANALYSES REQUIRING A MAIN STEAM
ISOLATION ASSUME RAPID MSIV CLOSURE IMMEDIATELY UPON INITIATION OF THE TRANSIENT,
SINCE MSIV CLOSURE WOULD OCCUR LONG BEFORE A DEGRADED PNSUMATIC SYSTEM PRESSURE
COULN BE REACHED, SAFETY SIGNIFICANCE OF THIS EVENT WAS MINIMAL.

[ 84) DLESDEN 3 DOCKET 50-248 LER £7-026 REV 01
UPDATE ON LOW REACTOR WATER LEVEL SCRAM SWITCH FOUND BELOW SETPOINT LIMITS DUE TO
LOGIC CARD INSTRUMENT DRIFT.

EVENT DATE: 091587 REPORT DATE: 052088 N§SS5: GE TYPE: BWR

VENDCR: ROSEMNDUNT, INC.

(NSIC 209° ?7) AT 2300 HOURS ON SEPTEMBER |5, 1987, WITH DRESDEN UNIT 2 IN THE RUN
MODE AT 96% POWER, WHILE PERFPORMING DRESDEN INSTRUMENT SURVEILIALCE (DIS) 500-2,
THE CHANNEL B REACTOR VESSEL LOW WATER LEVEL SCRAM SETPOINT WAS FOUND AT 13
INCHES BRELOW INSTRUMENT FERO. THIS INSTRUMENTATION ALSO INITIATES AUTOMATIC
PRIMARY CONTAINMENT GROUP II AND III ISOLATIONS. THE TECH SPEC LIMIT, WHEN
COMPENSATED FOR 100% STEAM FLOW, IS 8 INCHES ABOVZI INSTRUMENT ZERO. THE
PROXIMATE CAUSE WAS DETERMINED TO BE INSTRUMENT DRIFT OF THE MASTER TRIP UNIT
2-263-140B LUGIC CARD. THE SAFETY SIGNIFICANCE OF THE EVENT WAS DEEMED MINIMAL
BECAUSE THE KZDUNDANT CHANNEL B SWITCH IN COMBINATION WITH THE A SWITCHES WERE
AVAILBLE TO PROVIDE THE AUTOMATIC SCRAM AND PRIMARY CONTAINMENT ISOLATIONS. THE
SETPOINT OF MASTER TR'P UNIT 2-263-140B WAS ADJUSTED WITHIN THE LIMITS OF DIS
S500-2 WITHIN APPROXIMATE'Y ONE HOUR. THE LOGIC CARD WAS SUBSEQUENTLY REPLACEL
AND THE O .D CARD REPAIRED. A FAILED ZFNER DIODE WAS THE ROOT CAUSE OF THE TRIP
UNIT'S DRIFT, DIS 500-2 VILL CONTINUE TO BE PERFORMED ON A MONTHLY BASIS. THIS
WAS THE VIRST OCCURRUNCE OF INSTRUMENT DRIFT OF THE ROSEMOUNT MASTER TRIP UNIT AT
DRLSDEN STATILN.

| 85%) DRESDEN 3 DOCKET 50-249 LER 88-003 REY O
UPDATE ON FLUED HEAD ANCHOR SUPPORTS IN EXCESS OF FSAR DESIGN CRITERIA DUE TO
DESIGN AND CONSTRUCTION DEFICIENCIES.

EVENT DATE: 032388 REPORT DATE: 0715889 NS5§: GE TYPE: BWR

(NSIC 209939) ON 3/23/88 AT 1115 HRS DURING UNIT 3 OPERATION AT 96% POWER STATION
MANAGEMEN™ (AS NOTIFIED BY THE B4R INGINEERING L TPARTMENT (BWRED: THAT THREE
PRIMMRY CONTAINMENT PIPE PENETRAT.ON FLUED HEAD ANCHORS (FHAS) DID NOT MEET FINAL
SAFETY ANALYSIS REPORT (FSAF) DESIGN REQUIREMENTS. THIS WAS DISCOVERED AS A
RESULY OF ANALYSIS OF FHA DATA FROM FHA INSPECTIONS PERFORMED IN JANUARY Or 1988
TWO OF THE FHAS WERE DETERMINED TO NOT MEET FSAR PIPE RUPTUKE DESIGN

REZQUIREMENTS DUE TO A DESIGN DEFICIENCY WHEN THE ANCHORS WERE REDESIGNED DURING
THE 1986 UNIT 3 RECIRCULATION PIPING REPLACEMENT REP'ZL OUTAG®. THE THIRD PHA
WAS DETERMINED TN BE DEFICIFNT DUE TO A BRACE THAT WAS IDENTIFIZD AS MISSING DUE
TO AN ORIGINAL CONSTRUCTION DREFICIENCY. SUBSEQUENTLY, AT 1147 HOURS ON MAY &4,
1988, WITH UNIT ) SHUTDOWN IN THE REFUBL MODE, BWRED DETERMINED THAT TWO LOW
PRESSURE COOLANT TNIECTION (LPCI) FLUED HEADS DID NOT MEET FSAR CRITERIA BECAUSE
OF MINASING SHIMS DUE TO AN ORIGINAL CONSTRUCTION DEFICIENCY. ADDITIONALLY, AT
140% HOURS ON MAY 17, 1988, IT WAS FOUND THAT A MAIN STEAM FRA GUIDE STRUCTURE
DID NOT MEET FSAR ALLOWABLE STRESS REQUIREMENTS BECAUSE OF MISSING PINS AND
STRUCTURAL PARTS DUE TO AN ORIGINAL CONSTRUCTION DEFICIENCY. ASSESSMENT OF THE
PHAS DETERMINED THAT THEY WERE WITHIN OPER/MILITY LIMITS AND CAPABLE OF
PERFORMING THEIR INTENDE PUNCTIONS UNDER ALL DESIGN BASIS EVENTS.

[ 86) DRESDEN ) DOCKET L0-249 LER 88-009
GROUP II AND GROUP III PPRIMARY CONTAINMENT ISOLATIONS DUE TO A MANAGEMENT
DEFICIENCY,

EVENT DATF: 050588 REPORT DATE: 050388 NSSS: GB TYPE: BWR

(NSIC 209555 ON MAY 5, 1988 AT 2050 HOURS, WITH UNIT ) SHUTDOWN FOR A SCHEDULED
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REPUELING OUTAGE, A GROUP II AND GROUP III PRIMAR{ CONTAINMENT ISOLATION
OCCURRED. THESE ISOLATION SIGNALS RESULTED IN THE TRIPPING AND ISOLATION OF THE
UNIT 3 REACTOR BUILDING VENTILATION SYSTEM (REVS), THE AUTOMATIC START OF THE
STAMDBY GAS TREATMENT (SBGT) SYSTEM, AND THE CLOSURE OF ALL ISOLATION VALVES (1)OT
OQUT-OP-SERVICE AS A RESULT OF THE REFPUEL OUTAGE) PERTAINING T2 THE GROUP II AND
GROUP III ISOLATION. THE CAUSE OF THE EVENT WAS THE DE-ENERGIZATION OF THE
ANALOG TRI? SYSTEM (ATS) PANEL WHILE EXECUTING AN EQUIPMENT OUT-OF-SERVICE (008)
REQUEST. THE ROOT CAUSE HAS PEEN ATTRIBUTED TO A MANAGEMENT DEPICIENCY POR
FAILURE TO PULLY IMPLEMENT CORRECTIVE ACTIONS FPROM A PREVIOUS EVENT. THE SAFPETY
SIGNIFICANCE WAS MINIMAL SINCE ALL PLANT SYSTEMS RESPONDED AS DESIGNED.
IMMEDIATE CORRECTIVE ACTIONS CONSISTED OF RESTORING POWER TO THE ATS PANEL,
RESETTING THE ISOLATIONS AND RETURNING THE AFPFECTED SYSTEMS TO NORMAL.
ADDITIONAL CORRECTIVE ACTIJN WILL CONSIST OF PORMALLY DESIGNATING THE INDIVIDUAL
REQUESTING THE EQUIPMENT OOS THE RESPONSIBILIVY OF THOROUGHLY RESEARCHING
EQUIPMENT 00S REQUESTS AND PROVIDING THE OPERATING DEPARTMENT WITH ALL THE
REQUIRED INFORMATION, IF REQUESTED, DEALING WITH COMPLEX OR UNUSUAL OUTAGE
REQUESTS .

| 87) DRESDEN 3 DOCKET 50-249 LER 88-008
VIOLATION OF SECONDARY CONTAINMENT INTEGRITY DUE TO PERSONNEL INTERLOCK DOOR
CIRCUITRY FAILURE,

EVENT DATE: 051388 REPORT DATE: 060668 NSSS: GE TYPE: BWR
OTHER UNITS IMNVOLVED: DRESDEN 2 (8WR)

(NSIC 209554) AT 093 HOURS ON MAY 13, 1988, WITH UNIT 3 SHUTDOWN FOR A SCHEDULED
REFUELING OUTAGE AND UNIT 2 OPERATING AT 94% RATED CORE THERMAL POWER, AN ALARM
WAS RECEIVED IN THE CONTROL ROOM INDICATING THAT THE UNIT } REACTOR BUILDING TO
TURBINE BUILDING PENSONNEL TNTERLOCK DOOR CIRCUITRY WAS BYPASSED OR INOPERABLE.
IN RESPONDING TO THE ALARM, THE REACTOR OPERATOR WAS UNABLE TO GET A RESET; AN
EQUIPMENT ATTENDANT WAS THEN INMEDIATELY DISPATCHED TO THE AREA. UPON ARRIVAL,
THE _NNER AND OUTER UJIT 3 RFACTOR BUILDING TO TURBINE BUILDING PERSONNEL
INTERLOCK DOORS WERE FOUND OPEN WITH PERSONNEL FREELY PASSING THROUGH BOTH OPEN
DOORS, THUS VIOLATING SECONDARY CONTAINMENT INTEGRITY. SECONDARY CONTAINMENT
INTEGRITY WAS REQUIRED AT THE TIME BY TECH SPEC 3.7.C.1 SINCE UNIT 2 WAS
OPERATING AT 94% RATED CORE THERMAL POWER. INVESTIGATION BY A SHIFT FOREMAN
REVEALED A LOOSE POWER SUPPLY PUSE IN THE LOCAL INTERLOCK DOOR CIRCUITRY PANEL.
THE INTERLOCK DOOR CIRCUITRY WAS RETURNED TO AN OPERABLE CONDITION UPON TIGHTLY
INSERTING THE FUSE, THUS PREVENTING FURTHER SIMULTANEQUS OPENINGS OF SOTH THE
INNER AND OUTER DOORS. THE INTERLOCK DOOR CIRCUITRY WAS INOPERABLE FPOR
APPROXIMATE!Y TEN MINUTES. THE SATETY SIGNIFICANCE OF THE EVENT WAS M. NIMAL AS A
RESULT OF THE PROMPT ACTION BY THE OPERATING DEPARTMENT PERSONNEL.

| 88) FARLEY DOCKET 50-348 LER w8-014
FIRE BARRIER INOPERABLE FOR MORE THAN SEVEN DAYS.
EVENT DATE: 042088 REPORT DATE: 052488 N§SS: wE TYPE: PWR

(NSIC 209418) AT APPROXIMATELY 1600 ON 5-4-88, IT WAS DISCOVERED THAT FIRE
BARRIER PENETRATION 17-139-9 MALD BEEN BREACHED. THE SHIFT FOREMAN WAS UNAWARE OF
THIS PENETRATION BEING BREACHED, AN INVESTIGATION DETERMINED THAT A CABLE HAD
BEEN ROUTED THROUGH THE PENETRATION ON 4-17-88 AND THE PORMS THAT ARE NORMALLY
FILLED OUT FOR A BPREACHED PENETRATIOAN HAD NOT BEEN FILLED OUT. THE PENETRATION
WAS SEALED AND RES[OFED TO PUNCTIONAL STATUS BY 1700 ON 5-4-88. TECHNICAL
SPECIFICATION 3.7.12 REQUIRES: WITHIN ONE HOUR, EITHER ESTABLISH A CONTINUOUS
FIRE WATCH ON AT LEAST ONE SIDE OF THE AFPPECTED PENETRATION, OR VERIPY THE
OPERABILITY OF FIRE DETECTORS ON AT LEAST ONE SIDE OF THE NON-PUNZTIONAL PIRER
BARRIER AND ESTABLISH AN HCURLY PIRE WATCH PATROL, TECHNICAL 3SPECIFICATION
ACTION STATEMENT REQUIREMENTS MAD BEEN MET IN THAT AN HOURLY FIRE WATCH PATROL
HAD BEEN MAINTAINED DUE TO ANOTHER BREACHED PENETRATION IN THE AREBA. TECHNICAL
SPECIFICATION 3.7.12 ALSO RE(OUIRES THE PENETRATION TO BE RETURNED TO PUNCTIONAL
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STATUS WITHIN SEVEN DAYS OR A SPECIAL REPORT MUST BE SUBMITTED. THEREFORE, THIS
SPECIAL REPORT IS BEING SUBMITTED. TO PREVENT RECURRENCE OF THIS TYPE OF EVENT,

THE APPROPRIATE PERSONNEL WILL BE REINSTRUCTED TO ENSURE THAT THE SHIFT FOREMAN

1§ INFORMED PRIOR TO BREACHING A FIRE BARRIER PENETRATION.

[ 89) FARLEY 1 DOCKET 50-348 LER 88-013
FIRE DETECTION SYSTEM INOPERABLE FOR MORE THAN FOURTEEN DAYS.
LVENT DATE: 042588 REPORT DATE: 052488 NSSS: WE TYPE: PWR

(NSIC 209474) AT 2115 ON 4/11/88, FIRZ DETECTION SYSTFia 1A-22 WAS DISABLED IN
ORDER TO SUPPORT MODIFICATIONS TO THE CONTAINMENT COOLER SERVICE WATER PIPING.
DUE TO THE SCOPE OF THE WORK, THE SYSTEM COULD NOY BE RETURNED TO SERVICE WITHIN
FOURTEEN DAYS. TECH SPEC 3.3.3 9 REQUIRES THE I'IRE DETECTION SYSTEM TO BE
RETURNED TO OPERABLE STATUS WITHIN POURTEEN DAxS OR A SPECIAL REPORT MUST BE
SUBMITTED WITHIN THE FOLLOWING 30 DAYS. THEREFORE, THIS SPECIAL REPORT IS BEING
SUBMITTED. THE WORK WAS COMPLETED AND SYSTEM 1A-22 WAS DECLARED OPERABLE AT 1330
ON S/14/88. TECH SPEC ACTION STATEMENT REQUIKEMENTS HAVE BEEN MZT FOR THE
INOPERABLE FIRE DETECT.ON SYSTEM.

| 90) FARLEY 1 DOCKET 50-348 LER 88-016
FIRE DOOR INOPERABLE FOk< MORE THAN SEVEN DAYS.
EVENT DATE: 052588 REPORT DATE: 062488 NSSS: WE TYPE: PWR

(NSIC 2097445) AT 1200 ON 5-18-88, FIRE DOOR G408 WAS DECLARED INOPERABLE BECAUSE
IT HAD BEEN SECURED IN THE OPEN POSITION TO FACILITATE ACCES® TO THE AREA. ON
5-<20-88, :HE WORK IN THIS AREA WAF COMPLETED AND THE DOOR ..AS INSPECTED PRIOR TO
RESTORING THE DOOR TO OPERABLE STATUS. DURING THIS INSPECTION, AT APPROXIMATELY
2200 ON 5-24-88, 1T WAS DISCOVERLD THAT THE DOOR WAS DAMAGED. THE DOOR WAS
REPAIRED AND RETURNED TO FUNCTIONAL STATUS AT 0830 ON 6-6-08. TECHNICAL
SPECIFICATION 3.7.12 REQUIRES: WITHIN ONE HOUR, EITHER ESTABLISH A CONTINUOUS
FIRE WATCH ON AT LEAST ONE SIDE OF THE AFFECTED PENETRATION, OR VERIFY THE
OPERABILITY OF FIRE DETECTORS ON AT LEAST ONE SIDE OF THE NON-PFUNCTIONAL FIRE
BARRIER AJ4D ESTABLISH AN HOURLY FIRE YATCH PATROL., AN HOURLY PIRE WATCH PATROL
WAS ESTABLISHED AND MAINTAINED. TECHNICAL SPECIFICATION 13.7.12 ALSO REQUIRES THE
DOOR TO BE RETURNED TO FUNCTIONAL STATUS WITHIN SEVEN DAYS OR A SPECIAL REPORT
MUST BE SUBMITTED. THEREFORE, THIS SPECIAL REPORT IS BEING SUBMITTED.

| 9) FARLEY 2 DOCKET 50-364 LER 88-005
PERSONNEL ERROR RESULTS IN TERMINATION OF THE WRONG FIRE WATCH PATROL.
EVENT DATE: 050188 REPORT DATR: 052688 NSSS: WE TYPE: PWR

(NSIC 209423) AT 0800 ON 5-7-88, IT WAS DISCOVERED THAT AN HOURLY FIRE WATCH
PATROL REQUIRED BY TECHNICA! SPECIFPICATICON 3.7.12 HAD NOT BEEN PRRFORMED DURING
THE PERIOD FROM 1315 ON &-30-88 UNTIL 0800 ON 5-1-88. THE SHIPT FOREMAN
COORDINATING FIRE WATCHES MAD DISCONTINUED FIVE FIRE WATCN PATROLS AT 1315 ON
§-30-88 BECAUSE THE SITUATION REQUIRING THE PIRE WATCH PATROLS HAD BEEN
CORRECTED. FOUR OF THESE FIRE WATCH PATROLS WERE DISCONTINUEBD CORRECTLY.
HOWEVER, IN THE FIFTH CASE, THE PIRE WATCH PATROL IN THE WRONG LOCATION WAS
DISCONTINUED. THIS EVENT WAS CAUSED BY PERSONNEL ERROR. THE SHIFT FOREMAN
INVOLVED IN THIS EVENT HAS BEEN COUNSELED,

| 92) FARLEY 2 DOCKET 50-364 LER 88-006
FIRE DETECTION SYSTEM INOPERABLE FOR MORE THAN FOURTEEN DAYS.
EVENT DATE: 050188 REPORT DATE: 052688 NSSS: we TYPE: PWR

(NSIC 209828) AT 1100 ON 4-17-88, FIRE DETECTION SYSTEM 2A-22 WAS DECLARRL
INOPERABLE DUE TO A SPURIOUS ALARM WHICH WOULD NOT CLEAR. THE SYSTEM COULD NOT
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BE RETURNED TO SERVICE WITHIN 14 DAYS. TECHNICAL SPECIFICATION 3.3.3.9 REQUIKZS
THE FIRE DETECTION SYSTEM TO BE RETURNED TO OPERABLE STATUS WITHIN 14 DAYS OR A
SPECIAL REPORT MUST BE SUBMITTED WITHIN THE POLLOWING 30 DAYS. THEREFORE, THIS
SPECIAL REPORT IS BEING SUBMITTED. INVESTIGATIONS HAVE BEEN CONDUCTED IN AN
ATTEMPT TO DETERMINE THE CAUSE OF THE SPURIOUS ALARM. TROUBLESHOOTING HAS
INDICATED THAT THE PROBLEM IS5 INSIDE CONTAINMENT. THE AMOUNT OF WORK THAT CAN BE
DONE ON THIS SYSTEM IS LIMITED CINCE THE DETECTORS FOR THIS SYSTEM ARE LOCATED IN
CONTAINMENT AND ARE INACCESSIBLE DURING POWER OPERATION. FIRE DETECTOR SYSTEM
2A~22 WILL BE REPAIRED DURING THE NEXT OUTAGE OF SUFFICIENT DURATION TO ALLOW
REPAIR. TECHNICAL SPECIFICATION ACTION STATEMENT REQUIREMENTS ARE LEING MET FOR
THE INOPERABLE FIRE DETECTION SYSTEM.

| 93) FERMI 2 DOCKET 50-341 LER 88-016
FAILED RELAY CAUSES RESIDUAL HEAT REMOVAL SHUTDOWN COOLING OUTBOAKD ISOL’TION
VALVE TO CLOSE.

EVENT DATE: 042088 REPORT DATE: 052088 NSSS: GE TYET: BWR
VENTOR: AGASTAT RELAY CO.

(NSIC 209415) PRIMARY CONTAINMENT ISOLATION SYSTEM (PCIS) LOGIC RELAY A71B-K75
WAS REPLACED AS PART OF A PREVENTATIVE MAINTENANCE PROGRAM ACTIVITY ON APRIL 15,
1988. ON APRIL 20, 1988, AT 1930 HOURS, TEE RELAY FAILED WHICH INITIATED A
CLOSURE OF THE RESIDUAL HEAT REMOVAL (RHR) SHUTDOWN COOLING (SDC) OUTBOARL
ISOLATION VALVE, E'1-FO08. DIVISION II OF THE RHR SDC ISOLATED WHEN E1)-FO08
CLOSED. THE ISOLATION VALVE WAS REOPENED MANUALLY, AND DIVISINN II RHR SDC WAS
REESTABLISHED AT 2007 HOURS. THE EVENT WAS CAUSED BY THE FAILURE OF AGASTAT
RELAY A71B K75 TO REMAIN IN AN ENERGIZED STATE, FOLLOWIN3 A RESET OF THE
E11-PO0B'S ISOLATION LOGIC. UPON SENSING THE PRESENCE OF AN ISOLATION SIGNAL
FROM THE DE-ENERGIZED RELAY, THE ISOLATION VALVE STROKED CLOSED. THE RELAY WAS
REPLACED. PCIS LOGIC WAS SUCCESSFULLY TESTED ON APRIL 24, AT 2314 HOURS.
E11-FOO8 WAS THEN RETURNED TO NORMAL OPERATION UPON RESTORATION OF POWER.

[ 94) FERMI 2 DOCKET 50-341 LER 88-017
CONTROL CENTER WEATING VENTILATING AND AIR CONDITIONING SHIFTS TO RECIRCULATION
MODE BECAUSE OF LOSS OF CONTROL POWER.

EVENT DATE: 042788 REPORT DATE: 052788 NSSS5: GE TYPE: BWR
VENDOR: GENERAL BLECTRIC CO.

(NSIC 205416) ON APRIL 27, 1988, THE DIVISION II CONTROL CENTER HEATING
VENTILATION AND AIR CONDITIONING SYSTEM (CCHVAC) SHIFTED TO RECIRCULATION MODE
DUE TO DE-ENERGIZATION OF THE LOZAL PANEL. THIS WAS CAUSED BY A SHORT IN THE
PANEL WHEN AN OPERATOR ATTEMPTZD TO REMOVE A BURNED OUT INDICATOR LAMP ON THE
PANEL., THE INDICATUR LAMP WAS LOOSE AT ITS BASE AND APPARENTLY THE FILAMENTS
LEADS CONTACTED UPON BEING ROTATED. THE BURNED OUT INDICATOR LAMP AND THE UPENED
FUSE WERE REPLACED. DIVISION II CCHVAC WAL RETURNED TO NORMAL MODE OF OPERATION
IN 9% MINUTES.

[ 9%) FERMI 2 DOCKET 50-341 LER 88-018
FAILURE TO PERFORM SHIFTLY SURVEILLANCE OF INTERMEDIATE RANGE MONITOR WITHIN THE
REQUIRED TIME.

EVENT DATE: 050388 REPORT DATE: 060288 NSSS: GB TYPE: BWR

(NSIC 2095)33) ON MAY 3, 1988, AN OPERATING SHIFT FAILED TO PERFORM THE TECHNICAL
SPECIFICATION REQUIRED TWELVE HOUR SURVEILLANCES WITHIN THE ALLOWABLE TIME
REVIEW OF THE ACTIVITIES ON SHIFT INDICATES THAT THE ACTION STATEMENTL WEEKL MET
EXCEFT FOR THE INTERMEDIATE RANGE MONITOR INOPERATIVE CHANNELS. THIS BVENT WAS
CAUSED BY A FAILURE OF THE RESPONSIBLE INDIVIDUALS TO ENSURE THE SURVEILLANCES
WERE COMPLETED WITHIN THE REQUIRED TIME P2RIOD., THE SURVETLLANCES WERZ
SUCCESSFULLY PERFORMED AT 0042 HOURS MAY &, 1988, '7 HOURS AND 12 MINUTES AFTER
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THEIR LAST PERFORMANCE. AS CORRECTIVE ACTION FOR THIS EVENT COUNSELLING WAS
PROVIDED AND APPROPRIATE LEVELS OF DISCIPLINE WERE ADMINISTERED TO PERSONNEL
INVOLVED.

| 96) FERMI 2 DOCKET 50-341 LER 88-019
A MANUAL REACTOR SCRAM WAS INITIATED WHEN DIVISION I OFFSITE POWER WAS
INTERRUPTED.

EVENT DATE: 050788 REPORT DATE: 060688 NSSS: GE TYPE: BWR

(NSIC 209534) ON MAY 7, 1988 AT 0138 HOURS, OFFSITE POWER TO DIVISION WAS
INTERRUPTED. CONTROL ROD DRIVE PUMP A TRIPPED ON LOSS OF POWER., SINCE REACTOR
POWER WAS LESS THAN 900 PSIG A MANUAL SCRAM WAS INITIATED BY PLACING THE MODE
SWITCH IN THE SHUTDOWN POSITION AS REQUIRED BY TECHNICAL SPECIFICATIONS. ALL
ACTUATIONS AND ISOLATION OCCURRED AS EXPECTED. INVESTIGATION NDETERMINED A
RACCOON CLIMBING THE SYSTEM SERVICE TRANSFORMER #1 HAD CAUSED A GROUND FAULT ON
THE “L" PHASE. THE TRANSFORMER WAS INSPECTED CLEANED AND REPA = D PKIOR TO BEING
RETURNED TO SERVICE. INSPECTION OF THE MAT AROUND THE TRANSFOUxAER REVEALED THAT
THE GRADE MAD SETTLED BELOW THE FENCE ALLOWING A PATH FOR THE RACCOON TO ENTER.
GRAVEL WAS BROUGHT IN TO BRING THE GRADE ABOVE THE FENCE LINE.

[ 897) FERMI 2 DOCKET 50-341 LER 88-020
INCORRECT HIGH PRESSURE COOLANT INJECTION SURVEILLANCE TEST PROCEDURE CAUSES
REACTOR SCRANM.

EVENT DATE: 050888 REPORT DATE: 060788 NSSS: GE TYPE: BWR

(NSIC 209535) A TECHNICAL SPECIFICATION SURVEILLANCE REQUIREMENT PROCEDURE
264.202.04 "HPCI SYSTEM AUTOMATIC ACTUATIOWN/SUCTION VALVE AUTO TRANSFER" WAS
REQUIRFN TO BE PERFORMED AS PART OF THE NORMAL REQUIRED SURVEILLANCE FREQUENCY.
DURING THE PERFORMANCE OF THE SURVEILLANCE TEST FEEDWATER FLOW WAS DIVERTED TO
THE CONDENSATE STORAGE TANK., OPERATOR ACTIONS TAKEN TO COMPENSATE FOR A LOW
REACTOR WATER LEVEL ALARM RESULTED IN A REACTOR INTERMEDIATE RANGE MONITOR HIGH
FLUX REACTOR SCRAM. DURING THE REACTOR SCRAM ALL PLANT SYSTEMS FUNCTIONED PER
DESIGN. A TECHNICAL REVIEW OF THE SURVEILLANCE TEST DETERMINED THAT THE
SURVEILLANCE PROCEDURE WAS INTENDED TO BE PERFORMED IN THE COLD SHUTDOWN OR
REFUELING CONDITIONS., THE PROCEDURE DID NOT CONTAIN THE APPROPRIATE PRECAUTIONS
TO PROHIBIT OPERATIONS PERSONNEL FPROM PERFORMING THE SURVEILLANCE TEST IN OTHER
PLANT MODES OF OPERATION. PROCEDURE 264.202,04 WAS REVISED TO DEFINE WHEN THE
SURVEILLANCE TEST WILL BE PERFORMED.

| 98) FERMI 2 DOCKET 50-341 LER 88-021 REV 09
UPDATE ON MAIN STEAM BYPASS VALVES CLOSE DUE TO A FAULTY RELAY,
EVENT DATE: 051088 REPORT DATE: 060988 NSSS: GE TYPE: BWR

(NSIC 209536) ON MAY 10, 1988 THE PLANT STAFF WAS CONDUCTING ELECTRICAL OVERSPEED
SURVEILLANCE TESTING ON THE MAIN TURBINE GENERATOR WHILE THE UNIT WAS IN POWER
OPERATION. DURING THE TEST, BOTH MAIN STEAM BYPASS VALVES CLOSED. AT 2251
HOURS. A REACTOR PROTECTION SYSTEM KIGH PRESSURE SCRAM OCCURRED. THE EBVENT WAS
CAUSED BY A FAULTY RELAY WHICH GENERATED A DEVIATION BETWEEN THE THREE CHANNEL
SIGNALS ACTING ON THE BYPASS VALVE CONTROL MODULES. THE RELAY WAS REPLACED. A
MODIPICATION WILL BE IMPLEMENTED TO ALTER THE COMPARATOR TRIP CIRCUITS TO ACTUATE
AT A PRESCRIBED LEVEL OF DEVIATION BETWEEN INPUT SIGNALS., THE MODIFICATION WILL
BE COMPLETED PRIOR TO THE END OF THE FIRST REFUELING OUTAGE.

| 99) FERMI 2 DOCKET 50-301 LER 88-023
MANUAL ISOLATION OF REACTOR WATER CLEANUP DUE TO AN INSTRUMENT LINE FAILURE,
BVENT DATE: 052888 REPORT DATE: 062788 NESS: GB TYPY: BWR
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(NSIC 209740) AT 0315 HOURS ON MAY 28. 1938. . HE REACTOR WATER CLEANUP SYSTEM
(RWCU) WAS MANUALLY ISOLATED BY OPERATOR ACTION WHEN A STEAM LEAK DEVELOPED WHILE
RETURNING THE RWCU TO SERVICE. T"™ STEAM LEAK WAS OBSERVED TO BE ABOVE TBE RWCU
PUMP ROOMS. THE SYLJ/EM WAS ISOLATRJ AU'D DEPRESSURIZED BY ESTABLIHING A BLOWDOWN
PATH TO THE CONDENSER. THE STEAM LE~K CONTAMINATED A LARGZ AREA OF YHE REACTOR
BUILDING AND THE CLOTHING OF THREE EMPLOYEES WHO WSRE IN THE APEA. THESE
PERSONNEL SHOWED NO TYNTERNAL CONTAMINATION AND N7 RADIATION WAS RELEASED TO TBE
ENVIRONMENT. THE LE\K WAS CAUSED BY AN INSTRUMENT LINE PULLIMG OUT OFP ITS
COMPRESSION FITTING. THIS APPEARS TO BE DUE TO IMPROPER INSTALLATION. THE
INSTRUMENT LINE WAS REPAIRED. THE TINVESTIGATION IS CONTINUING INTO THE
INSTRUMENT LINE FAILURE. DECONTAMINATION OF THE REACTOR BUILDING IS IN PROGRP;S,

[100] FITZPATRICK DOCKET 50-333 LER 868-004
REACTOR SAFETY RELIEF VALVE SETPOINT DRIFT.
EVENT DATE: 052388 REPORT DATE: 061384 NSSS: GE TYPE: BWR

VENDOR: TARGET R0CK CORP,

(NSIC 209635) DURING NORMAL OPERAI (CW AT 100% RATED POWER ON MAY 23, 1988, A
VENDOR INFORMED THE PLANT STAFF THAT 2 OF 5 SAFETY/RELIEF VALVES (SRVS)(AD) THAT
HAD BEEN REMOVED FOR TEST DURING A J/NUARY 1988 MAILTENANCE OUTAGE NID NOT
ACTUATE WITHIN THE ALYN.OWED +/-1% OF “AMEPLATE SETPOINT AJ REQUIRED BY TECHNICAL
SPECIFICATION 2.2.1.B, SETPOINT DRIPT AND SINGLE VALVE INOPERABILITY HAVE BEEN
PREVIOUSLY EVALUATED AND BEEN ACCRPTABLE WITH RESPPCT TO OVERPRESSURE PROTECTION.
AN EVALUATION FOR A PREVIOUS EVENT (LER-87-000), WHICH 78 EXPECTED TO ALSO BE
BOUNDING FOR THIS EVENT, 1S IN PROGRESS. THE VENDOR TEST REPORT WiTH A COMPLETE
EVALUATION OF JHE APPARENT SETPOINT DRIFT ANJ CORRECTIVE ACTION TAKEN 1S EXPECTED
TO BE COMPLETE BY AUGUST 1988. REVISION OF THIS LER TC REFLECI EVALUATION OF
POTENTIAL OVERPRESSURE AND PROVIDE DETAILS CONCERNING THE EVENT CAUSE AND
CORRECTIVE ACTION IS EXPECTED BY SEPTEMBER 30, 1988. LEZR-87-004 AND 85-009 ARE
SIMILAR EVENTS INVOLVING SRV SETPOINT DRIFPT.

[101) FITIPATRICK DOTKET 50-333 LER 88-005
FAILURE OF ELECTRIC BAY VENTILATION BACXUP COOLING WATER SUPPLY CHECK VALVES.
EVENT DATE: 052588 REPORT DATE: 062488 NS§S: GE TYPE: BWR

VEMDOR: VELAN VALVE CORP.

(NSIC 2097135) ON FEBRUARY 27, 1987 AND MARCH 25, 1987, WHILE SHUTDOWN POR REFUEL
AND MAINTENANCE, SIX EMERGENCY SERVICE WATER (ESW) (BI) CHECK VALVES THA™ SUPPL?
VENTILATION SYSTEM BACKUP COOLING FPOR NORMAL 4KV (EA) AND PART OF THE
SAFETY-RELATED 600V AC (ED) SYSTEMS WERE POUND INOPERADLE DUE TO AN ACCUMULATION
OF MUD AND SCALE WHEN DISASSEMBLED FOR INSERVICE TESTS. AN INITIAL EV*LUATION
REVEALED THAT NO TECK SPECS OR FINAL SAFETY ANALYSIS REPORT (PSAR) BASIS FOR THE
DESIGN OR SAFETY SIGNIFICANCE. LATER EVALUATION ESTABLISHED AN ORIGINAL DESIGN
SAFETY BASIS, THE VALVES WERE CLEANED TC RESTORE OPERABILITY PRIOR TO PLANT
STARTUP AT THE END OF THE REFUERL CKRANGE., PERIODIC PLUSHING WILL BE CONDUCT™ED TO
MAINTAIN OPERABILITY. ADDITIONAL EVALUATION CONTINUBS TO ESTABLISH THE BASIS FOR
CHANGES TO DESIGN DOCUMENTS, FSAR, AND TECH SPECS AS APPROPRIATE. PAILURE OF TNE
VALVES TO OPEN TO PROVIDE BAUKUP COOLING WHEN NORMAL COOLING PAILS IS NOT
BELIEVED TO BE SAPATY SIGNIFICANT DUE TO A LOW HEAT LOAD, THRRE HAVE BEEN NO
SIMILAR LERS FOR CHECK VALVE FAILURE DUER TO BUILDUP OF MUD AND SCALE. THERE ALSO
HAVE BEEN NO SIMILAR LERS INVOLVING LACK OF DESIGN BASIS OR SAPETY CLASSIPICATION
DOCUMENTATION.

[102) FT. CALHOUN 1 DOCKET 50-285 LER 88-011 REV 03
UPDATE ON POTENTIAL FAILURE TO MAINTAIN CONTAINMENT INTEGRITY WHEN REQUIRED.
EVENT DATE: 032788 REPORT DAE: 070188 NSSS: CE TYPE: Pwa

(NSIC 209718) A NOTIPICATION TO THE NRC WAS MADE AT 1133 (CDT), APRIL 19, 1988,
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PER 10 CPR S0.72(B)(1)(XI)(A), CONCERNING THE LOSS OF CONTAINMENT INTEGRITY, DUE
TO THE DISCOVERY OF A NON-INSTALLED SWAJELOK CAP ON CONTAINMENY PENETRATION M-38.
FOGLLOWING THE DISCOVERY, THE CAP WAS INSTALLED AND A THOROUGH INSPECTION OF
NON-WETTED SMALL DIAMETER PIPING WAS CONDUCTED TO VERIFY CONTAINMENT INTEGRITY.
FORT CALHOUN STATION, UNIT NO. ! CONTINUED TO OPERATE AT 100 PERCEWUT POWER
THROUGHOUT THIS TIMEFRAME. WHILE PERFORMING A VERIFICATION OF THE CONTAINMENT
PENETRATION M-38 PIPING CONFIGURATION, TO BE UFED IN THE CONTAINMENT ISOLATION
VALVE LEAKAGE SURVEILLANCE TEST, ST-CONT-3, AN ENGINEER DISCOVERED A SWAGELOK CAP
MISSING FPROM A TEST TEE. THE TEST TEE WAS LOCATED UPSTREAM OF PC-743,
CONTAINMENT GENERAL AREA HIGH PRESSURE ALARM TRANSMITTER. POLLOWING THIS
DISCOVERY THE CAP WAS REINSTALLED ANLU TESTED FOR LEAKAGE. TO PREVENT RECURRENCE:
1) ST-CONT-3 WILL BE UPGP"DED TO INCLUDE: DETAILED DRAWINGS INCLUDING TEST TEES
AND PROCEDURAL SIGNOI'FS FOR THE REMOVAL AND INSTALLATION OF THE DESIGNATED CAPS.
2) A SEPARATE DOCUMENTED AND DOUBLE VERIFIED CHECKLIST OF SWAGELOK CAPS WILL BE
WRITTEN, AND THIS CHECKLIST WILL BE PERFORMED PRIOR TO POWER NPERATION FOLLOWING
A REFUELING OQUTAGE TO ENSURE CONTAINMENT INTEGRITY., THESE ACTIONS WILL BE
COMPLETED PRIOR TO THE END OF THE 1988 REFUELING OUTAGE.

(103) FT. CALHOUN ! DOCKET 50-285 LER 88-012
FAILURE TO ISSUE SPECIAL REPORT ON FIRE BARRIER INOPERABILITY.
EVENT DATE: 042888 REPORT DATE: 052788 N§ESS: Cm TYPE: PWR

(NSIC 209510) ON APRIL 28, 1988, IT WAS DISCOVERED THAT A SPECIAL REPORT ON FIRE
BARRIER INOPERABILITY, REQUIRED BY TECH SPEC 5.9.3, HAD NOT BEEN SUSMITTED. TdE
SPECIAL REPORT PERTAINED TO FIRE BARRIERS POJAD DEGRADED IN FIRZ ZONES ' AND 2 ON
MARCH 18, 1988. 1IN ACCORDANCE WITH TECH SPEC 2.18(7), WITHIN ONE HOUR OPPD
PERSONNEL DID VERIPY THE OPERABILITY OF FIRE DETECTION AND ESTASLISHED AND HOURLY
FIREWATCH PATROL FOR THE FIRE AREAS AFFECTED. A MAINTENANCE ORLER WAS ISSUED TO
REFPAIR THE FIRE BARRIERS., THE MAINTENANCE ORDER WAS NOT PROPERLY TRACKED AND THE
INCOMPLETE WOR™ WAS NOT DISCOVERED UNTIL APRIL 28, 1988. THE SPECIAL REPORT WAS
NOT SUBMITTED WITHIN THE 30 DAY TIME FRAME., THE DEGRADED BARRIERS WERE REPAIRED
BY MAY 16, 1988 AND HAS BEEN RETURNED TO OPERABLE STATUS.

(104) PT. CALHOUN DOCKET 50-285 LEP 88-0i¢
INADVERTENT START OF EMERGENCY DIESEL GENERATOR D-1 DURING PERFORMANCE CV
SURVEILLANCE TEST.

EVENT DATE: 051888 REPORT DATE: 061788 N§SS: CB TYPE: FoR

(NSIC 209617) DURING PERFORMANCE OF ST-ESP-6 F.2 APPANDIX B, MONTHLY EMERGENCY
DIESEL GENERATOR SURVEILLANCE TEST, ON AMAY 18, 1988 AT APPROXIMATELY 1407 CDT,
EMERGENCY DIES™L GENERATOR D-2 TRIPPED, RESULTING IN AN AUTO-START OF EMERGENCY
DIRSEL GENERATOR D-', IT WAS LATER DETERMINED THAT THE LOCK-QUT RELAY TRIPPED
DUE TO A REVERSE CURRENT FLOW ACROSS THE QUTPUT BREAKER. WHEN THE LOCK-OUT RELAY
TRIPPED IT RESULTED IN AN AUTO-ST RT OF EMERGENCY DISSEL GENERATOR D-1,

EMERGENCY DIESEL GENERATOR D-1 RESPONDED AS DESIGNED AND WAS SHUTDOWN AND
PETURNED TO EMERGENCY STANDBY AT 1415 CDT. THE RESIDENT INSPECTOR WAS
IMMEDIATELY NOTIFIED, AND A REPORT TO THE NRC WAS MADE AT 1600 CDT PURSUANT TO 10

CFPR SO0.7218(2)(1I1). SUSSEQUENT INVESTIGATIONS FAILRD TO DETERMINE A ROOT CAUSE
FOR THE DIRZEL TRIP.

110%) FT. ST. VRAIN DOCKET 50-267 LER 87-013
DAMAGE TO H2LIUM CIRCULATOR RESULTS IN EXCESSIVE SHAPT WOBBLE LIKELY DUR TO
PREEXISTING CRACKS.

EVENT DATE: 082787 REPORT DATR: 092687 NSSS: GA TYPE: HTGR

(NSIC 209868) CAUSE - STRESS CORNOSION CRACKING, ON 7/22/87, "D" CIRCULATOR (S/N
C«2101' TRIPPED ON FIXED MIGN SPEED. SUBSEQUENT OPERATION OF THE CIRCULATOR
REVEALED EXCESSIVE SHAFT WOBBLE., ON JULY 31, IT WAS DECIDED TO REMOVE “D*
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CIRCULATOR AND REPLACE IT WITA A SPARE. FPRELIMINARY EVALUATIONE OF THE DAMAGED
CIRCULATOR DETERMINED THAT THIS EVENT HAS GENERIC IMPLICATIONS, WHICH WAS
IDENTIFIED TO THE NRC ON AUGUST 27. A PNELIMINARY ENGINEERING REPOQT WAS
PREPARED AND IS5 BEING SUBMITTED AS PART OF THIS LER. ALTHOUGH THE ROOT CAUSE OF
THE CIRCULATOR FAILURE HAS NOT BEEN DETERMINED, PRELIMINARY METALLURGICAL
OBSERVATIONS CCNFIRMED PRE-EXISTING CRACKS, LIKELY DUE TO STRESS CORROSION
CRACKING, IN BOTH THE LABYRINTH SEAL MOUNTING BOLTS, THE STEAM DUCTING-TO-BEARING
ASSEMBLY BOLTS AND THE SPRING PLUNGER. THE ENGINEERING REPORT PROVIDES
JUSTIFICATION FOR CONTINUED OFERATION, ASSUMING THAT THE ROOT CAUSE 1§ GENERIC TO
ALL CIRCULATORS. THIS JUSTIFICATION 15 BASED ON THE FACT THAT ONLY ONE
CIRCULATOR IS REQUIRED TO ASSURE SAFZ SHUTDOWN AND APPENDIX R COOLING, AND THAT
SIMULTANEQUS LOSS OF ALL POUR INGTALLED HELIUM CIRCULATORS IS CONSIDERED
INCREDIBLE. CORRECTIVE ACTIONS INCLUDE CONTINUED INVESTIGATION OF THE FAILURES
OBSERVED ON C-2101, AND PROPOSING A TECH SPEC CH2..GE TO INCLUDE AN ENHANCED
CIRCULATOR IN-SERVICE INSPECTION PROGFAM. THESE ACTIONS WERE SUMMARIZED IN
LETTER P-87327 PROM PSC TO NRC DATED SEPT. 21, 1987,

[106) FT. ST. VRAIN DOCKET 50-267 LER 87-020
LOOP II SHUTDOWN.
EVENT DATE: 090187 REPORT DATE: 100187 NSSS: GA TYPE: HTGR

(NSIC 209869) CAUSE - PERSONNEL ERROR AND UNUSUAL LINEUP OF COOLANT SYSTEMSE. ON
9/1/87, WITH THE REACTOR SHUTNOWN, A LOOP II SHUTDOWN OCCURRED WHEN THE PLANT
PROTECTIVE SYSTEM (PPS) TRIP CIRCUITS ON "A" HELIUM CIRCULATOR WERE RESET WHILE
RETURNING THE CIRCULATOR TO SERVICE. THE PPS TRIP CIRCUITS ON "A" HELIUA
CIRCULATOR WERE RESET WITHOUT RESETTING “,'E PPS TRIP CIRCU’ 'S ON "C" AND "D"
HELIUM CIRCULATORS. THIS ACTION CLEARRD AN EXISTING LOOP ¢ OWN PPS TRIP ON
LOOP 1, AND ALLOWED EXISTING PPS TRIPS ON “C" AND "D" HELIUM " "ULATORS TO
ACTUATE THE LOOP SHUTDOWN PPS TRIP CIRCUIT POR LOOP II. THE . I SHUTDOWN PPS
ACTUATION CAUSED WV-2292 TO CLOSE TO ISOLATE THE NOPMAL SBLONL ( COOLANT PLOW
PATH. SECONDARY COOLANT FLOW TO LOOP II WAS MAINTAINED BY PLOW .HROUGH PV-2210.
PRIMARY COOLANT FLOW WAS MAINTAINED BY “C" HELIUM CIRCULATOR OPERATING ON PELTON
DRIVE. AT NO TIME DID THIS EVENT RESULT IN THE INTERRUPTION OF PRIMARY OR
SECONDARY COOLANT FLOW. TME PRIMARY CAUSE OF THIS EVENT WAS PERSONNEL ERROR.
CONTRIBUTING TO THE CAUSE OF THIS EVENT WAS THE UNUSUAL LINEUP OF THE PRIMARY AND
SECONDARY COOLANT SYSTEMS DURING SHUTDOWN OPERATION. THIS EVENT WILL BE REVIEWED
WITH ALL REACTOR OPERATORS DURING AN OPERATING INFPORMATION ASSESSMENT GROUP
SEMINAR "0 ENSURE A COMPLETE UNDERSTANDING OF HOW THIS EVENT OCZURRRED, AND HOW TO
PREVENT RECURRENCE.

(107) FT, ST. VRAIN DOCKET 50-267 skl 87.023 BRIV 01
UPDATE ON HYV-2292 OIL LEAX CAUSED FIRE AND MANUAL SCRAM,
EVENT DATE: 100287 REPORT DATE: 042988 NESS: GA TYPE: HTGR

(NSIC 209864) CIUSE - MISSING ORIFICE IN WYDRAULIC LINE. ON 10/2/" . a. A
HRS. WITH THE REACTOR AT 27% POWER, A FIRE WAS IDENTIFIED IN THE 7 1 we

5. MWYDRAULIC OIL BSCAPTED FROM THE NV-2292 THERMAL RELIEPF .° it MENT
fot AND CONTACTED EXPOSED HOT SURFACES OF HV-2292, RESULTING IN OPan . _.MrS
'« VY SMOKE. A MANUAL SCRAM WAS INITIATED APPROX, 10 MINUTES LATER DUE TO

ME WITH NORMAL PRIMARY AND SECONDARY PLOW CONTROL. THE PLANT PIRE BRIGALE
L3N JULENED THE FIRE IN LESS THAN TWENTY MINUTES WHILE THE REACTOR SIDE
EQUIPMENT OF JATOR ISOLATED THE KYDRAULIC OIL SUPPLY TO THE LEARING VALVE.
OUTSIDE ASSISTANCE WAF CALLED AND PROVIDED FIRE WATCI'SS TO PREVENT REFLASH PIRES.
THE PLANT'S FYPRGENCY RESPONSE PLAN WAS PUT INTO EPFECT AND THE EMERGENCY
STATIONS WERE STAFFED TO COORDINATE A SAPE PLANT SHUTDOWN AND COORDINATE THE FIRE
RECOVERY ACTIVITIES. THE ROOT CAUSE OF THER FIRR WAS A MISSING ORIFICE IN THE
HYDRAULIC LING LEADING TO THE THERMAL RELIEF VALVE FOR NV-2292. CCTRECTIVE
ACTIONS NECESSARY TO SUPPORT RESTART OF THE PLANT MAVE BEEN COMPLETED. LONG | ERM
FIKE RECOVERY ENHANCYNENT EVALUATIONS HAVE BEEN COMPLETED ANC THE FIRE RECOVERY
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IDENTIFIED. PUBLIC SERVICE COMPANY HAS ACTIVELY PURSUBD THE IDENTIFPICATION AND
SUPPRESSION Or NOISE SOURCES WITHIN THE PLANT EBLECTRICAL SYSTEM, INVESTIGATIONS
OF PAST NOISE RELATED ACTUATIONS OF THE PPS HAVE RESULTED IN THE COMPLETION OF
SEVERAL SUCCESSPUL CORRECTIVE ACTIONE WHICH HAVE GREATLY REDUCED, BUT NOT
ELMINATED, NOISE INTERFERENCE PROBLIMS WITHAIN PPS INSTRUMENTS. PSC WILL CONTINUE
TO SUPPRESS OR CORRECT PROBLEM NOISE SOURCES AS THEY ARE IDENTIFIED., IN
ADDITION, A CHANGE NOTICE (CN-2762) 1§ BEING DEVELOPED TO HEPLACE OR MODIPY THE
EXISTING WRC CABLES IN AN ATTEMPT TO REDUCE THE EFFECTS OF BLECTRICAL NOISE
INDUCTION IN THE WRC INSTRUMENTATION.

(111) PT. ST. VRAIN DOCKET 50-267 LER 88-004
REACTOR MANUALLY SCRAMMED FOLLOWING TURBINE TRIP DUE TO POWER GRID PLUCATION.
EVENT DATE: 040488 REPORT DATE: 05088 NSESS: GA TYPE: HTGR

(NSIC 209865) CAUSE - SYSTEM GEMNERATION D STURBANCE. AT 1420 HOURS ON 4/4/88,
WITH THE PLANT AT 74.4% POWER, AN UPSET ON THE OFF-SITE ELECTRICAL POWER GRID WAS
EXPERIENCED. THE GRID FREQUENCY INCREASED TO APPROXIMATELY 60.5 HE CAUSING THE
TURBIME LOAD TO CYCLE WIDELY., THE PRIMARY ANC SECONDARY {YSTEMS ATTEMPTED TO
FOLLOW THE TURBINE SWINGS BUT THE LARGE LOAD CHANGES ACTUATED A POWER/LOAD
UNBALANCE (PLU: CIRCUIT WHICH RESULTED IN A TURBINE TRIP. THR REACTOR OPERATOR
MANUALLY SCRAMMED TW® REACTOR FOLLOWING THE TURBINE TRIP. THE RRACTOR OPERATOR
ESTABLISHED STABLE CORE COOLING CONDITIONS, WITH THE PRIMARY AND SECONDARY SYSTEM
RESPONDING AS EXPECUED. DURING THE COOLDOWN, THE PLANT EXPERIENCED AN UNP'ANJED
RADIOACTIVE GAS RELEASE FROM THE CORE SUPPORT FLOOR VENT SYSTENM SAFPETY VALVE, DUER
TO FLOW RESTRICTIONS IN THE VENT SYSTLUM. THE NRC WAS INFORMED BY A NOTIFICATION
OF UNUSUAL EVENL. THE ELECTRICAL POWER FREQUENCY UPSET WAS DUE TO A SYSTEM
GENERATION DISTURBANCE WHICH CAUSED SEVERAL WESTERN POWER PLANTS TO SHUTDOWN. A
HNANUFACTURING DEFICIENCY WAS IDENTIFIED IN THE PLU CIRCUIT, WHICH WILL BE
CORRECTED DURING THE CIRCULATOR OUTAGE CURRENTLY SCHEDULED POR JULY 1988. PRIOR
TO STARTUP ON APRIL 21, 1988, ONE OF THE TWO CORE SUPPORT FLOOR VENT PILTERS Wr3
MODIFIED AND AN IN-LINE STRAINER WAS CLEANED TO REDUCE THE FLOW RESTRICTION
THROUGH THE SYSTEM. THE SAFETY VALVE SETPOINT WAS RAISED PROM S PSIG TO 10 PSIG.

[112) FT. ST. VRAIN VOCKET 50-267 LER 8¥-005
NEUTRON FLUX RATE-OP-CHANGE HIGH SCRANM,
EVENT DATE: 040488 REPORT DATE: 050488 NSSS: GA TYPE: HTGR

(NSIC 209866) CAUSE - BLECTRICAL NOISE. ON 4/4/88, AND AGAIN ON 4/12/88, WITR THE
REACTOR SHUTDOWN, THE PLAKT PROTECTIVE SYSTEM (PPS) REACTOR SCRAM LOGIC AND ALARM
CIRCUITRY WAS ACTUATED ON WIDE RANGE CHANNEL (WRC) NEUTRON PLUX RATE OF CHANGE
HIGH. SINCE ALL CONTROL ROD PAIRS WERE ALREADY PULLY INJZRTED IN THE CORE, NO
CONTRCUL ROD MOVEMENT OCCUP' ED AS A RESULT OF THESE ACTUATIONS. THE CAUSE OF
THESE SCRAM ACTUATIONS WAS ELECTRICAL NOISE INDUCTION IN THE WIDE RANGE NUCLRAR
INSTRUMENTATION CHANNELS. THE SOURCE OF ELECTRICAL NOISE POR APRIL & WAS A
MALFUNCTION IN LINEAR POWER CHANNEL 7. THE NOISE SOURCE ON APRIL 12 WAS A
CHATTERING ELECTRO-HYDRAULIC CONTROL (EHC) RELAY, KT-873, INMITIATED DURING ENC
TESTING. THE MALPUNCTION OF LINEAR POWER CKANNEL 7 ON APRIL & WAS REPAIRED AND
THE CHANNEL WAS VERIFIZD TO BE OPERABLE. THE TESTING ON APRIL 12 OF THE EHC
RELAY WAS SUSPENDED UNTI' ALTERNATE TEST D'RECTIONS COULD BE IMPLEMENTED. THZ
TEST WAS THEN COMiLETED NITHOUT PURTHER INCIDENT. PUBLIC SERVICE COMPANY HAS
BEEN ACTIVELY PURSUING THE IDENTIPICATION AND SUPPMESSION OF NOISE® SOURCES WITHIN
THE PLANT FLECTRICAL SYSTRM. INVESTIGATIONS OF PAST NOISE RELATED ACTUATIONS OF
THE PPS HAVE RESULTEDL IN TH™ LOMPLETION OF CORRECTIVE ACTIONS WHICH HAVE GREATLY
REDUCED, BUT NOT ELIMINATED, NOISE INTERFERENCE FPROBLEMS WITHIN PPS INSTRUMENTS.
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[113) FT. 8§T. VRAIN DOCKET 50-267 LER 88-006
EXPANSION JOINT FAILURE CAUSING LOTS OF CIRCULATING WATER RESULTING IN 2 MANUAL
SCRANM .

EVENT DATE: 040788 REPORT DATE: 050988 NSSS: GA TYPr': HTGR

(NSIC 209986) CAUSE - DEGRADATION OF JOINT. AT 0505 ON APRIL 7, 1988, WITH THE
REACTOR AT 71% POWER, THE REACTOR OPERATOR WAS INCREASING POWER WHEN A
“CIRCULATING WATER PUMP ('A) TRIP" ALARM CAME UP. THE OPERATOR BEGAN TO REDUCE
LOAD AND DISPATCHED AN AUXILIARY TENDER TO INVESTIGATE. THE AUXILIARY TENDER
REPORTED THE CIRCULATING WATER PUMP PIT WAS SULL OF WATER AND S™MOKE. AT THE SANME
TIME, A "CIRCULATING WATER PUMF (1B) TRIP" ALARM WAS RECEIVED. THE OPERATOR
MANUALLY SCRAMMED THE REACTOR REALIZING THAT ALL CIRCULATING WAT&R WOULL BE LOST.
THE OPERATOR THEN WENT TO THE "LOW POWER" POSITION ANL PLACED ONE CIRCULATOR PER
LOOP ON SELFP-TURBINING TO CONSERVE STEAM. THE REACTOR OP”RATOR MANUALLY SHUTDOWN
LOOP I AND PUT "C" CIRCULATOR ON CONDENSATE. THE DECAY AEAT EXCHANGER WAS
CLEARED OUT SO STEM WAS ROUT™D THROUGH “D" CIRCULATOR AND CUUT THE REAEAT POWER
RELIEF VALVES, REACTOR DEPRESSURIZATION WAS INITIATED AND THE DECAY HEAT
EXCHANGER WAS RETURNED TO SERVICE AT APPROX. 0600 HOURS. THE EXPANSION JOINT ON
CIRCULATING WATER PUMP "1A" IN THE CIRCULATING WATER PUMP P.iT FAILED DUE TO
DEGRADATION ANN HAS BEEN REPLACED. ALL SIMIAR EXPANSION JOINTS IN THE PLANY
HAVE BEEN OR WILL SOON BE INSPECTED AND REPLACED IF NECESSARY.

(114) FT. ST. VRAIN DOCKET 50-267 LER 88-007
SURVEILLANCE FROCEDURE NOT PERFORMED WITHIN TECH SPEC INTERVAL DUE TO ERROR IN
COMPUTER SCHEDULING PROGRAM.

EVENT DATE: 040888 REPORT DATE: 050988 NSSS: GA TYPE: WTGR

(NSIC 20998%) CAUSE -~ INADEQUATS VERIFICATION. ON &/9/88, WITH THE REACTOR SHUT
DOWN 1OR MAINTENANCE, IT WAS DETERMIUED THAT THE TE(M SPEC FREQUENCY LINIT FOR
PERFORMANCE OF SURVEILLANCE SR-4.1 . 8.C.1/2/3-Q (RESER/VE SNUTDOWN HOPPER, ACHM
DISCONNECT AND LOW PRESSURE ALARM TEST) HAD BEEN EXCEEDED. ALTHOUGH THIS
SURVEILLANCE IS PERFORMED QUARTERLY, THE COMPUTER-GENERATED SCHEDULE DID ROT SHOW
THE SURVEILLANCE D''E UNTIL 9 MONTHS APTER THE “"LAST COMPLELEBD® L uB (11/28/87),
IMMEDIATE CORRECTIVE ACTION WAS TAKEN TO PERFORM THE SURVEILLANCE AND TO VERIFY
TIAT NO OTHER SURVEILLANCES WERE IN VIOLATION OF TECH SPEC LIMITS., THE
SURVEILLANCE WAS COMPLETED SATISPACTORILY. ''HERE WAS NO EFPECT ON PUBLIC HEALTH
AND SAFETY AS A RESULT OF TdI§ VIOLATION. THE ROOT CAUSE OF THIS EVENT WAS
INADEQUATE VERIFICATION OF “HE COMPUTER PROGRAM THROUGH SOFTWARE CONTROLS, WHICH
ALLOWED A COMPUTER SCHNEDULINY PROGRAM ERROR TO NOT BE IDENTIFIED. CORRECTIVE

ACTION WILL BE INITIATED TO FORMALIZE THE METHROD FOR CONTROLLING CHANGES TO THC
COMPUTER SCHEDULING PROGRAM.

(118) FT. ST. VRAIN DOCKET 50-267 LER 82-009
REACTOR SCHAM ON HWIGH HOT RENEAT TEMPERATURE POLLOWING WELIUM CIRCULATOR TRIP.
EVENT DATE: 050688 REPORT DATE: 060588 NSSS: GA TYPE: HTGR

(NSIC 209981) CAUSE - ANALOG AVERAGING. AT 1234 HRS ON S/6/88, A REACTOR SCRAM
ON HIGH HOT REHEAT STEAM TEMPERATURE OCCURREL FOLLOWING A TRIP OF "B" HELIUM
CIRCULATOR. THE CAUSE OF THIS EVEND WAS A MALFUNCTION OF AN ANALOG AVERAGING
INSTRUMENT IN THE OVERALL PLANT CONTROL SYSTEM WLICY RESULTED IN AN ANALOG
AVERAGE HOT REHEAT STEAM TEMPERATURE INDICATION 3ISF BELOW THE ACTUAL TEMPERATURE.
THEREBY PREVENTING THE COLD REHEAT ATTEMPERATION BOOST CIRCUIT FROM OPERATING
PROPERLY TO PRUVENT THE SCRAM. A DISCRAPANCY BETWEEN HOT REHEAT STEAM
TEMPERATURES INDICATED BY THE PLANT PROTECTIVT SYSTENM (PPS) AND ACTUAL HOT REHEAT
STEAM TEMPERATURES ALSO CONTRIBUTED TO THE CAUSE. THE HOT REHEAT STEAM
TEMPERATURE CIRCUIT OF THE OVERALL PLANT CONTROL SYSTEL WAS FUNCTIONALLY TESTED
AND PERFORMED AS DESIGNED. ALTHOUGH THE MALPUNCTION OF THE ANALOG AVERAGING
INSTRUMENT IN THE OVERALL PLANT CONTROL SYSTEM APPEARS TO BE INTERMITTENT, IT IS
READILY DETECTABLE BASED ON OPERATOR OBSERVATIONS. OPERATORS HAVE BEEN MADE



AWARE OF THE INDICATIONS TH/T WILL EXIST, AND THE ACTIONS TO BE TAKEN, IF THE
PROBLEM REAPPEARS. THE CAUSE OF THE DISCREPANCY BETWESN PPS INDICATED AND ACTUAL
HOT REMEAT STEAM TEMPERATURES HAS NOT YET BEEN DETERMINED. A SUPPLEMENTAL REPORT
WILL BE SUBMITTED.

[116] GRAND GULF DOCKET $6-616 LER 88-004 REV O
UPDATE ON REACTOR WATER CLEANUP SYSTEM ISOLATION DUE TOC PROCEDURAL DEBFPICIEBNCY.
EVENT DATE: 011288 REPORT DATE: 063088 N§SS. GE TYPE: BWR

(NSIC 2097623) 27T 2325 ON JANUARY 12, '988 A REACTOR WATER CLEANUP (RWCU) SYSTEM
ISOLATION OCCURRED AS OPERATORS PREPARED TO SECURE ONE OF TWO OPERATING RWCU
FUMPS. BECAUSE OF THE LOW LEVEL OF DECAY HEAT PRESENT SKHORTLY AFTER THE
REFUELING OUTAGE, REACTOR PRESSLRE WAS DECHEASING. OPERATIONS PERFIONNEL HAD BEEN
INSTRUCTED TO MINIMILE COOLDOWN UUE TO THE ANTICIPATED TRANSITION TO OPERATIONAL
CONDITION 2 ON JANUARY '3, 1988, AFTER OBSERVING SYSTEM FLOW PLUCTUATIONS,
OPERATORS REMOVED ONE FILTER 'DEMINERALIZER FROM SERVICE. THE OPERATORS AOTED
THAT REACTOR PRESSURE HAD DECREASED TO 87 PSIG. THE RWCU SYSTEM FLOW
FLUCTUAVIONS WERE INDUCED BY HAVING BOTH RWCU PUMPE OPERATING. ONE RWCU PUMP IS
NORMALLY REMOVED FROM SERVICE WHEN REACTOR FRESSURE DECREASES TO '00 PSIG. WHEN
THE OPERATOR BEGAR TO THROTTLE THE FILTER/DEMINFRALIZER BYPASS VALVE, A
DIFFERENTIAL FLOW SIGNAL WAS SENSED BY LEAK DETECTION INSTRUMENTATION. THE
OPERATOR SECURED POTH RWCU PUMPS IN AN ATTEMPT TO CLEAR THE HIGH DIFFERENTIAL
FLOW ALARM BEFORE JHE 45 SECOND TIME JELAY EXPIRED, KOWEVER, THR SIGNAL DID NOT
CLEAR AND ALL GROUF 8 CONTAINMENT ISOLATION VALVES CLOSED. OPERATORS PERFORMED A
SYSTEM WALKDOWN INSPECTION FOR ABNORMAL LEAKAGE AND VERIFIED SYSTEM INTEGRITY.
ONE RWCU PUMP WAS RETURNED TO OPERATION AT 0105 ON JANUARY 13, 1988.

(117) HATCH DOCKET 50-321 LER 88-011
DESIGN DEFICIEN'Y COULD APFECT CONTROL ROOM ENVIRONMENTAL CONTROL SYSYTEN
EVENT DATE: 050988  REPORT DATE: 060888 NSSS: GE TYPE: BWR

OTHER UNITS INVOLvED: RATCH 1 (BWR)
VENDOR: GENERAL ELECTRIC CO.

(NSIC 209530) ON 05/09/88 AT APPROXIMATELY 1220 CDT, BOTH UNIT ! ANC UNIT 2 WERE
IN THE SHUTDOWN MODE AT AN APPROXIMATE POWER LEVEL OF 0 MWT (0 PERCENT ) RATED
THERMAL POWE! .., AT THAT TIME, ON-SITE ARCHITECT/ENGINEER (A/B) PERSONNKL, WHO
WERE REVIEWING DESL1GN CHANGES, DETERMINED THAT A CONDITION EXISTED WNERE THE
AUTOMATIC INITIATION OF THE ISOLATION AND PRESSURIZATION MODES OF THE MAIN
CONTROL ROOM ENVIRONMENTAL CONTROL (MCREC ®IIS CODE VI) SYSTEM COULD BE DEFEATED
BY A SINGLE FAILURE. SPECIFICALLY, FOUR AREA RADIATION MONITORS (ARM E'IS CODE
IL) WHICH PROVIDE ANTICIPATORY TRIPS (1.E., THEY ARE NOT PART OF THE ESF LOGIC.
TO THE MCREC SYSTEM ARE NOT SZISMICALLY QUALIPIED. IN A SEISMIC EVENT AN
ELECTRICAL GROUND COULD BE CREATED IN THE LOCAL AUXILIARY TRIP UNITS OF THESE
ARMS. THIS WOULD CAUSE FAILURD OF SOME FUSES IN THE ACTUATION LOGIC WHICH WOULD
PREVENT AUTOMATIC MCREC SYSTEM ACTUATION, THE ROOT CAUSE OF THIS EVENT IS A
DESIGN DEFICIENCY RESULTING FROM PAILURE TO PROPERLY CONSIDER THE SINGLE PAILURE
CRITERIA. CORRECIIVE ACTIONS FOR THIS EVENT INCLUDED MODIPYING THE ARMS TO
MITIGATE THE CONSEQUENCES OF A SEISMIZ EVENT ON MCREC ACTUATION LOGIC AND TESTING
THE MORIFICATION.

[118) HATCH DOCKET 50-321 LER 88-C09
LACK OF PROCIDURAL CLARIFICATION RESULTS IN REACTOR SCRAM.
EVENT DATE: 052088 REP_RT DATE: 062088 N§SS: GE TYPE: BWR

(NSIC 209627) ON $5/20/88 AT APPROXIMATELY 0216 CDT, UNIT ' WAS IN THE RUN MODE AT
AN APPROXIMATE POWER OF 488 MWT (APPRONIMATELY 20 PERCENT OF RATED THERMAL

POWER) . AT THAT TIME, A REACTOR SCRAM OCCURRED WHEN THREE OF THE POUR MAIN STEAM
ISOLATION VALVES (MSIVS EIIS CODR SB) WERE LESS THAN 90 PERCENT OPEN. THIS WAS AN
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UNANTICIPATED ACTUATION OF THE REACTOR PRUTECTION SYSTEM (RPS El11S CODE JC), THD
ROOT CAUSE OF THIS EVENT IS PROCEDURE DEFICIENCY. A START UP PROCEDURE DID NOT
PROVIDE SUPPICIENT GUIDANCE RELATIVE TO EXCHANGING INSTRUMENT AIR AND NITROGEN
SYSTEMS, BOTH SYSTEMS SUPPLY MOTIVE POWER TO THE MSIVS. CORRECTIVE ACTIONS POR
THIS EVENT INCLUDED: V) RESTORINT NITROGEN TO THE MSIVS, 2) TEMPORARILY REVISING
PLANT PROCEDURES, ANL 37 SCHEDULING PERMANENT REVISIOnS TO PLANT PROCEDURES.

{119} HATCH 1 DOCKET 50-321 LER 88-010
DEF " CIENT PROCELURE ALLOW. CONFIGURATION WHERE NONITORS DO NOT MEET OPURABILITY
REQUIREMENT.

EVENT DATE: 052508 REPORT DATE: 062288 NESS: GE TYPE: BWa

(NSIC 208726) ON 5/25/88 AT APPROXIMATELY 1630 CDT, UNIT 1 WAR IN STARTUP MODE AT
AN APPROXIMATE POWER LEVEL OF 25 MWT (APPROXIMATELY ONE PERCENT OF RATED THERMAL
POWER). AT THAT TIME, PLANT PERSONNEL DETERMINED THAT THE CONPIGURATION OF THE
RECOMBIIIER BUILDING VENTILATION RIDIATION NOBLE GAS MONITORS (EIIS CODE IL) WOULD
NOT ANNUNCIATE AN INOPERANLE "% DOWNSCALE CONDITION IN THE MAIN CONTNOL ROOM. AS
SUCH, A CONFIGURATION ®XI4TED WHERE THE TECHNICAL SPECIFICATIONS REQUIRED
ANNUNCYATION WOULD BE UEFEATED. THIS IS A CONDITION PROMIBITED BY THE PLANT'S
TECHNICAL SFECIVICATIONS. THE ROOT CAUSE OF THIS EVENT WAS DETERMINED TO BE
PROCEDURE INADEQUACY. SPECIFICALLY, DURING PROCEDURE DEVELOPMENT IT WAS NOT
RECOGNIZED THAT WIiTH A MONITOR IN STANDEY, NO CONTROL ROOM ANNUNCIATION WOULD
OCCUR IF THE IN-SERVICE MONITOR PAILED. THE PESIGN WAS REVIEWED AND FOUND TO BE
ADEQUATE. CORRECTIVE ACTIONS FOR THIS EVENT INCLUDID: 1) DEACTIVATING THE
STANDBY MONITOR, 2) INITIATING A TEMPORARY PROCEDURE CHANGE, 3 SCHEDULING A
PERMANENT PROCEDURE REVISION.

1120) HATCH DOCKET 50-32) LER 88-007
LACK OF ADMINISTRATIVE CONTROL CAUSES POTENTIAL EMERGENCY DIESEL GENERATOR
INOPERABILITY,

EVENT DATE: 053188 REPORT DATE: 062988 NESS: GE TYPE: BWR
OTHER UNITS INVOLVED: HATCH 2 (BWR)

(NSIC 209725) ON Q04/30/88 AT APPROXIMATELY 1470 CDT, UNIT ) WAS IN COLD SHUTDOWN
AT AN APPROXIMATE POWER LEVEL OF 0 MWT AND UNIT 2 WAS IN POWER OPERATION AT
APPROXIMATELY 2448 MWT. UNIT 2 WAS INVOLVED IN TH1S EVENT BECAUSE DIESEL
GENERATOR (D/G' LRGI-SOOLE (EI1S CODE EK) IS SHARED BETWEEN UNIT ' AND UNIT 2. ON
04/13/88 1ITS ROLLUP FIRE DOOR (EIIS CODE IC) WAS FOUND BROKEN. THE DOOR WAS
CLOSED IN ORDER TO PARSERVE ITS FIRE SARRIER INTEGRITY. ON 05/01/88 THE PFIRE
DOOK WAS OJENED AND A FIRE WATCH WAS POSTED DUE TO A QUESTION OF D/G '8
OPERABILITY WITH THE FIRE DOOR CLOSED., ON 05/24/88 D/G A, WHICH IS SINILAF TO
D/G 1B, WAS TESTED WITH ITS FIFE DOOR CLOSED AND TEST DATA INDICATED TUE D/G ROOM
TEMPRERATURE COUL" HAVE EXCE_DED DESIGN CONDITIONS. THE EVENT WAS DETERMINED TO
BE REPORTABLE ON 5/31,/88. THE ROOT CAUSE OF THIS EVEND IS A LACK OF
ADMINISTRATIVE CONTROL® TO IND/CATZ THAT CLOSURE OF THE FIRE DOOR MAY APFPFECT D/G
OPERABILITY. CORPECTIVE ACTIONS PR THIS EVENT INCLUDED PLACING SIGNS AT TACH
D/G ROOM REQUIRING SHIFT SUPEZRVIZOR NOTIFICATION IF THE FIRM DOOR IS FOUND
CLOSED. OPERATIONS PERSONNEL WERE GYVEN WRITTEN NOTIFICATION OF THE RELATIONSHIP
BETWEEN FIRE DOOR POSITION AND D/G OPERAMILITY,

(121 HATCH 2 DOCKET 50-366 LER 88-007 mEV OV
UPDATE ON FAILED VALVES DISCLOSE DESIGN DEFICIENCIES ANU TECH SPEC VIOLATION,
EVENT DATE: 021288 REPORT DATE: 071188 NSSS: GE TYPE: BWR

OTHEF UNITS INVOLVED: HWATCH ' (BWR)
VENDCR: TARGET ROUCX CORP,

(NSIC 209920 ON 2/'2/88 AT APPROXIMATELY 0900 CST, PLANT MAINTENANCE PERSONKREL
WERE PERFORMING LOCAL LEAK RATE TESTING (LLRT) OF SOME VALVES ON THE AIR SUPPLY
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LINESE SERVINC THE PNEUMATIC ACTUATORS POR TESTING THE TORUS TO DRYWELL VACUUM
DREAKERS (RII1S CODE BF: IN UNIT 2. THE VALVES DID NOT PASS THE LLRT. AN
INVESTIGATION DETERMINED THE VALVES AND THE LINES DID NOT MEET ALL OF THE SYSTEM
DESIGN REQUIREMENTS IN THE FINAL SAFETY ANALYSIS REPORT (FSAR). ADDITIONAL
INVESTIGATIONS DETERMINED THE SAME VALVES ON UNITS 1 AND 2 WERE NOT CORRECTLY
TESTED. THIS IS A CONDITION PROHIBITED BY THE PLANTS' TECHNICAL SPECIPICATIONS.
THE UNIT ' VALVES AND PIPING WERE CORRECTLY DESIGNED. THE ROOT CAUSE OF THESE
EVENTS 1§ DESIGN DEFICIENCY. CORRECTIVE ACTIONS FOR THE EVENTS INCLUDED: 1)
INITIATING APPROPRIATE TECHNICAL SPECIFICATION ACTIONS, 2) CORRECTING UNIT 2
VALVE TFEFICIEBNCIES, 3) INITIATING A COMPLETE INVESTIGATION OF THE EVENTS AND
STRENGTHENING DESIGN CONTROLS, AND &) DEVELCPING A DESIGN CHANGE PFOR THE UNIT )

VALVES .

(132) HATCH & DOCKET 50-366 LER BE-016
DEFICIENT PROCEDURE CAUSES MISSED SAUBBER SURVEILLANCE.

EVENT DATE: 052368 REPORT DATE: 062488 NSSS: GEB TYPE: BWR

(NSIC 209647) ON 05/05/88, WHILE PERFORMING A PROCEDURZ UPGRADE PROGRAM (PUP)
KEVIEW ON A SNUBBER SURVEILLANCE PROCEDURE, A MEMBER OF THE PLANT'S NUCLEAR
SAFETY AND COMPLIANCE (NSC) DEPARTMENT NOTED THAYT SEVEN SNUBBERS HAD BEEN ADDED
TO THE PROCSDURE'S INSPECTION LIST WITH NO APPARENT REASON FOR THF ADDITION. AN
INVESTIGATIO ' DETERMINEDC THE SNUBEERS WERE INADVERTENTLY NOT INCORPORATED INTO
TF®™ PROCEDURE ['RING PREVIOUS PROCEDURE REVISIONS. PLANT PERSONNEL FAILED .0
DOCUMENT THE LV TION FOR INITIAL REPORTABILITY DETERMINATIONS. HOWEVER, THERY
DID IMPLEMENT TIMELY PROCEDURE REVISIONS. NSC DETERMINED THE EVENT WAS
REPORTABLE ON 5/23/88, BASEU ON THE INVESTIGATION. THE ROOT CAUSE OF THIS EVENT
I§ PROCEDURE INADEQUACY. THE PROCEDURE DID NOT LIST ALL THE INSTALLED SNUBBERS
WHICH REQUIRED INSPECTION EACH REFUELING OUTAGE. A PERSONNEL ERROR OC” 'RR/D WHEN
PLANT PRRSONNEL FAILED TO PULLY FOLLOW ALL ADMINISTRATIVE CUONTROLS RELACIVE TO
THE DOCUMENTATION OF DEFICIENT CONNITIONS. THE CORRECTIVE ACTIONS POR THIS (IVLNT
INCLUDED: ') DEVELOPING » TEMPORARY PROCEDURE CHANGE, 2) INSPECTING THE
SNUBBERS, 1) GENERAT 4G A DEFICIENCY REPORT, &) PERMANENTLY REVISING A UNIT 2
PROCEDURE, 5) COUN ZLING PERSONNEL, AND 6) REVIEWING THE UNIT | PROCEDURE,

1123) HATCH 2 DOCKET 50-366 LER 88-017
DEFICIENT PROCEDURE CAUSES LOSS OF FEEDWATER RESULTING IN REACTOR SCRAM,
EVENT DATE: 05277% REPORT DATE: 062788 N§SS: GE TYPE: BWR

VENDOR: LIMITORQUE CORP.

(NSIC 209747) ON 05/27/68 AT APPROXIMATELY LAO7 CDT, UNIT 2 WAS IN THE RUN MOD.
AT AN APPRUAIMATE POWER LEVEL OF 2384 MWT (APPROXIMATELY 98% OF RATED THERMAL
POWER). IN THE PROCESS OF FILLING AND VENTING CONDENSATE PUMP 2N21-CO0'B (RIIS
CODE §J) AN AIR BUBBLE WAS RELEASED INTO THE CONDENSATE SYSTEM TRIPPING THE
CONDENSATE BOOS™ER PUMPS (EIIS CODE SJ) AND REACTOR FRED PUNPS BIIS CONE 8J) ON
LOW SUCTION PRESJURE. REACTOR WATER LEVEL DsROPPED AND THE REACTOR SCRAMMED ON
LOW WATER LFVEL., IN THE EVENT THE SEACTOR CORE ISOLATION COOLING (RCIC EIIS CoDER
BN) SYSTEM DID NOT FUNCTION AS ANTICIPATED. THR ROOT CAUSE OF THIS EVENT WAS A
DEFICIENT CONDENSATE AND FEEDWATER SYSTEM OPERATING FROCEDURE. THF PROCEDURE DID
NOT GIVE INSTRUCTIONS FOR FPILLING AND VENTING A CONDRNSATE PUMP WYTLE THE UNIT
WAS ON LINE. CORRECTIVE ACTIONS POR THIS EVENT ARE 1) REPLACING THE LIMIT
SWITCH ON A RCIC VALVE, 2) VERBALLY MAKING INVOLVED PERSONNEL AWARE OF CAUS™ AND
CONSEQUENCES OF THIS EVENT, AND )) SCHEDULING REVISION TO THE CONDENSATE AND
FEEDWATER [YSTEM OFERATING PROCEDURES FOR BOTH UNITS., THE PROCEDURES WILL BB
REVISLD TO INCLUDE INSTRUCT.ONS ON PILLING AND VENTING THE CONDENSATE PUMPS.
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[124) HATCH 2 DOCKET 50-366 LER 88-018

MA'N TURBINE ELECTROHYDRAULIC CONTROL FLUID PRESSURE TRANSIENT RESULTS IN REACTOR
SCFAM,

EVENT DATE: 152988 REPORT DATE: 062788 NSSS: GE TYFE: BWR

VENDOR: GENERAL ELECTRIC CO.

(NSIC 209748) ON 5/29/88 AT APPROXIMATELY 1002 CDT, UNIT 2 WAS IN THE RUN MODE AT
AN APPROXIMATE POWER LEVEL OF 1140 MWT (APPROXIMATELY 47 PERCENT OF RATED THERMAL
POWER). AT THAT TIME, PLANT OPERATIONS PERSONNEL WERE PERFORHING A NORMALLY
SCHEDULED MAIN TURBINE CONTROL VALVE TCV EIIS CODE JJ) SURVEILLANCE. DURING
PROCEDURE PERFORMANCE, A FULL RFACTOR SCRAM OCCURRED. THIS WAS AN UNANTICIPATED
ACTUATION OF THE REACTOR PROTECTION SYSTEM (RPS EIIS CODE JC)., THE ROOT CAUSE OF
THIS EVENT IS5 THOUGHT TO BE A PAILURE OF THE DISC DUMP VALVE ASSOCIATED WITH TCV
2 TO SEAT PROPERLY FOLLOWING ACTUATION OF THE TCV DURING TESTING. THE FAILUE OF
THE DISC DUMP VALVE TO SEAT PROPERLY IS BELIEVED TO BE THE RESULT OF NORMAL WEAR.
CORRECTIVE ACTION FOR THIS EVENT INCLUDED: 1) INSTALLING ORIFICES TO REDUCE
PRESSURE TRANSIENTS IN THE ELECTRO HYDRAULIC CONTROL (EMC EIIS CODE TQ) OIL

MANIFPOLD AND 2) SCHEDULING REPAIR OR REPLACEMENT OF DISC DUMP VALVES DURING THE
NEXT REFUELING OUTAGE.

113%) HOPE CREEK ! DOCKET 50-354 LER 88-011
DISCOVERY OF NON-SEISMICALLY QUALIFIED INSTRUMENTATION TUBING INSTALLATION ON B
INSTRUMENT RACKS DUE TO PERSONNEL ERROR.

“VENT DATE: 042688 REPORT DATE: 052588 NSSS: GE TYPE: BWR

(NSIC 209420 ON APRIL 26, 1988 AT 1650 HMOURS, THE PLANT WAS IN OPERATIONAL
CONDITION ' (POVER OPERATION) AT 100% POWER GENERATING 1100 MWE WHEN THE CONTROL
ROOM WAS INFORMED THAT SEISMICALLY UNQUALIFIED TUBING SPANS HAD BEEN INSTALLED ON
TWO LOCAL INSTRUMENT RACKS. THE DRAIN VALVES LOCATED UPSTREAM OF THE TUBING WERE
CLOSED AND TAGGED OUT OF SERVICE, THEREBY ISOLATING THE SEISMICALLY UNQUALIPIED
TUBING FROM THE PRIMARY SYSTEM COOLANT AND RESTORING THE "Q" BOUNDARY. THE ROOT
CAUSE OF THIS OCCURRENCE WAL THE FAULTY PREPARATION OF THE DESIGN CHANGE WHICH
INSTALLED THE TUBING W.THOUT SPECIFIC TUBING SUPPORT REQUIREMENTS - A PERSONNEL
ERROR, CORRECTIVE ACTIONS INCLUDE ISOLATION OF THE TUBING FROM PRIMARY COOLANT,
EITHER SEISMICALLY QUALIFY THE TUBING OR REMOVE THE TEMPORARY INSTRUMENTATION AND
SUBSEQUENT REVISION OF THE DESIGN CHANCE PROCEDURE.

[126) HOPE CREEX 1 DOCKET $90-354 LER 88-013
AUTOMATIC REACTOR SCRAM ON LOW REACTOR WATER LEVEL SIGNAL DUER TO DESIGN
DEFICIENCY.

EVENT DATE: 050588 REPORT DATE: 060688 NS§SS: GB TYFE: BWR

(NSIC 209485) ON MAY 5, 1988 AT 0917 HOURS, THE PLANT WAS IN OPERATIONAL
CONDITION 1 (POWER OPERATION) AT 100% POWER GENERATING 1090 MWE., ON MAY S, 1983
AT 0917 HOURS, THE PERFORMANCE OF PREVENTIVE MAINTENANCE 7N THE "A" SECONDARY
COUNDENSATE PUNMP AUXILIARY OIL PUMP CIRCUIT BREAKER WAS APPROVED. WHEN THE
BREAKER WAS OPENED, THE "A" SECONDARY CONDENSATE PUMP TRIPPED. THE REACTOR WATER
LEVEL BEGAN TO DECREASE. AS A RESULY, THE "B" AND “C" REACTOR FEEDWATER PUMP
TURBINES (THE "A" TURBINE WAS OUT OF SERVICE) INCREASED IN SPEED TO COMPENSATE
FOR THE KEDUCTION IN FLOW. THE "B" TURBINE TRIPPED ON OVERSPEED, RESULTING IN A
REACTOR WATER LEVEL DECREASE TO LEVEL 3, INITIATING AN AUTOMATIC SCRAM. THE ROOT
CAUSE OF THIS OCCURRENCE WAS DETERMINED TO BE THE UNUSUAL DESIGN INTERFACE
BETWEEN THE SECONDARY . ONDENSATE PUMF AUXILIARY OIL PUMP BREAKER AND THE
AUXILIARY OIL PUMP AND THE DIFPFICULTY IN TRACKING THIS DESIGN THROUGH SEVIRAL
TIERS OF ENGINEERING DRAWINGS. CORRECTIVE ACTIONS IN. ,UDE OPERATOR TRAINING,
CAUTION STATEMENTS IN WORK ORDERS, CAUTION TAGS ON BREAKERS, A REVIEW OF BREAKER

LOGIT AND VERIFICATION OF THE REACTOR FEEDWATER PUMP TURBINE OVERSPRED TRIP
SETPOINTS .
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e HOPE CREEK ! DOCKET 50-354 LER 88-015
UNANTICIPATED LOSS OF SECOND CREF CHILLER DUE TO FROCEDURE AND DESIGN
DEFICIENCIES.

EVENT DATE: 052688 REPORT DATE: 062188 NSSS: 3B TYPE: BWR
(NSIC 209644) ON 5/26/88, THE PLANT WALS IN OPERATIONAL CONDITION ' (POWER

OPERATION) AT 100% POWER GENERATING 1700 MWE. SHORTLY AFPTER AIDNIGHT Ol MAY 26,
1988, THE “A" CONTROL ROOM EMERGENCY PILTRATION (CREF) TRAIN CHILLER WAS TAKEN
QUT OF SERVICE FOR SCHEDULED PREVENTIVE MAINTENANCE. THE "B" CREF TRAIN WAS IN
SERVICE, MHOWEVER THE CHILLER FOR THE "B" TRAIN HAD BEEN REMOVED FROM SERVICE,
WHEN THE "B" CHMILLER WAS RESTARTED AT 0437 KWOURS, IT RAN POR AFPROX.MATELY &
MINUTES BEFORE TRIPPING ON LOW EVAPORATOR PRESSURE. THE "B" TRAIN WAS DECLARED
INOPERABLE AT 0500 HOURS AND THE ACTION STATEM"MTS OF TECANICAL SPECIFITATIONS
3.7.%2 AND 1.0.3 WERE ENTERED. AN UNUSUAL EVENT WAS DECLARED AT 0600 NOURS AND AN
ORDERLY SHUTCOWN WAL BEGUN. TWO ATTEMPTS WERE MADE TO RESTART THE "A" CHILLER
HOWEVER IT TRIFPED C™ LCW OIL DIFPFERENTIAL PRESSURE., EXCESS OIL WAS DRAINED FROM
THE COMPRSSSOR QOIL RESERVOIR AND THE "A" CHILLER WAS RESTURED TO SERVICE. THE
UNUSUAL EVENT WAS TERMINATED AT 0640 HOURS ON MAY 26. 1988. THE ROOT CAULLRS OF
THIS OCCURRENCE WERE A LACK OF UNDERSTANDING OF THE SEASONAL OIL MIGRATION
PHENOMENON AND LOW REFPIGERANI LEVEL AND A DEFECTIVE HIGH SIDE FLOAT BALL IN THE
ECONOMIZER OF THE "B* CHILLER. CORRECTIVE ACTIONS INCLUDE A REVIEW OF THE
OPERATION PROCEDURE, THE SHIPT LOG PROCEDURE, A DESIGN MODIFICATION TO CHILLER,
AND A REVIFW OF THE EVENT FOR REQUAL TRAINING.

(128) HUMBOLDT BAY DOCKET $0-13) LER 88-002
ACTUATION OF THE GAS TREATMENT SYSTEM DUE TO DEGRADATION OF A RESISTOR IN AN
ISOLATION MONITOR,

EVENT DATE: 052188 REPORT DATE: 062088 NS§SS: GE TYPE: BWR

(NSIC 209586) ON MAY 21, 1988, WHILE THE UNIT WAS IN MODE N (SHUTDOWN) IN THE
PROCESS OF BEING DECOMMISSIONED, THE GAS TREATMENT SYSTEM WAS ACTUATED WHEN A
RESISTOR IN THE -6( POOT ELEVATION ISOLATION MONITOR BECAME DEGRADED. NO ABNORMAL
RADIATION LEVeLS EXISTED AT THE TIME OF THE ACTUATION. OPERATING PERSONNEL
VERIFIED THAT THE PLAN. CONDITIONS WERE NORMAL AND RESTORED THE GAS TREATMENT
SYSTEM TO THE STANDBY MODE. THE ROOT CAUSE OF THE EVENT WAS MATERIAL
UEGRADATION. THE RESISTOR IN THE ISOLATION MONITOR BECAME DEGRADED DUE TO AGE.
CORRECTIVE ACTION TO PREVENT RECURRENCE INCLUDES LAYING UP THE DEGRADED ISOLATIOM
MONITOR ALONG WITH ALL THE OTHER ISOLATION MONITORS AS THE PLANT IS IN A NMODE
THAT DOES NOT REQUIRE THEM TO BE OPERABLE., A REVIEW OF THE RENMOVAL FROM SERVICE
OF THE ISOLITION MONITORS WAS PERFORMED BASED ON A 10 CFR 50.59 ROVIEW,

[129) INDIAN POINT ) DOCKET 50-206 LER 88-00)
MAIN STEAM ISOLATION VALVE FAILS TO CLOSE DUE TO A CONTROL CIRCUIT PAILURE.
EVENT DATE: 051188  REPORT DATE: 060988 NSSS: WE TYPE: PWP

VENDOR: ATWOOD & MORRILL CO., INC.
MICRO SWITCH

INSIC 2096'4) ON MAY 11, 1988, WITH THE RYACTOR IN HOT SHUTDOWN IN PREPARATICM
FOR A MAINTENANCE OUTAGE, A MAIN STEAM ISOLATION VALVE (MSIV) (MS-1-34) FAILED TO
CLOSE WHEN “"MANUALLY" SIGNALED FKkOM THE CONTROL ROOM. ALL OTHER PLANT SYSTEMS
WERE FUNCTIONING PROPERLY AT THE TIME. OPERATORS LOCALLY CLOSFD MS-1-34. THE
PROBLEM WITH THE SYSTEM WAS ISOLATED TO THE CONTROL CIRCUITRY FOR MS-1-34.
INVESTIGATION INDICATED PROBABLE INTERMITTENT OPERATION OF THE CONTROL SWITCH.
TROUBLESHOOTING EFFORTS COULD NOT REPRODUCE THE MALPUNCTION, HOWEVER, THE MS-1-3&
CONTROL SWITCH WAS REPLACED AS A PRECAUTIONARY MEASURE., SUBSEBQUENTLY, ALL POUR
MSIVE' CONTROL CIRCUITS WFRE TLSTED JATISPACIORILY., PCLLOWING REPLACEMENT OF THNE
MS-1-38 CONTROL SVITCH AND RETESTING, THE PLANT CONTINUED IN COLD SHUTDOWN FOR A
SCHEDULED MAINTENANCE OUTAGE., PURTHER TLSTING OF THE REPLACED NG-1-3& CONTROL
SWITCH IS TO BE UNDERTAKEN. ALL FOUR MSIV CONTFPOL ROOM CONTROL SNITCHES WILL bR



UPGRADED DURING THE NEXT REFUEBLING QUTAGE. SHOULD ADDITIONAL INFORMATION BECOME
AVAILABLE THAT SIGNIFICANTLY ALTERS (OR ENMANCES) THE PERCEPTION OF THIS EVENT, A
SUPPLEMENTAL LER WILL BE ISSUED.

{130) INDIAN POINT ) DOCKET 50-286 LER 8£-004
ACCUMULATOR TANK LEVEL INSTRUMENT CALIBRATION LEVEL ERROR CAUSED BY INCOMPLETE
CALCULATIONS USED FOR CALIBRATION PROCEDURES .

EVENT DATE: 051168 REPORT DATE: 060988 NSSS: WE TYPE: PWR

(NBIC 209619) AT 1130 HOURS ON MAY 11, 1988, WITH THE PLANT AT HOT SHUTDOWNK,
FROCEEDING TO COLD SHUTDOWN FOR A SCHEDULED MAINTENANCE OUTAGE, AN ULTRASONIC
(UT) LEVFL CHECK OF THU COLD LEG ACCUMULATORS DETERMINED THAT ALL POUR
ACCUMULATORS CONTAINED LESS PLUID THAN INDICATED ON THE PROCESS INSTRUMENTATION
IN THE CONTROL ROOM. TWO OF THE FOUR ACCUMULATORS WERE FOUND BELOW THE TECHNICAL
SPECIFICATION MINIMUM OF 800 CLBIC FEET. AN ENGINEERING ANALY3IS WAS THEN
UNDERTAKEN WHICH SHOWED THAT ™HE ORIGINAL CALCULATIONS USED FOR ACCUMULATOR LE“S®L
TRANSMIJITER CALIBRATIONS MAD NOT TAKEN INTO CONSIDERATION THE WEIGHT OF THE
NITROGEN GAS AND THE "AS BUILT" TANK DIMENSIONS. THESR CALCULATIONS WERE
CORRECTED AND INCORPORATED INTO THE LEVEL TRANSMITTERS CALIBRATION PROCEDURES.
THE TRANSMITTERS WERE RECALIBRATED ON MAY 27, 1988. AN ANALYSIS WAS DONE BY
WESTINGHOUSE TO DETERMINE A WORST CASE SCENARIO USING THE NEW CALCULATIONS.
WESTINGHOUSE'S ANALYSTS CONCLUDED THAT SUFFPICIENT VOL''ME EXISTED IN THE
ACCUMULATORS TO ADEQUATELY MEET ANY REQUIRFMENT POR BCCS. POLLOWING THE
MAINTENANCE OUTAGE THE REACTOR WAS BROUGHT CRITICAL AND SYNCHRONIZED TO THE BUS
ON MAY 29, 1988. FULL REACTOR POWER WAS REACHED ON JUNE 1 1988.

[13Y) KEWAUNEE DOCFRT 50-30° LER 88-00S8
ARGON GAS INTRODUCED INTO RCS DURING REPUELING WELDING PROCEF® rAUSES ESF
ACTUATIONS DURING STARTUY,

EVENT DATE: 042288 REPORT DATE: 052188 NESU: WE TYPE: PWR

(NSIC 208400) THIS REPORT DESCRIBES TWO SEPARATE BUT PZLATED ENGINEERED SAFETY
FEATURE ACTUATIONS. ON 6/22/88, WHILE THE PLANT WAS AT 8°% POWER AND WAS BERING
RETURNED TO FULL POWER FOLLOWING A REFUELING OUTAGE, A SPIKE ON THE CONDENSER AlIR
EJECTOR RADIATION MONITOR RESULTED IN AN ACTUATION OF THE STEANM GENERATOR
BLOWDOWN ISOLATION. ON 64/26/88, WHILE THE PLANT WAS AT 100% POWER, A SPIKF OM
THE AUXILIARY BUILDING VENT STACK RADIATION MOUNITOR RESULTED IN AN AUTOMATIC
ACTUATION OF TRAIN B OF THE AUXILIARY BUILDING SPECIAL VENTILATION SYSTEM. THNE
INTRODUCTINN OF ARGON GAS INTO THE REACTOR COOLANT SYSTEM (RCS) DURING THE 1988
REFUELING OUTAGE WAS THE ROOT CAUSE OF THESE EVENTS. ARGON GAS WAS USED AS AN
INERT COVER GAS DURING A WELDING ACTIVITY ON THE PRESSURIZER RFLIEF VALVE PIPIX3
AND WAS ABSORBED INTO THE PRESSUKIZER LIQUID. THNF ARGON WAS SUBSEQUENTLY
ACTIVATR. IN THE REACTOR DURING THKE POWER EFCALATION. ACTIONS HAVE BREN TAKEN TO
VENT THE ARGON GAS FPROM THE PRIMARY SYSTEM wY PURGING THE VOLUME CONTROL TANK,
THE PURGING ACTION REDUCES THE OVERALL RFACTOR CUOLANT GASBOUS ACTIVITY. IN
ADDITION, THE VRIMARY SYSTEM ACTIVITY CONTYNUES TO DECREASE DUR TO "HE DECA: OF
THE ACTIVATED 27GON GAS IN THE RCS. WELDING PROCEDURES WILL BE REVIEFED AND
REVISED AS NECESSARY TO ENSURE THAT ARGON GAS ENTRAINMENT IN THE RLACTOR COOLANT
SYSTEM DURING THE TUNGSTEN INERT GAS ¥ELDING PNOCRSS IS MINIMIZED.

1132) KEWAUNEE DOCKET $0-30% LER 88-006
SPURIOUE OVER TEMPERATURE DELTA TEMPERATURE TRIP SIGNAL (N CONJUNCTION WITH
MONTHLY SURVEILLANCE OF NUCLEAR INSTRUMENTATION CLUSES REACTOR TRIP.

EVENT DATE: 050288 RY/AORT DATE: (S0'08 NESS: we TYPE: PWR
VENDOR: FOXBORO CO., THR

(NSIF 205 082) AP 1124 ON MAY 2, T968, WITH THE PLANY OFPEBRATING A" 100% POWER THE
PLANT EXFERIENCED A REACTOR/TURBINE TRIP. A SPURICUS TRIP SIGNAL ON THE CHANNEL
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IV OVERTEMPERATURE DELTA TEMPERATURE (OT DELTA T) TRIP CIRCUITRY IN JOANJUNCTION
WITH THE OT DELTA T AT FUNCTION FOR CHANNEL I BEING TRIPPED FOR PERFORMANCE OF A
MONTHLY INSTRUMENT CHECK CAUSED THE REACTOR/TURBINE TRIP. THE MONTHLY
SURVEILLANCE PROCEUDURE SP 48-003&, NUCIMAR POWER RANGEF N&! INSTRUMENT CHANNEL
TEST AT 10% POWER, REQUIRES THAT THE REACTOR PROTRUTION RELATED TO N&! BE PLACED
IN A TRIPPED _““DITION. THIS INCLUDZD THE CHANNEL I O1 DELTA T REACTOR TRIP.
FAULTY WIRES IN THE CHANNEL IV OT DELTA T SETPOINT CALCULATOR MADE AN
INTERMITTENT CONNECLION CAUSING THE SETPOINT TO SPIKE. WHKEN THE SETPOINT DROPPED
BELOW THE CHANNEL IV AT VALUE, WHICH HAD REMAINED CONSTANT, THE 2 OF & LOGIC FOR
OT DELTA T TRIP WAS MADE. THIS RESULTED IN A REACTOR/TURBINE TRIP. THE ROOT
CAUSE OF THE BVENT WAS AN EQUIPMENT FAILURE. THE POXLORO BOX FOR TRE CHANNEL TV
OT DELTA T SETPOINT CALCULATOR HAD AN INTEIRMITTENT CONNECTION BETWEEN ITS
CONNECTOR PLUG AND AN INTERNAL CIRCUIT BOARD DUE TO FAULTY WIRES. HAD OTHER
REACTOR PROL CTIUN SYSTEM TESTING NOT BEEN IN PROGRESS THIS FAILURE WOULD NOT
HAVE RESULTED IN A REACTOR TRIP, THE WIRES IDENTIFIED AS FAULTY WERE REPLACED AND
THE SETPOINT CALCULATOR WAS REINSTALLED.

[133) KEWAUNEE DOCKET 50-130% LEP 0#8-007
DEGRADATION OF CONTAINMENT INTEGRITY DUE TO MECHANICAL ANOMALY OF ASCO SOLENOID
VALVES .

EVINT DATE: 052888 REPORT DATE: 062788 NSSS: we TYPE: PWR
YANDOR: ALCO VALVES

(NSIC 209722) ON MAY 28, 1988 AT 0125, WITH THE PLANT AT FULL POWER, TWO
REDUNDANT CONTAINMENT ISOLATION VALVES FAILED TO CLOSE FROM THE CONTROL ROOM
DURING PERFORMANCE P THEIR QUARTERLY INSERVICE TIMING TEST. THE VALVES, RC-507
AND RC-508, IN ADDITION TO MU-1010-7, PATLED T) CLOSE DUE TO A MECHZNICAL ANUMALY
OF THE'R RESPECTIVE, NORMALLY ENERGIZED SOLENOID VALVES. IMMEDIATE OPERATOR
ACTIONS WERE TAKEN TO LOCALLY CLOSE THE CONTROL VALVES IN ORDER TO ENSURE
CONTAINMENT INTEGRITY., INVESTIGATION ACTIVITIES PERFORNED ON MAY 28, AND
SUBSEQUENT DISCUSSIONS WITH THE VALVE MANUPACTURER (ASCO), DID NOT REVEAL A
CATEGORICAL REASON FOR THE SOLENOID CORE ASSEMBLY TO REMAIN HUNG UP IN THE
ENERGIZED PCSIT'ON WHEN DEENERGIZED. POLLOW UP TESTING AY THE VALVE
MANUFACTURER, AN INDEPENDENT TEST PACILITY, AND WIS 'ONSIN PUBLIC SERVICE
CORPORATION IS BEING PLANNED AT THIS TIME TO AID IN DETERMINING THE PAILURE
MECKANISM. LONG TERM CORRECTIVE ACTIONS WILL BE DETERMINED BASED ON THE RESULTS
O/ THIS TESTING. IN THE INTERIM THE PAILED SOLENOID VALVES WHRE REPLACED. THR
REPLACEMENT SOLENOID VALVES ARE BEING MAINTAINED IN THE NORMALLY DEENERGILED,
CLOSED PCSITION EXCEPT FOR SHORT TIME PERICDS WHEN THEIR OPENING WILL BB
NECESSARY FOR PLANT O"ERATION.

(138 LA SALLE DOCKET 50-37) LER 88-006
CONTINUOUS CONDUCTIVITY INDICATION INOPERABLE DUE TO VESSFL LRAINDBOWN POR
CHEMICAL DECONTANINATION,

EVENT DATE: 033088 PEFORT DATE: 051988 NSSES: GB TYPE: MW

(NSIC 200477) ON NARCH 10, 1988, AT 1015 HOURS WITK UNIT ' DEFUER.ED, THER
CONTINUOUS CONDUCTIVITY MONITOR FOR REACTOR WATER SAMPLES WAS DECLAR' -

INOPERABLE. AT THAT TIME, THE UNIT ) REACTOR VESSEL WAS DRAINED DOWN LELOW THE
CONTIRUOUS CONDUCTIVITY MONITOR SAMEFLRE TAP TO ALLOW POR CKEMICAL DECUNTAMINATION
OF THE BREACTOR RECIRCULATION PIPING. FOR THE DURATION OF UNE DECONTAMINATION AND
OTHER OUTAGE WORK WHICH PEOUVILEL REDUCED REACTOR VESSE) LEVEL, MARCH 3! THROUGH
APRIL Y7, 1988, A REDUCPL SAMPLING FREQUENCY WAS USED WHERE VESSsL CONDUCTIVITY
WAS ASSUMED TO BE OUTSTIDE THE LIMITS OF TECH SPRC TABLE ).4.4-1, AND WONLD BB
VERIFIED TO BE WITHIN SPECIP.CATIONS ONCE EVERY 72 HOURS TO SATISPY TERIK SPAC
3.8.4.C.'. DURING THE DECONTAMINATION, VESSEBL _ONDUCTIVITY, PH, AND CHLORIDES
WERE WITHIN THE SPECIFICATIONS OF TABLE ) .4 .8-', APTER THE DICONTAMINATION, WHEN
VESSEL LEVEL WAS RAISED, ON APRIL 18, 1988 NORMAL SAMPLING WAS RESUMED. THIS
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REPORT 1§ SUBMITTED VOLUNTARILY DUE TO THE UNUSUAL METHOD OF MEETING THE REACTOR
COOLANT CHEMISTRY REQUIREMENTS.

11385) LA SALLE ! DOCKET $0-373 LER 88-005
INABILITY OF THE 'A DIESEL GENERATOR TO MEET LOAD ACCEPTANCE CKRITERIA DURING
SURVEILLANCE TESTING.

EVENT DATE: 042288 REPORT DATE: 052088 NSSS: GB TYPE: BWR
OTHER UNITS INVOLVED: LA SALLE 2 (BWR)

(NSIC 209476) ON APRIL 22, 1988, WITH LASALLE UNIT | DEFUELED, LASALLE TECHNICAL
SURVEILLANCE. LTS-800-5%, "'A DIESEL GENERATOR (DG) 24 HOUR RUN SURVEILLANCE," WAS
BEING PERFORMED. A1 THE START OF THE SURVEILLANCE THE NUCLEAR STATION OPERATOR
{NSO) LOADED THE 'A DG TO 2880 KW, AFTEF APPROXIMATELY ' HOUR, CONDITIONS ON THE
GRID CHANGED ENOUGH TO DECREASE THE LOADING ON THE DG TO APPROXIMATELY 2850 KW
WHICH IS 10 KW BELOW THE MINIMUM OF 286\ KW KEQUIRED FOR THE FIRST 2 HOURS OF
THIS SURVEILLANCE, THE NSO ATTEMPTED TO INCREASE THE DG LOAD, BUT THE DG LOAD
WOULD NOT INCREASE. THE 'A DG WAS DECLARED INOPERABLE AT APPROXTMATELY 2030
HOURS., TKE APPARENT CAUSE OF THE '/ DG FAILING TO REACH ITS RATEL LOAD
CAPABILITY WAS A COMBINATION OF FOLLOWING: 1. A SMALL DIFFEFENCE IN TOLERANCE
BETWEEN THE PUERL “ACKS AND THE NEWLY INSTALLED FUEL INJECTORS. 4. INSUFFICIENT
MAXIMUM SPEED SEYT..NG ON THE GOVERNOR TO ACCOMMODATE THE DIFFERENCE IN TOLERANCE
BETWEEN THE FUEL RACKS AND THE NEW FUEL INJECTORS. THE SAPETY CONSEQURNCES OF
THIS EVENT WERE MINIMAL. IN THE EVENT OF AN ACTUAL LOSS OF OFFSITE POWER THE DG
WOULD CLOSE ON TO A DEAD BJUS AND CARRY LOAD BASED ON BUS RUNNING LOADS. NO
REDUCTION IN LOAD WUULD OCCUR SINCE THE MACHINE IS NOT RUNNING IN PARALLEL WITN
THE GRID AND SPEED DROOP CHARACTERISTICS ARE SET AT IERO DROOP,

1136) LA SALLE DOCKET 50-17) LER #8-007
ENGINEERED SAFETY FEATURE ISOLATION DUE TO JUMPER FALLING OFF TERMINAL AND
SHORTING ISOLATION SYSTEM.

EVENT DATE: 050388 REPORT NATE: 060188 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: LA SALLZ 2 (BWR)

(NSIC 209503) AT 1740 HOURS ON MAY 3, 1988, WITH UNIT | DEFUELED IN A REFUEBLING
OUTAGE AND UMIT 2 IN OPERATION CONDITION ' (RUN) AT 98% POWER, THE ELECTRICAL
MAINTENANCE DEPARTMENT WAS INSTALLING A TEMPORARY JUMPER TO BYPASS THERE FUERL POOL
RADIATION MONITORS, ABOUT ONE MINUTE AFTER THE JUMPER WAS INSTALLED, ONE END OF
IT FELL OFF AND MADE " 'NTACT WITH THE CONTROL PANEL. THY TAUSED A SHORT IN THE
PRIMARY CONTAISMENT ISOLATION SYSTEM WHICH CAUSED A FUSE T. BLOW, LOSS OF THIS
FUSE INITIATED A NUVISION 2, GROUP IV (REACTOR BUILDING VENTILATION) ISOLATION TO
OCCUR AND ALSO APFECTED PART OF THE DIVISION 2, GROUP I (CONTAINMENT MONITORING)
ISOLATION LOGIC. THE BLOWN PUSE WAS REPLACED, THE ISOLATIONS WERE RESET BY 1217
HOURS, AND ALL SYSTEMS WERE PLACED IN THEIR REQUIRED POSITIONS. CORREBCTIVE
ACTIONS INCLUDED A TEMFORARY JUMPER DEVICE TO BE BUILT BY THE ELECTRICAL
MAINTENANCE DEPARTHENT TO HELFP PREVENT RECURRENUE OF THIS TYPER OF EVENT. TKIS
EVENT IS BEING SUBMITTED PURSUANT TO THE REQUIREMENTS OF 1O0CPRSO.73(A)(2)(1IV) DUR
TO ACTUATION OF AN ENGINEERED SAFETY PEATURE SYSTEM.

(13N LA SALLE DOCKIT 50-37) LER 88-008
REACTOR PROTECTION SYSTEM TRIP DUE TO INADVERTENT GROUNDING DURING JUMPER
INSTALLATION.

EVENT DATE: Q051788 REPORT DAYE: 061488 NSSS: GB TYPE: BWR
OTHER UNITS INVOLVED: LA SALLE 2 (BWR)

(NSIC 209652) ON MAY 17, 1988 AT 1054 HOURS WITH UNIT 1 DEFUSLEN AND UNIT 2 IN
OPERATIONAL CONDITION ' (RUN) AT 94% POWER, DURING THE INSTALLATION OF TEMPORARY
SYSTEM CHANGE 1-949-88 ON UNIT 1, BY THE BLECTRICAL MAINTENANCE (EM) DEPARTMENT,
REACTOR PROTRECTION SYSTEM (RPSE) BUS "B" TRIPPLD. THE TEMPORARY SYSTENM CHANGE
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REQUIRED INSTALLATION OF FPOUR (&) RING LUG TYPE JUMPERS BETHWEEN HFPA RELAY
TERMINALS ™0 JUMPER OUT THE MAIN STEAM ISOLATION VALVE (MSIV) GROUP I ISOLATIONS
INITIATED BY CONDENSER LOW VACUUM LOGIC., AS THE FIRST END OF THE JUMPER WAS
BEING INSTALLED IN PANEL TH1)-P6') FOR THE "B" LOGIC CHANNEL, THE OTHER END OF
THE JUMPER ACCIMENTALLY CAME IN CONTACT WITH THE SIDE OF THE PANEL WHICHR PROVIDED
A PATH TO GROUND AND TRIPDPED RPS BUS "B". WITH IHE TRIFP OF RPFS BUS "B" ON UNIT
1, A NUMBER OF AUTOMATIC ACTIONS OCCURRED AS A RESULT OF THE SURSEQUENT GROUP 11
TEROUGHN VII I1SOLATIONS AND HALF SCRAM. THE SAFPETY CONSEQUENCES OF THE EVENT WERE
MINIMAL SINCE UNIT ' WAS DEFUELED. ALL ISULATIONS AND ACTUATIONS (HALF SCRAM ON
UNIT 1, SECONDARY CONTAINMENT ISOLZTION AND STANDBY GAS TREATMENT INITIATION)
OCCURRED AS EXPECTED POR THIS EVENT, FOR SHORT TERM CORRECTIVE ACTION THE EM
DEPARTMENT HAS SUPPLIED THE SHIFT ENGINEER WITH RUBPER BOOTS TO COVER THE "FRER
END®" OF RING LUG TYFE JUMPEKRS FOR INSTALLATIUN ON ENERGIEZED CIRCUITS.

(138) LA SALLE ! DOCKET $0-37) LER 88-009
HIGH PRESSURE CORE SPAAY LOW LOW LEVEL INITIAZION STATIC-O-RING LEVEL SWITCH
DIAPHRAGM RUFTURE.

EVENT DATE: "52988 REPORT DATE: 062898 NSSS: GE TYPE: BWR
VENDOR: STATIC-O-RING

(NSIC 209749) ON MAY 29, 1988, AT 1730 HOURE, DURING PERFORMANCE JF ALTERNATE ROD
INSERTION LEVEL DROP TESTING, LEVEL SWITCH LS-1B21-NO3J'B WAS FOUND 10 HAVE AN
APPARENT RUPTURED DIAPHRAGM. UNIT ' WAS DEFURLED FOR LASALLE UNIT ! SECOND
REFUELING OUTAGE. THIS SWITCH FUNCTIONS WITH 3 OTHER SIMILAR SWITCNES
(LE-TB21-NOJIA, C AND D) TO PROVIDE ' OQUT OF 2 TAKEN TWICE LOGIC PFOR THE HIGH
PRESSURE CORE SPRAY SYSTEM (HPCS) REACTOR LOW LOW WATER LEVEL INJECTION
INITIATION, ALTHOUGH THIS SWITCH, LS-TH21-NO3'B, ALONG WITHN LS-1B2'-NO3I'D AND
THE MAJORITY O# THE OTHER LEVEL INSTRUMENTS ON INSTRUMENT RACK 'H22-P00S, WERE
MADE INOPERABLE BY THE SWITCH DIAPHRAGM RUPTURE, HPCS INJECTION AND AUTOMATIC
SCRAM INITIATIONS WERE NOT PREVENTED BY ™HIS EVENT BECAUSE REDUNDANT INITIATION
LOGIC WAS AVAILABLE. THE HPCS SYSTEM WAS ‘LREADY INOPERABLE POR OUTAGE RELATED
WORK *'ND NO IMMEDIATE SAFETY CONCERNS AROSE DUR TO THIS EVENT A REPLACEMENT
SWITCH WAS INSTALLED, CALIBRATED AND FUNCTIONALLY TESTED SATISPACTORY. JEVEL
SWITCH LS-182)-NOJ'P WAS DECLARED OPERABLE AT 1000 HOURS ON JUNE 6, 1.88. THE
REPLACED SEWITCH WAS SENT TU THE MANUFACTURER POR DISASSEMBLY AND INSPECTION.

THIS EVENT 1§ REPORTED TO THE NUCLEAR REGULATORY COMMISSION AS A LICENSEE EVENT
REPORT IN COMPLIANCE WITH THE REQUIREMENTS OF I.B. BULLETIN 86-02, "STATIC-O-RING
DIFFERENTIAL PRESSURE SWITCHES. "

[139) LA SALLE " DOCKET 50-373 LER 368-010
SPURIOUS AMMONIA DETECTOR TRIFP NUE TO DESIGN DEFPICIENCY IN THE CHEMCASSETTR TAPER
MECHANRISH,

EVENT DATE: 052988 REPORT DATE: 062888 NSSS: G TYPE: BWR

OTHER UNITS INVOLVED: LA SALLE 2 (BWR)

(NSIC 209750) AT 1755 HOUMS ON MAY 29, 1988, WITH UNTT ' DEPURLED AND UNIT 2 IN
OPERATIONAL CONDITION ' (RUN) AT OT AND $3.2% POWER, RESPECTIVELY, THE "A"
CONTROL ROOM HVAC SYSTEM (VC) "A" AMMONIA DETECTOR (OXY-VCI125YB) TRIPPED. PER
DESIGN, AN ENGINEERED SAFETY FPEATURE (ESF) DAMPER ACTUATION OCCURRED WHICH
ISOLATED THE "A" VC SYSTEM FROM OUTSIDE AIR AND PLACED THE "ODOR EATER" (CHARCOAL
ADSORBER) IN OPERATION. THE CONSEQUENCES OF THIS EVENT WERE NINIMAL SINCE THE
A" VO SYSTEM RESPONDED TO THE RSF ACTUATION PER DESIGN. THEB INSVRUMENT
FAINTENANCE DEPARTMENT INVRSTIGATED THE EVEWNT .ND FOUND THAT THE CHENCASSETTE
TAUE WAS BROKEN AT THE TAXEUP SPOOL AND BUNCHED AT THE CAPSTAN ROLLER. THE
CHENCASSETTE TAPE WAS REWOUND, PROPEXR MOVEMENT OF Tiue CHEMCASSETTE IN THE
UETECTOR WAS VERIFIED, AND THE DETRCTOR WAS DECLARED OPERASLE AT 18'6 HOURS THE
SAME DAY, THE ROOT CAUSE OF THIS EVENT 15 A DESIGN DEFICIERCY IN THE
CHEMCASSETTE TAPE MECHANISM. A TECH SPEC AMENDMENT REQUEST HAS BEEN SUBMITTED
THAT WOULD ALLOW REMOVAL OF JHESE DETECTORS IF APPROVED. THIS EVENT 1§
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REPORTAFLE FURSUANT TO THE REQUIREMENTE OF 10CPRS0.73(A)(21(1V) DUE TO THE
ACTUATION OF AN ESF SYSTEM.

{140) LA SALLE 2 DOCKET 50-374 LER 88-006
MISSED LOOSE PARTS MONITOR SURVEILLANCE DUE TO PERSUNNEL ERROR.
EVENT DATE: 051188 REPORT DATE: 061088 NSSS: GR TYPE: BWR

(NSIC 209560) ON MAY 13, 1988, AT 1700 HOURS, WITH UNIT 2 IN OPERATIONAL
CONDITION ' (RUN) AT 86% POWER, IT WAS DISCOVERED THAT LASALLE TECHNICAL
SULVEILLANCE LTS§-500-12, "LOOSE PARTS MONITOR FUNCTIONAL TEST," MAD NOT BREN
PERFORMED AS REQUIRED BY TECH SPEC SURVEILLANCE REQUIREMENTS 4.3.7.12.8. THE
SURVEILLANCE WAS LAST PERFORMED ON APRIL ', 1988. SINCE THIS SURVEILLANCE 18 ON A
31 DAY FREQUENCY, THE SURVEILLANCE HAD A DUE DATE (DATE WITHOUT 25% GRACE PERIOD)
OF MAY 1, 1988 AND A CRITICAL DATE (DATY WITH 25% GRACE PERIOD) OF MAY 9, 1988,
THE SURVEILLANCE WAS PERFORMED AND REVIEWFD, BY 1730 HOU®™S ON MAY 13, 1988, WITH
ACCEPTABLE RESULTS. THE ROOT CAUSE OF THE RVYNT WAS THE FAILUGE OF PERSONNEL TO
PERFORM AN ADEQUATE REVIEW OF THE SURVEILLANCE RCHEDULE. THIS RESULTED IN THE
SURVEILLANCE EXCEEDING BOTH ITS DUR DAT. AND CRITICAL DATE. THIS EVENT 1§ BEING
REPORTED PURSUANT TO THE REQUIREMENTS OF 10CFRS0.73(A)(2)(1), DUE TO TNE
DEVIATION FROM PLANTS TECH SPECS.

{181 LA SALLE 2 DOCKET 50-374 LER 88-007

FAILURE OF 2A DIESEL GENERATOR DUE TO IMPROPER INSTALLATION OF CLOSING FUSE AFTER
MA\I STENANCE.

EVEIT DATE: 052388 REPORT NATE: 062288 NiSS: GE TYPE: BWR

(NSI1C 209752 ON MAY 23, 1988 AT 1300 HOURS, WITH UNIT 2 IN OPERATIONAL CONDITION
T (RIN) AT 938 POWER, THE 2A DIESEL GENERATOR (DG) WAS STARTED IN ACCORDANCE WITH
LASALLE OPERATING SURVEILLANCE LOS-DG-M2, "2A DIBSEL GENERATOR OPERABILITY
SURVEILLANCE". THIS SURVEILLANCE WAS BEEING PERFORMED AS A POST-MAINTENANCE TEST
TO VERIFY SATISPACTORY STARTING CAPABILITY POLLOWING REPLACEMENT OF THE AIR START
MOTORS THE FUSY MAINTENANCE TEST WAS COMPLETED AND PREPARATIONS WERE MADE TO
FPERFORM A VALID TEST BY PARALLELING THE 2A DG TO THE BUS AND FULLY LOADING THE DG
FOR ON™ HOUR, WHEN THE NUCLEAR STATION OPERATOR (NSO) ATTEMPTED TO CLOSE THE 2A
DG OQUTPUT BREAKER, THE BREAXKER FAILED TO CLOSE, INVESTIGATION BY TECHNICAL STAFF
AND ELECTRICAL MAINTENANCE PERSONNEL OF THE GUTPUT BREAKER CUBICLE REVEALED THE
CLOSING PUSE BLOCK TO BE UPSIDE DOWN, EFFECTIVELY OPEN-CIRCUITING THE BRZAKER
CLOSING CIRCUIT. THE CAUSE OF THIS EVENT WAS PERSONNEL ERROR. THE PUSE BLOCK
WAS INSTALLED UPSIDE DOWN WHEN THE OUTPUT BREAXER WAS R) {URNED TO SERVICE
FOLLOWING THE AIR START MOTOR REPLACEMENT. THE CONSEQUENCES OF THIS EVENT WERE
MINIMAL. THE 2ZA DG WAS ALREADY INOPERABLE PRIOR TO THE EVENT. AT NO TIME WAS
THE 2A DG CONSIDERED OPERABLE WHILE THE BREAKER FUSE BLOCK WAS INSTALLED UPSIDE
DOWN .

[182) LIMERICK DOCKET 50-3%2 LER #8-008 REV O
UPDATE ON NON-COMPLIANCE WITH TECK SPECS DUE TO MISSINC AND INCORRECTLY INSTALLED
FIRE RATED PFNETRALICN CONDUIT SEALS.

EVENT DATE: 032388 REPORT DATE. 07088¢ NS85 GR TYPE: BWR

OTHER UNITS IEVOLVED: LIMERICK 2 (BWR)

(NSIC 209849 ON MARCH 23, 1983, AT 1430 HOURS, IT WAS DISCOVERED THAT AN
ELECTRICAL CONDUIT, PENETRATING A FIKE RATED PLOOR SEPARATING SAFE SHUTD'WN FIRE
AREAS, LACKED FIRE RATED "NTERNAL CONDUIT SEALS. UNVESTIGATION REVEALED THAT
COMPENSATORY PIREWATCH MEASURES WERE NOT IN PLACE FROM RECEIPT OF THE LICENSE ON
OCTOBER 26, 1984, THROUGH NOVEMBER, 1986 AS REQUIRED BY TECH SPEC 3.7.7, IN
NOVEMBER, 1986 AN ROURLY PIRE WATCH PATROL WAS INSTITUTED FOR CONTROL ENCVOSURE
FIRE AREAS DUE TO UNIT 2 CONSTRUCYTION ACTIVITIES. THE CONDUIT PENETRATES A
CONTROL ENCLOSURE FIRE RATED FLOO!. BETWEEN ACCESS CORRIDOR ROOM 437, AND THE UNIT



2 CABLE SPREADING ROOM, FIRE RATED INTERNAL CONDUIT SEALS WERE INSTALLED ON
APRIL 15, 1988. UPON PURTHER EXAMINATION OF THE SEALS FOR CONDUITS, RUNNING FROM
ROOM 437 AND TERMINATING IN SWITCHGEAR ROOMS 428 AND 434, IT WAS DETERMINED THAT
THEY MAD BEEN INSTALLED IN COMPLIANCE WITH INSTALLATION SPECIFICATIONS AND THE
LIMITERICK FIRE PROTECTION EVALUATION REPORT (FPER) CONTRARY TO THE REPORT IN LER
88-008 REV. 00. HOWEVER, SUBSEQUENT INSPECTION MAS REVEALED FOUR ADDITIONAL
CONDUITS BACH WITH INTERIAL FIRE RATED FEAL PROBLEMS. A NONCONFORMANCE REPOPT
HAS BEEN INITIATED TO DISPOSITION THE RECENTLY IDENTIFIED CONDUIT SEAL PROBLENMS.

[183) LINEBRICK 1 DOCKET 50-352 LER 88-009 REV 02
UPDATE ON REACTOR WATTR CLEANUP ISOLATION DUE TO HIGH REGENERATIVE HEAT EXCHANGER
ROOM TEMPERATURE CAUSED BY A PRESSURE RELIEF VALVE LIFTING.

EVENT DATE: 032488 REPORT DATE: 063088 NSSs: G TYPE: BWR

VENDOR: LONERGAN, J.E., CO,

(NSIC 209744) ON MARCH 24, 1988, AT 0428 HOURS, AN ISOLATTON OF THE REACTOR WATER
CLEANUP (RWCU) SYSTEM OCCURRED, THE ISOLATION OCCURRED WHEN THE REGENERATIVE
HEAT EXCHANGER ROOM TEMPERATURE SENSING ELEMENT SENSSD A TEMPERATURE ABOVE ITS
122 DEGREE FAHNRENMEIT SETPOINT AND INITIATED A NUCLEAR STEAM SUPPLY SHUTOFP
SYSTEM (NSSS88) GROUP III, DIVISION I "STEAM LEAK DETECTION HIGH TEMPERATURER"
ISOLATION. UPON RECEIPT OF 1HE ISOLATION SIGNAL, THE INBOARD ISOLATION VALVE
(HV-084-LPOOY) CLOSED AND THE 'A' AND 'B' RWCU PUMFS TRIPPED AS DESIGNED. TNE
HIGH ROOM TEMPERRATURE CONDITION RESULTED WHEN A PRESSURE RELIRF VALVE
‘PEV-084-108) LEAKED WATER FROM THE SHELL SIDE OF THE REGENERATIVE HEAT EXCHANGER
(10B207) PAST ITS SEAT WHICH FLASHED TO STEAM. THE ISOLATION WAS RESET AT 1207
HOURS AND RWCU WAS BLOCKED TO REPLACE [IHE LEAKING PRESSURE RELIEF VALVE
PSV-CHG-108 (LONERGAN MODEL D723), LOCATED ON THE REGENERATIVE HFAT EXCRANGER.
THERE WAS NO RELEASE OF RADIOACTIVE MATERIAL AS A RESULT OF THIS _VENT.
ENGINEERING IS PERFORMING A ROOT CAUSE EVALUATION AND THE RESULTS OF TNIS
INVESTIGATION ARE EXPECTED BY JULY 29, '988. A SUPPLEMENTAL REPORT WILL BB
ISSUED NDETAILING THE RESULTS OF THE ROOT CAUSE INVESTIGATION.

[ 144 LIMERICK DOCKET 50-3%2 LER 88-019
DEFICIENT LOCKING SPRINGS ON AGASTAT RELAYS WHICH MAY DEGRADE OPRLRABILITY OF
SYSTEM CHANNELS REQUIRED BY TECHNICAL SPECIFICATIONS.

EVENT DATE: 050688 REPORT DATE: 060988 NSSS: GE TYPE: BWP
VENDOR: AGASTAT RELAY CO,

(NSIC 209643) ON MAY 6, 1988, DURING A QUALITY CONTROL INSPECTION, LOCKING
SPRINGS ON 17 AGASTAT RELAYS WERE DISCOVERED MISSING OR UNSECURERD. DURING
RESTORATION 2 ADDITIONAL UNFASTENED LOCKING SPRINGS WERE DISCOVERED. THE
CONDITION OF THE LOCKING SPRINGS MAY RAVE CEGRADED THE SEBISMIC QUALIPICATION OF
THE RELAYS SUCH THAT THE TECHNICAL SPECIFICATIONS ACTUATION INSTRUMENTATION
MINIMUM OPERABLE 'HANNEL REQUIREMENTS FOR REACTOR CORE IfOLATION CUOOLING, CORE
SPRAY MHIGH PRESSURE COOLANT INJECTION AND LOW PRESSURE COOLANT INJECTION
SYSTEMS, WERE NOT MET. THERE WIRE NO ADVERSE CONSEQUENCES AS RESULT OF TNIS
FVENT. AN EVALUATION IS UNDERWAY TO DETERMINE THE EFPECT OF A SEBISMIC ERVENT ON
THE ABILITY OF THESE RELAYS TO PERFORM THEIR SAFETY PUNCTTON WITHOUT THE LOCKING
SPRING, IN PLACE. THE CAUSE OF THE EVENT 15 BELIEVED TO BE INADVERTENT
DISLODGING OF THE LOCKING SPRINGS DURING WORK ACTIVITIES IN THE RELAY CABINETS,
A MEMO KAS BEEN WRITTEN REQUIRING WORK GROUP SUPERVISION TO ADVISE THOSE PRRSONS
WORKING IN THE AFFECTED CABINETS TO EXHIBIT CARE TO AVOID DISLODGING THE SPRINSS.
ADDITIONALLY, A SUKVEILLANCE TEST WILL BE WRITTEN TO INSPECT THE LOCKING SPRINCS
ON SAFETY-RELATED RELAYS PERIODICALLY.
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[145) LIMERICK ! DOCKET 50-352 LER 88-016
VARIOUS ENGINEERED SAFETY FEATURE ACTUATIONI DUER TO A FUSE FAILURE.
EVENT DATE: 050788 REPORT DATE: 060688 NSE£S: Ge TYPE: BWR

VENDOR: BUSHMAN EBQUIPMENT CO.

(NSIC 209647) ON MAY 7, 1988 AT 0746 MOURS, A CHANNEL 'B' REACTOR PROTECTION
SYSTEM (RPS) '/2 SCRAM AND VARIOUS NUCLEAR STEAM SUPPLY SHUTOFF SYSTEM (NSSSS)
ISOLATIONS (ENGINEERED SAFETY FEATURES) OCCURRED AS THE RESULT OF A BLOWN 60 AMP
POWER SUPPLY FUSE. AN AUTOMATIC START OF THE 'B' STANDBY GAS TRZATMENT SYSTEM
(SGTE) ALSO RESULTED FROM THE LOSS OF THE 'B' CHANNEL INITIATION LOGIC.

OPERATORS VERIFIED THAT ALL ISOLATIONS AND AUTOMATIC ACTIONS OCCURRED AS
DESIGNED. REACTOR POWER WAS RECUCED TO 80% FROM 90% IN ORDER TO PREVENT DAMAGE
TO THE RECIRCULATION PUMP MOTOR SEALS WHICH HAD LOST COOLING WATER AS A RESULT OF
T E ISOLATIONS. THEJE WAS NO RELEASE OF RADIOACTIVE MATERIAL TC THE ENVIRONMENT
AS A RESULT OF THIS EVENT, THE ROOT CAUSE OF THIS EVENT IS BELIEVED TO BE
OVERNHEATING OF THE FUSE RESULTING FROM INADEQUATE CONTACT BETWELN THE FUSE AND
THE FPUSE SPRING CLIPS. FUSE SPRING CLIP CLAMPS HAVE BEEN INSTALLED TO IMPROVE
CONTACT BETWEEN THE FUSE AND ITS SPRING CLIPS. THE BLOWN PUSE W.S REPLACED AT
0803 HOURS AND THE 1/2 SCRAM WAS RESET. AT 0807 HOURS, ALL NSSSS ISOLATIONS WERE
RESET AND BY 0822 ALL OTHER SYSTENS WNICH HAD ISCLATED WERE RESTORED TO NORMAL.
THE FUSE SPRING CLIPS FOR THE 60 AMP POWER SUPPLY FUSE TO THE 'A’' AND 'B' CHANNEL

RPS WILL BE INSPECTED AND REPLACED IF NECESSARY DURING AN OUTAGE OF SUFFICIENT
DURATION.

[148) LIMERICK DOCKET $0-352 LER 88-017
REACTOR EwCLOSURE ISOLATION AND ENGINEERED SAFPETY FEATURE ACTUATIONS CAUSED BY
COMPONENT FAILURE.

EVENT DATE: 050988 REPORT DATE: 060888 N3 S™: GB TYPE: BWR
VENDOR: ASCO VALVES

(NSIC 209537) ON S/9/88 AT 2155 HOURS, A REACTOR ENCLOSURE ISOLATION AND NUCLEBAR
STEAM SUPPLY SHUTOFF SYSTEM (NSSES) GROUP VI A AND VI B ISOLATIONS OCCURRED ON
LOW DIFFERENTIAL PRESSURE BETWEEN THE REACTOR ENCLOSURE AND OUTSIDE AIR. THE
REACTOR ENCLOSJRE RECIRCULATION SYSTEM (RERS) AND STANDBY GAS TREATMENT SYSTEM
(SGTS), ENGINEERED SAFETY FEATURES, INITIATED AS DPESIGNED. 2RIOR YO THE EBVENT,
WITH THE "A' AND 'C' TRAINS OF THE REACTOR ENCLOSURE VENTILATION SYSTEM IN
OPERATION, THE 'A° REACTOR ENCLOSURE EQUIPMENT COMPARTMENT EXHAUST (REECER) FILTE.
WAL BLOCKED OUT OF SERVICE TO CHANGE ITS PREFILTERS. THE 'B' REACTOR ENCLOSURE
AIR (VENTILATION) EXHAUST FAN WAS STARTED IN PRLPARATION FOR REMOVAL OF THR ‘A’
FAN FROM SERVICE AND THE 'A', 'B° AND 'C' EXHAUST P/INS§ TRIPPED AFPTER A 6 SECOND
TIME DELAY. THE REACTOR ENCLOSURE ISOLATED ON LOW DIPFERENTIAL PRESSURE. THE
CAUSE OF THE EVENT WAS A COMPONENT FAILURE OF UNKNOWN CAUSE. WHRN TNE 'A' RBRECE
FILTER WAS BLOCKED FROM SERVICE, THE SOLEBLOID VALVE, WHICH PROVITNES THE PNEUMATIC
ACTUATION OF THE FPILTER TRAIN'S DISCHARGE DAMPER, FAILED TO PULLY CLOSE AND
INSTRUAENT AIR LEAKED FROM THA SOLENOID'S VENT PORT. THE DECREASE IN INSYRUNMENT
AIR PRESSURE CAUSED THE VENTILATION EXHAUST FAN'S DIS_JARGR DAMPERS TO CLOSE,
RESULTING IN THE FAN TRIPS.

[1&7) LIMERICK 1 DOCKET $0-3%2 LER 88-018
CONTROL ROOM MVAC ISOLATION RESULTING FROM A HIGHN CHLORINE CONCENTRATION SIGNAL
BELIEVED TO MAVE BEEN CAUSED BY RAINWATER CONTACTING AN ANALYIER PROBE.

EVENT DATE: 051188 REPORT DATE: 067088 NESS: GB TYPE: BWR

(NSIC 2096432) ON MAY ‘1, 1988 Ay 15468 HOURS, THE MAIN CONTROL ROOM VENTILATION
SYSTEM [SOLATED DUE TO A 'C' CHANNEL MNIGH CHLORINE CONCENTRATION SIGNAL. THE 'A’
TRAIN OF THE CONTROL ROOM EMERGENCY FRESH ALIR SUPPLY (CREFAS) SYSTENM, AN
ENGINEBERED SAFFTY FEATURE, INITIATED AS DESIGNED., THE EVENT OCCURRED DURING
RAINY AND WINDY WEATHER CONDITIONS AND THE HIGHM CHLORINE CONCENTRATION SIGNAL IS
BELIERVED TO MAVE BEEN CAUSED BY RAINATER COMING IN CONTACT WITH THE CHLORINE
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ANALYZER PROBE RESULTING IN A CHEMICAL IMLALANCE IN THE PROBE'S ELECTROLYTE. THE
ANALYLER PROBES JRE LOCATJD CLOSE TO THE OUTSIDE AIR INTAKE PLENUM. AFTER THER
‘€' CHANNEL CHLURINE INDICATOR SPIKED, THE CONTROL ROOM OPERATORS IMPLEMENTED
SPECIAL EVENT CROCEDURE SE-2 (TOXIC GAS PROCEDURE). A CHANNEL CHECK OF THME 'A',
‘B’ AND 'D' CHL.OT¥L DETECTORE WAS PERFORMED BY OPERATIONS PERFONNEL AND VERIFIED
TO BE NORMAL., POLLOY ING THE SPIKE ALL CHLORINE CHANNELS [(NDICATED NORMAL LEVELS
(LESS THAN 0.) PPM)., YHE I[SOLATION WAS RESET AT 1552 HOURS. THE DURATION OF THE
CONTROL ROOM ISOLATION WAS ' HOUR & MINUTES., THERE WAS NO CHLORINE IUTAKE TC THE
CONTROL ROLM. THERE wAS NO RELEASE OF RADIOACTIVE MATERIAL TO THE ENVIRONMENT AS
A RESULT OF THIS EVENT. A MODIFICATION TO CREPAS IS5 CURRENTLY BEING REEVALUATED
DUE TO THE MANUPACTURE OF THE CHLORINE DETECTOR. GOING OUT OF BUSINESS.

| 148 LIMERICK 1 DOCKEBT %0-3%2 LER #8-020
REACTOR ENCLOSURE SECONDARY CONTAINMENT ISOLAYION ON LOW DIFFERENTIAL PRESSURE
DUE TO A SEVERED INSTRUMENT AIR LINE TUBE,

EVENT DATE: 052788 REPURT DATE: 061788 NESS: GB TYFE: BWR

(NSIC 20974%5) ON MAY 21, 1988 AT 1847 HOURS, A “B" CHANNEL REACTOR ENCLOSURE
SECONDARY CONT INMENT ISOLATION OCCURRED AND THE “B" TRAINS OF THY STANDBY GAS
TREATMENT SYSTEM (SGTS) AND REACTOR ENCLOSURE RECIRCULATION SYSTEM (RERS),
LAGINEERED SAFETY FPEATURES, STARTED AS DESIGNED. THE ISOLATION OCCURRED WHEN
DIFFERENTIAL PRESSURE BETWEEN THE REACTOR ENCLOSURE (RE) AND OUTSIDE ATMOSPHERE
DECREASED BEBLOW THE SETPOINT OF NEGATIVE 0.) INCHES WATER GAUGE. THE "B" TRAIN
OF THE SGTS ARSTORED AND MAINTAINED REACTOR ENCLOSURE DIPFERENTIAL PRESSURE AT
LESS THAN NEGATIVE 0.1 INCHES WATER GAUGE, THUS PREVENTING THE INITIAT.ON OF AN
“A" CHANNEL REACTOR ENCLOSURE ISOLATION SIGNAL. THE SGTS MAINTAINED SECONDARY
CONTAINMENT DURING THE EVENT AS DESIGNED., THE CAUSE OF THE EVENT WAS A EEVERED
INSTRUMENT AIR LINE SERVICING THE "B" REACTOR ENCLOSURE EBXHAUST AIR FAN BLADE
PITCH DEVICE. THE SEVERED INSTRUMENT AIR LINE TUBING IS BELIEVED TO HAVE BEEN
CAUSED BY EITHER VIBRATION INDUCED TO THE TUBING BY THE PAN DISCHARGE DUCTWORK,
OR BY A TUBING DEFECT. THE INSTRUMENT AIR LINE WAS REPAIRED, THE REACTOR
ENCLOSURE ISOLATION RESET, AND NORMAL REACTMR ENCLOSURE VENTILATION WAS RESTORED
AT 2000 MOURS. SIMILAR INSTRUMENT AIR LIN. TUBING WAS INSPECTED, WITH NO
VIBRATION PROELEMS NOTED. THERE WAS NO RELEASE OF RAJIOACTIVE MATERIAL AS A
RESULT OF THIS EVENT.

(149 MAINE YANKEE DOUCKRT 50-309 LER 82-002 kEV O
UPDATE ON UNLOCKED E ERGENCY CORE COOLING SYSTEM VALVES,
EVENT DATE: 011588 REPORT DATE: 062188 NSS3S: CB TYPE: PWR

(NSIC 209723) DURING A REVIEW OF THE EMERGENCY CORE COOLING SYSTEM (BCCH)
SURVRILLANCE PROCEDURE, IT WAS DETERMINED THAT SIXTEEN VALVES WERE NOT PROPERLY
CONTROLLED AS REQUIRED BY THE PLANT'S TECH SPRC. FOR OPERATION AT POWER, BCCS
VALV"S THAT AFFECT OPERABILITY MUST BE ALIGNED AND LOCKED IN THE POSITION
REQU.RED FOR PROPER SAFREGUARDS CPERATION. A'L THESE VALVES WERE ALIGNED AND
CONTROLLED BY PROCEDURE AS REQUIKED BUT WER ' NOT LOCKED, THE VALVES WERE LOCKED.
AS A RESULT OF THE INCIDENT, THE LICENEEE IDENTIFIED SOME LOCKED VALVE POLICY
INCONSISTENCIES AND CONCERNE AND WILL REVIEW THE POLICY TO ENSURE THAT IT DORS
ROT UANBCESSARILY REDUCE OPRRATIONAL FLEXIBILITY AND THAT IT IS CONSISTENTLY
A#PLIED IN THE PROCEDURES. A TECHN SPEC CLANGE 1§ BEING CONSIDERED TO PROVIDE A
LOCKED VALVE POLICY THAT MINIMIZES IMPACT ON BCCS OPERATIONAL FLEXIBILITY.

1180) MCGUIRE DOCKET 50-369 LER 88-012
INVESTIGATION OF POSSIBLE VALVE ACTUATOR PROBLENMS.
EVENT TATE: 020588 REPORT DATE: 077488 NSSS: we TYPE: PWR

OTHER UNITS INVOLVED: NCGUIRE 2 (PWR)
VENDOR: ROTORK INC.
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(NSIC 409969) ON 00/03/88, INSTRUMENTATION AND ELECTRICAL (IAE) AND NEC
FERSONNEL, IJESPECTING SOME VALVES AS PART OF AN BQUIPMENT QUALIFICATION REVIEW,
DISCOVERED THAT THE MOTOR HAD FALLEN OFF THE [ CTUATUR ON VALVE 2ND-2A, RESIDUAL
HEAT REMOVAL PUMP 2A SUCTION VALVE, ON UNIT 2 AT CATAWBA NUCLEAR STATION. IT WAS
LATER DETERMINED THAT THE MOTOR HAD DRIVEN ITSELF OFF PAST THE MOUNTING SCREWS
WHEN SUBJECTED TO STALL TORQUE BECAUSE THE MOUNTING SCREWS WERE IMPROPERLY
INSTALLED. (THE MOTOR STALLED BECAUJE BOTH THE TORQUE AND LIMIT SWITCH NAD BZEN
BYPASSED.) THRE INCID"NT AT CATAWABA LED TO AN INVESTICAZION TO DETERMINE IF
SINILAR PROBLEMS EXISTED AT MOGUIRE NUCLIAR STATION FROM THIS INVESTIGATION, 1T
WAS CONCLUDED BY IAE THAT ONE VALVE ACTUATOR AT MCGUIRE REQUIRED ADDITIONAL
WASHERS UNDER THE MOTCT ATTACHMENT SCREWS ., VALVE CP.1278, STEAM GENERATOK B
MAIN FEEDWATER TO AUXILIARY FEEDWATER NOZILE ISOLATION, WAS REMOVED PROM SERVICEH
UNTIL THE WASHERS WERE ADDED. SEVERAL OTHER MOTOR ATTACHMENTS WHICH WERE
PRELIMINARILY DETERMINEY TO B2 SATISPACTORY WILL BE FURTHER INSPECTED AT THF NEXT
REFUELING QUTAGUES AFTER 198K, NO CAUSE HAS BEEN ASSIGNED, SINCE THERE WAS NO
SPECIPIC EVENT AT MCGUIRE.

(1%1) MCGUIRE DOCKET 50-369 LER 88-007 e O
UPDATE ON FAILUKE ON A PRINTED CIRCUIT CONTROLLER CARD CAUSES STBAM GENERATOR
FEED REGU'ATOR VALVE TO CLOSE RESULTING IN TURBINE AND REACTOR TRIP,
EVENT DATE: 04164u8 REPORT DATE: 070188 NESS: Wk TYPE: PwR
VENDOR: CONTRAL COMPONENTS

NAMCO CONTROLS

PACIFIC VALVES, INC,

WEETINGHNOUSE BLECTRIC CORP.

INSIC 209830, ON O/ 1E/8BE AT 1033, VALVE ICF-20, STEAN GENERATOR 1C FPEEDWATER
FEGULATING VALVE, CLOSED BECAUSE OF AN UNKENOWN PAULT ON THE ASSOCIATED CONTROLLER
CARD IN A CONTROL CABINET. OPERATIONS (OPS) RECOGNISED THAT UNIT ' WOULD TRIP
AUTOMATICALLY SO THE TUREINE GENERATOR AND REACTOR WERE MANUALLY TRIPPED. ALL
SYSTEMS AND EQUIPMENT RESPONDED AS EXPECTED FOLLOWING THE TRIP EXCEPT THAT VALVE
1§V-7, STEAM GENETATOR 1C POWER OPERATED RELIEP, OPENED APPROXIMATELY Y0 pS1
LOWER THAN ITS SETPOINT BAND, AND THE OPEN LIRIT SWITCH FOR .ALVE 1SA-49, STRAM
SUPFLY TO AUXILIARY FEEDWATER PUMP TURBINE, FAILED TO ACTUATE. OPS IMPLENENTED
THE AEACTOR TR'F AND THU UNIT FAST REIUVERY PROCEDURE. INSTRUMENTATION AND
ELECTRICAL (1AE) REFLACED THE FPAULTY CONTROLLER CARD, AND UNIT ' WAS RETURNED TO
SERVICE ON 08/17/88 AT 050'. THIS EVENT IS ASSIGNED A CAUSE OF OTHER SINCE THE
COMPONENT FAILURE ON THE CONTROL CARD POR VALVE 1CF-10 WAS DUN TO UNKNOWN CAUSE.
IAR WILL STUDY THE FAILURE OF THE OPEN LIMIT SWITCH ON VALVE 1SA-49 AND DRTERMINE
THE IMPLICATIONS TO OTHER ENVIRONFENTALLY QUALIPIED BQUIPMENT. THE PAILED
CONTROLLER CARD WILL BE ANALYIED BY WESTINGHOUSE AND A REVISION TO THIS REPORT
WILL BE SUBMITTED DESCRIBING THE TEST RESULTS.

| 183} NCGUIRE PROCKET 50-369 LER 88-008

TURBINE DRIVEN AUXILIARY FEEDWATER FPUMP AUTO TARTED BECAUSE OF A PERSONNEL EFIOR
CAUSED BY A HUMAN FACTORS DEFICIENCY.

EVENT DATE: 050289 REPORT DATE: Je0'88 NESS: we TYPE: PWR

VENDOR: »INGHAM PUNP CO.

NSIC 208486) ON 05/02/88 AT APPROXIMATELY 1023, PENFORMANCE (FRF) PERSONNEL WERE
LIFTING A LEAD TO PERFORM A VALVE STROKE TEST ON MOTOR DRIVEN AUXILI \RY PERDWATER
(CAY PUMP A RTCIRCULATIZN VALVE., 1CA-27A, THE LEAD INADVERTENTLY MADE CONTACT
WITH THE ELECTRICAL CIRCUITRY OfF THE TURBINE DRIVEN (T/D) CA PUNP WHICH THEN
AUTOMATICALLY STARTED. AFTER APPROXIMATELY 25 SBECONDS OF OPERATION, THE T/D CA
PUNF TRIPPED FOR AN UNKNOWN REASOW. OPERATIONS (OPS) ATTEMPTED TO RESET THE T/D
CA PUMP WITHOUT SUCCESS AND AT 1030, DECLARED THE T/D CA PUMP INOPERABLE. AT
1085, OFS IN TIATED AN EMERGENCY WORK REQUEST TO WAVE INSTRUMENTATION AND
ELECTRICAL (1 .%) TROUBLESHOOT THE BLECTRICAL CIRCUITRY GF THE T/D CA PUNMP. IAR
FOUND AND REPLACED A BLOWN FUSE IN THE ELECTRICAL CIRCUITRY OF THE T/D CA PUNP.
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OPS DECLARED THE T1/D CA PUMP OPERABLE AT 1238. THIS EVENT IS ASSIGNED A CAUSE OF
PEKSONNEL ERROR BECAUSE PROPER EXECUTION OF THE TEST STEP FAILED DURING THE
LIFTING OF THE LEAD DUE TO A HUMAN FACTORS DEFICIENCY, PRF WILL REVIEW THIS
EVENT REPORT AND BEGIN USING FUSE PULLERS ON ALL LIFTED LEADS. DESIGN
ENGINEERING WILL EVALUATE THE USE OF SLILING LINKS FOR CA PUMP RECIRCULATION
VALVES, IAE WILL REPLACE THE INSULATOR BETWEEN TERMINAL B-15 AND B-16.

[1583) MCGUIRE POCKXET 50-36V LER 88-0"9

AN INADVERTENT ENGINEERED SAFETY FEATURE ACTIVZ J(ON OCCURRED DUE TO PERSONNEL
ERROR CAUSED BY DE ICIENT COMIUNICATION.

EVENT DATE: 051880 REPORT DATE: 061788 NSS4 WY TYPE: PWR

(NSIC 2096%3) ON 05/18/88, AT 1855, THERE WAS AN INADVERTENT ESF ACTUATION FROM
THE UNLT ' TRAIN B DIESEL GENERATOR (D/G) LOAD SEQUENCER (SEQ). FERFORMANCE
(PRP! HAD COMPLETTD THE D/G 'B SEQ VEST AND HAD INADVRRTENTLY RETURNED THE SEQ TO
A NORMAL OPERATING ALIGNMENT IN AN INCORRECT ORDER. TYER ES7 ACTUATION OCCURRWMD
WHEN OPERATIONS (OPS) RESET THE 18 D/G SEQ AT THE REQUEST OF PR¥. THE BSF SIGNAL
CAUSED AN AUTOMATIC START OF THE '8 AUXILIAKY PEEUWATER MOTOR DRIVEN PUMP, THE 1B
NUCLEAR SERVICE WATER PUMP, AND THE TRAIN B CONTROL FOOM AKEA VENTILATION
CHILLER. AT 1900, THE TWO PUMPS AND THE CHILLER WERE STOPPED Rr OPS. AT 1930,
OFS NOTIPTED THE NRC OF THE ESF ACTUATION, THIS EVENT 18 ASSIGNED A CAUSE OF
PERSONNEL ERROR DUR TO A WISUNDERSTOOD VERBAL COMMUNICATION BETWEEN PRF
TECHNICIAN A AT THE LOTAL 'B D/G SEQ CONTROL PAKEL AND PRF ENGINEER A IN THE
CONTROL ROOM, THIS MISCOMMUNICATION CAUSED THE STEPS IN THE D/G 18 SEQ TEST
PROCEDURE TO BE PERFORMED IN AN INCORRECT OPDER. THIS EVENT IS ALSO ASSIGNED A
CONTRIBUTORY CAUSE OF DEFECTIVE PRUCEDURE DUE TO THE POOR FORMAT OF THE STEPS IN
THE TROCEDURE., THIS EVENT WAS DISCUSSED WITH PRF PEUSONNEL STRES/NING THE
IMPLRTANCE OF GOOD COMMUNICATIONS AND FMPHASIZING THAT A PROCEDURE SHOULD NOT %E
PERFONMED OUT OF SEQUENCE., THE D/G SEQ TEST PROCEDURES HAVE BEEN PLAC®D ON HOLD
UNTIL MODIFIED TO CLARIFPY STEPS.

RELE MCGUIRE 2 DOCKET $0-370 LER 88-004
TWO INADVERTENT ACTUATIONS OF UNIT 2 ENGINEERED SAFETY FEATURES COMPONENTS
OCCURRED DUR TO PERSONNEL ERROR DUE TO PROCEDUNE NONCOMPLIANCE.

EVENT DATE: 051148 REPORT DATE: 071388 NSSS: W TYPE: PWR

(NSIC 2097717) ON S/71/88, AT APPROXIMATEY 1538, OPRBARTIONS, PREPARING FOR
MAINTENANCE NN TWO AUX FEEDWATER (CA) 2% COMPONENTS, FAILED TO IDENTIFY THAT AN
ASSUPED SCURCE OF WATER SLUTION ISOLATION VALVE WAS REQUIRED TO BE TAGGPRD. ALSO
WHILE REMOVING MOTOR DRIVEN (N D) CA PUMP 2B FROM SERVICE, OPERATIONS (OFS)
FAILED TO POLLOW THE PRESCRIBED SEQUENCE OF STEPS ON THE RER. WHEN OPS LATER
VENTED M/ D CA PUNP 2B, THRE SUCTION HEADER DEPRESSLARIZED AND BOTH ASSURED SOURCE
OF WATER SUCTION ISOLATION VALVES OPENED ON A LOW SUCTIN PRESSURE SIGNAL. OPS
REALIGNED CA TRAIN 28 FOR THE IMPENDING MAINTENANCE AND COMPLETED THE REMOVAL
PORTION OF THF RAR. ON S/12/88, AT APPROXIMATELY 1600, OPS AGAIN DEVIATED PROM
THE SEQUENC® OF STEFS ON THE RER. BOTH ASSURED SOURCE OF WATER SUCTION ISOLATION
VALVES AGAIN OPENED ON A N/D CA PUMP 2B LOW SUCTION PRESSURE SIGNAL. THE EVENT
OF 05/11/88 18 ASSIGNED A CAUSE OF PERSONNEL ERROR. THE RVENT OF $/12/08 1S
ASSIGNED A CAUSE OF PERSONNEL ERROR, BECAUSE PERSONNKL IMPROPERLY FOLLOWED THE
CORREC S RUR. OPS HAS KEVIELED THIS BEVEYT WITH APPLICABLE PERSONNEL AND WARNING
TAGS HAVE BEEN PLACED ON BREAKER COMPAATMENTS. OPS IS ADOPTING A DEFINITION OF
WHAT CONSTITUTES AN ESF ACTUATION AND ALL LICENSED SROS WILL Bs INFORKED,

[15%) MCGUIRE 2 DOCKET 50-370 LER #8-002
BOTH TRAINS OF THE ANNULUS VENTILATION SYSTEM WERE MADE INOPERABLE DUER TO
DEFICIENT COMMUNICATION AND PLANNING/SCHEDULING DEFICIEBNCIES.

EVENT DATE: 052788 REPORT DATE: 062788 NSSS: wE TYPE: PWR
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(NSIC 209833) ON 05/27/88, AT APPROXIMATELY 1630, UNIT 2 UNKNOWINGLY ENTERED THE
ACTION STATEMENTS OF TECH SPEC (T8) 3.0.) WHE) BOTH TRAINS OF THE ANNULUS
VENTILATION (VE) SYSTEM BECAME INOPERABLE DURING A UNIT 2 SHUTDOWN ACTIVITY. ON
05/26/88, IN A UNIT 2 OUTAGE SCHEDULING MEETING, INYBGRATED SCHEDULING (18),
OPEEATIONS (OPS), AND INSTRUMENTATION AND ELECTRICAL (IAE) MANAGEMENT CONCURRED
THAT TEMPORARY CONTROLLED ACCESS DOOR (CAD) READERS COULD BE INSTALLED OUTSIDE
THE ENTRANCES TO THE UPPER AND LOWER CONTAINMENT CADS WHILE UNIT 2 WAS OPERATI IG
IF VE OPERABILITY WAS NOT VIOLATED. THL1j ACTIVITY WAS SCI'EDULED AS AN
OPERATIONAL ACTIVITY. THE CAD RuLADERS WERI INSTALLED BY IAE; THEREPORE,
INADVERTENTLY VIOLATING VE OPERABILITY. OFPS LOGGED UNIT 2 INTO AND OUT OF TS
3.0.3 ON 05/28/88, BECAUSE THE CADS WERE CONTINUQUSLY MONITOREDU BY SECURITY, AD
CRCURITY WAS PROVIDED WITH TOOLS TO CUT THE CABLES, ENABLING THEM TO CLOSE THE
DOORS UPON REQUEST BY OPS. ALSO, OPS HAD COMMENCZD SHUTDOWN OF UNIT 2 FOR THI
REFUFLING OUTAGE. THIS EVENT IS ASSIGNED A CAUSE OF MANAGEMENT DEFICIENCY
BECAUSE OF DEFICIENT COMMUNICATION AND PLANNING/SCHEDULING DEFICIENCIRS. THIS
EVENT WILL BE REVIEWED WITH APPLICABLE PERSONNEL TO STRESS THE IMPORTANCE OF
ADEQUATE CUMMUNICATIONS /ND ACCURATE WORK REQUEST EBVALUATING: .

1156) MILLSTONE ° DOCKET 50-245 LER 88-005%
INSUFFICIENT CONTAINMENT SPRAY INTERLOCK SETPOINT,
EVENT DATE: 052788 REPORT DATE: 062388 NSSS: GR TYPE: BWR

(NSIC 207%,96) ON MAY 27, 1988, WHILE OPERATING AT 100% POWER (529 DRGRERS F, 1032
PSIG) INVESTIGATIONE RESULTING FROM THE POTENTIAL FOULING OF EMERGENCY CORE
COOLING SYSTEM (BCCS) SUCTION STRAINERS (LER 88-004-01) AND DESIGN BASIS
DOCUMEN.ATION WORK ON THE LOW PRENSURE COOLANT INJECTION (LPCI) SYSTEM REVEALED
THAT THE CONTAINMENT SPRAY 5 PSIG INTERLOCK SETPOINT WAS INSUPFICIENT TO ENSURE
THAT BCCS PUMP CAVITATION WOULD NOT OCCUR. THE EVALUATION CONCLUDED THAT WITH
ALL SIX ECCS PUMPS OPERATING AND THE FAILURE OF ONR LPCI HEAT BXCHANGEFR OUTLET
VALVE TO OPEN ON THE SERVICE WATER SIDE, THF AVAILABLE NPSH COULD BE INSUFFICIENT
TO PREVENT CAVITATION IF THE S PSIG INTERLOCK WAS SOLELY RELIED ON TO TERMINATE
SPRAYS. THE EMERGENCY OPERATING PROCEDURES HAVE BEEN REVISED TO RESTRICT USE OF
CONTAINMENT SPRAY AND TO ENSURE THAT SUPFICIENT PRESSURE IS MAINTAINED TO

PRECLUDE ECCS PUMP CAVITATION. THIS EVENT IS5 REPORTABLE PURSUANT TO
TOCPRSD. 223tAY LRIV,

{187) MILLSTONE ) DOCKRT 50-82) LER #6-017 mEV O
UPDALTE ON REACTOR TRIP DUE TO SSPF GENERAL WARNING DUR TO FAULTY POWER SUPPLY.
EVENT DATE: 021186 REPORT DATE: 061588 NESS: WE TYPE: PWR

VENDOR: WESTINGHOUSE ELEC CORP, -NUCLEAR ENERGY B8YS

(NSIC 209%75) AT 1133 ON FEBRUARY '3, 1986, WHILE OPERATING AT 5% REACTOR POWER,
THE PLANT RECEIVED A REACTON TRIP CAUSED ®Y A GENERAL WARNING ALARM IN BOTH
TRAINS OF THE SOLID STATE PROTECTION SYSTEM (SSPS), OPERATORS VERIFIED THAT ALL
RODS INSERTED AND THAT ALL REACTOR TRIP BREAKERS OPENED. THE A TRAIN OF SSPS MAD
A GEN"RAL WARNING ALARM PRESENT DUE TO A SURVEILLANCER TEST IN PROGRESS. A
SPURIOUS GENERAL W/RNING ALARM OCCURRED UN THE B TRAIN OF SSPS. THE CAUSE OF THE
SPURIOUS GENERAL WAPNING WAS DUE TO A BAD &8 VDC POWNRE SUPPLY WHICH CAUSED A
MOMENTARY VOLTAGE SAG. THE POWER SUFPLY KAS BEEN REPLACED AND THERE HAVE BEEN NO
SPURIOUS SSPS GENERAL WARNING ALARMS SINCE THE POWER SUPPLY WAS REPLACED.

[159) MILLSTONE 3} DOCKET 50-42) LER 88018
INCORRECT CONTROL BUILDING ISOLATION TRIP SETPOINT UUE TO ADNINISTRATIVE ERROR.
EVENT DATE: 051388 REPORT DATE: 06i088 NESS: we TYPR: PWR

(NSIC 20966%5) AT 1300 HOURS ON MAY 195, 1988 (IN MODE V') AT 100% POWER, 506
DEGREEE, 2250 PSIA, A REVIEW OF THREE PAST RADIATION MONITOR EBVENTS REVEALED THAT
TWO REPORTABLE EVENTS OCCURRED CONCERNING THE JONTROL BUILDING INLEBT VENTTLATION
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INITIATPD. CORRECTIVE ACTIONS INCLUDE INITIATION OF AN OCCURRENCE REPORT,
REVISING PROCEDURE NI-FST-FPPP-COUZ, AND REVIEWING ALL FIRE TECHNICAL
SPECIFICATION PROCEDURES FOR SIMILAR PROBLENMS.

(161 NINE MILE POINT ) DOCKET $°-.20 LER 88-014
FAILURE OF CORE SPRAY MNIGH POINT VENT ISOLATION VALVE 40-30 TO MEET STROKE
REQUIREMENT DUE T3 AN EQUIPMENT DESIGN DEFICIENCY.

EVENT DATE: 051088 REPORT DATR: 060988 N§SS: GB TYPE: BWR
VENDOR: LIMITONQUE CORP.

(NSIC 200518) ON 5/70/88, WITH NINE MILE POINT UNIT ' (NMP1) IN A REFUELING
QUTAGE, IT WAS IDENTIFIEL THAT THE ACTUAL FULL-OPEN TO PULL-CLOSEL STROKE TIME
FOR CORE SPRAY HIGH POINT VENT ISOLATION VALVE (IV) 40-30 HAD EXCEEDED ITS TECH
SPEC LIMIT. THIS WAS DISCOVLRRD WHILE CONDUCTING RESEARCH FOR SIGNIFICANT

OPERAT iwl EXPERIENCE REPORT (SOER) #6-2, "INACCURATE CLOSED POSITIOR INDICATION
ON MOTOR-OPERATEL VALVES". IN ACCORDANCE WITH SITE PROCEDURES, VALVE CLOSURE
TIME 1S MEASURED FROM THE TIME THE CONTROL SWITCH IS TAKEN TO THE CLOSED POSITION
TO THE TIME THE RED INDICATING LAMP GOES OUT. POR IV 40-30, THE RED LAMP GOES
OUT WHEN THE VALVE IS ACTUALLY ONLY 89% CLOSED. BASED ON A REVIEW OF TEST
RESULTS SINCE MAY ', 1386, THE ADDITIONAL 11% OF TRAVEL THE VALVE TAKES BEFORE IT
IS FPULLY 'LOSED NAS RESULTED IN THE ACTUAL PULL-OPEN TO FULL-CLOSED STROKE TINE
TO EXCEED THE TECH. SPEC. REQUIKEMENT OF 30 SECONDS. THE ROOT CAUSE OF THIS
EVENT HAS BEEN DETERMINED TO BE PERSONNEL ERROR AS A RESULT OF A PROCEDURAL
DEFICTERCY, ACTION TO CORRECT THE VALVES STROKE TIME WAS NOT INITIATED BECAUSE
THE PROCEDURE DID NOT IDENTIFY TECH. SPEC. CRITERIA, CORRECTIVE ACTIONS INCLUDE
VALVE MA _NTENANCE AND PROCEDURAL REVISIONS. A MODIPICATION REQUEST 1S BRING
EVALUATED TO CHANGE LIMIT SWITCH WIRING SO THAT THE INDICATING LIGHT MORE
ACCURATELY REPRESENTS VALVE POSITION.

1162) NINE MILE POINT 2 DOCKET 50-810 LER #8-007 mEV 00
UPDATE ON SHUTDOWN COOLING ISOLATION WHILE VENTING AN INSTRUMENT LINE DUE TO AN
UNEXPECTED PR.USSURE SURGE.

EVENT DATE: 020189 REPORT DATE: 0513188 NSSS: GB TYPE: BWR

(NSIC 20950%) MHILE IR JOLD SHUTDOWN ON FEBRUZRY 1, 1988, THL SHUTDOWN COOLING
(SDC) SYSTEM , OLATED ON A SPURIOUS HIGN REAZTOR PRESSURE SIGhAL AT 06403 HOURS.
DURING THE EVENT REACTOR PRESSURE W § ATMOSHNERIC AND CCOLANT TEMPERATURE WAS
T1SF. AN INSTRUMENT AND COANTROLE (14C) TIUNNICIAN WAS BACKFILLING A COMMOW
SENSING LINE TO THE HIGH REACTOR PRESSURE SENSING TRANSMITTER TO REMOVE ENTRAPPED
AIR. THE HAND OPERATED FILL PUMP DISCHAAGE PRESSURE WAS SUFFICIENT TO INCRERASE
THE SENSING LINE PRESSURE AT THE TRANSMITTER AND EXCEED THE PRESSURE SETPOINT POR
SPC OPERATION. AS A RESULT, PRIMARY CONTAINMENT ISOLATION GROUP § VALVES AND SDC
ISOLATED ON A HIGH REACTOR PRESSURE SIGNAL (128 PSIG). THE MOST PROBABLE CAUSE
FOR THE UNEXPECTED PRESSURE SURGE IS5 THAT THE TECHNICIAN MAY HAVE PUMPED TOO
QUICKELY. A CONTRIBUTING FACTOR IS A LACK OF AN APPROPRIATE CONNECTION FOR
MAINTENANCE. IMMEDIATE CORRECTIVE ACTION WAS TO VERIFY THAT AN ALTERNATE METHOD
FOR COOLANT CIRCULATION AND DECAY HEAT REFOVAL WAS AVAILARLE. NORMAL SDC WAS
RESTORED AT 0600 HOURS., FURTHER CORRECTIVE ACTIONS INCLUDE A DISCUSSION C/ THNIS
EVEFT VIA THE LESSONS LEARNED PROGRAM AND A MOCIFICATION REQUEST TO ADD AN
APPROPRIATE MAINTENANCE CONNECTION.

1163} NINE MILE POINT 2 DOCKET $S0-410 LER 88-018 REV O
UPDATE ON TECH SPEC VIOLATIONS OCCUR AS A RESULT OF A MISSED LEAEK RATE
SURVEILLANCE AND FAILURE TO MEET PRIMARY CONTAINMENT SEALING REQUIREMENTS.

EVENT DATE: Q40688 REPORT DATE: 070%88 NSSS: GPF TYPE: BWR

(NSIC 20976Y) ON APRIL 6, Y988 AT 0855 MOURS WITH THE REACTOR AT 100% RATED
THERMAL POWER, IT WAS DISCOVEREDN THAT NINE MILE POINT UNIT 2 (NMP2) WAS NOT IN
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166 OCONEE DOCKRT 50-269 LER 88-005
INOPERABLE FIRE BARRIER PENETRATION SEALS RESULT IN A CONJITION PROMIBITED BY
TECHR SPECS DUE TO A DESIGN DEFICIENCY.
EVENT DATE: 051888 REPORT DATE: 062088 NSSS: BW TYPE: PWR
OTHER UNITS INVOLVED: OCONEER 2 (PWR)

OCONEE ) (PWR)

(NSIC 209607) ON MAY 18, 1988, 188 PENETRATION FIRE BARRIERS WERE DECLARED
INOPERABLE BECAUSE DOCUMENTATION QUALIPYING THEIR SPECIPIC ARRANGEMENTS AS A
TESTED ) HOUR FIAE RATED ASSEMBLY COULD NOT BE SUBSTANTIATED. THESE PENETRATIONS
WERE INSTALLED DURING PLANT CONSTRUCTION USING CRITERIA AND SPECIFICATIONS
SUPPLIED TO THE STATION BY DESIGN ENGINEERING. THIS INCIDENT WAS DISCOVERED AS A
RESULT OF DESIGN ENGINEERING REVIEW AND A QA AUDIT. ALL THREE UNITS WERE AT 100%
POWER DURING THIS INCIDENT., THIS INCIDENT RRSULTED IN A CONDITION PRONIBITED BY
TECHNICAL SPECIFPICATION 3.17.6. TECH SPEC ), 17.6 STATES “"ALL FIRE BARRIERS
PENETRATIONS PROTECTING SAFETY REL/TED AREAS SHALL BE OPERABLE." IMMEDIATE
CORRECTION ACTIONS INCLUDED A WALKUOWN TO IDENTIFY ALL INOPERABLE PENETRATION
FIRE BARRIERS, AND INITIATION OF FIRE WATCH PATROLS. TR R00T CAUSE OF THIS
INCIDENT WAS DETERIIINED TO BE A DESIGN DEFICIENCY DUE TO THE FAILURE TO SUPPLY
ACCURATE INSTALLATION SPECIFICATIONS.

|167) OCONEE 1 DOCKET 50-269 LER 88-CO7
TECH SPEC VIOLATION DUE TO MISSED PIREWATCHES RESULTING FROM PERSONNEL ERROR AND
MANAGEMENT DEFICIRNCY.
EVENT DATE: 051888 REPORT DATE: 070688 NESS: "W TYPE: PWR
OTHER UNITS INVOLVED: OCONRE 2 (PWR)
OCONEE ) (PWR)

(NSIC 209797) ON MAY 19, 1988, AT 1600 HOURS WITH UNITS 1, 2 AND 3} AT 100% POWER,
AN AUDTT OF CONTROLLED ACCESS POOR (CAD) COMPUTER PRINTOUTS VERSUS THE PIREBWATCH
SURVEILLANCE LOG SHMEETS BY AN NRC RESIDENT INSPECTOR, REVEALED THAT PIVE HOURLY
FIREWATCH TOURS HAD NOT BEEN PERFORMED AS REQUIRED BY TECHNICAL SPECIFICATION
3.17 ON MAY 18 AND 19, 1938. 1IN ADDITION, ON JUNL 6, 1988 IT WAS DISCOVERED THAT
MULTIPLE FIREWATCHNES HAD BEEN MISSED PROM MAY 25, 1988 TO JUNE &, 1988. THE ROOT
CAUSE OF THE MISSED FIREWATCH TOURS WAS PERSONNEL ERROR AND MANAGEMENT
DEFICIENCY. OPERATINONS PERSONNEL FAILED TO MAKE THE FIREWATCH TOURS, APTER
HAVING BEEN INFORMED THAT THE TOURS WERE REQUIRED. MECHRANICAL MAINTENANCE
SUPERVISORS DID NOT REVIEW TECHNICAL SPECIFICATIONS OR STATION DIRBCTIVES TO
BECOME FAMILIAR WITH THE FYREWATCH RESPONSIBILITIES. THE SUBSEQUENT CORRECTIVE
ACTIONS INCLUDED PLACING THE CABLE ROOM AND EQUIPMENT ROOM FIREWATCN TOURS ON
SEPALATL FIREWATCH SURVEILLANCE LOG SHEETS, DISCUSSION OF THE STATION DIRERCTIVE
ON FIRE-WATCH TOURS WITV ALL OPERATIONS PERSONNEL CONDUCTING THESE TOURS AND
PROVIDING MECHANICAL MAINTENANCE TECHNICIANS WITH WRITTEN GUIDAFCE ON THE
REQUIREMENTS AND RESPONSIBILITIES OF THE HOURLY PIREWATCHN TOURS.

|168) OCONER 2 DOCKERT $0-270 LER 88-00' REV 0
UPDATE ON SEISMIC INOPERABILITY OF A VITAL POWER INVERTER DUE TO A DEFECTIVE
PROCEDURE.

EVENT DATE: 0322288 REPORT DATE: 071288 NSSS: WW TYPE. PWR

VENDOR: EXIDE POWER SYSTEMS

(NSIC J09834) ON FEBRUARY 15, 1988 A BRACE USED TO HELP SECURE PRINTED CIRCUIT
BOARDS IN VITAL POWRR INVERTER 2DIB WAS DISCOVERED MISSING DURING PERFORMANCE OF
A PREVENTIVE MAINTENANCE PROCEDURE. ON FEBRUARY 22, 1986 IT WAS DETERMINED BY
DESIGN ENGINEERING THAT THE INVERTER HAD BEEN SEISNICALLY TESTED AND QUALIPIERD
WITN THE BRACE INSTALLED. THEREFORE THE BRACE WAS REQUIRED TO BB INSTALLED POR
SEISMIC QUALIFICATION AND OPERABILITY. BECAUSE UNIT 2 OPERATED WITH 2DIB
INVERTER SEISMICALLY INOPERABLE, IT OPERATED OUTSIDE ITS DESIGN BASIS.
ADDITIONALLY TECHNICAL SPECIFICATION 3.7.2(H) WAS VIOLATED. AT THE TIFNE OF



DISCOVERY, UNIT 2 WAS IN A REFUELING QUTAGE. THE ROOT CAUSE OF THIS EVENT WAS
DETERMINED TO BE A DEFECTIVE PROCEDURE SINCE NO PROCEDURE WAS IN PLACE REGARDING
REMOVAL AND RESTORATION OF THE BRACE. A CONTRIBUTING CAUSE WAS THE LACK OF
DOCUMENTATION REGARDING THE NEED FOR THE BRACE. SINCE THE MISSING BRACE COULD
NOT BE FOUND, A NEW ONE WAS FABRICATED AND INSTALLED USING THE DFSIGN OF THE
BRACES IN TKE OTHER INVERTERS. ALL THREE UNIT'S INVERTERS WERE INSPECTED TO
VERIFY THEIR BRACE"™ WERE INSTALLED.

1169) OCONEE 2 DOCKERT 50-270 LER 88-002
INOPERABILITY OF A POFPTION OF EMERGENCY POWER SWITCHING LOGIC DUE TO A DESIGN
DEFICIENCY.

EVENT DATE: 042688 REPORT DATE: 052688 NESS: BW TYPE: PWR

(NSIC 20938%) OCONEE 230 KV SWITCHYARD POWER CIRCUIT BREAKERS (PCBS) 26 AND 27
WERE RLCENTLY REPLACED BY NEW HIGHER INTERRUPTING CAPABILITY CIRCUIT BREAKERS,
DUE TO TRANSFORMUR NOISE DURING CERTAIN MAINTENANCE/TEST CONDITIONS, DUKE
SUSPECTED THAT THE CAPACITANCE ACROSS THE REPLACEMENT PCBS 026 AND 27, WAS
INDUCING A . ANCE CONDITION IN CT2 TRANSFORMER CIRCUIT. ON APRIL 26, 1968 1T
WAS DETERMINLD THAT THE CONDITION COULD ALSO EXIST AS A RESULT OF A TRANSFORMER
LOCKOUT. THIS WOULD RESULT IN THE EMERGENCY POWER SWITCHNING LOGIC (EPSL) SYSTEM
FALSELY SENSING THAT THE STARTUP TRANSFORMER 13 A VIABLE SOURCE OF POWER, THUS
PREVENTING AN AUTOMATIC TRANSFER TO THE STANDBY POWER SOURCE IN THE EVENT OF A
LOCA CONCURRENT WITH A CT2 LOCKOUT CONDITION. WHEN THIS INCIDENT WAS DISCOVERED,
UNITS ' AND 2 WERE AT 1008 POWER AND UNIT 3 WAS IN COLD SHUTDOWN. THE IMMEDIATE
CORRECTIVE ACTION WAS TO DECLARE STARTUP TRANSFORMER CT2 INOPERABLE, ALIGN UNIT 3
STARTUP TRANSFORMER (CT)) TO UNIT 2 AND FEED UNIT 3 AUXILIARY LOADS FROM STANDRY
TRANSFORMER CTS. THE ROOT CAUSE OF THIS INCIDENT WAS DETERMINED TO BE A DESIGN
DEFICIENCY SINCE FERRORESONANCE WAS NOT CONSIDERED DURING BREAKER REPLACEMENT
DESIGN ANALYSIS.

1170} OCONER ) DOCKET $0-287 LER 88-00!
LOW PRESSURE INJECTION SYSTEM DECLARED INOPERABLE DUE TO A MANAGEMENT DEFICIENCY.
EVENT DATE: 040688 REPORT DATE: 060288 NSSS: BW TYPE: PWR

(NSIC 2095)7) ON APRIL 6, 1988 AT 0800, ALL THREE LOW PRESSURE INJECTION (LPI)
PUMPS ON UNIT 3 WERE DECLAPED INOPERABLE BECAUSE NO OPERABILITY TESTS WERE
PERFORMED AFTER PREVENTATIVE MAINTENANCE (PM) LUBRICATION. THE PUMPS WERE TESTED
AND DECLARKED OPERABLE ON APRIL 6, AT 1102. UNIT ) WAS AT #8% FULL POWER
THROUGHOUT THIS INCIDENT. THE ROOT CAUSE OF THIS INCIDENT WAS DETERMINED TO BE A
MANAGEMENT DEFICIENCY, BECAUSE MANAGEMENT FAILED TO IMPLEMENT ADMINISTRATIVE
CONTROLS TO ENSURE POST LUBRICATION TESTING WAS PERFORMED IN ACCORDANCE WITH
AGREED TESTING CRITERION. DURING THIS INCIDENT, THE LPI PUMPS WERE NEVER
ACTUALLY INOPERABLE. THE DECISION TO DECLARE THE PUMPS INOPERABLE WAS BASED ON
CONSERVATIVE ENGINEERING JUDGMENT AND NOT BECAUSE OF A TECH SPEC AS A RESULT OF
ASME CODE REQUIREMENTS. THEREFORE, THERE WAS NO TECH SPE” VIOLATION BECAUSE THE
LPI PUMPS WERE OPIRABLE THROUGHOUT THIS INCIDENT. PLANNED CORRECTIVE ACTIONS
INCLUDE A REVIEW OF PUMP PERIODIC TESTS, REVISION OF LUBRICATION PROCEDURES, AND
REVISION OF THE MAINTENANCE LUBRICATION PROGRAM.

1171 OCONER ) DOCKET %0-277 LER #8-002
SHUTDOWN DUE TO OTSG TUBE LEAK.
EVENT DATE: Q4888 REPORT DATE: 061088 NSSS: Bw TYPE: PWER

VENDOR: BABCOCK & WILCOX COMPANY

(NSIC 209620) ON APRIL 17, 1988, AT 1945 NOURS WITH UNIT 3 OPERATING AT 88% rFuLL
POWEE, AN EXISTING TUBE LEAK IN A ONCE THROUGK STEAM GENERATOR (OTSG) BEGAN T0
INCREASE. THE LEAE RATE APPROACHED THE 0.15 GPM PROCEDURAL LIMIT FOR POWER
REDUCTION AS INDICATED ON THRL CONDENSATE AIR BJECTOR-RADIATION MONIZOR (3RIA-40).
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AT 2320, POWER REDUCTION TO COLD SHUTDOWN CONDITIONS WAS BEGUN. AY 0115 ON APRIL
18, 1988 AN UNUSUAL EVENT WAS DECLARED PER THE EMERGENCY PLAN. NO TECHNICAL
SPECIPICATION LIMITS WERE EXCEEDED DURING (HIS EVENT. THi' EVENT IS NOT
REPORTABLE PER 10CFRS0.73. THE ROOT CAUSE OF THIS INCIDENT WAS DETERMINED TO BE
AN OTSG TUBE LEAK, THE IMMEDIATE CORRECTIVE ACTION WAS TO SMUTDOWN THE UNIT.
SUPPLEMENTAL CORRECTIVE ACTION WAS TO IDENTIFY AND PLUG LEAKING TUBES.

[172) QYSTER CREEX DOCKET 50-219 LER 88-00)
POTUNTIAL FAILURE OF CONTAINMINT PARTICULATE MONITOR SAMPLE LINE ISOLATION VALVES
TO OPERATE DUE TO DESIGN DEFICIENCY.

EVENT DATE: 052088 REPORT DATE: 061688 NSSS: G TYPE: BWR

(NSIC 209588 THE FLANT'S CONTAINMENT PARTICULATE MONITOR SAMPLE LINE ISOLATION
VALVES' CONTROL CIRCUITRY DOES NOT MEET SINGLE PAILURE CRITERIA AS REQUIRED BY
10CPRS0, APPENDIX A, GENERAL DESIGN CRITERION. THIS CONDITION WAS DETERMINED
REPORTABLE ON MAY 20, 1988, WHILE THE PLANT WAS OPERATING AT RATED OUTPUT. THE
APPARENT CAUSE  ° THE CONDITION IS A DESIGN DEFICIENC'. WHICH HAS BEEN PRESENT
SINCE THE CONTAINMENT PARTICULATE MONITOR WAS INSTALLED IN 1976. THIS CONDITION
15 SIGNIPICANT IN THAT IT COULD PLACE THE PLANT OUTSIDE ITS DESIGN BASIS
CONTAINMENT LEAK RATE DURING A DESIGN BASIS ACCIDENT., A CONSERVATIVE ANALYSIS
INDICATES THAT UNDER THE DESIGN BASIS LOSS OF COOLANT ACCIDENT WITH THIS SINGLE
FAILURE PRESENT, OPERATORS WOULD HAVE TO DIAGNOSE AND TAKE CORRECTIVE ACTION
WITHIM 6.7 HOURS TO PREVENT EXCEEDING 10% OF THE 10CPRI00 LIMITS. DIRECTION BY
MEANS OF A STANDING ORDER HAS BEEN PROVIDED TO OPERATORS TO DEENERGILE THE POWER
SUPPLY TO LOSE THESE VALVES UPON A REACTOR LOW-LOW WATER LEVEL OR A HIGH CRYWELL
PRESSURE ALARM. CORRECTIVE ACTION WILL BE TAKEN IN ACCORDANCE WITH THE
INTEGRATED LIVING SCHEDULE FOR THE OYSTER CREEK PLANT.

{173) PALISADES DOCKET 50-25% LER 88-007
PAOCEDURAL INADEQUACY RESULTS IN AUXILIARY FEEDWATER ACTUATION SYSTEM ACTUATION.
EVENT DATE: 042988 REPORT DATE: 051188 NSS§SS: Ce TYPE: PWR

(NSIC 20937.) ON APRIL 29, 1988 AT 0145 THE PUXILIARY FEEDHATER ACTUATION SYSTEM
(AFAS) WAS . “TUATED WHEN AN INADVERTENT OPENING OF THE STEAM GENERATOR
ATMOSPHERIC DUMP VALVES (ADV) (8J:CV) CAUSED A TEMPORARY LOW LEVEL IN STEAM
GENERATOR (8J:8G) SECONDARY SIDE WATER. SINCa AUXILIARY FEZDWATER PUMP P-BA
‘8JiP) WAS OPERATING AT THE TIME OF THE EVENT, NO EQUIPMENT WAS ACTUATED AS A
RESULT OF THE AFPAS ACTUATION. THE REACTOR WAS IN HO™ SHUTDOWN CONDITION WITH A
PRIMARY COOLANT SYSTEM (PCS) (AB) TEMPERATURE AND PRESSURE OF $132 DEGREES F AND
2011 #S1 RESPECTIVELY. DURING THE PFRFORMANCE OF A TECHNICAL SPECIFICATION (TS
SURVEILLANCE PROCEDURE, APPROXIMATELY A S0 MA TEST SIGNA. WAS INPUT INTO REACTOR
REGULATING UNIT (JD;90) ONE FUR THE PCS (AB) AVERAGE TEMPERATURE. THIS TEST
SIGNAL CORRESPONDS TU APPROXIMATELY 6'5 DEGREES F, WHEN THE CONTROL ROOM
OPERATOR SWITCHED FROM YHE IN-SERVICE REACTOR REGULATING UNIT TO THE UNIT BEING
TESTED, THE STEAM GENBRATOR (SJ:8G) (ADV) (8§J;CV) OPENED. THE ADV OPENING
RESULTED IM A BRIEF SECONDARY SIDE LOW LEVEYL, CAUSING THE AFPAS TO ACTUATE. THE
AFAS CIRCJUITRY FUNCTIONED AS DESIGNED. NO BQUIPMENT WAS ACTUATED, HOWEVER, THE
AUXILIARY FEEDWATER PUMP P-BA (SJ;P) WS OPERATING AT THE TIME OF THE EVENT. THE
EVENT WAS THE RESULT OF TS SURVEILLANCE PROCEDURE RO-2' PERMITTING TI'N INPUT OF A
TEST SIGNAL WHICH WOULD RESULT IN AN ADV QUICK OPEN SIGNAL T.) BE GENERATED.

{17 PALISADES DOCKET 50-25%% LER §8-008
DATA ENTRY ERROR RESULTS IN FAILURE TO COMPLRTE REQUIRED CONTAINMENT LEAK RATE
TEST.

EVENT DATE: 051288 REPORT DATE: 061388 N§SS: CB TYPE: PWR

(NSIC 249598) ON MAY 12, 1938, AT 0810, CONTAINMENT PENETRATION ME-47 (JN;PEN)
WAS DECLARED INOPERABLE DUE TO THE FAILURE TO COMPLETE THE REQUIRED LOCAL LEAK



RATE TEST (LLRT) WITHIN ITS PRESCRIBED TIME LIMITATION. AT APPROXIMATELY 1500,
TECH SPEC SURVEILLANCE PROCEDURE RO-32-47, “LLRT - LOCAL LEA! RATE TEST PROCEDURE
FOR PENETRATION MZ-47" WAS SATISPACTORILY COMPLETED AND THE PENETRATION DECLARED
OPERABLE., MEASURED LEAKAGE WAS 6.5 CC/MIN VERSUS THE ACCEPTANCE CRITERIA OF
13,000 CC/MIN. THE REACTOR WAS CRITICAL, WITH THE PLANT OPERATING AT 100 PERCENT
OF RATED POWER, WHEN THE PENETRATION WAS DECLARED INOPERABLE. ON MAY 11, 1988,
WHILE COMPILING POST-SURVEILLANCE TEST DATA, A MEMBER OF THE PLANT'S TECHNICAL
STAFF IDENTIFIED A RECORDS DISCREPANCY THA1 INDICATED THE LAST PERFORMANCE OF
RO-32-47 WAS COMPLETED ON DECEMBER 9, 1985. A RECORDS SEARCH WAS PERFORMED TO
VERIFY THAT THE LAST TEST PERFORMANCE DATA IM™ THE REQUIRED TWO YEAR TEST INTERVAL
HAD BEEN EXCEEDED. THE RECORDS SEARCH REVEALED NO AODITIONAL PERFORMANCE OF
RO-32 47 SINCE 1985, THE FPAILURE TO PERFORM THE TEST WITHIN ITS PRESCRIBED
INTERVAL HAS BEEN ATTRIBUTED TO A DATA ENTRY ERROR INTO THE COMPUTER SYSTEM
(PPACS) WHICH DEVELOPS THE TECH SPEC SURVEILLANCE SCHEDULE. THE DATA ERROR WAS
CAUSED BY A SYSTEM WEAKNESS WNHICH ALLOWS TEST COMPLETION DATE INPUTTING WITHOUT
SECONDARY VERIFICATIONS.

[17%) PALISADES NOCKET 50-255 LER 88-009
FAILURE TO MAINTAIN CONTINUOUS FIRE WATCH AS REQUIRED BY TECHN SPECS.
EVENT DATE: 051688 REPORT DATE: Q61588 NSSS: CB TYPE: PWR

(NSIC 209599) ON MAY 16, 1988, FROM 2150 TO 2202 HOURS, A CONTINUOUS FIRE WATCH
WAS NOT MAINTAINEL IN THE CABLE SPREADING ROOM (NF) AS REQUIRED BY PLANT TECH
SPEC 3.22.3. THIS TECH SPEC REQUIRES THE “"ESTABLISHMENT OF A CONTINUQUS FIRE
WATCH WITH BACKUP FIRE SUPPRESSION EQUTPMENT IN THE UNPROTECTED ARBA(S) WITHIN
ONE HOUR" IF THE SPRINKLER SYSTEM (KP;SRNK) ENCOMPASSING THE AREA 1S5 NOT
OPERABLE. THE REACTOR WAS CRITICAL WITH THE PLANT OPERATING AT 100 PERCENT OF
RATED POWER AT THE TIME OF THE EVENT. SUBSEQUENT INVESTIGATIONS REVEALED TWO
OTHER F/ [LURES TO MEET FIRE WATCH RESPONSIBILITIES OCCURRED. THESE BVENTS
OCCURRED ON MAY 12, 1988 FROM 0056 TO 0059 HOURS AND MAY 16, 1988 FROM 1822 TO
1849 HOURS. EACH OF THE THREE OCCURRENCES WERE RELATED TO ONE SECURITY OFFICER
WHO FAILED TO PRERFORM HIS DUTIES, THE OCCURRENTES HAVE BEEN ATTRIBUTED SOLELY TO
FOOR PERFORMANCE OF THE INVOLVED INDIVIDUAL. 1IT SHOULD BE NOTED THAT NEITHER THE
FIRE DETECTION SYSTEM NOR SPRINKLER SYSTEM WERE PHYSICALLY INOPERABLE AT ANY TIME
THE CONTIJUOUS FIRE WATCH WAS NOT MAINTAINED, HOWEVPR, IT WAS FELT THAT SPRINKLER
DISPERSION PATTERNS MAY BE AFFECTED DUE TO SCAFFPOLDING AND DECKING BRING
INSTALLED IN THE CABLE S/READING ROOM IN SUPPORT OF ASBESTOS REMOVAL.

(18] PALO VERDE | DOCKET $50-529 LER 88-014
MATN STEAM SAPETY VALVE SETPOINTS DISCOVERED OUT OF TOLERAMCE.
EVANT DATE: 021088 REPORT DATE: 060688 NSSS: CE TYPR: PWR

OTHSR UNITS INVOLVED: P.LO VERDE 2 (PWR)
VENDOK: DRESSER INDUSTRIES, INC.

(NSIC 209673) DURING THE PERICL OF PEBRUARY 12 THROUGH THE 14, 1988, REGULARLY
SCHEDULED ASME SURVEILLANCE TESTING WAS CONDUCTED IN PALO VERDE UNIT 2 TO VERIPY
THE RELIEF SETTINGS OF THE MAIN STEAM SAFETY VALVES (SB)(BV)., THE RESULTS
INDICATED THAT SEVENTELN (17) OF THE TWENTY (20) VALVE RELIEF SETTINGS WERE OUT
OF THE TOLERANCE LIMITS SPECIFIED IN TECHNICAL SPECIFPICATION (TS§) 3.7.%'.)' AND THE
TESTING REQUIREMENTS ESTABLISHED BY ANPP FURTHER INVESTIG/TION REVEALED THAT
SIMILAR SETPOINT DRIFTS WERE IDENTIFIED IN UNIT ' DURING TESTING CONDUCTED O
SEPTEMBER 26 THROUGH 30, 1987. BECAUSE OF THE VARIANCES TDENTIPIED IN THE AS
FOUND DATA OF THE SETPUINTS, A DEPINITIVE ROOT CAUSE CAN NOT BE IDENTIFIED.
HOWEVER, IT HAS BEEN DETERMINED THAT THE FERMANENT RENMOVAL OF LAGGING AROUND THE
AREA OF THE VALVES' SPRINGS CONTRIBUTED TO THE SETPOINT DRIPT. AS CORRECTIVE
ACTION THE VALVES HAVE BEEN RESET AND APPROPRIATE TESTING CONDUCTED.
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[177) PALO VERDE DOCKET 50-528 LER 88-022
SHUTDOWN COOLING SYSTEMS VALVE BOLTING FAILURE.
EVENT LATE: 011988 REPORT DATE: 072588 NSSS: CB TYPE: PWR

OTHER LNITS INVOLVED: PALO VERDE 2 (PWR)
PALO VERDE 3 (PWR)
VENDOR: POSI-SEAL
TEXAS BOLT COMPANY

(NSIC 209981 ON MARCH 19, 1988, PALO VERDE UNIT 2 WAS IN MODE 6 (REFUELING) WHEN
A LEAK WAS DISCOVERED IN A SHUTDOWN COOLING SYSTEM HEAT EXCHANGER OUTLET VALVE.
INVESTIGATION REVEALED THAT THE BOLTING WHICH SECURES A GASKET RETAINER PLATE HAD
FRACTURE). DURING TORQUE CHECKING OF THE REMAINING BOLTS, ANOTHER BOLT
FRACTURE ). A ROOT CAUSE ENGINEERING EVALUATION WAS INITIATED WHICH DETERMINED
THAT THE BOLTS DID NOT MEET SPECIFICATION KEQUIREMENTS AND THAT THEY HAD FAILED
AS A RESILT OF STRESS CORROSION CRACKXING/MYDROGEN EMBRITTLEMENT. ON JULY 20,
1988, TH!S CONDITION WAS DETERMINED TO BE REPORTABLE PURSUANT TO 10CPR21Y.

SIMILAR IOLT PAILURE OCCURRED IN UNIT 3 ON MARCH 21, 1987 DURING CONSTRUCTION AND
IN UNIT 2 ON JUNE 2, 1988. AS CORRECTIVE ACTION TO PREVENT RECURRENCE BOLTING
MATERIAL ‘HANGES ARE BEING IMPLEMENTED TO REPLACE THE BOLTING MATERIAL. MATERIAL
CHANGEL MW/ VE ALREADY BEEN ACCOMPLISMED IN UNITS 2 AND ). THERE MAVE BEEN NO
PREVIOUS §'MILAR EVENTS REPORTED PURSUANT TO 10CPRS50.7),

[178) I'ALO VERDE 1 DOCKET 50-528 LER 88-01)
AUXILIARY | EEDWATER PUMP DEGRADATION DUE TO EMBRITTLEMENT OF SHAPT SLEEVE.
EVENT DATE 032588 REPORT DATE: 0603188 NSSS: CB TYPE: PWR

OTHER UNIT INVOLVED: PALO VERDE 2 (DPWR)
PALC VERDE )} (FWR)
VENDOR: B'NGHAM PUMP CO.

(NSIC 209492) ON MARCH 25, 1988 PALO VERDE WAS IN MODE ' (POWER OPERATION) AT
APPROXIM TELY '00% POWER WHEN THE ESSENTIAL MOTOR DRIVEN AUXILIARY FEEDWATER PUNMP
DID NOT ACHIEVE ITS RATED PRESSURE IN ACCORDANCE WITH PVNGS TECHNICAL
SPECIFICATIONS, AN ENGINEERING EVALUATION COMPLETED ON JUNE ', 1988 DETERMINED
THE ROCT CAUSE TO BE STRESS CORROSION CRACKING/HYDROGEN EMBRITTLEMENT OF THE
SHAPT JLEEVE WHICH PERMITTED THE SLEEVE TO MOVE AND EVENTUALLY WEAR THE FOURTH
STAGE IMPELLER TO THE POINT THAT IT WAS PERMITTED TO RCTATE PREELY ABOUT THE
SHAFT. A SIMILAR EVENT WAS IDENTIFIED INVOLVING THE UNIT ' NON-ESSENTIAL
AUXILIARY FEEDWATER PUMP ON JUNE 1, 1987, AS CORRECTIVE ACTION, MATERIAL CHANGES
WILL BE INCORPORATED INTC THE AUXILIARY PEEDWATER PUMPS FOR UNITS 1, 2 AND 3.
THIS REPORT 18 ALSO BEING SUBMITTED PURSUANT TO '10CPR2Y.

1179) PALO VERDE DOCKET 50-528 LER 88-012
SURVEILLANCE TEST PERFORMED LATE DUE TO PROCEDURE ERROR.
EVENT DATE: 0331088 REPORT DATE: 051188 NS§S: CB TYPE: PWR

(NSIC 20944%) ON APKRIL 28, 1988, PALYO VERDE UNIT 1 WAS IN MUDE 3} (HOT STANDBY) AT
APPROXIMATELY 562 P AND 2250 PSIA WHEN IT WAS IDENTIPIED THAT ON MARCH 30, 1988,
AN APPROVED SURVEILLANCE PROCEDURE WAS NOT PERFORMED WITHIN THE ALLOWABLE
TECHNICAL SPECIFICATION TIME CONSTRAINTS. CONTROL BLAMENT ASSEMBLY CALCULATOR-2
(CEAC) (CPU) WAS NOT SURVEILLANCE TESTED AS REQUIRED BY SURVEILLANCE REQUIREMENT
§.3.1.3. THE TEST WAS NOT PERFORMED ON CEAC-I BECAUSE OF A PROCEDURAL ERROK.

THE IMMEDIATE CORRECTIVE ACTION WAS TO PERFORM THE SURVEILLANCE TEST ON CBAC-2.
FOR CORRECTIVE ACTION TO PREVENT RECURRENCE THE PROCEDURE HAS BEEN REVISED TO
ENSURE CEAC-' AND CEAC-2 ARE TESTED ALTERNATELY EVERY '3 MONTHS. IN ADDITION THE
SURVEILLANCE TEST PROGRAM WAS REVIEWED FOR OTHER SINILAR PROCEDURES AND NONE WERE
ILENTIFIRD.



[180) PALO VERDE 1 DOCKET $50-529 LER 88-016 REV O
UPDATE ON REACTOR TRI/P FOLLOWING EARLIER THAN ANTICIPATED CRITICALITY,
EVENY DATE: 051488 REPORT DATE: 070788 NSSS: CB TYPE: PWR

(NSIC 209867') THIS IS A SUPPLEMENT TO LER 1-88-016-00. AT APPROXIMATELY 0335 MST
ON MAY 14, 1988, PALO VERNE NVIT | WAS IN MODE 3 (HOT STANDBY) WHEN A REACTGR
TRIP OCCURRED AS THE CONTROL I “MENT ASSEMBLIES (CEA'S) (AA) WERE BEING INSERTED
FOLLOWING AN ATTEMPT TO STARTu# THE REACTOR. THE TRIP OCCURRED WHEN CONSERVATIVE
RADIAL PEAKING FACTORS (RPF) WERE UTILIZED BY THE CORE PLOTECTION CALCULATOR
(CPC) (CPU) (JC) AS THE CEA'S WERE BEING INSERTED. THERE WERE NO OTHER SAFETY
SYSTEM RESPONSES (INCLUDING ESF ACTUATIONS) AND NONE WERE NECESSARY., TNE PLANT
WAS IMMEDIATELY STABILIZED IN MODE 3, THE CEA'S WERE BEING INSERTED AFTER
CRITICALITY RAD BEEN ACHIEVED EARLIER THAN CALCULATEU RESULTING IN THE CEBA'S
BEING BELOW THE POWER DEPENDENT INSERTION LIMJTS OF LCO 3.1.3.6. THE ROOT CAUSE
OF THE CRITICALITY OQUTSIDE ESTABLISHED GUIDELINES MAS BEEN DETERMINED TO BE
NON-CONSERVATIVE OPERATOR PERFORMANCE DURING ThE REACJOR STARTUP. ERRORS IN THE
INFORMATION UTILIZED FOR CALCULATING THE ESTIMATED CRITICAL CONDITION (EBCC)
CONTRIBUTED TO THIS EVENT. THE CORRECTIVE ACTION TO -#L/ENT RECURRENCE WILL BE
TO CORRECT THE ERRORS IN THE INPORMATION UTILIZED FOt "VZ& BECC AND INPFOVE THE
ADMINISTRATIVE CONTROLS FOR UTILIZING THE ECC., APPRLPRIATE DISCIPLINARY ACTION
WILL BE TAKEN. THERE HAVE BEEN NO PREVIOUS SIMILAR EB\ENTS REPORTED PURSUANT TO

10CPRS0. 73,

[181) PALO VERDE ! 0CKRT $0-529 LER 88-017
B3O0TH BSSENTIAL CHILLERS DISCOVERED INOPERABLE,

EVENT DATE: 052988 REFORT DATE: 062888 NESS: CE TYPE: FPWR

(NSIC 209772) AT APPROXIMATELY 0955 MST ON MAY 29, 1988, PALO VERDE UNIT 1 WAS
OPERATING IN MODE ' (POWER OPERATION) AT APPROXIMATELY 100 PERCENT POWER WHEN IT
WAS DISCOVERED THAT THE “A" TRAIN ESSENTIAL CHILLER WOULD NOT START,
INVESTIGATION REVEALED THAT RU'T ISOLATION VALVES POR A FLOW TRANSMITTER, WHICH
SUFPPLIES A COMPRESSOR "RUN" PERMISSIVE, WERE SHUT. THE "A" TRAIN CHILLER WAS
RETURNED TO SERVICE AT APPROXIMATELY 1020 MST., FURTHER INVESTIGATION REVEALRD
THAT THE SAME CONDITION EXISTED FOR THJ "B" TRAIN CHILLER., THE "B" TRAIN CHILLER
WAS RETURNED TO OPERABILITY AT APPROXIMATELY 1040 MST. POLLOWING THIS EVENT, ANPP
DETERMINED THAT THE VALVES HAD BEEN SHUT ON MAY 20, 1988, RENDERING THE ESSENTIAL
CHILLED WATER SYSTEM INOPERABLE FOR APPROXIMATELY 9 DAYS. THE VALVES WERE SWUT
CONTRARY TO APPROVED ADMINISTRATIVE CONTROLS. THE ROOT CAUSE HAS BEEN DETERMINED
TO BE COGNITIVE PERSONNEL ERRORS ON THE PART OF THE INDIVIDUALS (UTILITY,
LICENSED AND NON-LICENSED) RESPONSIBLE POR SHUTTING THE VALVES WHILE APFIXING
WARNING LABELS NEAR CHILLER PLOW INDICATOR ISOLATION VALVES. AS CORRECTIVE
ACTION, ADMINISTRATIVE GUIDANCE FOR CONTROL AND INSTALLATION OF WARNING LABELS
WILL BE DEVELOPED. A WNUMAN PERFORMANCE EVALUATION IS BEING CONDUCTED POR THE
PERSONNEL ERRORS AND APPROPRIATE CORRECTIVE ACTION WILL BE TAKEN.

[182) PALO VERDE 2 DOCKET 50-529 LER 88-0'0 REV O
UPDATE ON SURVEILLANCE INTERVAL EXCEEDED FOR PLANT VENT MONITORS,
EVENT DATE: 041588 REPORT DAYE: 062788 NSSS: CB TYPE: PWR

(NSIC 209773) AT APPROXIMATELY 0900 MST, ON APRIL 'S, 1988, PALO VERDE UNIT 2 WAS
IN MODE & (REFUELING) WHEN CHEMISTRY PERSONNEL (UTILITY AND CONTRACTOR,
NON-LICENSED) DETERMINED THAT THE ALLOWAB! ~ "USVEILLANCE TEST INTERVAL RAD BEEN
EXCEEDED FOR THE PLANT VENT SYSTEM MONITOwS (RU-1&3 AND RU-1Q4)(IL)(MON),
SUBSEQUENT TO THE DISCOVERY THAT THE SURVEILLANCE TEST INTERVAL HAD BEEN
EXCEEDED, THE S5.T., WAS SATISPACTORILY PERFORMED ON APRIL 1S, 1988 AT
APPROXINATELY 0946 MST FOR THE LOW RANGE MONITOR (RU-1'43) AND ON APRIL 16, 19898
AT APPROXIMATELY 1015 MST FOR THE HIGH RANGE MONITOR (RU-144). THE ROOT CAUSE OF
THE EVENT WAS A COGNITIVE PERSONNEL ERROR BY A CHEMISTRY TECHNICIAN (CONTRACTOR,
NON-LICENSED) TO COMPLETE THE §.T. WITHIN THE ALLOWABLE INTERVAL. THE TECHNICIAN



MISINTERPRETED THE REQUIREMENT TO PERFORM THE § T. ON A "DAILY" (1.E., ONCE PER
CALENDAR DAY) BASIS VICE "ONCE PER 24 HOURS . AS IMMEDIATE CORRECTIVE 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 §.T7.17557-92207) TO CHANGE THE TERMINOLOGY TO BE CONSISTENT WITH THE
TECHNICAL SPECIFICATION (T.5.) AND A REVIEW OF RADIOACTIVE EFFLUENT §.T7.8 TO
ENSURE THAT THE REQUIREMENTS OF YHE T.5. ARE CLEARLY AND EXPLICITLY IMPLEMENTED.
NO SIMILAR EVENTS HAVE BEEN REPORTED.

{183 PALO VERDE 2 DOCKET $0-529 LER 88.011
OVEREXPOSURE OF DECONTAMINATION WORKER TO RADIATION.
EVENT DATE: 052288 REPORT DATE: 062288 N§SS: CE TYPE: PWR

(NSIC 209774) ON MAY 22, 1988 AT APPROXIMATELY 2340 MST, PALO VERDE UNIT 2 WAS IN
MODE % (COLD SHUTDOWN), WHEN A DECONTAMINATION WORKER (CONTRACTOR, NON-LICENSED)
RECEIVED 2.607 REM WHOLE BODY DOSE TO HIS RIGHT TKIGH/UPPER LEG AREA WHICH
RESULTED IN A CUMLATIVE WHOLE BODY EXPOSURE FOR THE QUARTER OF ).209 REM., THE
OVEREXPOSURE OCCURRED DURING PREPARATIONS FOR PAINTING THE CONTAINMENT SIDE OF
THE REFUELING TRANSFER CANAL AREA WITH STRIPPABLE PAINT. THE PRINCIPAL CAUSES OF
THIS EVENT WERE INCOMPLETE DECONTAMINATION, AN INCOMPLETE SURVEY, AND
INSUFPICIENT JOB PLANNING. AS IMMEDIATE CORRECTIVE ACTION TO ENSURE THE WORKER
WOULD NOT RECEIVE ADDITIONAL RADIOLOGICAL EXPOSURE, THE INDIVIDUAL WAS PROMIBITED
FROM FPURTHER WORK IN THE RADIOLOGICAL CONTROLLED AREA. AS CORRECTIVE ACTION TO
FREVENT RECUBRRENCE, THE RADIOLOGICAL SURVEY PROCEDURE WILL BE REVISED TO PROVIDE
GUIDANCE POP OBSTRUCTIONS TO SURVEYS AND RESURVEYS POLLOWING THEIR SUBSEQUENT
REMOVAL. ADDITIONALLY, THE RADIOLOGICAL PROGRAM PROCEDURES WILL BE REVIEWED AND
REVISED AS MECESSARY. THIS EVENT AND PROCEDURAL CHANGES WILL BE REVIEWED BY THE
SUPERVISORS WITH THE RP TECHNICIANS. NO SIMILAR EVENTS HAVE BE REPORTED.

{184 PEACHR BOTTOM 2 DOCKET 50-277 LER 88-005 REV 02
UPDATE ON PAILURE OF CONTROL PANELS TC MEET ORIGINAL SEISMIC QUALIFICATIONS DUE
TO WELDING INSTALLATION ERROR.

EVENT DATE: 0301388 REPORT DATE: 062888 NSSS8: GE TYPE: BWR

OTHER UNITS INVOLVED: PEBACH BOTTOM 3} (BWR)

(NSIC 208711) ON MARCH 3, 1988 WITH UNIT 2 IN COLD SHUTDOWN AND UNIT 3 IN THE
REFUELING MODE WITH THE CORE OPFLOADED, IT WAS CONFIRMED THAT THE AS-BUILT
ANCHORAGE CONFPIGURATIONS OF THME UNIT 2 AND 3 MAIN CONTROL ROOM PANELS DO NOT
CONFORM WITH THE ORIGINAL INSTALLATICN REQUIREMENTS, AND, THEREFORE, MAY NOT BE
SUPFICIENT TO WITNSTAND LOADS DUE TO PEAK SEISMIC CONLITIUNS., THE INVESTIGATION
WAS CONTINUED AND ON APRIL '8, 1988, CABLE SPREADING ROOM PANELS WERE ALSO FOUND
NOT TO CONFORM WITH THE ORIGINAL DESIGN DETAIL. THE OTHER SAPETY-RELATED PLOOR
MOUNTED PANELS IN BOTH UNITS WERE INSPECTED FOR VERIFICATION OF ADEQUATE
ANCHORAGE. AS A RESULT OF THIS FINAL INSPFCTION OF THE REMAINING SAPETY-RELATED
FLOOR MOUNTED PANELS, THREE PANELS MUST BE WELDED AND/OR BOLTED, AND FOUR PANELS
MUST BE INKSPECTED FOR WELD QUALITY. THE CAUSE OF THIS DEFICIENCY WAS ORIGINAL
INSTALLATION ERROR DURING ORIGINAL CONSTRUCTION OF THE UNITS IN THE 1970°'S8.
DETAILS FOR CONTROL PANEL WELDING WERE PROVIDED ON THE ORIGINAL DESIGN DRAWINGS,
BUT WERE NOT POLLOWED, CORRECTIVE ACTIONS ARE TO WELD THE BASE CHANNEL OF EBACH
FANEL TO THE PFLOOR EMBED ON THE OUTSIDE OF THE PANEL OR BOLT THE PANELS TO THE
CONCRETE FLOOR WHEN THE CONCRETE EMBED 1S5 NOT PRESENT. THIN EFFORT WILL BE
COMPLETED PRIOR TO RESTART OF BITHER UNIT,

[18%) PEACH BOTTON 2 DOCKET $0-277 LER 88-008 REV OV
UPDATE ON PAILURE TO SUBMIT A SPECIAL REPORT CONCERNING INOFERABILITY OF CARDOX
SYSTEM IN CONTROL ROOM DUE TO A LACK OF ADEQUATE PROGRAMMATIC CONTROLS,

EVENT DATE: Q32888 REPORT DATE: 042688 NESS: GB TYPE: BWR

OTHER UNITS INVOLVED: PEACH BOTTOM 3 (BWR)
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(NSIC 2097'2) ON 3/28/88 WHILE UNIT 2 AND UNIT 3 WERE SHUTDOWN, IT WAS DETERMINED
BY THE PEACH BOYTTOM ATOMIC POWER STATION (PBAPS) REGULATORY GROUP THAT A SPECIAL
REPORT CONCERNING THE INOPERABILITY OF THE CARDOX SYSTEM IN THE CONTROL ROOM WAS
NOT SUBMITTED WITHIN THE ). DAY TIME LIMIT AS REQUIRED BY TECH SPEC 3.14.8.4.8.
THIS CONSTITUTES A FAILURE TO COMPLY WITH THE ACTION STATEMENT OF THE TECH “PECS.
THIS NONCONFORMING CONDITION HAS EXISTED SINCE 71/15/87. THE SYSTEM WAS REMOVED
FROM SERVICE ON 10/1/87 AS A RAESULT OF A DISCOVERY BY THE PBAFPS FIRE PROTECTION
COORDINATOR THAT THE CARDOX HOSE IN TKE COUNTROL ROOM WAS PRESSURIZED AND HAD
BLISTERED. THE CAUSE OF THE FAILURE TO REPORT WAS THE LACK OF ADEQUATE
PROGRAMMATIC CONLROLS TO ENSURE PROPER ICENTIFICATION AND COMMUNICATION OF
CONDITION, WHICH REQUIRE REPORTING. THE CARDOX SYSTEM REMAINS OUT-OF-SERVICE
PERDING COMPLETION OF A MODIFICATION TO REMOVE THE CARDOX SYSTEM FIRE SUPPRESSION
CAPABILITY FHOM THE CONTROL ROOM. THE FAILURE TO SUBMIT A SPECIAL REPORT PER
TECH SPEC 3.4, B. 4.8 75 A SERIOUS ADMINISTRATIVE DEFICIENCY. TO PREVENT
RECURRENCE, THE STRENGTHENED INSTRUCTIONS FOR THE LCO LOG TO IMPRCVE THE
IDENTIFICATION AND INITIATION OF SPECIAL REPORTS RESULTING FROM THE TIME
DEPENDENT BQUIPMENT INOPERABILITIES WILL BE INCORPORATED INTO THE OPERATIONS
MANAGEMENT MAMUAL.

[188) PEACH BOTTOM 2 DOCKET §0-277 LER 68-010

PRIMARY CONTAINMENT ISOLATION SYSTEM ACTUATION RESULTING FROM A PUSE BEING PULLED
IN ACCORDANCE WITH AN INADEQUATELY REVIEWED BLOCKING PERMIT.

EVENT DATE: 050688 REPORT DATE: 06031889 NSSS: GE TYPE: BWR

INSIC 209557) ON MAY 6, 1988 AT 1627 HOURS WITH THE UNIT IN CO.D SHUTDOWN, A
PRIMARY CONTAINMENT ISOLATION SYSTEM (PCIS) GROUP II ISOLATION SIGNAL WAS
ACTUATED. A GROUP I) ISOLATION INVOLVES THE REACTOR WATER CLEANUP (RWCU) SYSTEM.
THE ISOLATION SIGNAL RESULTED WHEN THE SHIFT BLOCKER REMOVED A FUSE WHILE
APPLYING A BLOCKING PERMIT., AT THE TIME OF THE EVENT THE RWCU SYSTEM WAS
BLOCKED, AND CONSEQUENILY THERE WAS NO VALVE MOVENENT OR PUMP TRIPS ASSOCIATED
WITH THE EVENT. AT APPROXIMATELY 1710 NOURS, AFTER A CONSULTATION BETWEEN THE
OPERATING CREW AND THE SHIFT BLOCKER AND A BRIEF REVIEW OF TNE PERMIT, THE PUSE
WAS REPLACED. THE ISOLATION SIGNAL WAS RESET 47 MINUTES POLLOWING (TS ACTUATION.
BOTH THE ACTUAL AND POTENTIAL CONSBQUENC 'S OF THE EVF ARE CONSIDERED MINIMAL.
THE CAUSE OF THE EVENT WA3S AN INADEQUATE KEVIEW OF 2 CKING PERMIT WHICH WAS A
COMBINATION OF ERRORS BY BOTH THE AUTHOR ARD REVIEW THE FERMIT AND A
PROCEDURAL INADEQUACY. THE APPROPRIATE PROCEDURE WAL . T"SED AND MADE BPPECTIVE
MAY 10, 1988. THE DETAILS OF THIS EVENT WRRE DISCUSSED wi.H THE PRIMARY AUTHORS
OF BLOCKING PERMITS. THIS EVENT CONCERNS AN UNEXPECTED ENGINEERED SAPETY
FEATURES ACTUATION, AND 1S REPORTABLE UNDER 50.73(A)(2)01IV),

{187) PEACH BOTTOM 2 DOCKET S0-277 LER 88-011

RPS SCRAM OCCURRED AS A RESULT OF GROUNDING A JUMPER WHICH CAUSED A PUSE TO BLOW
WHILE FERFORMING A SURVEILLANCE TEST.

EVENT DATE: 051288 REPORT DATE: 061388 NESES: GB TYPE: BWR

(NSIC 20867 ) AT 0928 HOURS ON MAY 12, Y988, DURING THE PERFORMANCE OF
SURVEILLANCE TEST, THE UNIT 2 REACTOR PROTECTION SYSTEM (RPS) UNBXPECTEDLY
GENERATED A FULL SCRAM SIGNAL. SINCE THE UNIT WAS IN THE COLD SHUTDOWN CONDJTION
WITH ALL OF ThZ CONTROL RODS PULLY INSERTED, NO CONTROL ROD MOTION RESULTED. <HE
UNEXPECTED ACTUATION OF AN ENGINEERED SAFPETY FPEATURE (ESP) MAKES THIS EVENT
REPORTABLE PURSUANT TO 10 CPR 50.7) (2)(AY(IV). THE SCRAM WAS CAUSED BY TNEB
INADVERTENT GROUNDING OF A TEST JUWPER WHICH CAUSED A PUSE TO BLOW IN A REACTOR
PROTECTION SYSTEM (RPS) LOGIC CIRCUIT. A PROCEDURE DEPICIENCY ALLOWED THE LOSS
OF ONE FUSE TO RESULT IN A PULL SCRAM, THE CONSEQUENCES OF THIS EVENT ARE
MINIMAL, AS NO CONTROL ROD MOTION OCCURRED, NO OTHER BSP ACTUATED AND NONE WERE
IMPAIREC. THE FUSE WAS REPLACYD AT 1358 MOURS. TO PREVENT RECURRENCE OF THE
EVENT, A MOCK-UP OF A CONTROL PANEL WILL BE PROVIDED POR TRAINING PURPOSES,
APPROPRIATE SURVEILLANCE TESTS AND ROUTINE TESTS WILL BE REVISED TO REQUIRE
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DRAINING OF THE SCRAM DISCHARGE VOLUME AS A PREREQUISITE TO PERFORMING THESE
TESTS, AND A MODIFPICATION 1§ BEIWG CONSIDERED TO INSTALL TEST CONNECTIONS AT
DESIGNATED TEST POINTS.

[188) PEACH BOTTOM 2 DOCKET 50-277 LER 88-012
DRYWELL RADIATION MONITORS INOPERABLE WITHOUT BEING REPORTED TO NRC PER TECH
SPECS DUE TO ADMINISTRATIVE OVERSIGHT,

EVENT DATE: 052488 REPORT DATE: 062388 NSSS: GB TYPE: BWR
OTHER UNITS INVOLVED: PEACH BOTTOM 3 (BWR)

(NSIC 2096'2) ON MAY 24, 1988, IT WAS DISCOVEPLL THAT THE UNIT 2 AND UNIT 3
DRYWELL MIGH RANGE RADIATION MONITORS WERE JUT OF SERVICE WITHOUT BEING REPORTED
TO THE NRC AS REQUIRED BY THE TECHNICAL SPECIFICA’ IONS (TS). TS 3.2.F REQUIRES
AT LEAST TWO OF THE FOUR INSTRUMENT CLANNELS (ON EACH UNIT) TO BE OPERABLE, AN
ALTERNATE METHOND OF MONITORING DRYWELL RADIATI” 4, WEEKLY MANUAL SURVEYS, WAS IN
PLACE IN ACCORDANCE WITH TS 3.2.F WHEN THE “_NITORS WERE REMOVED FROM SERVICE.
THE UNIT 7 MONITORS (RE-§103 A, B, C AND D. WERE REMOVED FROM SERVICE ON MAY 20,
1987, THE UNIT 3 RE-9103 A AND C MONITORS WERE REMOVED FROM SERVICE ON NOVEMBER
7, 1987 WITH THR CONTROL ROOM RECORDER FOR THE UNIT 3 RE-5'0) P AND D CHANNELS
TURNED OFF. THESE EVENTS WERE NOT REPORTED BECAUSE REMOVAL OF THE MONITORS FROM
SERVICE WAS NOT PROPERLY DOCUMENTED AND BECAUSE OF INADEQUATE CONTROLS FOR
TRACKING LIMITING CONDITIONS FOR OPERATION (LCOS). ON JUNE 16, 1988 THE RE-910)
8 AND D CONTROL ROOM RECORDER WAS TURNED ON. THE REMAINING MONITORS ON BOTH
UNITS WILL BE RETURNED TO SERVICE BY AUGUST 1), 1988 IF PLANT CONDITIONS PERMIT.
PROCEDURAL GUIDANCE IS BEING DEVELOPED TO IMPROVE CONTROLS POR TRACKING LCOS, AND
THEREBY PREVENT A RECURRENCE OF THESE EVENTS.

[189) PEACH BOTTONM ) DOCKET 50-278 LER 88-002 REV 01
UPDATE ON PCIS GROUP II REACTOR WATER CLEANUP SYSTEM ISOLATION SIGNAL AS A RESULT
OF A LOSS-OF-FOWEP CAUSED BY A TIE BREAKER MALFUNCTION,

EVENT DATE: 050788 REPORT DATE: 060388 NSSS8: GB TYPE: BWR

VENDOR: ITE IMPERIAL CORPORATION

(NSIC 2095130 ON MAY 7, 1988 AT 0904 ROURS, A PCIS GROUP II REACTOR WATER CLEANUP
SYSTEM (RWCU) ISOLATION SIGNAL WAS GENERATED AS A RESULT OF A LOSS-OFP-POWER TO
TEMPERATURE SWITCH (TECH SPEC 3-12-99) WHICH MONITORS THE NON-REGENERATIVE HEAT
EXCHANGRER OUTLET TEMPERATURE. THE LOSS OF POWER OCCURRED WHEN A TIE BREAKER
MALFUNCTION RESULTED IN TWO POWER SUPPLIES FEEDING THE SAME BLECTRICAL BUS. THIS
ESTABLISHED THE NECESSARY LOGIC TO TRIP POWER TO THE TEMPERATURE SWITCH., THIS
EVENT 1S REPORTABLE BECAUSE OF THE ENGINEERED SAFETY FEATURE ACTUATION. NO VALVE
MOVEMENT OCCURRED AS A RESULT OF THIS ISOLATION SIGNAL, THERE WERE NO ADVERSE
CONSEQUENCES TO THIS EVENT BECAUSE THE RWCU SYSTEM WAS ISOLATED AND
OUT-OF-SERVICE AT THE TIME OF THE EVENT. ALL NORMAL POWER SOURCES WIRE
REESTABLISHED BY 0947 HOURS AND THE ISOLATION SIGNAL WAS RESET AT APPROXIMATELY
000 HOURS. THE DURATION OF THE EVENT WAS APPROXIMATELY 56 MINUTES. THNE TIR
BREAKER WAS REMOVED FROM SERVICE, INSPECTED, AND RETURNED TO SERVICE, PREVENTIVE

MAINTENANCE WILL BE PERFORMED ON THE THREE BREAKERS AND PROCEDURES WILL bR
REVISED.

1190) PEACH BOTTOR 1} DOCKET 50-278 LER 88-00)

TWO PRIMARY CONTAINMENT ISOLATION SYSTEM ACTUATIONS DUER TO OVERVOLTAGE TRIPS OF
THE RPS ALTERNATE FEED CAUSED BY VOLTAGE FLUCTUATIONS ON TRE 13 KV BUS.

EVENT DATE: 052088 REPORT DATE: 06'688 NESE: GE TYPE: BWR

(NSIC 2096)3) ON MAY 20, 1988 AND ON MAY 22, 1988, A UNIT 3 PRIMARY CONTAINMENT
ISOLATION SYSTEM GROUP III INBOARD ISOLATION AND A HALF REACTOR SCRAM OCCURRED AS
A RESULT OF AN OVERVOLTAGE CONDITION ON THE UNIT 3 STARTUP FPERD, WHICH CAUSED THE
TRIP OF THE REACTOR PROTECTION SYSTEM (RPS) ALTERNATRE PEED BREAKERS., THE RPS
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ALTEIENATE FEED WAS IN SERVICE AT THE TIME OF BOTH EVENTS BECAUSE THE 'A' RPS
MOTOR-GENERATOR (M-G) SET WAS BLOCKED OUT-OF-SERVICE. THERE WERE NO ADVERSE
CONSEQUENCES AS A RESULT OF THIS EVENT. ALL EQUIPMENT OPERATED AS DESIGNED.
THEREFORE, IN THE EVENT OF AN ACCIDENT, ANY RADIOACTIVE RELEASE WOULD MAVE BEEN
PRECLUDED. PRELIMINARY RESULTS OF AN INVESTIGATION INDICATE THAT THE CAUSE OF THE
EVENTS 18 THE RPS, LOAD CENTER, AND EMERGENCY AUXILIAKY TRANSFORMERS BEING
LIGHTLY LOADED, THEREBY INCREASING THE RPS SENSITIVITY TO PLUCTUATIONS IN THE 13
KV VOLTAGES. THIS INVESTIGATION IS CONTINUING AND A REVISED REPORT WILL BE
SUBMITTED TO FORWARD ANY ADDITIONAL FINDINGS. TO PREVENT A RECURRENCE CF THFIS
EVENT, THE NUCLEAR ENGINEERING DEPARTMENT HAS BEEN REQUESTED TO REVIEW THE TAP
SETTINGS AND OPERATING VOLTAGES FOR THE STARTUP TRANSFORMERS, EMERGENCY
TRANSPORMERS, LOAD CENTER TRANSFORMERS, AND 480/7120V SAFEGUARD BUS TRANSFORMERS
FOR PLANT OPERATING AND SKUTDOWN CONDITIONS.

(191 PERRY DOCKET 50-440 LER 87-07) REV 01
UPDATE ON SOLENOID AIR PILOT VALVES STICK DUE TO EXCESSIVE NEAT EXPOSURE
RESULTING IN MAIN STEAM ISOLATION VALVE SLOW CLOSURE AND SUSSEQUENT MANUAL
REACTOR SCRAM DURING SHUTDOWN.

EVENT DATE: 1029¢7 REPORT DATE: 060188 NSSS: GE TYPR: BWR

VENDOR: AUTOMATIC SWITCH COMPANY (ASCO)

(NSIC 209516) ON OCTOBEBR 29, 1987 AT 1837, 2155 AND 2216 THREE MAIN STEAM
ISOLATION VALVES (MSIV) FAILED TO FAST CLOSE IN THE TIME REQUIRED BY TECHNICAL
SPECIFICATIONS 3.&4.7 AND 3.6.4. SUBSEQUENTLY, THE THREE MSIVS WERE STROKED WITH
SATISFACTORY CLOSURE TIMES., ON NOVEMBER 3} AT 1157 AND 1208 TWO OF THE SAME NS1IVS
FAILED TO CLOSE WITHIN THE REQUIRED TIME. BASED ON REPEAT FAILURES A PLANT
SHUTDOWN WAS COMMENCED AT 1330, THE REACTOR WAS MANUALLY SCRAMMED AT 1819, THE
CAUSE OF THE MSIVS DELAYED CLOSURES HAS BEEN ATTRIBUTED TO THE ASSOCIATED FAST
CLOSURE DUAL SOLENOID AIR PILOT VALVES STICKING IN THE NORMAL ENERGILED POSITION
WHEN DEENERGIZED. THE DUAL SOLENOID VALVES WERE STICKING DUE TO DEGRADATION OF
THE ELASTOMER DISC AND CORE ASSEMBLY SEALS CAUSED BY EXFOSURE TO EXCESSIVE HEAT
FROM PREVIOUSLY EXISTING STEAM LEAKS, THE ELASTOMER DISCS AND SEBALS FOR ALL MSIV
DUAL SOLENOID PILOT VALVES HAVE BEEN REPLACED. OTHER EQUIPMENT HAS BEEN
EVALUATED FOR ANY ADVERSE AFFECTS FROM KNOWN STEAM LEAKS, ADDITICHAL TEMPERATURE
MONITORING EQUIPMENT HAS BEEN INSTALLED AND SPECIAL INSTRUCTIONS ESTABLISHED
SPRCIPYING ACTIONS TO BE TAKER UPON EXCEEDING BASELINE TEMPERATURE VALUES,
SUBSEQUENT PHYSICAL, CHEMICAL AND THERMAL ENDURANCE TESTING CONFIRMED THE FAILURR
MECHANISM OF THE ELASTOMER,

1192) PERRY ) DOCKET 50-340 LER 88-006 REV O
UPDATE ON LOSS OF REACTOR PROTECTION SYSTEM BUS DUR TC AN OVER VOLTAGE TRIP OF
THE MOTOR-GENERATOR OUTPUT CIRCUIT BREAKER RESULTS IN A DIVISION Il BALANCE OF
PLANT ISOLATION.

EVENT DATE: 0)1988 REPORT DATE: 071588 NSSS: GB TYPE: BWR

(NSIC 209923) ON JANUARY 19, 1988 AT 1510, THE B REACTOR PROTECTION SYSTEM (RPS)
MOTOR-GENERATOR (MG) SET OUTPUT CIRCUIT BREAKER TRIPPED OPEN ON OVERVOLTAGE,
RESULTING IN THE DEENERGIEDATION OF RPS BUS B AMD A NUCLEAR STEAM SUPPLY SHUTCPP
SYSTEM (NSSSS) DIVISION II BALANCZ OF PLANT (BOP) ISOLATION. AFFECTED SYSTEMS
AND COMPONENTS WERE RESTORED BY 1670, THR ROOT CAUSE OF THIS EVENT HAS BEEN
ATTRIBUTED TO SMALL RANDOM DISTURSANCES IN THE RPS BUS VOLTAGE DUR TO NORMAL
PLANT EVOLUTIONS COMBINED WITH A RESTRICYIVE OVERVOLTAGE RELAY TRIP SETPOINT. TO
PREVENT RECURRENCE OF THIS EVENT, A SETFOINT CHANGF HAS BEEN IMPLEMENTED WHNICH
INCREASES THE OVERVOLTAGE RELAY TRIP SETPOINT IN BOTH BUSSES FROM 129.2 VOLTS TO
190 VOLTS. A DETAILED CALIBRATION VERIFIED THAT THE VOLTAGE REGULATOR WAS
OPTIMALLY CALIBRATED AND PROPERLY PERFORMING JTS PUNCTION AS DESIGNED.
ADDITIONALLY, A DETAILED PROCEDURE FOR CALIBRATION OF THE VOLTAGE REGULATOR IN
THE FUTURE HAS BEEN DEVELOPED. A CALIBRATION CHECK WILL BE PERFORNMED
PERICDICALLY TO IDENTIFY ANY DEGRADATION IN VOLTAGE REGULATOR PERFORMNANCE.
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[183) PERRY ) DOCKET 50-4a0 LER 88-015
PERSONNEL ERROR RESULTS IN DEENERGIZING AUXILIARY BUILDING VENTILATION FAN TRIP
RELAY CAUSING LOSS OF VENTILATION AND REACTOR WATER CLEANUP CONTAINMENT ISOLATION.
EVENT DATE: 050488 REPORT DATE: 060188 N§SS: GE TYPE: BWR

(NSIC 209543 ON S/4/88 AT 1610, AN UNEXPECTED REACTOR WATER CLEANUP (RWCU)
CONTAINMENT ISOLATION OCCURRED DUE TO PUMP ROOM HIGH DIFFERENTIAL TEMPERATURE.
TECHNICIANS PERFORMING CALIBRATION OF THE LOSS OF POWER TRIP RELAY TIME DELAY FOR
AUXILARY BUILDING VENTILATION (AB HVAC) EXMAUST FAN A INADVERTENTLY DEENERGILED
THE EXHAUST FAN B TRIP RELAY., THIS RESULTED IN A LOSS OF COOLING TO THE RWCU
PUMP ROOMS AND SUBSEQUENT RWCU ISOLATION, THE CAUSE OF THIS EVENT WAS THE
TECHNICIAN REMOVING THE LEADS FOR THE AP HVAC EXHAUST FAN A TRIP RELAY DID NOT
TAKE ADEQUATE PRECAUTIONS TO ENSURE THE TRIP RELAY FOR EXNAUST FAN B REMAINED
ENERGIZED., CONTRIBUTING TO THE EVENT WAS THE ALARM FOR RWCU DIFFERENTIAL
TEMPERATURES BEING CONTINUOUSLY ACTUATED DUE TO AN UNASSOCIATED PARAMETER ON THE
SAME RECORDER EXCEEDING THE ALARM SETPOINT, THEREBY MASKING ANY SUBSEQUENT
ALARME . THERE WAS NO ACTIVE ALARM ASSOCIATED WITH THE FAN TRIP. THEREFORE, THE
OPERATORS WERE NOT IMMEDIATELY ALERTED TO THE FAN TRIP. IN ORDER TO PREVENT
RECURRENCE, A CAUTION HAS BEEN ADDED TO THE REPETITIVE TASK POR CALIBRATION OF
THE TIME DELAY FOR THE FAN A TRIP RELAY TO USE A JUMPER TO ENSURE FAN B TRIP
RELAY REMAINS ENERGIZED. THE TECHNICIANS WILL BE TRAINED TO THIS EVENT. THE LEAX
DETECTION RECORDER MAS BEEN MODIFIED SUCH THAT EBACH INPUT WILL ACTUATE AN ALARNM
AT ITS RESPECTIVE SETPOINT,

1194 PERRY ! DOCKET 50-440 LER 82-018
FAILURE TO RECALIBRATE LEVEL INSTRUMENTS FOLLOWING DESIGN CHANGE RESULTS IN
TECHNICAL SPECIFICATION VIOLATION,

EVEXRT DATE: 050588 REPORT DATE: 060388 NESS: GB TI(PE: BWR

(NSIC 20954%) ON 5/5/88, A DETAILED INVESTIGATION DETERMINED THAT ELEVATION
CHANGES TO THE REACTOR VESSEL LEVEL INSTRUMENT CONDENSING CHAMBERS, PERFORMED IN
$/87, FAILED TO RESULT IN CORRECTIONS TO TEST INSTRUCTIONS OR INSTRUMENT
RECALI*RATIONS. THIS RESULTED IN THE SETPOINT FOR TH™ CHANNEL D HIGH LEVEL SCRAM
TO BE OUTSIDE THE ALLOWABLE VALUR AS DISCOVERED DURING THE SCHEDULED SURVEILLANCE
[8VI) ON 1/15/88. A SIMILAR SITUATION WAS DISCOVERED WITH THE CHANNEL B SCRAM
DISCHARGE VOLUME LEVEL TRANSMITTER DURING THE SCHEDULED CALIBRATION SVI, ON
2/3/88. THE ROD BLOCK SETPOINT WAS OUTSIDE THE ALLOWABLE VALUE, DETAILED
INVESTIGATION FOLLOWING THESE EVENTS DISCOVERED THAT IN B8/86, A ONE INCH ERROR
WAS IUENTIFIED IN THE ORIGINAL HEAD CORRECTION PACTOR. THNE SVI WAS REVISED,
HOWEVER THE INSTRUMENT WAS NOT RECALIBRATED AT THAT TINE. SINCE THESE
DEFICIENCIES WERE NOT IDENTIFIED UNTIL THE NEXT SCHEDULED SURVEILLANCE, NO TECH
SPEC ACTIONS WERE COMPLETED, THE CAUSE OF THESE EVENTS WAS PERSONNEL ERROR.
CHANGES TO THE REFERENCE DATA CAUSED CHANGES TO THE INSTRUMENT CALIBRATION, YT
IN NEITHER CASE WAS THE INSTRUMENT IDENTIFIED AS REQUIRING RECALIBRATION. REVIEW
OF CALIBRATION DATA FPOR OTHER INSTRUMENTS AFFECTED HAS SHOWN THEIR AS LEFT VALUES
WERE WITHIN THE ALLOWABLE VALUES., ALL APPLICABLE SVI'S WILL BE REVISED TO
CORRECT THE INSTRUMENT CALIBRATIONS.

[19%) FERRY DOCKET 50-440 LER 88-017
BLOWN FUSE IN RPS DURING SURVEILLANCE CAUSES REACTOR SCRAM OF GROUP ) CONTROL
RODS RESULTING IN REACTOR VESSEL LOW LEVEL ) AND FULL SCRAN,

EVENT DATE: 050888 REPORT DATE: 060188 NSS5: G TYPE: BWR

INSIC 209544) ON S/6/88 AT 1436, DURING THE PERFORMANCE OF A MONL'LY REACTOR
PROTECTION SYSTFM (RPS) CHANNEL FUNCTIONAL TEST, AN UNEXPECTRD SCRA.. OF GROUP )
CONTROL RODS (AFPROXIMATELY ONE QUARTER OF TOTAL) CAUSED REACTOR VESS.' LEVEL ©
DECREASE TO LOW LEVEL 3 (+177.7 INCHES ABOVE TOF OF ACTIVE FPUEBL) RESULTINC .4 A
FULL REACTOR SCRAM. THE SURVEILLANCE TRIPS ONE (A) OF TWO RPS TRIP SYSTEMS
CAUSING A HALF RPS TRIFP. COINCIDENT WITH THE HALF RPS TRIP A BLOWN FUSE TO THE
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BPS TWIP SYSTEM B GROUP 3B CONTROL RODS CAUSED A COMPLETE DEENERGIZATION OF ALL
GROUP ) CONTROL ROD SCRAM SOLENOIDS. THE ENSUING GROUP 3 CONTROL kOD SCRAM
CAUSED A RAPIN POWER DECREASE AND VOID COLLAPSE RESULTING IN A REACTOR VESSEL LOW
LEVEL 5 ANMD PULL RPS SCRAM. OPERATORS RESPONDED IN ACCORDANCE WITH PLANT
PROCEDURES AND ALL SYSTEMS OPERATED AS DESIGNED. THE CAUSE OF THE BLOWN FUSE IS
NOT CONCLUSIVELY KNOWN. THE FUSE WAS REPLACED AND, WHILE MONITORING CURRENT AND
VOLTAGE AT THE FUSE, PERTINENT STEPS OF THE MONTHLY RPS SURVEILLANCE WERE
SATISFACTORILY REPERFORMED. NO ABNORMALITIES WERE IDENTIFIED, ADDITIONAL
TENPERATURE AND CURRENT MONITORING OF THIS CIRCUIT DETERMINED THAT THE WIRING
CONFIGURATION IMMEDIATELY UPSTFEAM OF THIS FUSE 1S SUCH THAT TEMPERATURES
ADJACENT TO THE FUSE ARE SLIGHILY NIGHER THAN PANEL AMBIENT.

[196) PERRY DOCKET S0-440 LER 88-019
FAILURE OF CHILLER LINKAGE AND FAN POWER SUPPLY CAUSES LOSS OF BOTH TRAINS OF
CONTROL ROOM VENTILATION AND ENTRY INTO TECHN SPEC 3.0.3.

EVENT DATE: 051588 REPORT DATE: 061088 NSSS: GB TYPE: BWR

(ASIC 2096€7) ON MAY 15, 1988 AT 1715 BOTH TRAINS OF THE CONTROL ROOM NEATING,
VENTILATION AND AIR CONDITIONING (CRHVAC) SYSTEM WERE DECLARED INOPERABLE FOR THE
EMERGENCY RECIRCULATION MODE DUE TO EQUIPMENT PAILURES PLACING THE FPLANT INTO
TECHNICAL SPECIFICATION (T8) 3.0.3. A PLANT SHUTDOWN WAS INITIATED AT
APPROXIMATELY 1736, AND AN UNUSUAL EVENT WAS DECLARED AT 1750. TRAIN B OF THE
CRHVAC SYSTEM WAS RETURNED TO SERVICE AND DECLARED OPERABLE AT 2005 AND TS 3.0.)
EXITED. THE UNUSUAL EVENT WAS TERMINATED AT 2204, AND THE PLANT RETURNED TO
NORMAL OPERATIONS. THE CAUSES OF THE EQUIPMENT PAILURES WERE A MECHANICAL
FAILURE OF THE COMPRESSOR GUIDE VANE LINKAGE CONNECTOR ON TRAIN B AND AN
INTERMITTENT FAULT IN THE MOTOR STARTER CIRCUIT OF THE SUPPLY FAN POR TRAIN A
RESULTING IN A BLOWN FUSE., THE COMPRESSOR GUIDE VANE LINKAGE CONNECTOR, THE TRAIN
A MOTOR STARTER AND ALL THREE MAINLINE FUSES WERE REPLACED AND HAVE SUBSEQUENTLY
OPERATED SATISFACTORILY. SINCE THIS EVENT, NO PURTHER PAULTS MAVE OCCURRED
DURING THE START OF THE TRAIN A SUPPLY PAN NO ADDITIONAL CORMECTIVE ACTIONS ARE
PLANNED AT THIS TIME.

[197) PILGRIN DOCKET 50-29) LER 88-0158
INADVERTENT ACTUATION OF PORTIONS OF THE PRIMARY CONTAINMENT, SRCONDARY
CONTAINMENT, ANL STANDBY GAS TREATMENT (YSTENMS.

EVENT DATE: 0S504ns REPORT DATE: 0601388 NSSS: GB TYPE: BWR

(NSIC 209572) ON MAY &, 1988 AT 1100 HOURS, AN INADVERTENT ACTUATION OF PORTIONS
OF THE PRIMARY CONTAINMENT ISOLATION CONTROL SYSTEM (PCI1S) AND REACTOR BUILDING
ISOLATION CONTROL SYSTEM (RBIS) OCCURTED. THE ACTUATION RESULTED IN THR
FOLLOWING RESPONSES. THE APPROPRIATE PRINARY CONTAINMENT SYSTEM (PCS) ISOLATION
VALVES CLOSED AUTOMATICALLY (OR RECEIVED AN ISOLATION SIGNAL)., THE TRAIN '8’
DAMPERS OF THE SECONDARY CONTAINMENT SYSTEN (SCS) CLOSED AUTOMATICALLY. THE 'S’
TRAIN OF THE SCS/STANDBY GAS TREATMENT SYSTEM STARTED AUTOMATICALLY. THE ROOY
CAUSE FOR THE ACTUATION WAS UTILITY TECHNICIAN PERSONNEL BRROR. THE TICNNICIAN
NISTAKENLY REMOVED THE WRONG PFUSE FROM ITS CIRCUIT DURING A PLANNED WORK ACTIVITY
IN A PCIS/RRIS LOGIC PANEL. THE RENOVAL OF THE PUSE DE-ENERGIERD NORMALLY
ENERGIZED LOGIC RELAYS THAT RESULTED IN THE ACTUATION. THEE PUSE WAS REINSTALLED
AND THE AFFECTED CIRCUITS WERF RESET. THE APPECTED SYSTENS WERE RETURNED TO
NORMAL SERVICE ON MAY &, 1988 AT APPROXIMATELY 1115 HOURS. ADDITIONA' NEASURES
MAVE BEEN TAKEN, OTHER MEAJTURRS ARE BEING PLANNED AND WILL @B TRACKED. THKIS
EVENT OCCURRED DURING AN EXTENDED OUTAGE WHILE IN COLD SHUTDOWN CONDITIONS.

[19%) PILGRIN DOCKET $0-29) LER 88-016
UNEXPECTED ACTUATION OF PORTIONS Of THE SECONDARY CONTAINMENT AND STANDBY GAS
TREATMENT SYSTENMS DUE TO PERSONNEL ERROR.

EVENT DATE: 051788 REPORT DATE: 061588 NSESS: G& TYPE: BWR
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(NSIC 209627) ON MAY 17, 1988 AT 1130 HOURS, AN UNEXPECTED ACTUATION OF THE
INBOARD PORTION OF THE REACTOR BUILDING ISOLATION CONTROL SYSTEM (RBIS) OCCURRED.
THE ACTUATION RESULTED IN THE AUTOMATIC CLOSING OF THE TRAIN 'A' VENTILATION
DAMPERS OF THE SECONDARY CONTAINMENT SYSTEM (SCS) AND THE AUTOMATIC START OF THR
‘A’ TRAIN OF THE SCS/STANDBY GAS TREATMENT SYSTEM (SGTS). THE CAUSE FOR THE
ACTUATION WAS THE RFEMOVAL OF A FUSE FROM A LOGIC CIRCUIT DURING A WORK ACTIVITY
RELAY COIL REPLACEMENT. THE FUSE WAS RE-INSTALLED AND THE AFFECTED CIRCUITS AND
SYSTEMS WFRE RESTORED TO NORMAL SERVICE ON MAY 17, 1988 AT APPROXIMATELY 1142
HOURS. THE ACTUATION ~AS UNEXPECTED BECAUSE THE FULL EFFECTS OF REMOVING THE
FUSE WERE NOT FULLY IDENTIFIED AND RECOGNILZED PRIOR TO REMOVAL. THE ROOT CAUSE
WAS UTILITY PERSONNEL (LICENSED MATCH ENGINEER AND ELECTRICAL MAINTENANCE
SUPERVISOR AND ENGINFER) BERROR. A CRITIQUE WAS CONDUCTED WITH APPROPRIATE
PERSUNNEL INCLUDING THE FESPONSIBLE UTILITY PERSONNEL. TWE WORK ACTIVITY (RELAY
COIL REPLACEMENT) WAS COMPLETED WITH THE INBOARD AND OUTBOARD LOGIC CIRCUITS
DE-ENERGILZED AS PLANNED. ADDITIONAL RELAY COILS WERE REPLACED THAT COMPLETED THE
REPLACEMENT OF TYPE CRY20A RELAYS (OR RELAY COILS) SELECTED FOR REPLACEMENT PRIOR
TO RESTART.

{199} POINT BEAC. DOCKET 50-266 LER 88-00%
DELTA T SETPOINT TRIP MINIMUM DEGREE OF REDUNDANCY NOT IN CONFORMANCE WITH
TECHNICAL SPECIFICATIONS.

EVENT DATE: 051888 REPORT DATE: 061788 NSSS: WB TYPE: PWR
OTHER UNITS INVOLVED: POINT BEACH 2 (PWR)

INSIC 209608) ON MAY 18, 1388, IT WAS RECOGNIZED BY PLANT PERSONNEL THAT A
POSSIBLE TECHNICAL SPECIFICATION VIOLATION EXISTED. OVERPOWER DELTA T AND
OVERTEMPERATURE DELTA T REACTOR PROTECTION CHANNELS HAVE AN INPUT FROM THE POWER
RANGE NUCLEAR INSTRUMENTATION (NIS). WHEN ONE CHANNEL OF POWER RANGE NUCLEAR
INSTRUMENTATION IS PLACED IN THE TRIP CONDITION WHILE A TEST INPUT SIGNAL IS USED
FOR CALIBRATION, THE OUTPUT OF THE POWER RANGF INSTRUMENT IS STILL SUPPLIED AS
INPUT TO THE DELTA T INSTRUMENT CHANNEL. DU 'G PARTS OF THE CALIBRATION PR.CESS
OF A CHANNEL OF NIS, THE ASSOCIATED DELTA T ' NEL TRIP SETPOINT CAN BB
NONCONSERVATIVE WITH RESPECT TO THE TECHNICAL S) JCIFICATIONS FOR OVERPOWER AND
OVERTEMPERATURE DELTA T. THEREFORE, THE ASSOCIATED DELTA T CHANNEL SHOULD BB
CONSIDERED OUT-OF-SERVICE DURING THE POWER RANGE CALIBPATION. AS A RESULT, THE
MINIMUM DEGREE OF REDUNDANCY FOR OVERPOWER DELTA T AND OVERTEMPERATURE DELTA T
WAS NOT MET DURING PREVIOUS TESTING. PROCEDURES CONTROLLING THE PFREQUENT
CALIBRATION OF NUCLEAR INSTRUMENTATION MAVE BREN REVISED TO REQUIRE THE
ASSOCIATED DELTA T CHANNELS TO BE PLACED IN THE TRIP CONDITION DURING THE
CALIBRATION OF NIS., THIS WILL RESULT IN THE TECHNICAL SPECIPICATION REQUIRTD
MINIMUM DEGREE OF REDUNDANCY FOR OVERPOWER AND OVERTEMPERATURE DELTA T BRING NME..

[200) QUAD CITIES 2 DOCKET 50-265 LER 88-006 REV 01
UPDATE ON UNIT TWO FLUED HEAD ANCHORS OUTSIDE SAFETY ANALYSIS DESIGN REQUIREMENTS
DUE TO ANALYSIS DEFICIENCY,

EVENT DATE: 0404889 REPORT DATE. 052788 NSESS: Ge TYPE: BWR

INSIC 209793) ON APRIL &, 1968, QUAD-CITIES UNIT TWO WAS IN THRE RUN MODE AT 9)
PERCENT THERMAL POWER. AT Y410 HOURS, THE STATION WAS NOTIFIED BY THE BWR
ENGINEARING DEFPARTMENT THAT ELEVEN FLUED HEAD ANCHORS DID NOT MEET THE DESIGN
REQUIRENENTS OF THE FINAL SAFETY ANALYSIS REPORT (FSAR)  NRC NOTIFICATION OF
THIS CONDITION WAS COMPLETED AT 1423 MOURS TO SATISPY 10 CPR S0.72. A SUBSEQUENT
INSPECTION FOUND THAT THERE WAS ALSO A PIN MISSING FROM ONE OF THE AFPPECTED PLURD
HEAD ANCHORS. THE MISSING PIN WAS EVALUATED AND THE FLUED NEAD ANCHOR WAS
CUNSIDERED OPERABLE. THE CAUSE FOR THIS CONDITION WAS DUER TO MISINTERPRETATION
OF SCOPE IN THAT THES! STRUCTURES WERE NOT REASSESSED FOR DRSIGN BASE
REQUIREMENTS BASED ON IE BULLETIN 75-02 AND 78.74 PROGRAMS. THE CAUSE FOR THE
MISSING PIN COULD NOT BE DETERMINED. MODIFPICATION 04-02-88-017 RAS BEEN
INITIATED TO REVISE THE STRUCTURES TO COMPLY WITH FSAR REQUIREMENTS. A PROGRANM
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IS IN PLACE TO ANALYZIL THE UNIT ONE STRUCTURES IN A SIMILAR MANNER THIS REPORT
1§ PROVIDED TO COMPLY WITH THE REQUIREMENTS OF 10 CFR S50,73(AN(2)112)(B).

(201 QUAD CITIES 2 DOCKET 50-265 LER 88-014
DEVIATION FROM RADIOACTIVE WASTE SOLIDIFICATION PROCESS CONTROL PROGRAM.
EVENT DATE: 042088 REPORT DATE: 062288 NSSS: GE TYPE: BWER

INSIC 20960%) ON APRIL 20, 1988, QUAD CI!/ES UNIT TWO WAS IN THE REFUEL MODER
PREPARING FOR A CHEMICAL DECONTAMINATION OF THE RECIRCULATION SYSTEM PIPING TO
REDUCE MAN-REM EXPOSURE DURING INSPECTIONS. LN TECHNOLOGIES WAS CONTRAZTED TO DO
THE DECON AND CHEM-NUCLEAR WAS CONTRACTED TO SOLIDIFY THE RESULTANT DECON 'ASTE
THE CHEM-NUCLEAR PROCESS CONTROL PROGRAM (PCP) REQUIRES A SAMPLE O THE ACTUAL
WASTE TO BE USED TO PERFORM A SAMPLE SOLIDIFICATION (LABORATORY SCALE: PRIOR TO
FULL SCALE SOLIDIFICATION. HOWEVER, DUE TO ALARA CONCERNS, IT HAS BEEN THE
PRACTICE AT QUAD STATION SINCE THE FIRST DECON IN 1983 TO SUPPLY THB
SOLIDIFICATION CONTRACTOR WITH A "COLD" SAMPLE PREPARED FkOM THE CHEMICALS AND
BEAD RESIN USED FOR THE DECON AS A REFPRESENTATIVE SAMPLE. THIS IS NOW CONSIDERGD
TO BE REPORTABLE FPER 10CPRSO,.73(A)(2)(1)(B), THE CAUSE FOR THIS EVENT WAS
MANAGEMENT DEFICIENCY, BECAUSE THERE WAS NO METHOD AVAILABLE TO ENSURE THE
VENDOR'S PCP WAS POLLOWED. A NEW PROCEDURE 15 TO BE DEVELOPED WHICH WILL INCLUDE
VERIFICATION THAT THE VENDOR'S PCP AND PROCEDURES ARE ADHERED TO. THIS SHOULD
PREVENT RECURRENCE,

1202) QUAD CITIES 2 DOCKET 50-265% LER 88-008

LINEAR INDICATIONS ON REACTOR WATER CLEANUP SYSTEN WELD DUE TO POSTULATED STRESS
CORROSION CRACKING.

EVENT DATE: 050488 REPORT DATE: 052488 NSSS: GE TYPE: BWR

VENDOR: DRAVO CORP (PIPE PABRICATION DIV)

(NSIC 209522) ON APRIL 10, 1988, QUAD-CITIES UNIT TWO WAS SHUTDOWN FOR REFUELING.
AT 1515 MOURS, ON MAY &, 1988, ULTRASONIC EXAMINATION DETECTED A REACTOR WATER
CLEANUF WELD AREA WITH A THROUGH WALL CRACK INDICATION 0.9 INCH LONG. THE NRC
WAS NOTIFIED OF THIS CONDITION AT 1655 HOURS. THE CAUSE OF THIS OCCURRENCE 1§
POSTULATED TO BE INTERGRANULAR STRESS CORROSION CRACKING (IGSCC), CORREBCTIVE
ACTION FOR THIS SITUATION INCLUDES ADDITIONAL INSPECTIONS AND THE USE OF WELD
OVERLAYS ON THE AFFECTED PIPING. THIS REPORT IS SUBMITTED IN ACCORDAMCE WITH THE
REQUIREMENTS OF 10CPRSO.73 (A (20111,

2013 QUAD CITIES 2 DOCKET 50-26% LER 88-009
UNIT TWO 125 VOLT BATTERY DISCHARGE TEST FAILURE DUE TO APPARENT HIGH RES1..
CABLE CONNECTIONS,

EVENT DATE: 0507489 REFORT DATE: 052688 NSSS: GB TYPE: BWR
VENDOR: ESSEX WIRE CORP.

(NSIC 209523) ON MAY 7, 1988, QUAD-CITIES UNITS ONE AND TWO WERE IN THE SHUTDOWN
MOUES AT O PERCENT POWER. AT 158 HOURS. THE UNIT TWD 125 VOLT BATTERY WAS
SUBJECTED TO A PERFORMANCE DISCHARGE TEST. THE TEST WAS STOPPID WHEN THE
TERMINAL VOLTAGE WENT BELOW 105 VOLTS (MINIMUM ACCEPTABLE TERMINAL VOLTAGE) AFPTER
AN ELAFSED TIME OF 18 MINUTES, 37 SECONL". THE BATTERY CAPACITY WAS DETRRMINED
TO BE APPROXIMATELY 58 PERCENT. NRC NOTIPIL.“ION OF THIS BVENT WAS COMPLETED AT
1710 HOURS TO COMPLY WITH Y0 CFR 50.72. THE APPARENT CAUSE FPOR TNIS EVENT WAS
ATTRIBUTED TO FPIVE "HIGH RESISTANCE" CONNECTIONS THAT RESULTED IN POOR BATTERY
PERFORMANCE. CORRECTIVE ACTIONS INCLUDE: CABLE REPLACENENTS; PROCEDURE REVISIONS
AND REVIEWS; AND INCREASED WEEKLY, MONTHLY, AND QUARTERLY TRENDING AND MONITORING
YO ENSURE ADEQUATE BATTERY CAPACITY. THE MANUFACTURER IS REVIEWING THE TEST DATA
TO MAKE RECOMMENDATIONS FOR FURTHER CORRECTIVE ACTIONS. THIS REPORT IS SUPPLIED
IN ACCORDANCE WITRH 10 CPr SO.73(M)(20011),
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|208&) QUAD CITIES 2 DOCKET 50-26% LER 88-01

SCRAM OCCURS WHEN MODE SWITCH WAS MOVED CAUSED BY SWITCH POSITION UNCERTAINTY DUE
TO DESIGN,

EVENT DATE: 052288 REFORT DATE: O60%@8 NSSS: GE TYPE: BWR

VENDOR: GENERAL EBLECTRIC CO.

(NSIC 209602) ON MAY 22, 1988, QUAD CITIES UNIT TWO WAS IN THE REFUEL MODE AT ©
FRRCENT THERMAL POWER. THE REACTOR FUEL WAS REM. O AND THE VESSEL CAVITY WAS
“LOODED, AT 0045 MOURS, THE REACTOR MODE SWITCH WAS MOVED FROM THE REFUEL MOLUE
PO THE STAKTUP/HOT STANDRY MODE TO PREPARE FOR CONTROL R™D DRIVE RELATCHING. IN
MOVING THE MODE SWITCHM, THE NUCLEAR STATION OPERATOR (NSO) WENT SLIGHTLY PAS™ THE
TARGET POSITION. THIS CAUSEN PART OF THE RUN LOGIC TO ENGAGE AND A FULL REACTOR
SCRAM SIGNAL OCCURRED DUE TO CONDENSER LOW VACUUM. NRC NOTIFICAT'ON OF THIS
EVENT WAS COMPLETED AT 0255 HOURS TO COMPLY WITH 10CPRS0.72. THE CAUSE OF THIS
EVENT WAS A DESIGN DEFICIENCY WHICH CAUSED AN UNCERTAINTY OF THE KEACTOR NOOEB
SWITCH POSITION WHEN IT WAS MOVED FROM REFURL TO STARTUP/HOT STANDBY. TO CORKECT
THIS CONDITION, THE MODE SWITCH WILL BE REPLACED FER MODIFPICATION M&-1i(2)-886-26
WHEN THE NEW SWITCH I8 AVAILABLE., THIS REPORT IS5 PROVIDED TO COMPLY WITH
10CPRSOD.73CAY 3 1V,

[20%) QUAD CITIES 2 DOCKET 50-26% LER 88-012
EXISTING PIPE SUPPORTS DO NOT MEET DESIGN REQUIREMENTS DUE TO IMPROPER ANALYSIS
DURING MODIFICATION,

EVENT DATE: 052488 REFORT DATE: 062088 NSSS: GE TYPE: BWR

(NSIC 209E03) ON MAY 24, 1988, UNIT TWO WAS IN THE SHUTDOWN MODE POR A REFUBLING
AND MAINTENANCE OUTAGE. AT 1275 HOURS, THE STATION WAS NOTIFPIED THAT SEVERAL
SUPFORTS ON LINF 2-1265-2 A WER™ OUTSIDE THE FPINAL SAFPETY ANALYSIS REPORT (PSAR)
ALLOWABLES POR THE EXISTING LOADING. THE ANALYSIS WAS PERPOXMED FOR THE DESIGN
OF MODIPICATION M-6-2-88-22, WHICH WILL INSTALL A 2-INCH PLANGE TO PACILITATE
CHEMICAL DECONTAMINATION OF THE REACTOR WATER CLEANUP (RWCU) SYSTEM PIPING. NRC
NOTIFICATION WAS COMPLETED AT 1346 HOURS TO COMPLY WITH Y0CPRS0.72. THE APPARENT
CAUSE OF THIS CONDITION WAS IMPROPER DESIGN ANALYSIS DURING AN BARLIER
MODIFICATION OF THE LINE. CORRECTIVE ACTION WAS MODIPICATION OF THE EBXISTING
SUPPORTS TO BRING LINE 2-7265-2"A WITHIN FSAR ALLOWABLES. UNIT ONE HAS BEEN
DETERMINED TO BE WITHIN FSAR STRESS ALLOWABLES. THIS REPORT 1S PROVIDED PER
TOCPRSO.73(A (20021 (D).

(206 QUAD CITIES 2 DOCKET 50-28% LER 88-01)
IMPROPERLY INSTALLED SJAE SUCTION VALVE DUE TO INSUPPICIENT INSTRUUTION AND
TESTING.

EVENT DATE: 052688 REPORT DATE: 081788 NSSS: o TYPE: BWR

(NSIC 209604) ON MAY 26, '988, UNIT TWO WAS IN THE REFUEL MODE AT 0 PERCENT
POWER. AT 1815 HOURS, IT WAS DISCOVERED THAT STEAM JET AIR BJECTOR (SJAR)
SUCTION VALVE 2-5407B WAS INSTALLED INCORRECTLY., VALVE 2-54018 IS AN 18-INCH
BUTTERFLY VALVE. THE DISC WAS INSTALLED 90 DEGREES OUT OF PROPER ORIENTA.ICN.
THIS VALVE HAD BEEN INSTALLED IN FPEBRUARY 1984 PER MODIFPICATION M-4-2-83-12, NRC
NOTIFICATION FPEK YOCFRS0.72 WAS COMPLETED AT 2040 NOURS BECAUS®Y TECHNICAL
SPECIFICATION 3.8.C.' REQUIRES THE MRCHANICAL VACUUN PUMP TO BE CAPABLE OF BEING
ISOLATED AND SFCURED ON A HIGH RADIATION SIGNAL WHENEVER THE MAIN STEBAM I1SOLATION
VALVES ARY OPEM, THER CTAUSE FOR THIS EVENT IS INSUFPFICIENT WORK INSTRUCTION DURING
INSTALLATION IN 19864, CONTRIBUTING TO THIS IS ILSUPPICIENT MODIFPICATION TESTING
AFTER INSTALLATION. THE CORRECTIVE ACTION HAS BEEN TO REPLACE THE VALVE WITH A
PROPERLY ORIENTED VALVE AND TO VERIFPY FPROPER ORIENTATION. ALL SAFETY . RELATED
BUTTERFLY VALVES ON BOTH UNITS HAVE BEEN OR WILL BE VERIPIED POR PROPER
ORIENTATION. THI1S REPORT IS PROVIDED PER 10CPRSOQ.73(A)(2)11),
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(207) QUAD CITIES 2 DOCKRT 50-265 LER 88-015
PARTIAL GROUP 11 ISOLATION IROM BLOWN FUSE DUE TO UNKNOWN REASON,
EVENT DATE: 053088 REPORT DATE: 062288 A88%: GB TYPE: BWR

VENDOK: BUSSMANN MFG (DIV OF MCGRAW-EDISON)

(NSIC «09709) ON MAY 30, 1988, AT 0931 HOUPS. A PARTIAL GROUP Il ISOLATION SIGNAL
WAS RECEIVED., UPON INVESTIGATION IT WAS DETERMINED THAT A FUSE HAD BLOWN. THE
ROOT CAUSE OF THE BLOWN PUSE COULD NOT BE DETERMINED. THE REPLACEMENT FUSE
REMAINED INTACT. THE CIRCUIT CURRENT WAS MEASURED AND FOUND TO BE WELL BELOW THE
FUSE SIZE. Th R WERE NO OPERATIONAL OR MAINTENANCE ACTIVITIES OCCURRING AT THE
TIME THE PUSE B _EW. THE SAFETY SIGNIFICANCE OF THIS EVENT 1S5 MININAL. THE BLOWN
FUSE CAUSED THE SYSTEM TO ACTUATE IN A CONSERVATIVE MANNER CAUSING THE PARTIAL
GROUP II ISOLATIONS. ALL SYSTEMS PERFORMED THEIR INTENDED FUNCTIONS AS DESIGNED.

[208) RANCHO SECO DOCKRT S50-312 LuR 88-0058
LETDOWN SYSTEM RELIEF VALVE LIPTS DUE TO STEAM/WATER HYDRAULIC TRANSIENT.
EVENT DATE: 031588 REPORT DATE: 062188 NSSS: Bw TYPE: PWR

VENDOR: DRESSER INDUSTRIAL VALVE & INST DIV

(NSIC 209724) WITH THE PLANT SUBCRITICAL AND IN HOT SHUTDOWN, STEAN/WATER
HYDRAULIC TRANSIENTS CAUSED RELIEF VALVES PSV-2202' (MARCH 15, 1988) AND
PEV-2202% (MARCH 22, '988) TO LIFT, BACH LIPT RESULTED IN A DISCHARGE OF WATER
FROM THE LETDOWN SYSTEM TO THE REACTOR BUILDING SUMP, THE DIRECT CAUSE OF THR
EVENTS WAS A PRESSURE SPIKE DUE TO ACCELERATION OF A SLUG OF WATER INTO THE
RELIEF VALVE, THE ACCALLERATION RESULTED FRO THE RAPID EXPANSION OF NIGH ENERGY
WATER FPLASHING TO STEAM IN A LOW PRESSURE AREA. THIS RAPID EXPANSION CAUSED
TRAPPED WATER TO UNSEAT (HE SUBJECT RELTEF VALVES. ON MARCH 'S (BVENT #1), THER
WATER 14 THE LINE BETWEEN SFPV-22005 AND RELIEYFY VALVE PSV-2202) CAUSED PSV-2200
TO LIFT. ON MARCH 22 (EVENT #2), THE WATER IN THE LINE BETWEEN SFV-22025 AND
RELIEF VALVE PSV-.2028 CAUSED PSV-22024 TO LIFT. AFTER EVENT #) THE DISTRICT
PERFORMED A TECHNICAL ANALYSIS TO DETERMINE THE CAUSE. PROCEDURAL CONTROLS WERR
IMPLEMENTED TO PREUVENT RECURRENCE OF THE EVENT. AFTER EVENT 42 THE DISTRICY
FORMED A TEAM UNDER THE DIRECTION OF SYSTEM ENGINEERING TO DETERMINE AND
IMPLEMENT EFFECTIVE IMMEDIATE AND LONG TERM CORREBCTIVE ACTIONS. THE DISTRICT
SUBMITRE THIS VOLUNTARY REPORT TO INFORM THE NRC AND THE INDUSTRY OF AN ADVERSE
PHENOMENON IN THE LETDOWN SYSTEM AND THE DISTRICT'S CORVEBCTIVE ACTIONS.

[239) RANCHO SECO DOCKERT 50-312 LER #8-0080
AUTONATIC REACTOR TRIFP DUE TO HIGH REACTOR COOLANT SYSTERM PRESSURE.
EVENT DATE: 050488 REPORT DATE: 080188 NSSS: W TYPR: PWR

VENDOR: DRESSER TNDUSTRIAL VALVE & INST DIV
MCGRAN EQISON CO,, POWER SYSTEMS DIV

(NSIC 209500 ON MAY &, 1988, AT 09:25:1% HOURS DURING THE PERFORMANCE OF SPRCIAL
TEST PROCEDURE STP. 660 "INTRGRATED CONTROL SYSTEN TUNING AT FPOWER." THE CONTROL
ROOM OPERATORS INITIATED A MANUZL TURBINE TRIP FROM 20% POWER. TWENTY-TWO SRCONDS
LATER, THE REACTOR TRIPPED AUTOMATICALLY ON WIGH PRESSURE. AT 09:26:4% NOUIS THE
MAIN GENERATCR OUTPUT CIRCUIT BREAKERS (OUBS) OPENED. THE DELAY FPOR THR OCH TRIP
WAS APPROXIMATELY 29 SECONDS BEYONL THE NORMAL &5 SPCOND DURATION. AT 0928 NOURS
THE CONTROL ROOM OPERATORS RECEIVED INITIAL INDICAT!ONS OF A LEAK WITHIN THE
CONTAINMENT, BY 0934 HOURS CONTROL ROONM OPERATORS DITERMINED THAT THE "A" LETDUW
COOLER RELIEF VALVE (PSV-22027) HAD LIFTED AND NOT RESEATED. BY 0940 MOURS
CONTROL ROOM OPERATORS MAD ISOLATED "A" LETDOWN COOLER AND TERMINATED THE LBAK,
BASED ON AN EVALUATION OF THE RCS LEAEKAGE RATE, THE SNIFT SUPERVISOR DECLARED AND
TERNINATED AN UNUSUAL BVEWT AT 0947 HOURS. THR SKIFT SUFERVISOR CLOSED OUT THE
UNUSUAL EVENT BASED ON THE EARLIER TERMINATION OF THE LEAK. AN AUTONATIC
ACTUATION OF THE REACTOR PROTECTION SYSTENM RESULTED IN THE UNPLANNED REACTOR TRIP
AND IS REPORTABLE UNDER THE REQUIREMENTS OF Y0 CPR PAR™ SO .73 (M id0CIV),
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[210) RIVERSEND DOCKET 50-4589 LER 88-0') REV 0OV
UPDATE ON TECH SPEC VIOLATION DUE TO A FAILURE TO RECOGNIEE THE AS-FOUND
CONDITION OF A CONTAINMENT ISOLATION VALVE AS INOPERABLE,

EVENT DATE: 050388 REPCRT DATE: 070889 N§SS: GB TYPE: BWR
VENDOR: VELAN YALVE COR™,

INSIC 209858) ON 5/3/88 AT APPROXZIMATELY 2230, WITH THE UNIT IN OPERATIONAL
CONDITION ' (APPROXIMATELY 100 PERCENT POWER), CONTAINMENT ISOLATION VALVE

LESY ' JYFPO78 WAS DISCOVERED TO BE INOPERABLE., THE TORQUE ARM KEY HAD FALLEN OLT
OF L1v8 KEYSAY AS DOCUMENTED ON A MAINTEMANCE WORK ORDER REQUEST DATED 1/28/88,
THE PERSONNEL THAT INITIALLY DISCOVERED THIS CONDITION WERE FPERFORMING A VALVE
LINE-UP VERIFICATION PROCEDURE AND DID NOT RECOGNIZE THIS CONDITION AS AFFECTING
VALVE OPERABILITY. THIS CONDITION IS REPORTED PURSUANT TO 10CPPSO.73 (M (2211,
AS A CONDITION PROWIBITED BY RIVER BEND STATION TECHNICAL SPECIFICATION 3.6.4
BECAUSE THE VALVE WAS INCPERABLE FOR A TIME GREATER THAN ALLOWED BY TECHNICAL
SPECIFICATIONS. THE APFECTED PENETRATION (FOR THE REACTOR COKE ISOLATION COOLING
TURBINE EXHAUAT VACUUM BREAKER LINE) WAS DECLARED INOPERABLE ON S5/3/88, THE LINE
WAS ISOLATED, AND VALVE LESISMOVFO78 WAS REPAIRED AND RESTORED TO OPERAR™E
STATUS. ALL OPERATIONE PERSONNEL WILL BE INSTRUCTED ON THIS OCCURRENCE VIA

MEMORANDUM, THIS EVENT WILL BE ADDRESSED IN A PUTURE OPERATOR REQUALIFICATION
TRAINING MODULE.

{311 RIVERBEND ! DOCKEBT S0-458 LER 88-012
CONCRETE ROOF PLUGS FORMING PART OF SECONDARY CONTAINMENT BOUNDARY MISSING
RETENTION HARDWARE.

EVENT DATE: 051788 REPORT DATE: 061688 NSSS: GB TYPE: BWR

INSIC 209668) AT APPROX. 1610 ON S5/17/88 WITH THE UNIT AT APPROX. 100 PERCENT
POWER, A MAINTENANCE WORK ORDER RREQUEST (MWOR) WAS IDENTIFIED (ORIGINALLY
INITIATED ON 1/13/48) THAT INENTIFIED THE CONDITION OF INADEQUATE INST (LLATION CF
CONCRETE ROOF PLLCS ON THE ROOF OF THR AUXILIARY BUILDING DUR TO NMISSING
RETENTION MARDWARE. THE RETENTION HARDWARE IS REQUIRED PY DESIGN AGAINST
UPLIFTING OF THE PLUGS DURING TORNADIC LOADINGS. THESE PLUGS FORM PART OF THE
SECONDARY CONTAINMENT BOUNDARY AND ARE REQUIRED TO BE OFPERABLE DUR.NG OPERATIONAL
CONDITIONS 1, 2, AND 3} BY RIVER BEND STATION TECHNICAL SPECIFICATION 2.6.5.1%.
THIS CONDITION 1§ BEING REFPORTED PURSUANT TO 10CPRSO.7ICAI(2)(I) AS A CONDITION
OF OFERATION PROMIBITED BY TECHNICAL SPECIFICATIONS. THE IMMEDIATE CONDITION WAS
CORRECTED BY INSTALLING ADEQUATE RETENTION HARDWARE., OTHER CORRECTIVE ACTION
INCLUDES A REVIEW OF A SAMPLE OF OTHER SOOF PLUGS ON THE AUXILIARY BUILDING FOR
SIMILAR CONCITIONS AND INSTRUCTION ON THE OCCURRANCE VIA MEMORANDUM POF ALL
FERSONNEL IN THE MAINTENANCE AND OPERATIONS DEPARTMENTS. SECONDARY CONTAINMENT
WAS NOT FUNCTIONALLY COMPROMISED BY THIS CONDITION DURING NORMAL ( . NATION DURING
THIS PERICD., WITH A LOW PROBABILITY OF A TORNADIC EVENT OCCURRING AND NO SUCH

EVENT CICURRING DURING OPERATIONS, THE SAFE OPERATION AND HEALTH AND SAFETY OF
THE PUBLIC WAS NOT SIGNIFICANTLY JBOPARDIEED.

1313} ROBINSON 2 DOCKET S0-26" LER 88-010
AUTOMATIC REACTOR TRIP DUE TO TURBINE TRIP ON GOVERNOR VALVES CLOSURE,
EVENT DATE: 050288 REFORT DATE: 05258% NSSS: wE TYPE, PWR

VENDOR: WESTINGROUSE ELBCTRIC CORP.

(NSIC 20938)) ON MONDAY, MAY 2, Y388, THE PLANT WAS FLACED ON LINE AT 0852 HOURS
FOLLOWING A FORCED OUTAGE FOR REFPALR OF A RTD BYPASS VALVE PACKING GLAND LEBAK.
AT 1756 MOURS, WITH THE REACTOR AT #0% FOWER THE LICENSED CONTROL OPERATOR
ATTENFTED TO ADJUST LOAD SWINGS ON THE TURBINE USING THE ELECTRO-NYDRAULIC (B-N)
CONTROL PANEL. THE E-N CONTROLS SYSTEN MALFUNCTIONED CAUSING THE FOUR TURBINE
GOVERNOR VALVES TO SHUT. AT 1758 HOURS, THE TURBINE TRIPPED FROM A NMAIN
GENERATOR LOCKEOUT WHICH RESULTED IN A REACTOR TRIFP PROM THE REACTOR/TURBINE TRIP
LOGIC (1. B., TURBINE TRIP WITH REACTOR POWER GREAT'R THAN 108). 1! SYSTEMS



RESPUNDED NORMALLY AND THE REACTOR WAS BROUGHT TO HOT SHUTDOWN, THE E-MN
MALFPUNCTION WAS CAUSED BY AN INTERMITTENT FAILURE OQF A CLOCK CIRCUIT AND A LOOSE
CONNEBCTION IN THE GOVERNOR VALVE POSITION LIMITER CIRCUITRY, THE DEFECTS IN THE
E-H SYSTEM HAVE BEEK K "PAIRED AND THE SYSTEM HAS BEEN FULLY TESTED BY THE
MANUFACTURER 'S TECHNICAL REPRESENTATIVE USING A SIMULATOR TO ENSURE THE REPAIRS
WERE EFFECTIVE. THE LICENSEE NOTIFIED THE NRC EMERGENCY OPERATIONS CENTER VIA
THE EMERGENCY NOTIFPICATION SYSTEM PURSUANT TO 10CPRSO . 72(p)t2)(11) POR A
FOUR-HOUR NON-EMERGENCY EVEKRT. THIS REFPORT IS SUBMITTED PURSUANT TO 10CPRS0.7)
(A2 01V,

[2113] ROBINSON 2 DOCKEY $50-26) LER 88-002 REVY O
UPDATE ON POTENTIAL POR UNANALYZED REACTOR OPERATION DUER TO TRIP SETPOINT
CALCULATION INACCURACY.

EVENT DATE: 050680 REPORT DATE: 060688 NESS: wWE TYPE: PWR

VENDOR: EXXON NUCLEAR CO., INC,

(NSIC 209520 1T WAS DETERMIFED JANUARY 1988 THAT A NONCONSERVATIVE OVER
TEMPRRATURE DELTA TEMPERATURE TRIFP SETPOINT MAY EXIST IN THE FPLANT TECHNICAL
SPECIFICATIONS, THIS SETPOINT WAS QUESTIONED iIN DECENBER 1987 WHEN REVIEWING THE
RESISTANCE TEMPERATURE DETECTION DELAY RESPONSE TIME OF THE PLANT FINAL SAFETY
ANALYSIS REPORT (FSAR)., THE LICENSEE CONSIDER THAT AN UNANALYLIED CONDITION MAY
EXIST AND DIRECTED THE SESPOINT BE RIVISED. TNE NRC WAS NOTIFIED OF THE
POTENTIAL UNANALYR®D CONDITION. IN FERRUARY, THE NRC WAS NCTIFIED THE CONDITION
WAS BOUND BY NXISTING ANALYSES. 1IN MAY, THE NUCLEAR FUEL VENDOR NOTIFIED AN
TNACCURATE RECALCULATION OF MINIMUM DEPARTURE FROM NUCLEATE BOILING THE LICENSER
CF RATIO WHICHK MADE INVALID AN ORIGINAL CONCLUSION. THE INACCURACY WAS DUER TO A
FAILURE THE VENDOR TO CORRECT " GIVEN VALUE. THE NRC WAS NOTIPIED-PURSUANT TO
TICPRSO,. 721801 (I1) (A, THE PFUEBL VENDOR WIL I'PLEMENT STEPS TO MINIMIZE "HE
LIKELIROOD OF A RECURRENCE. THE REVISED SETPOINT WILL BE REFLECTEL IN A CHANGE
TO THE TECHNICAL SPECIFICATIONS. TH®™ FSAR WILL BR REVISED, THE LICENSER WILL
CONTINUE TO ESEARCH HISTORICAL RECORDS TO DETERNINE WHETHLR THE REACTOR HAS BEEN
OPERATED IN AN UNANALYZED CONDITION. THIS LER IS SUBMITTED UNDER
TOCPRS0. 73 (AL 2YL2LY,

(214 ROBINSON 2 DOCKET 50-261 LER #8-0M)
AUTOMATIC REACTOR TRIP DUE TO TURBINE TRIP F OM TURBINE OVERSPEED PROTECTION.
EVENT DATE: 05'288 REPORT DATE: 061188 NSSS: wp TYPE: PwWR

VENDOR: WESTINGHOUSE ELECTRIC CORP.

(NSIC 209527) ON MAY 12, 1988, AT 1129 KOURS, WITH THE RERACTOR AT &0 PERCENT
POWER, THE PLANT EXPERIENCED AN AUTOMATIC TURBINE TRIP/REACTOR TRIP WHILE
SURVFILLANCE TESTING OF THE TURBINE REDUNDANT OVERSPEED TRIP SYSTEM (TROYTS) WAS
IN PROGRESS, THE TURBINE TRIP WAS CAUSED BY A 2/] TROTS LOGIC, MAINTENANCE HAD
PLACED ONE TROTS CHANNEL IN TEST WHEN A SECOND CHNANNEL SPURIOQOUSLY ACTUATED DUE TO
DEGRADED INSULATION ON ITS SPEED PROBE. THE INSULATION HAS BEEN REPAIRED AND THE
SPEED PROBE REPLACED. THE NRC WAS NOTIFIED OF TRE RIP PUXRSUANT TO
TOCPFRS0. 72(B) (21 (11), SUBSEQUENTLY, THE L.CENSEE POUND THAT THE PERIODIC TROTS
FUNCTIONAL TEST AND CALIBRATION PROCEDURES REQUIRED bY TECHNICAL SPECIFICATION
TABLE 4.7 ITEM 28 HA'E OMITTED THE TROTS SOLENOID VALVES ON THE TURBINE TOP AND
CONTROL VALVES. THE SOLENOID VALVES WERE FPUNCTIONALLY TESTED ON MAY 14, 1984,
AND WILL BE TESTED ON A MONTHLY BASIS. ELIMINATION OF THE TROTS 1S UNDER
EVALUATION. THE REACTOR WAS RETURNED TO POWER OPERATION AT 0146 HOURS, MAY 1§,
1988, THIS LER IS SUBNITTED PURSUANT TO T0CPRSO.73(Nicdreavn,

[21%) ROBINSON 2 DOCKET $0-28) LER §8-01)
SURVEILLANCE TEST EXCEEDED TECK SPEC TES. INTERVAL,
EVENT DATE: 051688 REPORT DATE: 061589 NSSS: we TYPE: PWR
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(NSIC 20960 ON MAY 16, 1988, UNIT 2 WAS OPERATING AT 60 PERCENT POWER. THE
LICENSEE QUALITY ASSURANCE PERSONNEL IDENTIFIED THAT A MONTHNLY OFERATION
SURVEILLANCE TEST HAD EXCEEDED THE PLANT TECH SPEC SECTION 4.0 SURVEILLANCE
INTERVAL OF 1) DAYS PLUS 25% BY APPROXIMATELY 14.5 NOURS. A PORTION OF THE TEST
REQUIRED A CONTAINMENY VESSEL (CV) ENTRY BE MADE. THE TEST WAS STARTED WEDNESDAY,
JANUARY 6, ON THE 1900-0700 SHNIFT AND WAS COMPLETED WITH THE EXCEPTION OF TME CV
PURTION. IT WAS DECIDED THAT, BECAUSE OF PERSONNEL RADIATION EXPOSURE REDUCTION
CONCERNS, THE CV PORTION WOULD BE COMPLETED ON THE FOLLOWING MONDAY WNEN THE NEXT
CV ENTRY WAS SCHEDULED. THE SURVEILLANCE TEST TRACKING MECHANISM DID NOT ALERT
LICENSER OPERATIONS PERSONNEL THAT THE PLUS 25% ALLOWED BY THE PLANT TECH SPECS
WOULD BE EXCEEDED BY THIS DELAY. THE LICENSER OPER TIONS SECTION 1S FPRESENTLY
REVISING THE OPERATIONS MANAGEMENT PROCEDURE TO STR INGTNEN SURVEILLANCE TEST
FCHEDULING AND TRACKING TO PREVENT RECURRENCE. THIJ LER IS SUBMITTED PURSUANT TO
10CPREQ. 73 A IR,

[218) SALEM DOCKERT 50-272 LER 88-0M)
MISSED TECHNNICAL SPECIFICATION SURVEILLANCE DUE TO PERSONNEL ERROR.
EVENT DATE: 081788 REFPORT DATE: 061488 NESS . wWE TYPE: PWR

(NSIC 209608 ON MAY 17, 1988 IT UAS DISCOVERED IHAT THE MONTNLY TECH SPEC
SURVEILLANCE &.0.% FOR APRIL NAD NOT BEEN PERFURMED FOR VALVE 128W)9 (1B DIESEL
SENERATOR COOLING SERVICE WATER VENT VALVE). WHEN A VALVE SURVEILLANCE STROKE
TIME IS5 GREATER THAN 25% OF THE 1AST SURVEILLANCE STROKE TIME, THE SURVEILLANCE
FREQUENCY 18 REQUIRED TO BE INCREASED FROM QUARTERLY TO MONTHLY. THIS WAS THE
CASE WITH VALVE 128WI9. THE MARCH 1988 SURVEILLANCE WAS GPEATER THAN 25% FPpON
THE PRIOR SURVEILLANCE, ALTHOUGH STILL ACCEPTAQLE, RECUIRING AN INCREASE OF THR
SURVEILLANCE FREQUENCY. THE ROOT CAUSE OF THIS EVENT KAS BEEN ATTRIBUTED TO
PEFSONNEL BRROR. THE SURVEILLANCE CHECK-OFF-SHEETS HRAD BEEN NMISFILED. THE VALVE
SURVEILLANCE WAS SUBSEQUENTLY COMPLETED. A COMPLETE & 'VIEW OF THE OPERATIONS
DEP/LRTMENT “CURRENT COPY" SURVEILLANCE FILED WAS PERFPURNED, NO OTHER NISFILED
SURVEILLANCE WERE FOUND, ADDITIONAL CORRECTIVE ACTICN INCLUDES A PROGRAMMATIC
REVIEW TO DETERMINE PROGRAMMATIC IMPROVEMLNTS WHICK WILL MNSURE NO RECURRENCE OF
THIS TYPE OF MISSED SURVEILLANCE AND TRADITIONAL (PRIOR TO MMIS COMPUTERIEED
TRACKING) MANUAL MECHMANISME POR TRACKING OPERATIONS DEPARTMENT SURVEILLANCES WILL
BE IMPLEMENTED UNTIL COMPLETION OF THE REVIEW WITH THE INPLEMENTATION OF
APPLICABLE RECOMMENDATIONS .

[317) SALEN ! DOCKRT §0-272 LER 88.010
POTENTIAL LO3S OF D/G AREAS VENTILATION DUE TO SEISNIC CONCURN DUE TO INADBQUATE
DESIGN REVIEW.

EVENT DATE: 051988 REPORT DATR: 053188 NESS: we TYPR: PWR

OTHER UNITS INVOLVED: SALEM 2 (PWR)

(NSIC 2095C9) ON MAY 19, 1988 IT WAS IDENTIFIED THAT THE SALEM UNIT ' AND UV IT 2
U ESEL GENLRATOR (D/G) AREA TARDOX PIRE SUPPRESSION SYSTEM (EQ: PR RELAY MAY NOT
BE CLASS 'E SEISMICALLY QUALIFIED. THE PAILURE OF THE PR RELAY COULD RESUIT 1IN
THE LOSS OF THE D/G AREA VENTILATION SYSTENM (VJ))., THIS WA' JECOVERED DURING THE
PREFARATION OF A DESIGN CHANGE PACKEAGE ASSOCIATED WITH THEF /G AREA CARDOX SYSTEM
COATROLS . THE ROOT CAUSE OF THIS FVENT HAS LEEN ATTRILUTED TO INADEQUATE DESIGN.
THE D/G AREA CARDOX SYSTEWM MAS EXISTED FOR THE LIFE OF THE FLANT WITH NININMAL
CHANGE, THE SEISNIC QUALIFICATION OF THE CARDOX SYSTEM PCT RELAY WAS wNOT
CONGIDEREU WHEN IT WAS ORIGINALLY DESIGNED. PROCEODURAL MODIFICATIONS MAVE BREN
NADE TO PROVIDE OPERATIONS PERSONNEL WITH INSTRUCTIONS TO RESET TNE RELAY AFTER A
SEISMIC EVENT. THEY WILL BE TRAINED (N THE EXACT PHYSICAL LOCATION OF THE RELAY
AND MOW TO RESET IT. UNTIL TUR OPERATORS ARE TRAINED, SITE PROTECTION DEFPARTHENT
PERSONNEL ARE AVAILABLE TO RESHET THM RELAY. S/TE PROTECTION KAS AN EXISTING
PROCEDURE WHICH ADDRESSES THIS RELAY. A DESIGN CHANGE WILL BE DEVELOPED TO
BLININATE THE SEISMIC C /NCERN ASSOCIATED WITH THE PR RELAY.



[218) SALEM 2 DOCKET $0-311 LER 88-007
REACTOR TRIP DURING STARTUP DUE TO ELECTRO-HYDRAULIC CONTROL EQUIPMENT PROBLENMS.
EVENT DATE: 042288 REPORT DATE: 052088 NSSS: wE TYPE: PWR

(NSIC 209459) ON APRIL 22, 1988 AT 1478 MOURS, A TURBINE TRIP OCCURRED AS A
RESULT OF NO. £4) STEAM GENERATOR (S5/G) MIGH-HIGHN LRVEL (67%). POLLOWING TNE
TUKBINE TRIP, A REACTOR TRI"™ OUCURRED DUE TO THE PLANT BEING ABOVE 10% POWER
(PERMISSIVE P-7). A REVIEW OF THE EVENT REVEALED THAT JUST PRIOR TO THE TURBINE
TRIP REACTOR POWER INCREASED FROM APPPOXIMATELY '2% TO 18%. THIS POWER INCREASE
APPARENTLY CAUSED LEVEL IN NO. 23 $/G TO iNCREASE (SWELL) RAPIDLY PEAKING AT
APPROXIMATELY 67%. THE APPARENT CAUSE OF THIS EVENT HAS BEEN ATTRIBUTED TO
ELECTRO-HYDRAULIC CONTROL (ENC) EQUIPMENT PROBLEMS. THE ENC RATE AMPLIFISR CARD
WAS REFLACED AND THE ENC WAS SUCCESSFULLY TESTED. OPERATIONS MANAGEMENT HAS
REVIEWED THIS EVENT. DISCUSSIONS WITH THE INDIVIDUALS INVOLVED WAVE BREN
COMPLETED. OFPERATING DEFARTMENT PROCEDURES WILL BE REVIEWRD TO ENSURE
APFROPRIATE GUIDANCE IS PROVIDED FOR ENC OPERATION. ENGINEERING INVESTIGATIONS
OF THR ENC CONTROL CONCERNS DURING PLANT STAKTUP ARE CONTINUING. A LICENSE
CHANGE REQUEST (NO, 87-00) HAS BEEN SUBM.TTED TO THE 4RC MODIFPYING THE LOGIC FOR
A REACTOR TRIFP SUBSEQUENT TO A TURBINE TRIP. FPRESENTLY, A TURBINE TRIF/REACTOR
TRIP WILL OCCUR WHEN REACTOR POWER 15 GREATER THAN OR BQUAL TO 108 (P-7), THR
CHANGE WILL REQUIRE A TURBINE TRYP/REACTOR TRIP TO OCCUR WHEN REACTOR POWER 1S
GREATER THAN OR BQUAL TO S0% (P-9).

1219) SALEN 2 DOCKRT §0-311 LER #8-000
SURVEILLANCE OF FIRE PROTECTION SURVEILLANCE VALVRE MISSED DU® TO PERSONNEL ERROR,
EVENT DATE: 0426848 REPORT DATE: 0525808 NSSS: we TYPE: PWR

(NSIC 209460) ON AFRIL 26, 1988 IT WAS DISCOVERED THAT VALVE 2FPI147 (PIRR
PROTECTION CONTAINMENT ISOLATION VALVE) WAS NOT SURVEILLED ON PEBRUARY 10, 1988,
AS REQUIRED BY TECH SPEC SURVEILLANCE 4.0.5. THIS SURVRILLANCE IS REQUIRED TO BB
PERFORMED EVERY 92 DAYS. THE APPARENT CAI'SY OF THIS RVENT HAG BEEN ATTRIBUTED TO
FPERSONNEL ERKOR. THIS EVENT HAS BEEA REVIEWED BY OPERATIONS DEPARTNENT
MANAGEMENT. APPROPRIATE CORRECTIVE DISCIZLINARY ACTION MAS BEEN TAKEN WITH TR
INDIVIDUAL(S) INVOLVED. ADDITIONALLY, THIS EVENT WILL BE REVIEWED WITH
OPRRATIONS DEPARTMENT PERSONNEL. THE NEED TO MAINTAIN ATTENTION TO DETAIL WILL
BE STRESSED. THE PROCEDURE HAS BEEN RAVISED TO ADDRESS A REQUIREBMENT TO SURVEILL
THE SFPIAT VALVE ANI' THE 2PP148 CHECK VALVE AT THE SAMST TINE THURERY REQUIRING
DELUGE ISOLATION ONLY ONCE.

[220) SALER 2 POCKET 50.31) “ER #9800
LACK OF BACKUFP OVERCURRENT PROTECTION FOR 37 ELECTRICAL CIRCUITS PENETRATING
CONTAINNENT DUER TO INADEBQUATE DESIGN REVIOW,

EVENT DATE: 050988 REPORT DATE: 060888 NISS: we TYPE: PWR
OTHER UNITS INVOLVED: SALEM ' (PWR)

(NSIC 209529) ON S/9/88 AT 1500 HOURS, IT WAS IDENTIFIRD THAT FOR )7 BLECTRICAL
CIRCUITS PENETR. TING CONTAINMENT, THE BACKUP OVERCURRENT PROTECTION DEVICE WOULD
NOT OPERATE IN SU. ICIENT TIME TO FRECLUDE THERMAL DAMAGR TO THE PANETRATION
ASSEMALY IN THE EVENT OF A PAILURE GF "HE PRIMARY DEVICR. SUBSEQUENTLY, TRCN
EFEC 3. 8.3.) WAS ENTERED. THIS WAS DISCOVERED AS PART OF THE SALEM STATION
ELECTRICAL DISTRIBUTION SYSTEN LDESIGN BASIS REVIEW. THE ROOT CAUSE OF THIS EBVENT
1§ ATTRIBUTED TO INADEQUATE DESIGN REVIEW. CORRECTIVE ACTIONS INCLUDE PREPARATION
OF A DETAILED CALCULATION FOR CONTAINMENT BLECTRICAL PENETRATION OVERCURRENT
FROTECTION. A COMYLETE REVIEW OF THE BALANCE OF THE CIRCUITS PENETRATING
CONTAINNENT BUT NOT LISTED IN THE TECKNMICAL SPECIFICATIONS WAS MEEN INITIATED.
THE SALEM UNIT 2 CIRCUITS WILL BE ANALYIED AND NECESSARY MODIPICATIONS WIL. BB
COMPLETED PRIOR TO RETURNING TRJ UNIT TO SERVICE POLLOWING TAR UPCONING REPUBLING
OUTAGE. FIVE OF THE AFFECTED CIRCVITS, “SSENTIAL TO CONTINUED OPERATION OF THE
UNIT, NAVE BEEN MODIFIED BY INSTALLATION OF AN ADDITIONAL OVERCURRENT PROTECTION



DEVICE IN SERIES WITH THE EXISTING PRIMARY OVERCURRENT PROTECTION DEVICE.
ALTHOUGH NOT PART OF THE SALEM UNIT ' DESIGN BASIS, PSELG WILL CONDUCT A SIMILAR
EVALUATION OF THE SALEM UNIT | CIRCUITS AND COMPLETE ANY REQUIRED MODIFICATION
PRIOR TO RETURNINC THE UNIT TO SERVICE.

{421 SALEM 2 DOCKET § . 311 LER #8-009
REACTOR TRIF PROM 7% POWER DUE TO CONTROL ROD DROPFED,
EVENT DATE: 051388 PEPORT DATE: 053188 NSES: wE TYPR: PWR

(NSIC 200499, ON MAY 13, 1988 AT 2049 HOURS, A REACTOR TRIP OCCURRED. THE FIRST
QUT INDICATION WAS "POWER RANGE NEGATIVE FLUX TRIP." AT THE TINE OF THE TRIP,
REACTOR POWER WA BEING REDUCED TO BATWEEN B5% AND 908, VIA ROD INSERTION, TO
SUPPORT PERFORMANCE OF TECH SPEC SURVEILLANCE &.3.64.2. INVESTIGATIONS REVEALED IT
18 MIGNLY PROBABLE THAT CONTROL ROD NO. D3 MA) DROFPPED RESULTING 1IN THE NEGATIVE
RATE TP1¢. TESTING TO DETERMINE WHY THE CONTROL ROD DROPPED WAS TRIP. TESTING
TO DETERMINE WHY THER CONTROL ROD DIOPPRED WAS INCONCLUSIVE, THE 218D POWER
CABINET ALABN CIRCULTRY CARD WAS REBVLACED, “'FE UNIT WAS RETURNED TO SERVICE ON
MAY 15, 1988, NO FPURTHER PROBLENF OR CONCER (S ASSOCIATED WITH THE CONTROL RODS
HAVE BEEN IDENTIFIED,

[232) SaLEN 2 DOCKRT $0-311 LER #8-0M
TECHNICAL SPECIFICATION SURVEILLANCE &.7 10.1.C PERFORMED LATE DUE TO INADEQUATE
COMMUNICATION,

EVENT DATE: 052388 REPORT DATE: 061488 NSSS, we TYPE: PWR

(NSIT 209623) OM MAY 23, Y988 IT WAS IDENTIFIED THAT TECHNICAL SPECIFICATION
SURVEILLANCE &.7.90.1,1.C WAS LATE. IT WAS REQUIRED TO BE PERFORMED NO LATER
THAN MAY 22, '988. THE SURVEILLANCE WiS SUCCESSPULLY CONMPLETED ON NMAY 23, 1988,
THR ROOT CAUSE LP THIS EVENT HAS BEEN ATTRIPUTED TO INADEBQUATE COMMUNICATIONS
BETWELN NUCLEAR FIRE AND SAFETY DEPARTMENT (NFSD) SUPERVISION AND NPSD MANAGEMENT
AND/UR STATIUN MANAGEMENT. THE NFSD SUPERVISOR(S) INVOLVED IN THNIS EVENT HAVE
BEEN COUNSELED BY NFSD MANAGENENT. NFSD MANAGEMENT HAS REVIEWED THIS BVENT WITH
NFED JVEPARTMENTAL SUPERVISION STRESSING THE IMPORTANCE OF ADBQUAIL COMMUNICATIONS
WITHIN THE DEPARTMENT AND WITH OTHER LEPARTMENTS. ADDITIONALI™ SALEM STATION
MANAGEMENT WILL ISSUBR A LETTER TO STATION SUPERVISION ADDRESSIN. THIS EVENT BY
JUNE 17, 1988, THE INMPORTANCE OF ADEQUATE COMAUNICATIONS WILL #B STRESSRD.

13233 SAN ONOFRE ) DOCKRT 30-206 LER #0-000
INADVERTENT OMISSION OF SAFETY IFJPCYION VENT VALVES FROM LOCAL LEAX RATE TESTING
(LLRET) FROGRAN.

EVENT DATE: 0534ns REPORT DATE: 06i)08 NESSE . we TYPR: PWR

(NSIC G0970%) ON S/26/08, WITH UNIT ' IN MODE S5, IT WAS LETERMINED THAT, CONTRARY
TO TECHNICAL SPRCIFICATION &.3.7 111, CONTAINMENT (SOLATION VALVE LEAEAGE BATE
TRSTS (TYPE C), THE CONTAINMENT IGOLATION VALVES ASSOCIATED WITH PENETRATION B'S
(BY-T02A, B, C, AND D), WHICH ARE USED TO VENT SAPETY INJECTION SYSTEM (S15) LOOP
B OAND € INJECTION LINES, HAD BEEN OMITTED FRONM THE TYPE C LOCAL LEAEAGE BATE TEST
(LLET) FPROGRAM SINCE THE VALVES WERE INSTALLED IN V974, THE INDIVIDUALS wWHO
INITIALLY EVALUATED UNIT ' POR CONMFLIAN'E WITH APPEMTIX J (WHICH IS DESCRITED 1IN
SCE'S APRIL 1976 SUBNITTAL REGARDING THE SUBJECT ) DID NOT ADBQUATELY REVIEW ALL
DESIGN DISCLOSURE DOCUMENTS TO ENSURE THAT ALL PENETRATIONS WERE PROFPERLY
CONSIDERED FOR LEAK RATE TESTING. LEAKAGE TRSTS NAVE RECENTLY BEFN FERFORMED ON
SV-T0A, B, T, AND D, THE NMEASURED LEAKAGE WAS NINOR AND ITS CONTRIBUTION TO
TOTAL CONTAINMENT LEAKAGE WAS MINIMAL. A DESIGN CHANGE WILL BF INPLEMENTRED
DURING TRE CYCLE '0 REFURLING OUTAGE TO PROVIDE LLRT TEST CONNECTIONS FOR
FENETRATION B'5, AND THE VALVES WILL FE ADDED TO THE LLRT FPROGRAM, THE LLEY
PROGRAM WILL BE REVIEWED TO ENSURE THAT ALL PENETRATIONS WHICH ARE SUBJECTY TO
TYFRE C TESTING ARE INCLUDED. THE ROOT CAUSE BVALUATION OF THIS CONDITION 15



CONTINUING. WHEN THIS EVALUATION -85 COMPLETE, THIS LER WILL F% REVISED TO ADDERESS
THE PINDINGS AND THE RESULTING CORRECTIVE ACTIONS.

[44d4) SAN ONOFRE DOCKET 50-206 LER 88-009
POTENTIAL DIRSEL GENERATOR LOADS IN EXCESE OF TECHNICAL SPECIFICATION
REQUIREMENTS

EVENT DATE: 052688 REFORT DATE: 062788 NSSS: wR TYPE: PWR

VENDOR: TRANSAMERICA DELAVAL

INSIC 209702 ON MAY 26, "98E, AT 1500, WITH UNIT ) IN WMODE S, IT WAS DETERNINED
THAT THE MAXIMUM ELECTRICAL LOAD, WHICH COULD BE INPOSED ON THE UNIT ' EMERGENCY
DIESEL GENERATORS (DG-! AND DG-2), WAS IN EXCESS OF THE TECHNICAL SPRLIPICATION
4.4 LIMIT OF &,72% KILOWATTSE (KW) FOR BACH DG. SUBSEQUENT EVALUATION DETERNINED
THAT THE MAXIMUM LOADING ON DG-' AND DG-2 WAS APPROXINATELY 5,750 KW AND 5,020
KW, RESPECTIVELY. LOADS IN EXCESS OF 4,725 KW COULD OCCUR DURING THE BARLY
STAGES OF POSTULATED EVENTS WHICK REQUIRE INJECTION OF BORATED WATER FRON THE
FEFUELING WATER STORAGE TANK (RWET) INTO THE REACTOR COOLANT SYSTEN. THE MAXIMUM
TIME DURING WNICH ELECTRICAL LOADS ON D.§ WOULD EXCEED 4,725 FW I§ LESS THAN )0
MINUTES DURING A LOSS OF COOLANT ACCIDENT CONCURRENT WITH A LOSS OF OFP-SITH
FOWER., THESE POTENTIAL OVERLOAD COWMDITIONS WERE DUE TO CALCULATION ERRORS AND AN
INADEQUATE UNDERSTANDING OF LOADS ON THE DGS AND THE BASES FOR THOSE LOADS. THR
ROOT CAVER IS STILL BERING INVESTIGATED AND WILL PE ADDRESSED IN A REVISION TC
THIS LER. AS INMEDIATE CORRECTIVE ACTION, MEMPERS OF THER RESPONSIBLE
ORGANIZEATION WAVE: (') REVIEWED THIS EVENT AND (2) RECEIVED TRAINING IN PROPER
METHODOLOGY AND APPLICATION OF DESIGN RELATED PROCEDURAL REQUIREMENTS .
ADDITIONALLY, BASELINE CALCULATIONS HAVE BEEN DEVELOPED AND METHODS FOR MATCNING
THE DG LOADS WITH TS LIMITATIONS ARE BEING EVALUATED.

[22%) SAN ONOFRE 2 DOCKET 50-)36) LER #8-009
SPURIOUS TRAIN 'B° TOXIC GAS ISOLATION SYSTEM ACTUATION ON NIGH CHLORINE LEVEL.
EVENT DATE: 042888 REPORT DATE: 052788 NSSS: C@ TYPR: PWR

OTHER UNITS INVOLVED: SAN ONOFRE 1 (#wWR)
VENDOR i WALLACE & TIERMAN, INC.

(NEIC 209822) AT 1220 ON S/28/63, WITH UNIT 2 AND ) IN MODE ' AT 100% AND 97%
ERACTOR POMER, RESPECTIVELY, TRAIN '8’ OF TH® TOXIC GAS ISOLATION SYSTEM (TGIS)
INITIATED BOTH TRAINS OF THE CONTROL ROOM EMERGENCY AIR CLEBANUP SYSTEM (CREACUS)
ON A HIGH CHLORINE GAS SIGNAL. CREACUS OPERATED IN THE ISOLATION MODE AS
DESIGNED FPOLLOWING THE ACTUATION, UNTIL IT WAS DETERMINED THAT THE SIGNAL wWAS
SPURIOUS AND NO CHLORINE GAS WAS PRESENT. THEVY I8 NO SAFETY SIGNIPICANCE TO
THIS EVENT SINCE ALL TGIS AND CREACUS COMPONENTS OPERATED As DESIGNED, PAILURE
OF THE CHLORINE GAS DETRCTOR ASSEWMBLY, WHICH CAUSED A MIGH CNLORINE GAS LEVEL
SIGNAL TO BE GENERATED, IS BELIEVED TO BR THE CAUSE OF THE TG1& TRAIN '
ACTUATION. AN INVEST/GATION INTO THE PAILURE OF THE CNLORINE GAS DETECTOR BY SCB
HAS BEEN UNABLE TO CONCLUSIVELY JUENTIFY WHAT CAUSED THE ASSEMALY TO PAIL. THE
ASSEMBLY WILL BR SENT TO AN OFFSITE LABORATORY TO UNDERGO PURTHER TESTING IN AN
ATTENFT TO DETERMINE THE PAILURE MECHANISN. A SUPPLENENTAL LER WILL BE SUBNITTED
UPON COMPLETION OF THIS INVESTIGATION. THE CHLORINE DETECTOR ASSENBLY WAS
REFPLACED AND FOLLOWING SUCCRSSPUL TRSTING, TGIS TRAIN 'S WAS RETURNED TO SRRVICE.

1336 SAN OpOTERR 3 SOCKET 50-)4) LER #8-000
INCFERABILITY OF BOTH ERERGENCY CHILLED WATYSE SYSTEN TRAINS DUE TO LOW PREON
LEVEL.

EVENT DATE: 050484 REFPORT DATE: CeOhie NESS, Cn TYPE: WwR

OTHER UNITS INVOLVED: SAN ONOPRE ) (9WR)
VENDOR: CARRIER AIR CONDIYIONING CO.

CHEIC J09645) AT 0745 ON RAY &, Y588, WITH UN'T J OPERATING AT 100t POWER AND
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UNIT J IN COLD SHUTDOWN, TRAIN 'A' OF THE EMERCENCY CHILLED WATER SYSTEM (ECWS)
WAS DECLARED INOFPERABLE AS A RESULT OF A LOW FREON LEVEL IN EMERGENCY CMILLER
ME)SE. SINCE THE TRAIN 'B' CONTROL ROOM I1SOLAT.OR SYSTEM (CRIS' MONITOR
(2/IRT-7825) WAS INOPERABLE AT THE TINE, THR OFERATORS ELECTED TO MANUALLY START
TRAIN 'B' CONTROL ROOM EMERGENCY AIR CLEANUF SYSTEM, WHICN AUTOMATICALLY STARTED
EMERGENCY CHILLER MEXIS. AT 0800, MEIIS TRIPPED ON LOW REFRIGERANT TEMFERATURE,
DUE TO LOW FREON LEVEL, TNERERY RENDERING ECWS TRAIN 'B° INOPERABLE. SINCE TECH
SPEC ).7.00 FOR BCWS DORS NOT ADDRESS INOPERARILITY 9F BOTH ECWS TRAINS, THIS
CONSTITUTED ENTRY INMTO TECH SPEC 3.0.3., AT 0859, A YOM3IR REDUCTION CONMMENCED.
AT 1105, POLLOWING THE ADDITION OF FREON AND SUCCESSPUL TRETING, RME)IE WAS
DECLARED OPERABLE AND TECN SPEC ) . 0.3 WAS EXITED, THE FOVWER REDUCTION WAS
TERMINATED AT THIS TIME. NO GUIDANCE HAD BEEN PROVIDED BY THE VENDOR OF THE
EMORGENCY CHILLRRS REGARDING AN ACCEPTABLE FREON RANGE. RECAUSE DESIGN
FEQUIREMENTS REGARDING ACCEPTARLE FPREON LEVELS WERE NOT SPECIFIED, FREON LEVEL
REQUIREMENTSE WERE NOT ADEQUATELY ADDRESSED IN STATION FPROCEDURES. AS CORRECTIVE
ACTION, OPERATING GUIDELINES FOR MAINTAINING FREON LEVEL IN THE EMERGENCY
CHILLERS MAVE BEEN ORVELOPED. APFROFPRIATE PROCEDURES WILL BE REVISED TO
INCORFPORATE THESE GUIDBLINES.

(2237 SAN CNOFRE 2 DOCKET S0-38) LER BR-0M
FUEL MANDLING ISOLATION SYSTEM TRAIN ‘A’ ACTUATION DUER TO FAILURE OF RADIATION
MONITOR 2RT-7822 POWER SUPPLY.

SVENT DATE: 0512898 REPORT DATE: 081388 NELAS: CB TYPE: PWR
VENDOR: INTERRATIONAL RECTIFIER
ROTOROLA

NUCLEAR MEASUREMENTS CORP.

(NSIC 209646 ON MAY 12, 1988 AT 1100, WIYN UNIT 2 AT 1008 REACTOR POWER, THE
TRAIN "A" FUEL WANDLING ISOLATION SYSTEM WAS ACTUATED BY RADIATION MONITOR GAS
CHANNEL 2RI-TH2IRT. AFTER THE AIRBORNE ACTIVITY LEVELS IN THE PR WERE
DETERMINED TO BE NORFAL, PHIE TRAIN "A" WAS SECURED., THE MONITOR WAZ PLACED IN
BYPASS AND THE PHE VENTILATION SYSTEM WAS RETURNED "0 NORMAL. ALL PHIS TRAIN A"
COMPONENTS PUNCTIONED AS DESIGNED. THE REDUNDANT PHIS TRAIN "B" REMAINED
OFPERABLE THROUGHOUT THE EVENT. THE ACTUATION WAS DUR TC LOSS OF POWER IN THE
BADIATION MONITOR MODULE RESULTING FROM A FPAILURE OF A -15 VDC POWER SUPPLY
(COMPONENTSE AFPFECTED INCLUDED A CAPACITOR, DIODES AND A VOLTAGE REGULATOR). A
SPARE MODULE WILL BE MODIFIRD TO CONFORM TO THRE CURPRENT DRSIGN FOR THR REASONS
DISCUSSED IN LER SE.006&, DOCKET NO. 50-362: WHEN THIS WMODIPICATION IS COMPLETRD,
THE SPARE MODULE WILL BE INGTALLED TO REPLACE THE FPAILED MODULE. IN ABDITION,
THE IRI- 78228 MODULE INTERFPACING CIRCUITSE 'COMPONENTS WAVE BEEN TESTED AND
DETERMINED TO BE OPERATING SATISFACTORILY. THE SCR ENGINERRING INVESTIGATION TO
DETERMINE TH® ROOT CAUSE OF THE POWER SUPPLY FAILURE IS CONTINUING. THE MODULE
WITH THE FPAILED COMPONENTS WILL BE SENT TO AN OFPSITE ELECTRICAL ENGINEERING
LABORATORY POR ANALYEDS,

43w SAN ONOFPRE ) DOCKET 50-362 LER 87.071 RV 02
UPDATE ON BREACTOR TRIP ON LOW STEAM GENERATOR WATER LEVEL DUE TO INTERNMITTENT
LOSS OF POWER IN INSTRUNENT BUR.
EVENT DATR: 082187 REPORT DATE: 060362 NESS: C# TYRE: PWR
VENDOR: POXBORD CO., THE

FACIFIC SCIEBNTIFIC CORMPANY

(NSIC 209575) ON JUNE 21, 1957 AT 0258, WITH UNIT 3 IN NODE ' AT 1008 POWER, THE
SRACTOR AUTOMATICALLY TRIFPPED ON LOW STEAM GENERATOR (S$G) WATER LEVEL. THR LOW 56
WATER LEVEL WAS CAUSED BY AN INTERMITTENT LOSS OF POWER IN ONE PHASE OF A 20 VAC
NON-'E INSTRUMENT BUS WHICH RESULTED IN THE "HARILITY TO CONTROL RMAIN FEEDWATER
AND THE CONSEQUENT REDUCTION IN SG WITER LB\ JL. LEVEL CONTINUED TO DECREASE TO
THE LOW LEVEL REACTOR TRIF AN" ENERGENCY FREEDWATER ACTUATION SET POINT.

POLLOWING THE REACTOR TRIP. 130 VAC NON-'E POWER RETURNED AND MAIN PEEDWATER FlLOW



RESUMED. THE WATER LEVEL IN SG EO88 INCREASED FROM THE LOW LEVEL TRIP SET POINT
TO ABOVE THE WIGH LEVEL ALARN SET POINT AS OPERATORS WERE 1MP!EMENTING THEIR
IMMEDIATE POST-TRIP ACTIONS IN ACCORDANCE WITH EMERGENCY OPERATING INSTRUCTIONS
(BOIS)., THIS RESULTED IN COOLING DOWN OF THE REACTOR COOLANT SYSTEM (RCS) TO
BELOW THE SAFETY INJECTION ACTUATION SIGWAL (SIAS) SET POINT. TKE 120 VAC POWER
MALFUNCTION WAS DETERMINED TO BE DUE TO A LOOSE BOLT CONNECTING THR “B" PNASE OF
INSTRUMENT BUS #) TO THE MAIN BUS BARS OF THE NON-'E UNINTERRUPTABLE POWER SUPPLY
(UPS) MAIN DISTRIBUTION SWITCHROARD, WHICH RESULTED IN INTERMITTENT LOSS OF
CIRCUIT CONTINUITY. INIS WAS EVIDENCED BY ARCING AND PITTING AT THNE CONNBCTION,
AND CONFIRMED BY SUBSEQUENT DUPLICATION OF POWER INTERR PTIONS WHEN THE ASSEMALY
WAS MANUALLY MOVED.

|229) SEQUOYAN DOCKRT $0-327 LER #7-050 Rav 02
UFDATE ON THE CONTAINMENT SPRAY PUNPS WILL NOT DELIVAR THE DESIGN BASIS FLOW RATw
DUE TO A DESIGN DRFICIENCY.

EVENT DATE: 072380 REPORT DATE: 060288 NSSS: we TYPE: PWR

OTHER UNITS INVOLVED: SEQUOYAN 2 (PWR)

(NSIC 309507) THIS LER IS BERING REVISED TO PROVIDE CORRECTIVE ACTIONS TO PREVENT
RECURRENCE OF THE SUBJECT CONDITION AND TO PROVIDR THE CURRENT STATUS OF
CORRECTIVE ACTIONS., ON JULY 23, 1987, WITH UNITS ' AND 2 1IN MODE § (0 PERCENT
POWER, & PSIG, V1) DEGREES F AND 0 PERCENT POWER, ATMOSPHERIC PRESSURE, 134
DEGREES F, RESCACTIVELY), IT WAS DETERMINED THAT THE CONTAINMENT ‘PRAY ~YSTENM
(CSS) PUNPS COULD NOT DELIVER THE &, 750 CPM FLOW SPECIFIED IN THE SEQUOYAN
NUCLEAR PLANT (% ,N) FINAL SAFPETY ANALYSIS REPORT (PSAR) AND ACCIDENT ANALYSIS,
DUE TO AN UNDERSIZED FLOW ORIFICE AND i PUMP DISCHMARGE PRESSURE ACCEPTANCE
CRITERIA WHICH WAS TOO LOW, THE PUMPS MAY ONLY DELIVER A FLOW RATE OF &, 400 GPNM
AT THE CS5S HEADERS. THIS CONDITION WAS DETERMINED TO BE THE RRSULT OF A DESIGN
DEFICIENCY, DNE COULD NOT LOCATE THE ORIGINAL DESIGN CALCULATION, AND WHEN NEW
CALCULATIONS WERE GENERATED, THE EXISTING DRSIGN COULD NOT BR JUSTIPIRD. TO
CORRECT THIS DEFICIENCY, THE PLOW ORIFPICE HAS BREN BORED OUT SUCH THAT
ESSENTIALLY, NO ORIFICE WILL REMAIN IN THE CSS LINE., ALSO, A TECHNICAL
SPECIFICATION CHANGE HAS BEEN SUBNITTED TO INCREASE THE ACCEPTANCE CRITERIA POR
THE FUMPS' TOTAL DISCHARGE WEAD PRESSURE. EXISTING ANALYSIS INDICATES THAT IF A
DESIGN BASIS ACCIDENT OCCURRED, WHICH REQUIRED THER USA OF THE ©§§ WITH THR
REDUCED FLOW RATE, THE MAXIMUM CONTAINMENT PRESSURE WOULD NOT HAVE INCREASED
ABOVE THE B(N.

(230} SEQUOYAN ! DOCKRT 50-327 LER 87072 mEV 02
UPDATE ON ENGINEERED SAFETY FEATURE BLUIPNENT ROOM COOLERS WERE INADEQUATE POR
HEAT LOADS DUE TO INADRQUATE DESIGN INPUTS INTO DRSIGN CALCULATIONS.

EVENT DATE: 117087 REPORT DATE: 061400 NS5S. wy TYPR: PR

OTHER UNITS INVOLVED: SBQUOYAN 2 (PWR)

VENDOR: PORTER, W. K. COMPANY, INC,

(NSIC 2099582) THIS LER 1o BEING REVISED TO PROVIDE ADDITIONAL INPORMATION
FELATING TO THE CORRECTIVE ACTION TVA MAS TAKEN TO ENSURE THAT THE ENGINEERRED
SAFETY FEATURE (ESP) COOLERS NAVE SUPPICIENT CAPACITY TO REMOVE THE PREDICTED
POSTACUIDENT HEAT LOAD AND MAINTAIN AREA ROONM TENPERATURES WITHIN THE ENVIRONMENT
QUALIFICATION TENPERATURE PROFILES OF THE PARTICULAR BQUIPMENT. ON 11/10/87,
UNITS ' AND 2 WERE IN MODE § (COLD SHUTDOWN) WHEN A POTENTIAL REPORTAMLE
OCCURRENCE WAS INITIATED WHICH CONCLUDRD THAT SEVERAL OF THE USSP COOLERS HAD
INSUFFICIENT AIR FLOW TO MAINTAIN AREA TEMPERATURES WITHIN THE ENVIRONNMENTAL
QUALIFICATION TENPERATURE PROFILES. THIS ORPICIPNCY WAS DISCOVERED THROUGH A
CALCULATION REVIEW PROGRAM WHEN IT WAS FOUND THAT INFROPER DESIGN INPUTS WERE
USED IN THE CALCULATIONS, RESULTING IN INADEQUATE COOLER DESIGN PARANETERS. INE
ROOT CAUSE WAS ATTRIBUTED TO THE LACK OF AN ADRQUATE DRSIGN CONTROL PROGRAN AT
THE TINE THE CALCULATIONS WERE FERFORNED. RECURSENCE OF THE ROOT CAUSE 1§
PREVENTED THROUGH THE USE OF NUCLEAR ENGINEERIMG PROCEDURES WHICH WERE NOT
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AVAILABLE AT THE TIME THE ORIGINAL CALCULATIONS WERE (ERFORMED, CORRECTIVE
ACTIONS, WHICH ARE FIELD COMPLETE FOR UNIT 2, INCLUDE INCREANED COOLER AIR FLOW
RATES CLEANING OF THE COCLER COILS, AND CHANGES TO PAN MOTORL AND DUCT WORK
CONFIGURATION.

(231 SEQUUYAN ! DOCKERT 50-327 LER 87077 REV O
UPDATE ON INADEQUATE DESIGN OF THE CONTAINMENT ISOLATION SYSTEM FOR THE NYDROGEN
ANALYIRRS COULD RESULT IN BYPASS LEAKAGE FOLLOWING A LOSS OF COOLANT ACCIDENT.
EVENT DATE: ‘20787 REPORT DATE: 060788 NESS: wE TYPE: PWR

OTRER UNITE INVOLVED: SEQUOYAN 2 (PWR)

(NSIC 2095%52) THIS LER 1S SEING REVISED 0 DFTAIL THE DIPFERENCES IN THE
CORBBCTIVE ACTION POR UNITS ' AND 2. ON 12/7/87, WITH UNITS ' AND 2 ID MOLRE 5, A
CONDITION WAS IDENTIF'ED WHICH COULD WAVE RCSULTED IN BYPASS LEAEAGE POLLOWING A
DESIGN BASIS LOCA, THE WYDROOEN ANALYIER SYSTEM (MAS) INSTALLED IN BACH UNIT OF
THE SEQUOYAN NUCLEAR PLANT (SQN) UTILIZES A SMALL ANOUNT OF CONTROL AIR TO ACT AS
A REAGENT GAS. A SAMPLE PROM THE CONTAINMENT ATMOSPHERE IS MIXED WITH THE
REAGENT GAS IN THE HYDROGEN ANALYZER MODULE (LOCATED IN THE ANNULUS INSTDE THE
REACTOR BUILDING), ANALYZED FOR HYDROGEN CONTENT, AND RETURNED TO CONTAINMENT.
DURING THE REVIEW OF AN HAF RELATED ECN, TVA DISCOVERED THAT THE CURRENT MWAS
DESIGN REFPRESENTED A POTENTIAL PATHWAY FOR RADIOWUCLIDES WO ESCAPE TO THE
ENVIRONMENT . THE HAS ISOLATION VALVES LOCATED INSIDE CONTAINNENT ARE ALR
OPERATED VALVES WHICH FAIL IN TH® OFEN POSITION. IF A LOCA OCCURRED CONCURRENT
WITH A SINGLE FAILURE OF ONE TRAIN OF CONTROL AIR, THE CONTAINMENT PRESSURE WOULD
EVENTUALLY EXCEED THE PRESSURE IN THE CONTROL AIR LINE FEEDING REAGENT AIR TO THE
HYDROGEN ANALYZER MODULE. RADIONUCLIDES FROM THE CONTAINNENT ATHOSPHERE COULD
THEN BE TORCED BACK THROUGH THE CONTROL AIR LINE AND BE RELEASED TO AREAS OF THE

AUXILIARY BUILDING NOT COVERED BY THE AUXILIARY BUILDING GAS TREATMENT SYSTEM
CABGTS)

1242) SEQUOYAR 1 DOCKRT $0-327 LER G8-019 REV O
UPDATE ON REACTOR TRIP SIGNALS GENERATED FROM ELECTRONAGNETIC INTERFERENCE CAUSED
BY WELDING MACHINE OPERATED ON HIGH FREQUENCY NEAR SOURCE RANGE NUCLEAR
INSTRUMENT CABLING,

EVENT DATE: Q4iase REFOPT DATE: 067668 NESS: we TYPR: FPWR

VEADOR: WESTINGHOUSE ELECTRIC CORF.

(NSIC 200629) THIS REPORT 1§ REVISED TO PROVIDE INFORMATION ON CORRBCTIVE ACTION
TO PREVENT RECURRENCE, ON APRIL 26, 1988, AT 2208 RDT, UNIT ' WAS IN COLD
SHUTDOWN WITH THE REACTOR TRIP BREAKERS OFPEN, A REACTOR TRIF SIGNAL WAS GENLRATED
FROM A SOURCE RANGE (%) NUCLEAR INSTRUMENT CHANNEL SPIKE. THE REACTOR OPERATOR
(RO ACENOWLEDGED THE ALAFN AND SUBSEQUENTLY CONTACTED MODIFPICATIONS PERSONNEL
THAT WERE ENOWN TO BE IF CONTATNMENT PERFORMING WELDING TASKS. THE RO HAD
SUSPRECTED A WELDING MACHINE BEING USED BY MODIFPICATIONS PERSONNERL AS THE CAUSE OF
THE SR SFINE. THE WELDING MACHINE WAS OFELATED AT HIGR PREQUENCY AGAIN TO
ASCERTAIN THAT IT WAS THE CAUSE OF THE SR SPIEE. UPON DOING S50, A SIMILAR SPIKR
AND A BEACTOR TRIF SIGNAL WERE GENERATED BY THE SR CHANNEL. ON RAY 2, 1988, AT
2708 EDT WITH UNIT | IN COLD SHUTDOWN WITH /NE BREACTOR TRIF BREAKERS OPEN,
ANOTHER REACTOR TRIFP SIGNAL WAS GENERATED FPRONM THE SR CHANNEL. THR RO
ACKNOWLEDGED THE ALARM ANL THEN CONTACTED MODIFPICATIONS FPERSONNEL IN THE
COMTAINMENT AND IN THE AUXILIARY BUILDING (AB) THAT WERE ENOWN TO BER PERFORMING
WELDING TASKS. TROUBLESHNOOTING ENSURD ON TWO WELDING MACNINES IN CONTAINNENT AND

ONE IN THE AB. ON MAY &, 1988, THE WELDING MACHINE IN CONTAINMENT WAS IDENTIFIND
AS THE SOURCE THAT CAUSED THE SR SPIkE.



[23)3) SEQUOYAN DOCKET 50-3237 LER B8-020

AN UNAJALYEED SINGLE FPAILURE COULD CAUSE INADVERTENT ACTUATION OF THE COLD
OVERFRESSURE PROTSCTION SYSTENM HURING A POSTULATED MSLS RELULTING IN OPERATION
QUTSIDE THE DESIGN BASIS.

EVENT CATE: 051284 REPORT DATE: 060988 NESS: VR TYPE: PWR

OTHER UNITS INVOLVED: SEQUOYAN 2 (PWR)

INSIC 209559) ON MAY 12, 1988, WITHN UNIT 1 IN MODR 5 (COLD SNUTDOWN' AND UNIT 2
IN MODE ) (MOT STANDBY:, IT WAS DETERMINED THAY THE COLD OVERPRESSURE PROTECTION
SYSTEM (COPS) COULD ACTUATE DURING A POSTULATED MAIN STEAM LINE RREEAK (MSLM)
ACCIDENT, DURING AN MELS, T4E REACTOR COOLANT SYSTEM (RCS) TENPERATURE IN THE
AFFECTED LOOF COULD DECREASE BELOW 50 DEGREES P, THEREJY AUTOMATICALLY ARMING
ONE TRAIN OF THE COPS. IF A COINCIDENT SINGLE PAILURE OF A SECOND WIOE-RANGE
TEMFERATUNRE CHANNEL OCCURRED IN ANOTHER RCS LOOP, THR COPF COULD ACTUATE AND
CAUSE ONE CR BOTH POWER OPERATED RELIEF VALVES (FORVE! ON TNE PRESSURIEER TO
OFEN. OPENING OF THE PRESSURILER PORVS WOULD EXACERBATE THE OBCREASING RCS
PEESSURE TEANSIENT ASSOCIATED WITH THE MSLE AND INCREASE THE POTENTIAL FOR
DEPARTURE PROM NUCLEATE ROILING (DNB) TO OCCUR IN THE CORE. THIS EVENT NAS NOT
BEEN ANALYIED AS PART OF THE SEQUOYAN NUCLEAR PLANT 'S DESIGN BASIS. THE EVENT
WAS CAUSE™ BY AN INADEQUATE DESIGN OF COPE. THE AUTOMATIC ARMING PRATURE OF THIS
SYSTEM WAS DESIGNED TO ENSURE COPS WOULD BE FUNCTIONAL ANY TIME THE RCS
TEMPERATURE DECREASED BELOW 350 DEGREES P. WOWEBVER, THIS DESIGU DID NOT CONSIDER
THE POTENTIAL CONSEQUENCES OF AN INADVERTENT ACTUATION OF THE COPS AS A RESULY OF
A CREDIBLE DESIGu BASIS EVENT,

ERLY SEQUOYAN DOCKRT $0-327 LER 8RO
INPROPER VALVE ALIGNMENT CAUSED BY POOR COMMUNICATIONS RESULTS IN A LOSS OF
REACTOR COOLANT WATER INVENTORY, BWR PUMP CAVITATION, AND LOSS OF RMR COOLING.
EVENT DATE 052388 REFORT DATE: 060980 NSSS: we TYPE: PWR

(NSIC 209630) ON MAY 403, 1988, AT (25 EDT, WHILE UNIT ) WAS IN COLD SHUTDOWN
WITH THE REACTOR COOLANT SYSTEM (RCS) FARTIALLY DRAINED TO SUPPORT MAINTENANCE, A
LOSS OF THE OFERATING TRAIN OF THE RESIDUAL HEAT RIMOVAL (RNR) SYSTEM OCCURRED.
THE “B" TRAIN UF RHR WAS IN OPERATION WHEN IT WAS DECIDED TO PLACE THE "A" TRAIN
FHR MEAT EXCHANGER IN SERVICE TO ENHANCE PLANT TEMPERATURE CONTROL. TO PLACE THE
“AT TRAIN IN SERVICE, AN ASSISTANT UNIT OPERATOR (AUD) WAS DISPATCHED TO OPEN TWO
VALVES. THE AUD, HOWEVER, MISUNDRRSETOOD THE INSTRUCTION AND WROTE DOWN AN
INCORRECT VALVE NUMAER. THE INCORRECT VALVE WAS A MANUAL VALVE (1.HCV-74-34)
USED TO ALIGN THE DISCHARGE OF THE BME PUNPS Y0 THE RETURLING WATER STORAGE TANK
(BWET) ., UFPON OPENING VALVE '-HCV-78-34, THE AUC NEBARD UNUSUAL FLOW NOISE AND
SUBSEQUENTLY TELEPKONED THE CONTROL ROOM (CR) QPRRATOR POR PURTHER INSTRUCTIONS.
THE ASSISTANT SHIFT OPERATION SUPERVISOR (ASOS) IN THE CR RECEIVED AN ¥NR MINI
FLOW ALARN . AND NOTICED RME PUNP AMPERAGE OSUILLATING, UNSTABLE FLOW INVICATION,
AND THE INDICATED RCS WATER LAVEL WAS OFF-SCALE LOW.  THE ASOS SUBSEQUENTLY
STOPFAD IHE “B" TRAIN RNR PUMP AND ENTERED THE APPLICABLE ACTION STATEMENTS OF
TECKR SPECS FOR A LOSS OF RHN. THE RCS WAS THEN REFILLED ABOVE THE TOP OF THE RCS
LOOPS BY GRAVIYY FEED FROM THE RWSET VIA THE RNR SYSTENM.

1338 SEQUOYAN ! LOCKET $0-327 LeR & 002
BEACTOR TRIF SIGNALS GENERATED PRONM BLECTROMAGNETIC INTERFERENCE CAUNAD WY
WELDING MACHIYE OPERATED NEAR SOURCE RANGE NUCLEAR INSTRUNENT CABLING .
EVENT DATE, 0852448 REPORT DATE: 061688 NESS: wi TYPE: PWR

(NSIC 20963)) ON S/26/88, AT 0802 EDT, UNIT ) WAS IN COLD SNUTDOWN WITH BLACTOR
TRIF BREAKERS C/FN. ALL CONTROL RODS FULLY INSERTED, ROD CONTROL SYSTEM INCAPABLE
OF ROD WITNDRAWAL, AND BOTH SOURCE RANGE CHANNEL (N-31 AND N-32) DETECTORS
OFERABLE, A BEACTOR TRIFP SIGNAL WAS GENESATED FRON A SOURCE RANGE NUCLEAR
INSTRUMENT CHANNEL SPIXE. THE REACTOR THRIFP PIRGT QUT ANNUNCIATOR ALARN FOR THE
SOURCE RANGE CHANNEL (N-12) DETECTOR AND A MIGH PLUX AT SNUTDOWN ALARM IN THE



MAIN CONTROL ROOM WERE RECEIVED., THE NR-45 TRACE RECORDER INDILA™ED CHANNEL N-32
SPIKED PROM ' COUNTS PER SECOND TO GBS CPS. THE REACTOR LPERATOR (RO)
ACENOWLEDGED THE ALARM AND INFORMED THE ASSISTANT SHIPT OPERATIONS SUPERVISOR
(ABOE) OF THIS OCCURRENCE. THR ASOS SUSDECTED WEBLDING ACTIVITIRS AS THE CAUSE OF
T B SPIKE SINCE MNE WAS FANMILAR WITH THNE SOURCE FANGE HIGN PLUX TRIP SIGNAL THAT
Kl OCCURRED ON TWO PREVIOUS OCCASIONS. DURING INVRITIGATION OF THNE RVENT, THR
WELDER INVOLVED WITH THE WELDING ACTIVITY STATED THAT HE WAS SETTING UP A WELDING
MACHINE AT APPROX. 0300 EDT TO WELD AM ATTACHNMENT ON A FIFPR POR A WELD JOINT
FITUR. THE SOOT CAUSE OF THIS EVENT 15 ATTRIBUTED TO THE NOISE SUSCEPTIBILITY OF
THE EXISTING SR CHANNEL DESTOGN. HARDWARE CHANGES TO THE SOURCE RANGE INSTRUMENTS
WILL BE MADE WMEN THE PRESENT WESTIRGHOUEE NUCLEAR INSTRUNENTATION SYSTENM 1S
UPGRADED TO MEFET REG. REQUINENENTS .

{838} SEQUOYAR 2 DOCKET 50-230 LER 88.01' mEV
UFUATE ON A SUNVEILLANCE REQUIREMENT USED TO VERIFY BORON CONCENTRATION IN THE
COLD LBG ACCURULATGRS WAS NOT PERFORMED WITHIN THE APPLICABLE TINEFRANES .

EVENT DATE: 030666 REPORT DATE: 051088 RERS, we TYFR: PWk

(NBIC 279367 ) THIS LER IS BREING REVISED TO UPDATE THE CAUSE AND CORREBCTIVE ACTION
SECTIONS . AT 2030 BST ON MARCH &, 19889, WITH UNIT ' IN MODE 5 AND UNIT 2 IN NODER
3, THE UNIT 2 COLD LERG ACCUMULATOR 3 WAS DECLARED INOFPERABLE DUE TO THE FAILVER
TO FERFOKM SURVEILLARCE REQUIREMENT (SR) &.3,.1.)1.(.9, THIS SR REQUIRES
VERIFICATION OF THE BORON CONCENTRATION OF THE COLD 186G ACCUMULATOR WITHIN SIX
HOURS AFTER EBACH SOLUTION VOLUME INCREASE OF GREATER THAN OR BQUAL TO ONE FPERCENT
OF THE TANE § VOLUMNE. REACTCR COOLANT SYITEN (RCS) INVENTORY AT 1600 PSIG WAS
LEAKING INTO COLD LEG ACCUMULATOR 3 AT 400 PSIG; THEREFORE, THE ACCUMUL.TOR WAD
YO BE DRAINED PERIODICALLY. AFTER DRAINING THE ACCUNULATOR, THE ACCUMULATOR WAS
REFILLING WITH RCS INVENTORY, THE OUFPRATIONS SHIPT CREWS DID NUT CONSIDER THAT
THE INCREASE DUE TO THE RCS LEAK WAS A FILLING OPERATION. WENCT, THE
FADIOCHEMISTRY LABORATORY WAS NOT NOTIFIED TO VERIFY THE BORON CONCENTRATION IN
COLD LEG ACCUMULATOR 3, "HE SR WAS KOT PRERFORMEBD !N ACCORDANCE WITN TECH SPRCS.
fHE COLD LBG ACCUMULATORS ARE DISIONED TO ENSURE A SUPFICIENT VOLUME OF BORATED
WATFR WILL BE FORCED IN The CORR IN THE EVENT OF A LARGE LINE BREAK. AT THE TINE
OF THIS EVENT, THE RCS BORON CONCENTRATION WAS ABOVE 2000 PPM.

1337 SEQUOYAI 2 DOCKET S0-)329 LER BR-020
CHECK VALVES USED AS CONTAINMENT 1SOLATION VALVES IN A RAW WATER SYSTEZM DID NOT
PASS LBAE RALZ TEST DUR TO IMPROFPER APPLICATION OF VALVE USAGE,

EVENT DATE: 082284 REPORT DATE: 052488 NESS: we TYPR: PWR

OTNER UNITS INVOLVED: SEQUOYAN ' (PWR)

VENDOR: ATWOOD & MORRILL CO., INT.

(NEIC JOONEH) THIS LER IS BRING REPORTED AS A VOLUNTARY REPORT TO INFORM NRC OF A
FROBLEM WHICH HAS GENERIC RAMIFICATIONS TO THE REST OF ThE INDUSTRY CONCERNING
CHECKE VALVES BEING USED AS CONTAINMENT I1SOLATION VALVES IN RAW "IATER SYSTEMS. ON
APMIL 23, Y980, AT APPROXIMATELY 0700 BOT WITH UNITSE ' 2NMD 2 IN MODE 5 (0 PERCENT
FOWER, & PSTGS, "3 DEGRER" F AED O PER.ENT POWER, ATHOSPHERIC PRESSURE, 1'%
DEGRERS F, RESPECTIVELY), THE ESSENTIAL RAW TLOLING WATER (ERCW) CONTAINRENT
TSOLATION VALVES (CIVE) 2-67-382A AND 2-87-582C DID NOT PASS THER SURVEILLANCE
INSTRUCTION (S1:-'88.1, "CONTAINMENT ISOLATION VALVE LERAX RATE TEST," TEST.

THESE CIVS ARE CHECKE VALVES ON THE INBOARD SIDR OF THE BRCW PIFING TO THE LOWER
COMFARTMENT COOLERS GROUFS. THE LEAKAGE MEASURSD PROM BACH OF THE VALVES WAS
SO7. % STANDARD CUBIC PEET PER NOUR (SCPH). THE ALLOWABLE LEAKAGER FOR ALL THE
TESTABLE PENETRATIONS IN ACCORDANCE WITH TERCH SPEC 3.6.7.7 I8 135 ) SCPN.  THE
SUBJECT COMPONENTS WERE CLEANED, AND 81.158.) WAS REFERFORNMED WITH ACCEPTABLE
BESULTS. THIS EVENT WAS CAUSED BY SEDINENT COLLRCTING ON THE SEATING SURFACE OF
THE SUBJECT VALVES. THIS PREVENTED THE VALVES PROM BACKSEBATING AND PORNING A
TIGHT SEAL. AN ADDITIONAL ROOT CAUSE OF THE EVENT IS THAT SWING CHECKE VALVES ARE
NOT BFFECTIVE IN RAW WATER SYSTENMS WHEN LOW LEAKAGE RATRES ARE REQUIRED.



[238) SEQUOYAM 2 DOCXET 50328 LER B8.02)
INCOMPLETE TESTING OF UNIT 2 CONTAINMENT PENETRATION OVERCURRENT PROTECTIVE
DEVICES BEFORE ENTRY INTO MODE & CAUSED BY AN INCORRECYT INTERPRETATION OF THE
TECH SPRC BASES.
EVENT DATE: 05048% REPORT DATE: 052688 NSSS: WE TYPR: PWR
VENDOR: GENERAL ELRCTRIC CO.

WESTINGROUSE ELECTRIC TORP.

(NEIC 209470) ON S/4/88 AT 1400 EDT WITH UNIT 2 IN COLD SHNUTDOWN, IT WAS
DISCOVERED DURING A QUALITY ASSURANCE REVIEW OF THE '/9/88 PERFORMANCE OF
$1-298.2, "TRETING OF MOLDED CASE AND LOWER VOLTAGE CONTAINMENT PENETRATION
CIRCUIT BREAKERS ., " THAT ITS FERPORMANCE DID WOT COMPLETELY SATISFY SURVEILLANCE
REQUIREMIITS & . 8.3.1 A, 2, DURING THIS PERFORMANCE, TIREE OF THE BRFPAKERS SELECTED
FOR FUNCTIONAL TESTING WERE UNIT ' CONTAINMENT PENETEATION CIRCUIT BREAKERS IN
LIRYU OF UNIT 2 BREAKERS. A COMPUTER SELECTED BREAREDS FPOR TESTING BASED ON
MANUFACTURER, TYFPE, AND PREVIOUS PUNCTIONAL TRST DATE. THZ COMP " ER PROGRAM DATA
BASE WAS, NOWEVER, INCORRECT BECAUSE IT INC UDED SOME UNIT ' BREAKERS, THIS WAS
CAUSED BY A POOTNOTE THAT REFERENCES BREAKERS THAT ARE "COMMON TO BOTN UNIT ' AND
4 TN ST-258.2 AND SI-25@.%'., THIS FOOTNOTE 15 NOT TRUR WITH RAGARD TO MEETING 4R
S8 3.V A 2. THE FOOTNOTE WAS PLACED IN THE PROCEDURE BECAUSE THE BREAKERS WERE
TJENTIFIED AS BREAKERS THAT COULD AFFECT THE OPERABILITY OF BOTH UNITS SINCE THERY
WERE INSTALLED IN COMMON UNIT MOTOR CONTROL CENTER™., THE COAPUTER PROGRAN WAS
DEVELOPED WITH THE INSTRUCTIONS TO INCLUDE BREAKE REFERENCED AS "COMMON TO BOTH
UNITS® IN THE UNIT 7 AND 2 DATA BASE. AT THE TINE DISCOVERY, UNIT 2 WAS IN A
MODE IN WHICH THE SUBJECT TECH SPEC DIDN'T APPLY. w0 ACTIONS WERE SREQUIRED,

[239) SEQUOYAN DOCEET $0-32¢C LER 80-022 REV 00
UPDATE ON 10 CPR C0.49 UNQUALIFIED BUTT SPLICE POUND ON A STEAN GENERATOR LEVEL
TRANSMITIER.

EVENT DATE: 057388 REPORT DATE: 070788 NSSS: we TYPE: PWR

(NSIC 2098'7) THIS REPORT IS BRING FEVISED TO UFDATE THE COMPLETION DATE MOR
TRAINING INSTRUMENT MAINTENANCY PERSUNNEL ON HOW TO IDENTIFY A PROPER AND
INFROPER BUTT SPLICE. ON NMAY 19, 1988, WITH UNIT 2 IN MODR ' (7' PRRCENT POWRR',
IT WAS DETERMINEL THAT A 10 CPR S0.49 UNQUALIFIRD PREINSULATED BUTT STLICE
EXISTED ON A STEAM GENERATOR NARROW-RANGE LEVEL TLANSMITTER. THIS TRANSMITTER 18§
REQUIRED IN MODES ' AND 2 FOR ACTUATING REACTOR YRIP LOGIC AND IN MODES ' THROUGH
} FO¥ ENGINEERED SAFPETY FEATURE ACTUATION SYSTENM (RSPAS) AND MUST »R
ENVIRONMENTALLY QUALIFIED IN ACCORDANCE WITH 10 CFR S0.4%. THE UNQUALIPIED BUTT
SPLICE COULD WAVE CAUSED THE TRANSMITTER TO BE UNAVAILABLE FOR MITIGATION OF A
POSTULATED FERDWATER LINE BREAE (INCLUDING AUXILIARY FERDNATER AND § 'SANM
GENERATOR BLOWDOWN LINE BREAKS) WHILE IN MODES ' THAOUGHN ). NOWEVER OTHEL
REACTOR PROTECTION SYSTENS WOULD MAVE BEEN AVAILAPLE (I.R., (1) RIC ., PRESSJRIGER
PEESSURE, (2) OVERTUNFERATURE DELTA-T, AND (3) SAFETY INJECTION: POR MITIGATION
OF THE FEEDWATER LINE BREAR ACCIDENT. A REVIEW OF PASTY WORK DOCUMENTS [MDICATED
THAT THE BUTT SPLICE HAD BEEN PRISENT SINCE AN BARLY PERIOD IN THR PLANT LIPFE
WHEN THIS TYPE OF SPLICE WAS ACCEPTABLE. THE SPLICE MAD GONE UNDETRCTED THROUGH
THE RECENT EFFORT OF IDENTIFING ALL "0 CFR S0.49 SPLICES, BRCAUSE OF THE SPLICE
BEING LOCATED IN THE UPFER NECK FORTION OF THE CONDULET OUT OF NORMAL VIEW.

1340 SEQUOYAR 2 DOCKRT S0-338 LER 90-03) Arv 0
UFDATE ON REACTOR TRIP ON STEAM FEEDWATER FLOV NISAMATCH COINCIDENT WITHN LOW STEAN
GENERATOR LEVEL DUE TO PLUGGED SIGHNT GLASS.

EVENT DATE: 0819488 REPORT DATE: Q070788 N§SS: wp TYPR: PVR

"NSIC J09978) THIS LER IS BRING REVISED TO UPDATE THE CORRECTIVE ACTION SECTION
OF THIS REPORT. ON MAY 19, 1988, WITH UNIT 2 AT 71,7 PERCENT REACTOR POWER, A

REACTUR TR'P OCCURRED AT 413 EDT. AT 1350 8DY, A SENIOR REACTOR OPERATOR (SRO)
AND AN INSTRUMENT MECHANIC (IM) STARTED THE PROCESS OF NMAKING ADJUSTHENTS TO THE



"

NO. 1 MEATER DRAIN SANK (MDT) LFVEL CONTROLLERS., THE SRO AND IN PROCEEDED TO
TROUBLESHOOT THE PROBLEM IN AN ATTEMPT TO REDUCE THE LEVEL IN THE SUBJECT TANK.
AFTER THREE OR FOUI MANIPULATIONE, THE SRO NOTED THE MDT PUNPS BEGAN TO CAVITATE,
AND A SUBSEQUENT TRTP OF THE PUNMPS OCCURMED. AT 1405 EDT, THE BALANCE OF PLANT
(BOP) OFERAT. i [ /B0 FLUCTUATIONS IN THE MO. ] HDT DISCHARGE FLOW. AT 1408 RDT,
BOTH NO. ) NDT kuMPS TRIFPPED., THE BOF STARTED A REDUCTION IN TURBINE LOAD. AT
THIS TIME 1Y 4A% NOTED THA/ STEAM GENERATOR (8/G) NO. ' LEVEL WAS DROFPPING THE
OPERATOR TOOK wANIIAL CONTAC LF THRE FEEDWATER REGULATOR VALVE AND WENT TO PULL
OPEN TO REBGAI™  SVEL, LPV L VOFPPED TO 2) PERCENT IN THE NO, ' §/G BEFORE LEVEL
TURNED AROUND AdD STARTED 'O ASCEND, THE "A" MAIN FEEDWATER PUMP BACKED O/F IN
SPEED AS T WAS IN THE AUTOMATIC CONTROL. “OWEVER, "B" MAIN FEEDNATER PUNP
CONTINUED IN FANUAL CONTROL CAUSING FEEDWATER FLOWS TO BE NIGN, LEVEL CONTINUED
TO INCREASE TO 60 PERCENT AT WHICH POINT INE REGULATOR VALVES AUTOMATICALLY
CLOSED AS DESIGNED.

RLAN BEQUOYAN 2 DOCERT $0-328 LER #8-024
BEACTOR TRIP RESULTING PROM LOW REACTOR COOLANT SYSTEM FLOW SIGNAL CAUSED BY A
FROCEDURE NONCOMFLIANCE.

EVENT DATE: 052180 RZPORT DATER: 061788 NESS: wE TYPE: PWR

INSIZ JOR73Y) ON MAY 17, Y988, AT 0028 BDT WITH UNIT 2 AT 70 #ERCENT POWER, A
REACTOR TRIFP OCCURRED FAOM A LOW FLOW SIGNAL UN REACTOR COOLANT SYSTEN (RCS) LOOP
@ (3 OUT OF 3 CHANNELS TRIPPED ON ANY ONE RCS LOOF ABUVE 35 PRRCENT POWER) . AT
THE TIME OF THE TRIP, SURVERILLANCE INSTRUCTION (S1)-386, "RECALIBRATION PROCEDURE
FOR REACTOR COOLANT FLOW CHANNELS " WAS IN PROGRESS TO RECALIBRATE THE LOOP &,
CHANNE] Il TRANSMITTER (J-FPT-68-7'H). THE REACIOR TRIF "SEBQUENCE OFf EBVENTS
RECORD" SHOWED THE TRIF BEING INITIATED FROK RCS LOOFP &, CHANNEL III BISTABLE
-F5.88-7'D, THNVESTIGATION ONTO THE CAUSE OF THE TRIF REVEALED THAT TR
TRANSMITTER BEING CALYBRATED WAS ATTACHED TO A CONMOM SENSE LINE WITH LOOF &,
CHANNEL II1 TRANSMITTER, 2-PT-68-7'D, IT WAS DISCOVERED THAT THE INSTRUMENT
MECHANICS (I4M8) FERFORMING S1-208 MAD NOT COMPLIED WITHN PROCEDURE WHEN VALVING
OUT THE TRANSMITTER 2-PT-68 718, SI-206 INSTRUCTS THE PERFPORNER TO ARLIEVE BCS
SYSTEM PRESSURED BY . ACKING OFEN THE TRANSMITTER HIGHN SIUR TEST TER. CONTRARY TO
THIS INSTRUCTION THE IME RELIRVED SYSTEM PRRSSURE THROUGHN THE DRAIN VALVE WNICH
ROUTES TO A CLOSED DRAIN SYSTEM WNICH MADE IT IMPOSSIBLE TO DETERMINE THE AMOUNT
OF FILL FLUID (RCS WATER) LOST WHEN THE DRAIN VALVE WAS OPEN.

(482 ERQUOYAN 2 DOCKRT S0-3)8 LER 88-02%
FAILURE TO COMFLY WITH A TECH SPEC ACTION STATEMENT POR DIRSRL GENERRATORS
OFPERABILITY VERIFICATION RESULTED IN AN INADVERTENT CNTRY INTO TRCK SPRC 3.0.).
EVENT DATE: 0803180 REPORT DATE: 061688 NESH, wB TYPR:. PwR

INSIC 2006380 AT AFPPROXIMATELY 2330 DT ON JUNE 3, 'S80, UNIT 2 WAS IN NMODR )
C100 PERCENT POWER) WAEN IT WAS DETERNINED TRAT TECH SPEC ). 0.3 SHOULD NAVE BEEN
ENTERED AT APPROXIMATELY 2028, TECH SPEC 3.0.3 WAS APPLICABLY JRCAUSE ACTION
STATEMENT (A) OF TECH SPRC LINITING CONDITION POR OPERATION (LCO) 3.8.).0 WAS wNOT
SATISFIED WHEN DIESEL GENERATOR (L /G) TA-A WAS TAEEN OUT OF SERVICE FPOR TESTING.
THRIS ACTION STATENMEN! BEQUIRYS THY REMAINING D/GS TO BE DENONSTRATED OFRRAMLE
(WITHIN ONE NOUR) ANYTINE ONE D/G NAS BEEN TAKEN OUT OF SERVICE (OB OTHERWISE
DRCLARED INOFPERABLE) BY STARTING THE THREER RENAINING D/GS IN ACCORDANCE WITH
SURVEILLANCE REQUIBENENT (SR . 8.7 .0 2 A&, SINCE THE SR WAS NOT SATISPIED, ALL
FOUR D/ G§ WERE TECHNICALLY TNOPERABLE FRON JO28% BDT UNTIL D/G 'A-A WAS RETURNED
TO SEAVICE AT 22480 ERT., AT THIS TINE, LCO " . 8.1.) WAS BXITED AND TECN &PBC ). 0.)
WAS NO LONGER AFPPLICABLE. THE INMEDIATE CAUSE OF THIS EVENT WAS ATTRINUTED TO
THE CELAYS THAT WERE EXPERIENCED DURING THR PRRFORMANCE OF SI-307.%. 'HR ROOYT
CAUSE OF TULS BVENT WAS THE FAILURE OF OFPERATIONS PERSONNEL TO ADBQUATELY
CONSIDER AMD INPLENENT THE ACTION REQUIREMENTS ASSOTIATED WITH LCO 3.8.).0.



[au}) SHEARON MARRIS ! DOCKET 50-000 LEE 88-009
TECHNICAL SPECIPICATION VIOLAT ON VHRILE TESTING THE SOLID STATE PROTECTION SYSTEM,
EVENT DATE: 041080 REPORT DATE: 051948 NSSS: o8 TYPE: PWR

(NSIC 209432) ON APRIL '8, 1988, AT 1310, THE PLAN) WAS OPERATILNG IN MODE ' AT
100% PONER. TRAIN “A" OF THE SOLID STATE PROTECTION SYSTER (88Ps. ' | LACED IN
TEST PROM 1310 UNTIL 1826, PREVENTING AUTONATIC ACTUATION OF THE ) AIN
ENGINEERED SAFEBGUARDS COMPONENTS. AT THE SANE TINE, SONE “B" TRAIN CLAPONENTS
WERE I OPERABLE FUR TESTING OR PREVENTIVE MAINTENALCE. CONSEQUENTLY, TECHNICAL
SPECIFICATION ).0. 0 APPLIED FOR ' NOUR AND 16 RINUTES WNILE THE TRAIN “A" 5995
WAS IN TEST. THIS SITUZTION WAS NOT RECOGNIEED BY OPERATIONS PERSONNEL, AND
NEITHER THE TECHNICAL SPRCIFICATICONS NOR FPLANT PROCEDURES EXPLICITLY PROWIBDITED
THE CONFIGURATION. TNE PROBLEM WAS DISCOVERED ON APRIL 23, Y998 DURING REVIWY O
EQUIPMENT TNOPERABLE RECORDS (RIRS). THIS EVENT WAS CAUSED BY AN ERROR MADE ¥
THE OPERITIONS PRRSONNEL IN THE CLEARANCE CEITER AN, THE MAIN COATIOL ROOM,
COUPLED WITH A SITUATION WHICH WAS NOT ADBQUATELY COVERED BY TECUHNICAL
SPECIFPICATIONS GR ATPLICARLE OPERATIONS PROCEDUSES. CORRBCTIVE ACTIONS WILL
INCLUDE ADDITIONAL OPERATOR TRAINING, ANM REV.SIONS T. PLANT PROCEDUNES,

{204 SHEARON MARRIS DACKPT $0-400 LER #8-010
CONTAINMENT LEAK DEIPCTION RADIATION MONITOR WAS DBCLARED INOPERASLE AND TIE
CONTAINMEN' PURGE VALVES WERE NOT CLOSED AS REQUIRED DUR TO PERSONNEL ERROR.
EVENT DATE: 0420898 REPORT DATE: 0LISHE N§SS: we TYFPR: PwR

(NBIC 2094133 THE PLANT WAS OFERATING AT 100 PERCENT POWER IN MODE ', POWER
OPRRATION ON APRIL 25, 1988, AT 0100 HOURS CHIMISTRY PERSONNEL REQUESTED
PERMISSION 'O SAMPLE THE CONTAINNENT ATMOSPHERE, WHICH MEANT THE CONTAINMENT LEAK
DETRCTION RIDIATION MONITOR WAS TO BE DECLAKED INOPERABSLE WHILE SANPLING.
TECHENICAL SPRCIPICATIONS 3.3.3.0, TABLE ! .3-6, ACTION 27 REQUIRRS THE CONTAINMENT
PURGE VALVES TO BR CLOSED WHILE THE NONITOR 18§ INOPERASLE, THRE _ONITOR JAS
DECLARED INOPERABLE AY 0155 HOURS, THE SAMPLE TAKEN, AND THE MONITOR DECLARED
OPERABLE AT (445 HOURS. HOWERVER, THE PURGE VALVES WERE NOT CLOSED DURING THIS
TINE FPRAME AS REQUIRED. THE CAUSE OF THE EVENT JAS PERSONNEL ERROR DUR TO
FAILURE TO SECURE THE VALVES AS REQUIRED. NO SAFETY CONSEQUENCES RESULTED FRON
THIS EVENT AS THE RADIOACTIVITY READINGS PRIOR TO AND POLYOWING THE EVENT WERE
WITHIN ACCEPTARLE LINMITS AND 1WE MONITOR REMAINED CAPARLE OF AUTOMATICALLY
ISOLATING THE CONTAINMENT, CORRBCTIVE ACTIONS INCLUDE REVISING SAMPLING PROCEDURE
TO NOTIFY OPERATOR TO CLOSE FPURGE VALVES PRIOR TO SAMPLING, THE PERSONNEL
INVOLVED MAVE BERY COUNSELED, AND ACTIVE LICENSED OFPRRATORS WILL BE BRI4FED ON
THIS FVENT. THIS EVENT 15 BEING REPORTED IN ACCORDANCE WITH

TOCPRSD. 7ML i) AS A VIOLATION OF TIONNICAL SPRCIFICATIONT,

[38%) SHEARON NARRIS ! DOCERT S0 400 LER 8.0
UNANALYIERD CONDITION PERTAINING TO INADVERTENT ACTUATION OF LOW TEMPERATURE
OVERFRESSURE PROTRCYION SYSTER,

EVENT DATE: 051 @8 ARPORT DATE: 04'0Ne NESS. we TYFR: PeR

(NBIC 209663 ON S/17/88, THE FLANT TAS VERBALLY NOTIFIRD BY WESTINGHOUSE
BLECTRIC CORFORATION OF AN UNARALYIED CONDITION REGARDING THE INADVERTENT
ACTUATION OF THE LOW TENFERATURE OVERFRESSURE FPROTECTION (LTOR) SYSTEN DURING
EITHER A MAIN STUAMLINE BREAE ACCIDENT OR BECOVERY FROR A STEAM GENERATOR TUBE
BUFTURE. DURING THESY ACCIDENT SCENARION, A TENPERATURE OF THE REACTOR COOLANT
SYSTER (RCE) IN THE AFFECTED LOCPF CAN DECREASE T BELOW THE AUTOMATIC ARMING AND
ACTUATION TENPRERATUR, SETPOINTS OF LTOFU, AND IF A SINGLF RANDOM FAILURE 1S
ASEUNED IN A SECOND TENPERATURE SENSOR, AN ACTUATION SIGNAL 1S GENERATED. TORS
WOULD OPEN TWO RO POWEE OFERATED RELICF VALVES (PORV), AND THE RESULTING
CEFRESSURIEATION MAY CHANGE THE ANALYEED CONSEQUENCES OF THE TWO ALCIDENT
FCENARIOS. UPON FECEIVING THIS INFORMATION, THE CONTROL SWITCHES FOR THRE TwO
LYUFS PORVS WERE FLACED IN “SHUT® POSITION, WHICH INNIBITS ANY AUTORATIC OFEN
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SIGNAL, THUE REMOVING THE POTENTIAL SAFETY CONCERN. THE PORVS REMAINED OPERABLE
FOR MODES ' THROUGHK 3 SINCE THEIR REQUIRED SAFETY FUNCTION IN THESE MODES IS TO
PROVIDE A MANUAL RCS DEPRESSURIZATION CAPABILITY FOR SAFE SHUTDOWN. TWO DAYS
LATER, OM MAY 13, LTOPS WAS ELECTRICALLY D1SABLED BY DISCONNECTING THE PROCESS
INSTRUMENTATION CABINET CARDS, AND THE PORV CONTRUL SWITCHES WERE RETURNED TO
"AUTO" POSITION.

[246) SHEARON HARRIS ! DOCKET 50-400 LER BR-012

BOTH EMERGENCY SERVICE WATER SYSTEMS INOPERABLE DUE TO ISOLATION VALVE FAILURES
AND DESIGN DEFICIENWCY.

EVENT DATE: 051388 REPORT DATE: 061088 NS§SS: WE TYPE: PWR
VENDOR: TARGET ROCK CORP,

(NSIC 209540) ON MAY 12, 1988, DURING SURVEILLANCE TESTING OF THE "B" EMERGENCY
SERVICE WATER (ESW) SYSTEM, THE NONSAFETY PORTION OF THE ESw SEAL WATER SUPPLY
SYSTEM FAILED TO iSOLATE AS REQUIRED WHEN TWO SOLENOID VALVES FAILED TO CLOSE.
THE 'B" ESW TRAIN WAS DTICLARED INOPERABLE. IN ORDER TO ISOA“ATE THE SYSTEM TO
PERMIT WORK ON THE VALVES, IT WAS NECESSARY TO CLOSE THE ".. SEAL WATER BOOSTER
PUMP SUCTION AND DISCHARGE VALVES. ON MAY 13, 1988, AT 0920, AN ATTEMPT WAS MACE
TO CLOSE THESE VALVES AND NEITHER VALVE WOULD FULLY CLOSE, THUS RENDERING THE "A"
ESW TRAIN INOPERABLE. PLANT OPERATORS hAD RECOGNIZED THE POTENTIAL POR SUCH AN
EVENT, AND TOOK PROMPT ACTION TO FULLY CLOSE BOTH VALVES AT 0930 WHICH RETURNED
THE "A" ESW TRAIN TO OPERABLE STATUS. CONSEQUENTLY. TECHNICAL SPECIFICATION
3.0.3 APPLIED FOR 10 MINUTES WHILE BOTH ESW TR“INS WERE DECLARED INOFERABLE. THE
EXACT CAUSE OF THE FAILURE OF THE VALVES TO CLOSE 1S5 NOT KNOWN, BUT 1S SUSPECTED
TO BE DUE TO ACCUMULATION OF DEBRIS FROM THE RAW LAKE WATER. BASED UPON THE PAST
PERFORMANCE OF THESE VALVES, CORRECTIVE ACTIONS TO PRECLUDE FUTURE OCCURRENCE OF
TH1S EVENT INCLUDES CLOSING, AND LEAVING CLOSED, THE SOLENOID OPERATED SUCTION
AND DISCHARGE VALVES FOR BOTH ESW SEAL WATER BOC TER PUMPS, AND CLOSING THE
MANUAL ISOLATION VALVES FOR THE ESW SEAL WATER SYSTEM,

[247) SHEARON HARRIS ! DOCKET 50-400 LER 88-014
SUBCOOLING MARGIN MONITOR USING UNVERIFIED COMPUTER INPUTS FOR CALCULATIONS DUE
TO PROCEDURAL DEFICIENCY.

EVENT DATE: 052088 REPORT DATE: 062088 AS8S: WE TYPE: PWR

(NSIC J09678) THE PLANT WAS OPERATING IN MODE ' POWER OPERATION, AT 100 PERCENT
REACTOR POWER ON MAY 20, 1988. AT 1615 HOURS, IT WAS DISCOVERED THAT THE TWO
REACTOR COOLANT SYSTEM (RCS) WIDE-RANGE PRESSURE INPUTS FOR THE SUBCOJLING MARGIN
MONITOR CALCULATIONS HAD BEEN CHANGED, AND THAT NO SURVEILLANCE TESTS PCR
VERIFYING THE ACCURACY OF THE INPUT TO THE SUBCOOLING HMARGIN MONITOR EX!STED.

THE EVENT WAS DISCOVERED Y MAINTENANCE PROCEDURE WRITERS WHILE REVIEWING A PLANT
CHANGE REQUEST (PCR) WHIC! CHANGED THE INPUTS, BUT THE PCR INDICATED NO PROCEDURE
LaANGES WERE REQUIRED. I7 HAS BEEN DETERMINED THAT THIS CONDITION MAS EXISTED
SINCE MAY 1987 AT WHICH TIME THE NEW CONFIGURATION WAS BEING TESTED BY A VENDOR
AND WAS NOT RETURNED TO ORIGINAL STATUS UPON COMPLETION OF THE TESTING. DUE TO
THIS MODIFICATION, NO SURVEILLANCE TESTING HAD VERIFIED THE ACCURACY OF THESE
COMFUTER POINTS WHICH RESULTED IN THE SUBCOOLING MONITOR USING UNVERIFIED INPUTS.
THF CAUSE OF THE EVENT WAE INADEQUATE PROCEDURE CONTROLS WHICH LED TO AN
INADEQUATE REVIEW OF THE PCR FOR PROCEDURAL CHANGES AND PROCEDURAL DEPICIENCY IN
THE LACK OF CONTROL OF THE MODIFICATION TO THE CONFIGURATION OF THE TEST INPUTS.
AT 1700 HOURS OM MAY 20, 1988, THE SUBCOOLING MONITOR WAS DECLARED INO?ERABLE AND
ALTERNATE METHODS FOR MONITORING RCS SUBCOOLING WRRE INITIATED AS REQUIRED BY
TLCH SPECS.



(248) SHOREHAM DOCKET 50-322 LER 86-011 REV 03
UPDATE ON ULTIMATE HEAT SINK ACCUMULATION OF SEDIMENT.
EVENT DATE: 037886 REPORT DATE: 062488 NSSS: GE TYPE: BWR

(NSIC 209574) THIS SPECIAL REPORT IS SUBMITTED PURSUANT TO TECH SPEC 6.9.2 TO
COMPLY WITH TECH SPEC 3.7.1.4. THIS REVISION 1S BEING SUBMITTED AS A SUPPLEMENT
TC LER'S SUBMITTED 3/18/86, 7/25/86 AND 12/5/86 TO INCORPORATE UPDATED STATUS OF
WORK TO BE PERFORMED ON THE SHOREHAM INTAKE CANAL. ON MARCH 13, 1986 ANNUAL
SOUNDINGS OF THE INTAKE CANAL WERE TAKEN IN ACCORDANCE WITH LONG ISLAND LIGHTING
COMPANY (LILCO) STATION PROCEDURE 84.122.01 "INTAKE CANAL - SEDIMENT DEPOSITION
MONITORING”" FOR COMPLIANCE WITH TECH SPEC 4.7.1.4.A.7. THE RESULTS OF THE
SOUNDINGS WERE FINALIZED AND REPORTED TO THE WATCH ENGINEER ON MARCH 18, 1986 AND
SHOWED THAT OF 24 TRANSECTS MEASURED, TW) WERE FOUND TO HAVE READINGS OF -10.3
AND -10.7 FEET MLW. THE PLANT WAS IN OPERATIONAL CONDITION & (COLD SHUTDOWN) AT
THE TIME. THE DECREASE IN DEPTH AT THE TWO TRANSECTS WAS DUE TO NORMAL
DEPOSITION. IN THE PREVIOUS REVISION TO THIS REPORT, THE NRC WAS INFORMED THAT
LILCO COULD NOT PERPORM MAINTENANCE ON THE INTAKE CANAL BECAUSE NEW YORK STATE
WOULD NOT PROVIDE THE NECESSARY APPROVAL OF THE ARMY CORPS OF ENGINEERS ISSUED
DREOGING FERMIT. SINCE THEN, THROUGH AN APPEAL TO THE UNITED STATES DEPARTMENT
OF COMMERCE, THE PERMIT WAS RECEIVED MAY 5, 1988. BUT NOW, DUE TO UNCERTAINTY OF
PUTURE POWER OPERATI(ON AS A RESULT OF THE LILCO/NEW YORK STATE NEGOTIATIONS
INVOLVING THE FUTURE OF SHOREHAM, DREDGING HAS BEEN PUT ON "HOLD" UNTIL THE ISSUE
I§ SETTLED.

[249) SHORENAM DOCKET 50-322 LER 88-007 |
LOSS OF RPS BI'S "B" DUE TO PERSONNEL ERROR DURING A TAGGING OPERATION.
EVENT DATE® 052888 REPORT DATE: 062488 N§S§S: GE TYPE: BWR

(NSIC 209626, ON MAY 28, 1988 AT 0645, UNPLANNED ESF ACTUATIONS OCCURRED WHEN AN
EQUIFPMENT OPERATOR (EO) INADVERTENTLY OPENED THE WRONG BREAKER DURING A TAGGING
OPERATION. THE PLANT WAS TN OPERATIONAL CONDITION & (COLD SHUTDOWN) WITH THE
MOUE SWITCH IN SHUTDOWN AND ALL RODS INSERTED IN THE CORE. THE EBO, UTILIXING AN
APPROVED SECP (STATION EQUIPMENT CLEARANCE PERMIT), WAS IN THE EMERGENCY
SWITCHGEAR KOCM 102 TO OPEN A BREAKER THAT SUPPLIED POWER 70 THE STANDBY LIQUID
CONTROL HEAT TRACING. HOWEVER, WHEN IT WAS TIN® TO OPEN THME BREAKER, H2
INADVERTENTLY OPENRED THE INCORRECT BREAKER WHICH WAC LOCATED BELOW THE CCRRECT
ONE THIS CAUSED A LOSS OF POWER TO THE RPS "B" LUZ RESULTING IN THE INITIATION
OF SEVERAL ESFS. THE CONTRCL ROOM NOTIFIED Twé& EO TO HALT . B TAGGING OPERATION.
POWER WAS SUBSEQUENTLY RESTORED TO THE BUS AND ALL SYSTEMS WERE RETURNED TO
NORMAL. PLANT MANAGEMPNT WAS NOTIFL1ED OF THE EVENT AND THE NRC WAS NOTIFPIED AT
0800 PER 10CPRS50.72. THE INCIDPNT WAS DI“UVSS"D WITH ALL OPERATORS AND THE EO
INVOLVED WAS COUNSELED AS TO THE IMPANTANCE OF EXRRCISING CARE WHEN DE-ENERGIZING
CIRCVUITS.

1250) SOUTH TEXAS 1 DOC®ET 50-498 LER 87-002 REV 02
UPDATE ON LOSS OF CAM¢LE PLOW TO CONTAINMFNI YURGE RADIATION MONITOR CAULSES
CONTAINMENT VENTILATION TSOLATION.

EVENT DATE: 082687 REPORT DATE: 06'388 NESS: WE TYPE: PWR

(NSIC 209587) ON AUGUST 26, 1987 AT 1710 HOURS DUKING INITIAL CORE LOAD, A
CONTAINMENT VENTILATION ISOLATION OCCURRED AS A RESULT OF LOSS OF SAMPLE PLOW TO
A REACTOR CONTAINME-T BUILDING PURGE RADIATION MONITOR. THE SUPPLEMENTARY PURGE
SYSTEM WHICH WAS IN OPERATION AT THE TIME WAS ISOLATED AS DESIGNED. SUBSEQUENT
INVESTIGATION OF THE CAUSE OF THE LOSS OF SAMPLE PLOW WAS NOT CONCLUSIVE. REVIEW
OF OPERATOR ACTIONS IN THE CONTROL ROUM, ALARM LOGS, AND ATTEMPTED REPRODUCTION
OF THE EVENT BY SIMULATED VIBRATION OF THE PUMP CONTROL RELAY WHICH COULD HAVE
CAUSED THE MONITOR TO LOSE SAMPLE FLOW REVEALED THAT THE MOST PROBABLE ROOT CAUSE
WAS UNAUTHORIZED LOCAL OPERATION OF THE MONITOR'S SKID- MOUNTED CONTPOLS, POWER
OR VALVES; OR OPERATION FROM THE CONTROL ROOM PANEL. CORRECTIVE ACTIONS TO
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PREVENT RFCURRENCE INCLUDE CAUTION SIGNS AT THE CONTROL ROOM PANELS AND MONITOR
SKIDS, ADDITION OF CONTROL ROOM RADIATION MONITOR CONTROL MODULE PROTECTIVE
COVERS . TRAINING FOR PLANT PERSONNEL, DISABLING OF CONTROL ROOM PUSHBUTTONS WHICH
TRIP THE SAMPLE PUMPS, AND MODIFICATION TO ESF ACTUATION LOGICS TO ELIMINATE
ACTUATION ON RADIATION MONITOR FAILURE.

[251) SOUTH TEXAS ! DOCKET 50-498 LER 88-021 REV 01
UPDATE ON ESF ACTUATION DUE TO INVERTER FAILURE.
EVENT UATE: 022488 REPORT DATE: 0v1588 NS55: WE YYPE: PWR

VENDOR: ELGAR, CORP.

(NSIC 209682) AT APPROXIMATELY 0624 HOURS ON FEBRUARY 25, 1988 WITH UNIT 1 IN
MODE 3 PRIOR TO INITIAL CRITICALITY, A NUMBER OF CONTROL ROOM ANNUNCIATORS
ALARMEL ALONG WITH ESF ACTUATIONS OF CONTROL ROOM ENVELOPE HVAC, FUEL HANDLING
BUILDING HVAC, AND CONTAINMENT VENTILATION. THE ACTUATIONS WERE TRACED TO THE
FPAILURE OF INVERTER IV-001., A FAILED DC TO DC CONVERTER ASSEMBLY FPROM THE
INVERTER WAS RETURNED TO THE VENDOR FOR FAILURE ANALYSIS. THE ANALYSIS
IDENTIFIED THAT THE FAILURE WAS RANDOM AND WAS NOT THE RESULT OF DESIGN OR
MANUFACTURING DEFECTS.

1252) SOJTH TEXAS 1 DOCKET 50-458 LER 63-035 REV 0!
UPDATE Ou CONTFOL ROOM VENTILATION RECIRCULATION ON ACTUATION DUE TO A RADIATION
MONITOR ACTUATION,

EVENT DATE: 032388 REPORT DATE: 06.488 NSSS5: WE TYPE: PWR

(NSIC 209771) ON MARCH 23, 1988 AT APPROXIMATELY 0353 HOURS, WITH UNIT 1 IN MODE
2, AN ENGINEERED SAFPETY FEATURE (ESF) ACTUATION OF THE CONTROL ROOM VENTILATION
SYSTEM TO THE RECIRCULATION MODE OCCURRED. SUBSEQUENT INVESTIGATION DETERMINED
THAT THE MOST PROBABLE CAUSE OF THIS EVENT WAS AN INADVERTENT ACTUATION OF A
CONTROL ROOM VENTILATION RADIATION MOWITOR DURING MAINTENANCE ACTIVITIES.

DIAGNOSTIC TESTS WERE RUN ON THE MONITOR AND ATTEMPTS WERE MADE TO DUPLICATE THE
EVENT; HOWEVER, NO SPECIFIC CAUSE WAS FOUND.

1253 SOUTH TEXAS ! DOCKET 50-498 LER 88-028
LEAKAGE OF ALUMINUM-BRONZE ESSENTIAL TOOLING WATER SYSTENM.
EVENT DATE: 040188 REPORT DATE: 053188 NESS: WE TYPE: PWR

OTHER UNITS INVOLVED: SOUTH TEXAS 2 (PWR)

(NSIC 209548) ON APRIL ', 1988, WHILE THE PLANT WAS IN MODE 3, OPERATIONS
PERSONNEL OBSERVED SLIGHT LEAKAGE OCCURRING AT A NUMBER OF LOCATICNS IN THE
ALUMINUM-BRONZE ESSENTIAL COOLING WATER (ECW) SYSTEM. FURTHER INVESTIGATION
REVEALED THAT SOME SMALL BORE (2 INCH AND UNDER) FPITTINGS AND VALVES IN THE BECW
SYSTEM HAVE UNDERGONE CREVICE CORROSION (DEALLOYING) EXTENSIVE ENOUGH TO HAVE
RESULTED IN THROUGHM WALL SEEPAGE., LEAKING COMPONENTS FOUND PRIOR TO THE
BEGINNING OF A MAY 2, 1988 OUTAGE AND CERTAIN HIGHER STRESSED SMALL BORE PITTINGS
AND VALVES WERS REPLACED PRIOR TO RESUMPTION OF OPERATION. A LONG TERM SOLUTION

I§ BEING DEVELOPED WHICH WILL RESULT IN MORE PILRMAMENT CORRECTIVE ACTIONS PRIOR
TO STARTUP FROM THE FIRST REFUELING OUTAGE.

1354 SOUTH TEXAS ! DOCKET 50-498 LER 88-029
ENTRY INTO TECHNICAL SPECIFPICATION 3.0.3 TO PERFORM SURVETYTLLANCRE TESTIJG OF 8G
PORVS .

EVENT DATE: 042488 REPORT DATE: 0611388 NSSS: WE TYPE: PWR

(NSIC 209670) ON APRIL 24, 1988 WITH UNIT 1 IN MODE | AT 30% POWER, TECHNICAL
SPECIFICATION 1.0.3 WAS ENTERED ON TWO OCCASIONS FOR A TOTAL OF ERVENTEEN MINUTES
DURING TESTING OF STEAM GENERATOR POWER OPERATED RELIEF VALVES (PORV'S). THE ON
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DUTY LICENSED SHIFT SUPERVISOR REVIEWED THE TECHNICAL SPECIFICATIONS AND BASES
AND DETERMINED THAT HE WAS IN COMPLIANCE FOR THE CONDITIONS AT THAT TIME. THE
SHIFT SUPERVISOR WAS NOT INFORMED OF THE NRC'S CONCERN REGARDING "VOLUNTARY
PNTRY" INTO TECHNICAL SPECIFICATION 3.0.3%. AS A RESULT OF THIS EVENT, PROCEDURES
HAVE BEEN REVISED TO PROHIBIT “VOLUNTARY ENTRY" INTO TECHNICAL SPECIFICATION
3.0.3 PENDING NRC CLARIFICATION OF THIS ISSUE.

[255) SOUTH TEXAS ! DOCKET 50-498 LER 88-027 REV 01
UPDATE ON USE OF IMPROPER SEAL MATERIAL IN STEAM GENERATOR POWER OPERATED RELIEF
VALVES .
EVENT DATE: 042888 REPORT DATE: 071188 NESES: WE TYPE: PWR
OTHER UNITS INVOLVED: SOUTH TEXAS 2 (2WR)
VENDOR: CONTROL COMPONENTS

PAUL-MUNROE MYDAULICS INC.

(NSIC 209926) ON APRIL 28, 1988, MHOUSTON LIGHTING § POWER COMPANY (HL&P) NOTIFIED
THE NRC THAT THE 3RALS INSTALLED IN THE MAIN STEAM SYSTEM POWER OPERATED RELIEF
VALVE (PORV) ACTUATORS WERE MADE OF A MAYERIAL (BUNA-N) WHICH IS8 NOT COMPATIBLE
WITH THE ACTUATOR HYDRAULIC FLUID (FYRQUEL), THIS RESULTED IN LEAKAGE AND
EXCESSIVE HYDRAULIC PUMP OPERATION WHICH COULU LEAD TO PORV INOPERABILITY. AN
ENHANCED SURVEILLANCE PROGRAM WAS ESTABLISHED AND THE WETTED SEALS WERE
SUBSEQUENTLY REPLACED WITH SEALS MADE OF VITON OR EPR DURING AN OUTAGE WHICH
BEGAN ON MAY 2, 1988. THE CAUSES OF THIS BVENT INCLUDE AN ISOLATED FAILURE OF
THE SUBSUPPLIER, PARKER CYLINDER DIVISION, TO SUPPLY THE HYDRAULIC CYLINDER SEALS
AS SPECIFIED BY PAUL-MUNROE ENERTECH (1HE PORV ACTUATOR SUPPLIER) AND AN
INADVERTENT SPECIFICATION BY PAUL-MUNROE OF A BUNA-N SEAL PART NUMBER FOR THE
PUMP SEAL KITS. CORRECTIVE ACTIONS INCLUDE CORRECTION OF PUMP SHAPT SEAL
DOCUMENTATION, A REVIEW OF THE STPEGS SPARE PARTS PROGRAM AND AN INVESTIGATION OF
OTHER PAUL-MUNROE HYDRAULIC ACTUATORS FOR SIMILAR PROBLEMS. NO OTHER OCCURRENCES
OF BUNA-N HAVE BEEN FOUND IN LOCATIONS WHICH COULD AFPFECT THE OPERATION OF VALVE
ACTUATORS. THIS CONDITION IS REPORTABLE PURSUANT TO '0CPRS0.S5S(E) AND 10CFPR21,

[256] SOUTH TEXAS ! DOCKET 50-498 LER 88-030
CONTROL ROOM VENTILATION ACTUATION DUE TO A HIGH HCL TRIP ON A TOXIC GAS MONITOR.
EVENT DATE: 050688 REPORT DATE: 06013188 NSSS5: WEB TYPE: PWR

VENDOR: FOXBORO CO., THE

(NSIC 209561) AT APPROXIMATELY 1056 HOURS ON MAY 6, 1988, WITH THE PLANT IN MODE
5 (COLD SHUTDOWN), AN AUTOMATIC ACTUAIION OF THE CONTROL ROOM VENTILATION TO
RECIRCULATION MODE OCCURRED AS A RESUIT OF A HIGH HYDROCHLORIC ACID (HCL) TRIP ON
ONE OF TWO TOXIC GAS ANALYZERS. AUTOMATIC SAF®TY PEATURES FUNCTIONED AS
DESIGNED. AN INVESTIGATION INTO THE EVENT CONCLUDED THAT THIS WAS MOST LIKELY A
VALID ACTUATION OF THE SYST"M CAUSED BY A PUFF OF HYDROCARBON GAS OR HCL. THE
PRECISE ORIGIN OF THE GAS COULD NOT BE DETERMINED. A MEMORANDUM WILL BE ISSUED
TO PLANT PERSONNEL EMPHASIZING THE SENSITIVITY OF THE TOXIC GAS ANALYEERS AND THE
NEED TO NOTIFY THE CONTROL ROOM OF ANY ACTIVITIES PRODUCING GASES OR FUSES IN OR
NEAR THE POWER BLOCK. CONTROL ROOM PERSONNEL WILL BE DIRECTED TO MAKE A
SITE-WIDE ANNOUNCEMENT OF TOXIC GAS ACTUATIONS AND REQUIRE ANYONE INVOLVED IN
ACTIVITIES THAT MIGHT PRODUCE TOXIC GASES TO IMMEDIATELY CONTACT TiE CONTROL ROOM,

[257) SOUTH TEXAS ! DOCKET 50-498 LER B88-001
CABLM ASSEMBLIES FOR NEUTRON FLUX MONITORING WHICH FPAILED QUALIFICATION TESTING.
EVENT DATE: 050988 REPORT DATE: 060888 NSSS: WE TYPE: PWR

OTHER UNITS INVOLVED: SOUTH TEXAS 2 (PWR)

(NSIC 209549) ON MAY 9, 1988 AT 2104 HOURS WITH UNIT ' IN MODE S, HOUSTON
LIGHTING AND POWER ON MAY 9, 1988 AT 2104 HOURS WITH UNIT ! IN MODE COMPANY
(MLEP) NOTIFIED THE NRC THAT THE EXTENDED RANGE NEUTRON INSTRUMENTATION SYSTEM
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IN-CONTAINMENT CABLE AND DETECTOR ASSEMBLIES MAY PROVIDE ERRONEOUS READINGS IN A
HARSH, ACCIDENT ENVIRONMENT. THE CAUSE OF THIS CONDITION WAS SOLDER AND THREADED
JOINT LEAKAGE WHICH WAS NOT DETECTED BY MANUFACTURER'S ACCEPTANCE TESTING. THE

UNIT | DETECTORS AND CABLES WERE SUBSEQUENTLY REPLACED WITH RECERTIFIED
COMPONENTS .

[258) SOUTH TEXAS ! DOCKET 50-498 LER 88-032
AUXILIARY PEEDWATER PUMP SHAFT SLEEVE FAILURE DUE TO STRESS CORROSION CRACKING
HYDROGEN EMBRITTLEMENT.

EVENT DATE: 051288 REPORT DATE: 061188 NSSS: WE TYPE: PWR

OTHER UNITS INVOLVED: SOUTH TEXAS 2 (PWR)

VENDOR: BINGHAM PUMP CO.

(NSIC 20967)) ON FEBRUARY 28, 1988, WITH UNIT ! IN HOT STANDBY (MODE 3), AN
AUXILIARY FEEDWATER (AF) PUMP FAILED ITS PERFORMANCE TEST. SUBSEQUENT INSPECTION
OF THE PUMP INTERNALS REVEALED SIGNIPUCANT DAMAGE, INCLUDING A SPLIT IN THE
CENTER SHAFT SLEEVE (PART OF THE CENYVER-STAGE BUSHING ASSEMBLY). THE PUMP WAS
KEPLACED WIIH A SIMILAR PUMP PROM UNIT 2, WHICH IS CURRENTLY UNDER CONSTRUCTION.
THE REPLACEMENT PUMP WAS TESTED AND DECLARED OPERABLE ON MARCH 7, 1988, ON MAY
S, 1988, AN INSPECTION OF A UNIT 2 AF PUMP RECEIVED SIMILAR DAMAGE. ON MAY 12,
1988, IT WAS DETERMIMED THAT THE FAILURE MECHANISM COULD, IF LEFT UNCORRECTED,
AFFECT REDUNDANT AF PUMPS, AND THE NRC WAS NOTIFIED. AN INVESTIGATION INTO THE
CAUSE OF THE SLEEVE SPLITTING DETERMINED THE ROOT CAUSE TO BE STRESS CORROSION
CRACKING/HYDROGEN EMBRITTLEMENT OF THE SLEEVE MATERIAL. THE PUMP SLEEVE MATERIAL
WILL EE REPLACED WITH A SOFTER STAINLESS STEEL WHICH IS NOT SUSCEFTIBLE TO STRESS
CORROSION CRACKING/HYDROGEN EMBRITTLEMENT. UNTIL THKIS MODIFICATION CAN bE
COMPLETED, THE UNIT ' PUMPS WILL BE TRSTED WEEKLY POR OPERABILITY. THIS
CONDITION 1S REPORTABLE UNDER 10CFRS0,73(A)(2)(V), VTOCPR50.55(E) AND 10CFR2'.

[259) SOUTH TEXAS ) DOCKET 50-498 LER 88-03)

ALR BINDING OF CHARGING PUMP SUCTION LINE FROM THE REFUELING WATER STORAGE TANK
DUE TO A DESIGN ERROR.

EVENT DATE: 051388 REPORT DATE: 061188 NSSS: WE TYPE: PWR

OTHER UNITS INVOLVED: SOUTH TEXAS 2 (PWR)

(NGIC 209683) ON APRIL 18, 1988, DURING TESTING OF UNIT ¢ CENTRIFUGAL CHARGING
PUMPS (CCPS8), A LOSS OF SUCTION PRESSURE TO THE PUMPS OCCURRED ON "SWAP OVER"
FROM THE VOLUME CONTROL TANK (VCT) TO THE REFUELING WATER STORAGE TANK (RWST).
CUBSEQUENT INVESTIGATION DETERMINED THAT THE CAUSE OF THIS EVENT WAS A DESIGN
ERROR IN THE PIPING CONFIGURATION FROM THE RWST TO THE CCP SUCTION WHICH RESULTED
IN A HIGH POINT THAT RELEASES ENTRAINED AIR IN THE WATER AND FORMS A VAPOR POCKET
NHEN THE RWST LEVEL [§ BELOW ELEVATION 25'-6"., THIS PIPING CONFIGURATION IS
IDENTICAL TO UNIT 1. AN ENGINEERING EVALUATION DETERMINED THAT THI RWST LEVEL
ALLOWED BY TECH SPECS IN MODE 5 WAS NOT SUFFICIENT TO PRECLUDE THISE OCCURRENCE.
AT NO TIME HAS THE PLANT BEEN OPERATED WITH AN RWST LEVEL WHICH WOULD RESULT IN
THIS OCCURRENCE WHEN THE RWST WAS REQUIRED AS A BORATION SOURCK. CORRERCTIVE
ACTIONS INCLUDE ADMINIGLTRATIVE CONTROLS TO MAINTAIN SUPFICIENT RWAT LEVEL,
EVALUATION OF REROUTING OF THE PIPING AND A REVIEW OF OTHER SAFETY-RELATED PIPING

CONFIGURATIONS POR SIMILAR OCCURRENCES., THIS REPORT IS ALSO SUBMITTED PURSUANT
TO YOCPRSO0.55(®) .

(260 SOUTH TEX2S | DOCKET S0-4%% LER #B-034

FAILURE TO TEST CONTAINMENT SPRAY PUMP SEQUENCER ACTUATION DUK TO INADEQUATE TEST
PROCEDURE,

EVENT DATE: 051788 REPORT DATE: 061688 NSSS: we TYPE: PWR

(NSIC 209684) ON MAY 17, 1988 WITH UHIT ' IN MODE 5, DURING REVIEW AND
PREPARATION OF ENGINEERFD SAVETY FEATURES (ESF) ACTUATION SURVEILLANCE TEST



PROCEDURES, A SYSTEMS ENGINEER DISCOVERED THAT THE PREOPERATIONAL TEST PROCEDURES
DID NOT TEST ONE OF THE ESF SEQUENCER ACTUATIONS OF THE CONTAINMENT SPRAY PUMPS.
FURTHER REVIEW IDENTIFIED THAT THE PREOPERATIONAL TESTS WERE INCLUDED AS PART OF
THE SURVEILLANCE CREDIT PACKAGE TO SATISPY TECH SPEC REQUIREMENTS. THE CAUSE OF
THIS EVENT WAS AN ISOLATED PREOPERATIONAL TEST PROCEDURE INADEQUACY DUE TO THE
UNIQUENESS OF THE MULTIPLE PERMISSIVE SIGNALS PROVIDED FOR CONTAINMENT SPRAY PUMP
ACTUATION. THE UNTESTED ACTUATION WAS SUBSEQUENTLY TESTED UNDER A TEMPORARY

[ ROCEDURE AND DETERMINED TO BE SATISFACTORY. CORREBCTIVE ACTIONS INCLUDE A REVIEW
OF TECH SPEC SURVEILLANCE CREDIT PACKAGES, REVISION TO PROCEDURE PREPARATION
PROCEDURES TO ENSURE ADEQUATE REVIEWS, A REVIEW OF UNIT 2 PREOPERATIONAL TEST
PROCEDURES FOR TESTING OF BOTH CONTAINMENT SPRAY PUMP ACTUATIONS AND PREPARATION
OF A PERMANENT PLANT PROCEDURE TO TEST THIS FEATURE,

[261) SOUTH TELAS 1 DOCKET 50-498 LER 88-0135
NONPERFORMANCE OF A REQUIRED SURVEILLANCE TEST FOR A COMPONENT COOLING WATER
VALVE DUE TO AN INADEQUATE PROCEDURE.

EVENT DATE: 051888 REPORT DATE: 061788 NSSS: WE TYPE: PWR

(NSIC 209672) ON MAY 18, 1988, WHILE THE PLANT WAS IN MODE S, THE SYSTEM ENGINEER
FOUND THAT THE COMPONENT COOLING WATER (CCW) TRAIN 1B VALVE OPERABILITY TEST
PERFORMED ON FEBRUARY 11, 1988, HAD NOT YET BEEN EVALUATED FOR CHANGE IN STROKE
TIME PER ASME SECTION XI. THE EVALUATION WAS PERFORMED AND THE RESULTS INDICATED
THAT ONE OF THE VALVES COVERED BY THE TEST REQUIRED AN INCREASED TESTING
YREQUENCY. DUE TO THE LACK OF A TIMELY REVIEW, TWO REQUIRED SURVEILLANCES HAD
BEEN MISSED. IMMEDIATE REVIEW OF THE LATEST VALVE OPERABIIITY SURVEILLANCE FOR
CCW TRAIN 1B, PERFORMED ON MAY 13, 1988, SHOWED THE VALVE OF CONCERN WITHIN ITS
ALLOWABLE STROKE TIME. THE MISSED SURVEILLANCE TESTING WAS DUE TO A LACK OF
TIMELY REVIEW OF THE SURVEILLANCE TEST PACKAGE, WHICH RESULTED FROM AN INADEQUATE
TRACKING PROGRAM. SURVEILLANCE FREQUENCY FOR THE APFECTED VALVE WAS INCREASED,
AND A VERIFIUATION OF KEVIEW WAS PERFORMED FOR OTHER ASME SECTION XI SURVEILLANCE
TEST PACKAGES. TO PREVENT RECURRENCE OF THE EVENT, THE SURVEILLANCE PROGRAM I§
BEING REVISED TO PROVIDE AN IMPROVED SYSTEM TO TRACK SURVEILLANCE TEST PACKAGES
THROUGH THE REVIEW CYCLE AND TO ALERT RESPONSIBLE PERSONNEL TO TEST PACKAGES NOT
RECEIVING TIMP.Y ATTENTION. THE INDEPENDENT SAFETY ENGINEERING GROUP WIL! ALSO
PERFORM A REVIEW OF THIS AND SIMILAR EVENTS.

[262) SUMMER DOCKET 50-1395 LER 88-005
FAILURE TO ESTABLISH FIRE WATCH FOR RELAY ROOM DUE TO PERSONNEL ERROR.
EVENT DATE: 042688 REPORT DATE: 052688 NSSS: WE TYPE: PWR

(NSIC 209431) AT APPROXIMATELY 0715 HOURS ON APRIL 26, 1988, THE ONCOMING
OPERATIONS' SHIFT SUPERVISOR IDENTIFIED THAT A CONTINUOUS FIRE WATCH WITH BAKUP
FIRE SUPPRESSION EQUIPMENT HAD NOT BEEN ESTABLISHED FOR THE RELAY ROOM AS
REQUIRED BY TECHNICAL SPECIFICATION ?.7.9.3.A. THE REQUIREMENTS OF THIS ACTION
STATEMENT SHOULD MAVE BEEN IMPLEMENTED AT 0635 HOURS FOLLOWING ISOLATION OF THE
CO2 SYSTEM, WHICH PROVIDES FIRE PROTECTION FOR THE RELAY ROOM EQUIPMENT. THE
CAUSE OF THIS EVENT WAS AN INADEQUATE REVIEW OF PAPERWORK DUE TO PERSONNEL ERROR.
THE CONSEQUENCES WERE MINIMAL SINCE THE DURATION OF THE NONCOMPLIANCE WAS
APPROXIMATELY 50 MJNUTES AND AN HOURLY FIRE WATCH PATROL ROUTINELY INSPECTED THE
AREA. THE FOLLOWING CORRECTIVE ACTIONS WERE INITIATED AS A RESULT OF THIS EVENT:
1. EFFECTIVE MAY 13, 1988, SCHEDULING PERSONNEL DISCONTINUED ASSIGNING REMOVAL
AND RESTOR (TION NUMBERS TO PAPERWORK. CONTROL ROOM PERSONNEL WILL PERFORM THIS
FUNCTION ‘N THE FPUTURE., 2. INVOLVED PERSONNEL ARE TO REVIEW THIS INCIDENT WITH
EACH OPERATIONS SHIFT AY JULY 10, 1988, ). OPERATIONS WILL BSTABLISH AN IMPROVED
INTERFACE WIS THE ON-SHIFT FIRE PROTECTION OPPICER FPOR THE REVIEW OF PIRE
SERVICE RELALFD PAPERWORK BY JUNE 15, 1988,



1263) SUMMER ! DOCKET 50-395 LER 88-006
SAFETY INJECTION/REACTOR TRIP WHEN "A" MAIN STEAM ISOLATION VALVE CLOSED DURING
TESTING AND INADEQUATE REVIEW OF POST TRIP DATA.

EVENT DATE: 051288 REPORT DATE: 060988 NSSS: WE TYPE: PWR

(NSIC 209539) AT 0446 MRS, 5/12/88, A\ SAFETY INJECTION (SI)/REACTOR TRIP OCCURRED
WHEN "A" MAIN STEAM ISOLATION VALVE (MSIV) SHUT DURING TESTING. WHEN THE TEST
SWITCH WAS RELEASED FOLLOWING THE TESTING OF "A" MSIV, THE VALVE WENT PULLY SHUT
DECREASING THE STEAM FLOW FROM ITS ASSOCIATED STEAM GENERATOR. THIS DECREASE OF
STEAM FLOW ON "A" STEAM HEADER CAUSED A CORRESPONDING INCREASE IN STEAM FLOW AND
A DECREASE IN STEAM PRESSURE ON B AND C STEAM HEADERS. AS PART OF THE "REACTOR
PROTECTION SYSTEM,"” THIS RAPID DECREASE IN STEAM PRESSURE ON TWO HEADERS CAUSED A
SI/REACTOR TRIP., A NOTIFICATION OF AN UNUSUAL EVENT (NUE) WAS DECLARED AT 0510
HRS AS THE RESULT OF THE SI AND WAS DOWNGRADED TO NORMAL PLANT CONDITINN AT 0515
HOURS. ON 5/16/88, DURING A REVIEW OF THE POST TRIP DATA BY THE INDEPENDENT
SAFETY ENGINEERING GROUP (ISEG), IT WAS IDENTIFIED THAT SERVICE WATER FLOW TO THE
REACTOR BUILDING COOLING UNITS (RBCU) DECREASED BELOW THE TECHNICAL
SPECIFICATIONS LIMIT DURING THE EVENT. ON 5/17/88, A MANAGEMENT REVIEW BOARD
MEETING, CHAIRED BY THE ACTING VICE PRESIDENT, NUCLEAR OPERATIONS, WAS CONVENED
TO REVIEW THIS EVENT. AS A RESULT OF THIS MEETING, THE FOLLOWING ACTION 1S TO BE
TAKEN: ENGINEERING 1§ TO REVIEW THE DESIGN REQUIREMENTS OF THE MSIV CIRCUITRY,
IDENTIFY WHAT IS COMMON IN BOTH THE NORMAL AND TEST CIRCUIT, AND WHAT CAN BE
MONITORED DURING THE NEXT TEST.

[264) SURRY 1 DOCKET 50-280 LER 88-012
INOPERABLE CONTAINMENT JSOLATION VALVE DUE TO PERSONNEL ERROR.
EVENT DATE: 041888 REPORT DATE: 0%51'88 NS§S5: WE TYPE: PWR

VENDOR: SCHUTTE AND KOERING COMPANY

(NSIC 209390) ON APRIL 18, 1988 AT 1145 HOURS, WITH UNIT 1 AT COLD SHUTDOWN, THE
"AS FOUND" LEAKAGE TEST (PT '6.4) REVEALED THAT 1-RS-11 (EIIS-BE-ISV) WAS HELD IN
THE OPEN POSITION BY ITS COUNTER WEIGHT. AS IT COULD NOT BE DETERMINSD WHEN THIS
CONDITION ORIGINATED, IT IS BEING REPORTED AS CONTRARY TO TECHNICAL SPECIFICATION
1.0.H.5 WHICH REQUIRES THAT ALL AUTOMATIC CONTAINMENT ISOLATION VALVES ARE
OPERABLE OR ARE LOCKED CLOSED UNDER ADMINISTRATIVE CONTROL. AN INSPECTION OF
1-R§-11 REVEALED THAT THE VALVE EXTERNAL COUNTERWEIGHT WAS LIFTED TO PAST 90
DEGREES FROM THE HORIZONTAL WHICH HELD THE CHECK VALVE OPEN. THE COUNTERWEIGHT
WAS ABLE TO PASS THE VERTICAL POSITION BECAUSE THERE WAS MOVEMENT BETWEEN THE
LEVER ARM AND HINGE PIN CONNECTION. THE OTHER THREE (3) VALVES OF SIMILAR DESIGN
IN THE UNIT ' CONTAINMENT WERE INSPECTED AND VERIFIED TO BE IN THE CLOSED
POSITION. SIMILAR VALVES IN THE UNIT 2 CONTAINMENT WERE VISUALLY VERIFIED TO BE
CLOSED AS REQUIRED. 1-RS§-11 WAS DISASSEMBLED. NO INTERNAL DAMAGE WAS OBSERVED
WHICH COULD HAVE CAUSED THE VALVE TO OPEN OR REMAIN OPEN. EBIGHT (8) VALVES OF
THIS DESIGN IN THE UNIT ! AND 2 CONTAINMENTS WILL BE MODIFIED TO REDUCE THE
COUNTERWEIGHT ARM ANGLE TC ZEROC DEGREES FROM THE MORIZONTAL WITH THE VALVE CLOSED
TO PREVENT THE VALVE FROM BEING CAPABLE OF REMAINING IN THE OPEN POSITION.

1259 SURRY 1 DOCKET 50-280 LER 88-016
PIURSSURIZER SAFETY VALVE SETPOINTS OUTSIDE OF ALLOWABLE LIMITS.
EVENT DATE: 051088 REPORT DATE: 060888 NSSS: WE TYPE: PWR

VENDOR: CROSBY VALVE & GAGE CO,

(NSIC 209615) ON MAY 10, 1988, WITH UNIT ' IN REFUELING SHUTDOWN, THE UNIT 1
PRESSURIZER SAFETY VALVES WERE FOUND TO HAVE LIFT SETPOINTS OUTSIDE ALLOWABLE
LIMITS DURING REFUELING SURVEILLANCE TESTING. THAEE ()) SAFETY VALVE SETPOINTS
WERE HIGHER THAN ALLOWABLE, THE SAFETY VALVE SLXTPOINTS WERE RESET TO WITHIN
ALLOWABLE LIMITS AND THE SAFETIES WERE RE-INSTALLED IN THE SYSTEM, THIS REPORT IS
SUBMITTED PURSUANT TO 10CFRS0.73(A(2)(XI). AN ENGINEBERING EVALUATION IS BERING
CONDUCTED TO DETERMINE THE CAUSE OF THE SETPOINT DRIPT.
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[266) SURRY DOCKET 50-280 LER 88-0113
EDG AUTO START DUE TO PERFORMANCE OF MULTIPLE PROCEDURES CONCURRENTLY.
EVENT DATE: 052388 REPORT DATE: 062188 NSSS: WE TYPE: PWR

OTHER UNITS INVOLVED: SURRY 2 (PWR)

(NSIC 209713) ON MAY 23, 1988, AT 1220 HOURS, WITH UNIT ! IN A REFUELING OQUTAGE
AND UNIT 2 IN A MAINTENANCE OUTAGE, DURING POST MAINTENANCE TESTING OF THE NUMBER
3 EMERGENCY DIESEL GENERATOR (EDG) (EIIS-DG), THE EDG AUTOMATICALLY STARTED. THE
INADVERTENT AUTO START OF THE NUMBER 3 EDG WAS THE RESULT OF PERFORMING MULTIPLE
PROCEDURES CONCURRENTLY WITHOUT ADEQUATE REVIEW FOR CONFLICTING REQUIREMENTS IN
THE INDIVIDUAL PROCEDURES. TESTING WAS SUSPENDED AND THE DIESEL WAS SHUT DOWN TO
INVESTIGATE THE CAUSE OF THE AUTO-START., IT WAS DETERMINED THAT THE AUTO-START
WAS CAUSED BY THE PAST START RELAY (EIIS-RLY) CLOSING AND LOCKING IN WHEN THE
START SIGNAL WAS INJECTED INTO THE CIRCUIT WHILE THE SWITCH WAS IN THE EXERCISE
POSITION. THIS CAUSED THE DIESEL TO START WHEN THE SWITCH WAS PLACED IN AUTO.
THE TESTING OF THE CIRCUIT WAS THEN COMPLETED,

[267) SURRY 1 DOCKET 50-280 LER 88-015
EMERGENCY BUS TRANSFORMER COOLING FANS POWERED FROM NON-SAFETY RELATED POWER
SUPPLY DUE TO DESIGN DEFICIENCY.

EVENT DATE: ©52388 REPORT DATE: 062188 NSESS: WE TYPE: PWR
OTHER UNITS INVOLVED: SURRY 2 (PWR)

VENDOR: I.T.E IMPERIAL POWER EQUIPMENT CO.

(NSIC 209614) ON MAY 23, 1988, AT 1800 HOURS, WITH UNIT 1! IN REFPUELING SHUTDOWN
AND UNIT 2 IN COLD SHUTDOWN, TWO STATION DEVIATION REPORTS WERE RECEIVED (ONE FOR
EACH UNIT) CONCERNING NON-SAFETY RELATED POWER SUPPLIES (EIIS-JX) FOR THE COOLING
FANS (EIIS-FAN) OF BOTH TRAINS OF 4160 TO £80 VOLT EMERGENCY BUS TRANSPORMERS
(EIIS-XFMR). THE POWER SUPPLIES TO THESE FANS WOULD BE LOST IN THE EVENT OF A
LOSS OF OFFSITE POWER. AN ENGINEERING REVIEW WAS INITIATED. WHEN THE RESULTS OF
THE ENGINEERING REVIEW WERE RECEIVED AT 1030 HRS ON MAY 31, 1988, THE STATION
HUCLEAR SAFETY AND OPERATING COMMITTEE DETERMINED THAT THE EVENT COULD
POTENTIALLY PLACE THE PLANT IN AN UNANALYZED CONDITION. THEREFORE, THE EVENT WAS
REPORTED PURSUANT TO 10CFRS50,72(B)(2)(1) AT 1150 HOURS ON MAY 31, 1988. THE USE
OF NON-SAFETY RELATED POWER SUPPLIES POR THE COOLING FANS FPOR THE EMERGENCY BUS
TRANSFORMERS IS ATTRIBUTED TO AN ORIGINAL DESIGN DEFICIENCY. THE UNIT 2 POWER
SOURCES HAVE BEEN RELOCATED TO DIBSEL GENERATOR BACKED SUPPLIES. THE UNIT
POWER SOURCES WILL BE RELOCATED PRIOR TO UNIT STARTUP,

[268) SURRY 1 DOCKET 50-280 LER 88-018
PERSONNEL EXCEEDS OVEREXPOSURE LIMIT FOR QUARTER.
EVENT DATE: 052788 REPORT DATE: 062888 NESS: WE TYPE: PWR

(NSIC 209714) ON MAY 27, 1988, WITH UNIT | IN REFUELING SHUTDOWN, IT WAS
DETERMINED THAT A CONTRACT EMPLOYEE HAD RECEIVED AN EXPOSURE IN EXCESS OF 3.000
REM FOR THE CALENDAR QUARTER. THE INDIVIDUAL MAD BEEN INVOLVED IN THE CLEANING
AND INSPECTION OF THE UNIT ' REACTOR VESSEL O-RING SEATING SURFACE. THE APFECTED
WORKER RECEIVED A DOSE TO THE HEAD OF 2.527 REM. HIS QUARTERLY TOTAL PRIOR T0
THE EVENT WAS 0.752 REM. HIS TOTAL QUARTERLY EXPOSURE OF 3.279 REM THUS EXCEEDED
THE 3.000 REM QUARTERLY EXPOSURE LIMIT ALLOWED BY 10CFR20.101(B)1. ENHANCEMENTS
TO THE RADIOLOGICAL PROTECTION FUNCTION, AS WELL AS WORK PLANNING, SCHEDULING,
COMMUNICATIONS, AND EXECUTION WILL BE IDENTIFIED AND IMPLEMENTED. THIS REPORT 1§
MADE PURSUANT TO 10CPR20.405(ACTHCT).

[269) SURRY 2 DOCKET 50-28) LER 88-011
CONTROL/RELAY ROOM CHILLER INOPERABLE DUE TO FOULED FILTER-DRYER BLEMENT.
EVENT DATE: 042388 REPORT DATE: 052088 NSESS: WE TYPE: PWR

OTHER UNITS INVOLVED: SURRY ! (PWR)
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VENDOR: MCQUAY-PERFEX INC.

(NSIC 209391) ON APRIL 23, 1988 AT 2316 HOURS, WITH UNIT ! IN COLD SHUTDOWN AND
UNIT 2 AT 100% POWER, IT WAS NECESSARY TO REMOVE FROM SERVICE ONE OF THE THREE
CONTROL ROOM/RELAY ROOM CHILLERS, 1-VS-E-4A (EIIS-CHU), TO PERFORM MINOR
MAINTENANCE., THE REFRIGERANT FILTER-DRYER WAS BECOMING CLOGGED AND THE UNIT WAS
SECURED TU PREVENT THE UNIT FROM “IPPING. THE "B" CHILLER UNIT (1-VS-E-U4B) HAD
PREVIOUSLY BEEN REMOVED FROM SER. _E FOR A MAJOR OVERHAUL, LEAVING ONLY ONE
CHILLER (1-VS-E-4C) OFERATING. THIS IS CONTRARY TO TECHNICAL SPECIFICATION 3.4
WHICH KEQUIRES ONE CONTROL' ROOM/RELAY ROOM CHILLER TO BE OPERATING AND ANOTHER TO
BE OPERABLE, THE REPRIGERANT FILTER-DRYER ELEMENTS OF 1-VS-E-tA WERE BECOMING
FOULED WITH DEBRIS AND REQUIRED REPLACEMENT. CHILLER 1-VS-E-GA HAD RECENTLY BEEN
REPLACED WITH A NEW UNIT., THIS TYPE OF DEBRIS IS5 NOT UNUSUAL WHEN A NEW
CHILLER/UNIT IS PLACED IN SERVICE. CHILLER 1-VS-E-UA WAS SECURED, THE
FILTER-DRYER ELUMENTS WERE REPLACED, AND THE CHILLER WAS RETURNED TO SERVICE AT
2334 HOURS ON APRIL 23, 1988. A MAJOR UPGRADE OF THE CHILLER UNITS HAS BEEN
COMPLETED TO IMPROVE THE CAPACITY AND RELIABILITY OF THESE UNITS,

[270) SURRY 2 DOCKET 50-281 LER 88-008
INALEQUATE BORIC ACID PLOWPATES DUE TO PERSONNEL ERROR AND INADEQUATE PROCEDURES.
EVENT DATE: (5058% RFPORT DATE: 060688 NSSS5: WE TYPE: PWR

(NSIC 209524) ON MAY 5, 1988 AT 1749 HOURS, WITH UNIT 2 AT 98% POWER, THE REACTOR
OPERATOR DISCOVERED THAT NO BORIC ACID FLOWPATH EXISTED FROM THE BORIC ACID
STORAGE TANKS (BASTS) (EIIS-CB TK) TO THE CHARGING PUMPS (EIIS- P). THIS IS IN
VIOLATION OF TECHNICAL SPECIFICATION 3.2.B.4. THE LOSS OF THE FLOWPATH WAS DUE
TO PERSONNEL ERROR AND PROCEDURAL INADEQUACY IN RESTORING ONE BORIC ACID TRANSFER
PUMP TO SERVICE FOLLOWING MAINTENANCE. THE LOSS OF THE FLOWPATH LISTED FOR SEVEN
(7) HOURS., A SECOND FLOWPATH FROM THE REFUELING WATER STORAGE TANK (RWST) TO THE
CORE EX({STED DURING THIS EVENT. PROCEDURES WILL BE REVISED TO CLARIFY VALVE
ALIGNMENT IN THE SYSTEM FOR THZ VARIOUS POSSIBLE COMBINATIONS OF TANKS AND PUMPS.

(271 SURRY 2 DOCKET 50-281 LER 88-010
REACTOR TRIP DUE TO LOW LOW STEAM GENERATOR LEVEL DUE TO CLOSURE OF TURBINE
GOVERNOR VALVES.
EVENT DATE: 0516889 REPORT DATE: 061588 NESS: WE TYPE: PWR
VENDOR: INGERSOLL-RAND CO.

MAGNETICS DIV SPANG INDUSTRIES, INC.

(NSIC 209715) ON MAY 16, 1988 AT 0324 HOURS, WITH UNIT 2 AT 100% POWER, A REACTOR
TRIP OCCURRED AS A RESULT OF STEAM GENERATOR (§/G) (EBIIS-HX) LOW LOW LEVEL. AT
49 SECONDS AFTER THE TRIP, SAFETY INJPFCTION EIIS-BQ WAS MANUALLY INITIATED IN
ACCORDANCE WITH EMERGENCY PROCEDURE 1.0 DUE TO PRESSURIZER EIIS-PIR LEVEL
DECREASING TO 13%. THE CAUSE OF THE REACTOR TRIP WAS RAPID CLOSURE OF THE
TURBINE GOVERNOR VALVES (EIIS SCV) WHICH RESULTED IN SHRINK OF THE §/0 LEVELS TO
THE REACTOR TRIP SETPOINT. EXTENSIVE TESIING WAS CONDUCTED ON THE TULBINE
CONTROL CIRCUITRY AND THE EHC SYSTIM. NO DEFICIENCIES WERE DETECTED. THE
TURBINE IMPULSE PRESSURE IRANSMITTER EIIS-PT WAS CALIBRATED, FURTHER
MONITORING OF THE ENC SYSTEM WILL BE PERFORMED DURING THE UNIT STARTUP.

1272) SURRY 2 DOCKET 50-281 LER 88-012
INOPERABLE INDIVIDUAL ROD POSITION IMNDICATORS DUE TO INSTRUMENT DRIPT.
EVENY DATE: 051788 REPORT DATE: 061688 NsSS: WE TYPE: PWR

VENDGX: MAGNETICS DIV SPANG INDUSTRIES, INC,

(NSIC 209616) ON MAY 17, 1988, UNIT 2 WAS AT INTERMEDIATE SHUTDOWN AND PROCEEDING
TO COLD SHUTDOWN AS REQUIRED BY TECHNICAL SPECIFICATIONS (T.§8.) DUE TO REDUCED
AUXILIARY FPEEDWATER FLOW FOLLOWING A REACTOR TRIP ON MAY 16, 1988. AT 0557 HCURS
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ON MAY 17, 1988, THE INDIVIDUAL ROD POSITION INDICATORS (IRPIS) (EIIS-ZI) FOR
FOUR RODS IN SHUTDOWN BANK "B" DIFFERED FROM THE ROD GROUP DEMAND COUNTER BY
GREATER THAN 12 STEPS. THIS IS CONTRARY TO ™.8. 3.12. THE IRPIS WERE ADJUSTED
AT 0631, BUT DURING THE CONTINUED COOLDOWN, (X IRPIS POR SHUTDOWN BANK ‘A’
DRIFTED OUT OF THE 12 STEP BAND AT 0850 HOUh.. THE IRPIS WERE NOT ABLE TO BE
CALIBRATED, AND THE UNIT WAS PLACED IN COLD SHUTDOWN AT 0519 HOURS ON MAY 18,
1988, INCORRECT ROD POSITION INDICATICN DUE TO REACTOR COOLANT SYSTEM (RCS)
(EIIS-AB) TEMPERATURE CHANGES IS KNOWN TO BE A GENERIC WESTINGHOUSE PWR CONCERN.
A T.5. CHANGE IS BEING PREPARED WHICH WILL ACCOMMODATE THE EPFECTS OF RCS
TEMPERATURE ON THE ROD POSITION INDICATORS. A SETPOINT CHANGE WAS MADE WHICH
LOWERED THE P-250 PROCESS COMPUTER ROD DEVIATION ALARM TO ALERT THE OPERATOR WHEN
THE RODS ARE 10 STEPS OUT OF ALIGNMENT TO PRECLUDE EXCEEDPING THE T.S. LIMIT OF 12
STEPS. THE IRPIS WILL BE CALIBRATED PRIOR TO UNIT CRITICALITY.

(273 SURRY 2 DOCKET 50-281 LER 88-013
REACTOR TRIP BREAKERS OPENED DUE TO INADEQUATE FROCEDURE.
EVENT DATE: 052388 REPORT DATE: 061488 N§SS: VB TYPE: PWR

INSIC 209716) ON MAY 23, 1988 AT 1244 HOURS, WITH UNIZ 2 AT COLD SHUTDOWN, THE
REACTOR TRIP BREAKERS (EIIS-BRK) AUTOMATICALLY OPENED IN RESPONSE TO A REACTCR
TRIP SIGNAL GENERATED ON LOW STEAM GENERATOR (8/G) WATER LEVEL. PRIOR TO THIS
EVENT, THE P ACTOR TRIP BREAKERS HAD BEEN CLOSED TO FACILITATE TESTING OF THE
TURBINE CON DL SYSTEM. 1IN ORDER TO SATISFY AN INTERLOCK FOR CLOSING THE REACTOR
TRIP BREAKRRS AT COLD SHUTDOWN, SIGNALS FOR NORMAL STEAM GENERATOR LEVELS WERE
SIMULATED POR 2 OF 1 §/G LEVEL COMPARATOR MODULES FOR EACH §/G. A REACTOR TRIP
OCCURRED WHEN THE SIMULATED SIGNALS WERE INADVERTENTLY DEENERGIZED DUE TO AN
INADEQUATE PROCEDURE. THE INADEQUATE (DEVIATED) PROCEDURE FAILE. TO IDENTIFY THE
SOURCE OF POWER FOR THE SIMULATED S/G SIGNALS. PERSONNEL WILL BE REINSTRUCTED ON
THE NEED FOR CLARITY WHEN DEVIATING FROM PROCEDURES.

[274) SURRY 2 D0CKET 50-281 LER 88014
LIFTING OF POWER OPERATED RELIEF VALVE DUE TO PROCEDURAL INADEQUACY.
EVaNT DATE: 052888 REPORT DATE: 062788 NSSS: WE TYPE: PWR

(INSIC 209717) ON MAY 28, 1988 AT 0228 IOURS, WITH UNIT 2 IN COLD SHUIDOWN, A
REACTOR COOLANT SYSTEM (RCS) (EIIS-AB) POWER OPERATED RELIEF VALVE (PORV),
PCV-20455C (RIIS-PCV) CYCLED OPEN AND THEN CLOSED. AT THE TIME OF THE EVENT, RCS
VENTING AND FILLING WAS IN PROGRESS AND A REACTOR COOLANT PUMP (RCP) EIIS-P HAD
JUST BREN STARTED. THE PRESSURE TRANSIENY, CAUSED BY THE START OF THE RCP WITH A
SOLID WATER PLANT CONDITION, CREATED A PRESSURE RISE AND LIFTED THE PGRV WHICH
WAS SET TO OPEW AT 375 PSIG. THE PORV IMMEDIATELY CLOSED AND THE RCS PRESSURE
STABILIZED AT APPROXIMATELY 340 PSIG. THIS EVENT IS REPORTABLE PURSUANT T
TECHNICAL SPECIFICATION (T.§.) 3.1.G.3 AND 6.6.C. THE CAUSE OF THE EVENT WAS
FAILURE TO REVISE THE RCS VENTING PROCEDURE WHEN THE PORV LIPT SETPOINTS WERE
REDUCED. TME ADMINISTRATIVE PROCEDURE WHICH PROVIDES THE INSTRUCTIONS POR
PROCESSING SETPOINT CHANGE REQUESTS REQUIREs THAT DOCUMENTS APFECTED BY THE
SETPOINT CHANGE BE REVIEWED. HOWEVER, THERE WAS NO MECHANISM TO ENSURE THAT
THESE DOCUMENTS WERE REVIFED. THE OPERATING PROCEDURES FOR BOTH UNITS ARE BRING
REVISED TO REDUCE THE REQUIRED RCS PRESSURE BAND POR OPERATING A RCP WHEN VENTING
THE RCS. THR ADMINISTRATIVE PROCEDURE WILL BE REVISED TO PROVIDE A MECKANISM TO
ENSURE THAT DOCUMENTS AFFECTED BY THE SETPOINT CHANGE WILL BE REVISED IN A TIMBLY
MANNER .

1275) SUSQUEMANNA 1 DOCKET 50-387 LER 88-007
EMERGENCY DIESEL GENERATOR 'B' UNPLANNED AUTOMATIC START.
EVENT DATE: 002988 REPORT DATE: 052088 NSSS: GB TYPF: BWR

OTHER UNITS INVOLVED: SUSQUEHANNA 2 (BWK)
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(NSIC 209363) ON APRIL 29, 1988 AT 1535 HOURS, WITH UNIT 1 OPERATING AT 100%
POWER AND UNIT 2 IN THE REPUELING CONDITION AT 0% POWER, AN UNPLANNED START OF
THE 'E' DIBSEL GENERATCR (WHICH WAS LUBSTITUTING FOR THE 'C' D/G) OCCURRED DURING
THE PERFPURMANCE OF A UNIT 2 18-HMONTH SURVEILLANCE TEST. A HIGH IMPEDANCE TEST
LAMP ASSEMBLY WAS TO BE INSTALLED ON TEKMINAL POINTS ARQUND THE COIL OF THE
PRIMARY DIKSEL EMERGENCY START RELAY TO MONITOR THE RELAY'S STATUS DURING THE
TEST. DURING INSTALLATION OF THE TEST EQUIPMENT, AN ELECTRICAL ARC OCCURRED
BETWEEN A TERMINAL POINT AND THE TES: EQUIPMENT. THE ARCING LEAD TO
DE-ENERGIZATION OF THE PRIMARY EMERGENCY START RELAY AND AN AUTOMATIC DIESEL
START. TO PREVENT RECURRENCE, CRITICAL JUM.ERS WILL HEREAFTER BE OF A SWITCHED
TYPE, SO THAT PROPER INSTALLATION CAN BE VERIFIED BEFORE CLOSING THE SWITCH. TEST
EQUIPMENT INTEGRITY WILL BE CHECKED PRIOR TO INSTALLATION. 1IF TERMINAL POINTS
AKE DIFFICULT TO ATTACH TEST EQUIPMENT TO, AN ATTEMPT WILL BE MADE TO IDENTIFY
ALTERNATE POINTS WHICH ARE MORE CONVENIENT. THE STATION IS ALSO INVESTIGATING
LONGEP TERM ADDITIONAL CONTROLS, SUCH AS THE INSTALLATION OF PERMANENT TEST
CONNECTIONS ON TERMINAL POINTS USED DURING TESTING AND THE USE OF DEDICATEM <ORK

CREWS WHO WOULD BE ASSIGNED TO TEST PERSONNEL DURING PLANNED OUTAGE TESTIN.
PERIODS.

[276) SUSQUEHANNA 1 DOCKET 50-387 LER 88-009

HIGH PRESSURE COOLANT INJECTION SYSTEM INVERTER TRIPS CAUSING SINGLE TRAIN SAFETY
SYSTEM TO BECOME INOPERABLE.

EVENT DATE: 052088 REPORT DATE: 062088 NG6SS: GE TYPE: BWR

(NSIC 209659) ON MAY 20, 1988, AT 01295 HOURS THE HIGH PRESSURE COOLANT INJECTION
SYSTEM (HPCI) OUT-OF-SERVICE ANNUNCIATOR ALARMED AND THE HPCI INVERTER STATUS
LIGHT ILLUMINATED IN THE CONTROL HOOM. OPERATIONS PERSONNEL INVESTIGATED AND
FOUND THAT THE HPCI INVERTER HAD TRIPPED. THF INVERTER PROVIDES POWER TO
COMPONENTS OF THE HFCI TURBINE SPEED CONTROL CIRCUITRY. WITHOUT THE INVERTER
OPERATING THE HPCI SYSTEM 15 INOPERABLE. AS SUCH, OPERATIONS PERSONNEL DECLARED
LIMITING CONDITION FOR OPERATION (LCO) 3.5.' ON THE EMERGENCY CORE COOLING
SYSTuMS. PLANT PERSONNEL RESET THE INVERTER WHICH RESTORED “PCI SYSTEM
OPERABILITY. OPERATIONS PERSONNEL CLEARED THE HPCI LCO AT " 00 HOURS. THE
INVERTER HAD BEEN DE-ENERGIZED FOR APPROXIMATELY 25 MINUTES. DURING THIS TIME
PERIOD, UNIT ONE WAS OPERATING AT APPROXIMATELY 100% CAPACITY. THE CAUSE OF THE
TRIP IS ATTRIBUTED TO THE HIGH VOLTAGE TRIP SETPOINT OF THE INVERTER DRIFTING
LOW, AT THE TIME, THE BATTERY CHARGER, SUPPLYING POWER TO THE INVERTER, WAS
OPERATING IN EQUALILE. 1IHE INPUT VOLTAGE TO THE INVERTER WAS 144 VDC. THE
INVERTER'S HIGH VOLTAGE SETPOINT IS NORMALLY 147 VDC. ELECTRICAL MAINTENANCE
PERSONNEL LOWEREL THE EQUALIZE VOLTAGE TO 142.8 VDC AND RETURNED THE CHARGER TO
FLOAT. THESE ACTIONS LOWERED THE VOLTAGE INPUT TO INVERTER TO BETWEEN -130 AND
134 VDC, WHICH ALLOWED THE INVERTER TO RESET.

1277) SUSQUEHANNA 2 DOCKET 50-388 LER BB-010
DELAMINATING FOIL ON INSULATION IN PRIMARY CONTAINMENT.
EVENT DATE: 030588 REPORT DATE: 071588 NSS8: GB TYPE: BWR

(NSIC 209974) THIS LER PROVIDES INFORMATION CONCERNING A CONDITION INVOLVING
TEMP-MAT FIBROUS INSULATION BLANKETS COVERED WITH ALUMINUM LAMINATED ALPHA
MARITEX STYLE #2025/9480 HT FIBERGLASS CLOTH WHICH MAD BEEN USED EXTENSIVELY IN
THE PRIMARY CONTAINMENT AT SUSQUEHANNA SES UNIT 2. THE ALUMINUM POIL ON THER
SURFACE OF THE ALPHA MARITEX CLOTH COVERING THE TEMP-MAT BLANKETS WAS FOUND TO
HAVE DELAMINATED EXTENSIVELY THROUGHOUT THE DRYWELL. TH!S CONDITION WAS
DISCOVERED DURING A WALKDOWN ON MARCH 5, 1988 SHORTLY POLLOWING COMMENCEMENT OF A
REFUELING OUTAGE. PURSUANT TO '0CFR2), INITIAL TELEPHONE NOTIPICATION TO THE
COMMISSION WAS PROVIDED ON MARCH 164, 1988 AND A PART 21 REPORT WAS SUBMITTED ON
MARCH 21, 1988 PER PLA-3003. THIS CONDITION WAS LIMITED TO SSES UNIT 2. DURING A
LOSS-OF-COOLANT ACCIDENT, LARGE QUANTITIES OF LOOSE ALUMINUN PFOIL COULD MAVE
BECOME DEBRIS DURING THE BLOWDOWN PHASE., ALSO, USE OF DRYWBLL SPRAY POLLOWING A
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LOCA COULD HAVE RESULTED IN FURTHER DEBRIS GENERATION., INSULATION DEBRIS COULD
BE TRANSPORTED TO THE WETWELL DURING A LOCA, AND COULD HAVE BLOCKED ECCS PUMP
SUCTION STRAINERS, RESULTING IN INADEQUATE NPSH, CAUSING PUMP DAMAGE. BECHTEL
CALCULATIONS FOR THE EFFECT OF INSULATION DEBRIS ON ECCS TUMP PERFORMANCE HAD NOT
CONSIDERED DELAMINATION OF THE ALUMINUM FOIL AS A SOURCE OF . %BRI1S,

[278) SUSQUEKANNA 2 DOCKET 50-388 LER 88-009
MSIV ISOLATION SIGNAI INITIATED WHEN PRINTED CIRCUIT CARD WAS REINSERTED.
EVENT DATE: 052488 REPORT DATE: 062288 NSSS: GE TYPE: BWR

(NSIC 209755) ON MAY 24, 1988 WITH UNIT 2 IN CONDITION 5 AT 0% POWER, AN %S§F
ACTUATION OCCURRED WHEN AN ISOLATION SIGNAL TO THE MSIV'S WAS INITIATED WHEN AN
14C TECHNICIAN PUSHED IN A PRINTEL CIRCUIT C..R" PART WAY TO AVOID INTERFERENCE
WITH THE DOOR TO THE EMC CABINET. THIS EVENT WAS DETERMINED TO BE REPORTABLE PER
10CPRS0.73(A)(2)(IV), IN THAT THE INADVERTENT MSIV ISOLATION SIGNAL CONSTITUTED
AN UNPLANNED ESF ACTUATICON. ADEQUATE PROTECTION AGAINST AN OUTSIDE RELEASE OF
RADIOACTIVE MATERIAL WAS ENSURED DURING THE EVENT SINCE THE MSIV'S WERE ALREADY
CLOSED IN THEIR SAFETY FUNCTION POSITION. THE EHC .RINTED CIRCUIT CARD HAD BEEN
PULLED OUT TO FACILITATE TROUBLESHOOTING FOR AN EHC PROBLEM ON THE MAIN TURBINE.
WHEN THE CARD WAS PARTIALLY REINSERTED, DESIGN CONDITIONS WERE MET TO INITIATE
THE MSIV ISOLATION TRIP LOGIC, THE CAUSE OF THE EVENT IS AN I4C DEPARTMENT
PROGRAM ERROR GOVERNING NORMAL WORK PRACTICES, IT HAS BEEN 14C WORK PRACTICE TO
LEAVE CIRCUIT CARDS IN THE SHELF POSITION (PULLED, BUT STILL IN POSITION) FOR
SITUATIONS WHEN IT HAS BEEN NECEJSARY TO REMOVE THEM DURINC WORK ACTIVITIES.
IMMEDIATE CORRECTIVE ACTIONS INCLUDED PULLING OUT THE PRINTED CIRCUIT CARD AND
RESETTING THE ISOLATION LOGIC AND ASSOCIATED ALARMS.

[279) fHREE MILE ISLAND 2 DOCKET S0-320 LER 88-00%
REMOVAL OF TRASH FROM A RADIOLOGICALLY CONTROLLED AMEA WITHOUT PROPER SURVEY.
EVENT DATE: 042188 REPORT DATE: 052088 N§SS: BW TYPE: PWR

(NSIC 2096467) THIS LER DESCRIBES TWO (2) BVENTS INVOLVING REMOVAL OF TRASH
CONTAINING SOLID ONTAMINATED DEBRIS IN EXCESS OF ESTABLISHED LIMITS FROM A
FADIOLOGICALLY CONTROLLED AREA (RCA) WITHOUT PROPER RELEASE SURVEYS. THE GPU
NUCLEAR CORPORATION RADIATION PROTECTION PLAN, A TMI-2 LICENSING BASIS DOCUMENT
PER THE TMI-2 TECHNICAL SPECIFICATIONS, ESTABLISHED LIMITS POR UNRESTRICTED
RELEASE OF 1000 DPM/V100 CM(2) LOOSE SURFACE CONTAMINATION AND 5000 DPM/100 CM'2)
TOTAL (FIXED PLUS REMOVABLE). THEREFORE, THESE EVENTS ARE REPORTABLE PURSUANT TO
10 CFR 20.405(A)(1)(V) SINCE THE CONTAMINATION LEVELS DISCOVERED AT THE TRASH
COMPACTOR IN EACH CASE WERE IN EXCESS OF TEN (10) TIMES THE LIMIT SET FORTH 1IN
THE PLAN. THE EARLIEST EVENT DATE OF THIS LER IS APRIL 21, 1988; THUS, THE DUE
DATE OF THIS REPORT IS MAY 21, 1988 (I.EB., 30 DAYS FROM DETERMINATION OF
REPORTABILITY). 1IN BOTH EVENTS, A RADIOLOGICAL CONTROLS TECHNICIAN WAS
PERFORMING A ROUTINE SURVEY AT THE TRASH COMPACTOR AND DISCOVERED ONE OR MORE
BAGS OF TRASN CONTAMINATED TO VARIOUS LEVELS. THE BAG(S) WAS REMOVEL TO A
CONTROLLED AREA AND SURVEYED: THE CONTAMINATED MATERIAL WAS REMOVED AND
IDENTIFIED, THE PRIMARY CAUSE FOR BOTH EVENTS IS A LACK OF AWARENESS OF SURVEY
REQUIREMENTS FOR MATERIAL REMOVED FROM AN RCA AND/OR INATTENTION TO REQUIREMENTS
POSTED AT ALL EXISTS.

(280 THREE MILE ISLAND 2 DOCKET 50-320 LER 88-008
REMOVAL OF TRASH FROM A RADIOLOGICALLY CONTROLLED AREA WITHOUT PROPER SURVEY,
EVENT DATE: 050488 REPORT DATE: 060388 NSSS: BW TYPE: PWR

(3I8IC 209625) THIS LER DESCRIBES TWO (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 PROM A RADIOLOGICALLY CONTROLLED AREA (RCA)
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WITHOUT PROPER RELEASE SURVEYS. THE GLPU 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/'00 CM/2) TOTAL (FIXED PLUS REMOVABLE!. THEREFORE, THIS EVENT IS
REPORTABLE PURSUANT TO 10 CFR 20.405(A1(1)(V) SINCE THE CONTAMINATION LEVELS
DISCOVERED T THE TRASH COMPACTOR WERE IN EXCESS OF TEN (10) TIMES THE LIMIT SET
FORTH IN THE PLAN. THE EARLIEST EVENT DATE OF THIS LER IS MAY &4, 1988;: THUS, THE
DUE DATE OF THIS REPORT 1S JUNE 3, 1988 (1.E., 30 DAYS FROM DETERMINATION OF
REPORTABILITY). 1IN BOTH EVENTS, A RADIOLOGICAL CONTROLS TECHNICIAN WAS
PERFORMING A ROUTINE SURVEY AT THE TRASH COMPACTOR AND DISCOVERED SEVERAL BAGS OF
TRASH CONTAMINATED TO VARIOUS LEVELS IN EXCESS OF ALLOWABLE LIMITS. THE BAGS
WERE REMOVED TO A CONTRCLLED AREA AND SURVEYED; THE CONTAMINATED MATERIAL WAS
RFMOVED AND IDENTIFIED.

[281) THREE MILE ISLAND 2 DOCKET 50-320 LER 88-009
PROCEDURAL NON-COMPLIANCE DURIRG OPERATION OF THE XY BRIDGE FLUSH WAND,
EVENT DATE: 051388 REPORT DATE: 06°'088 NSSS: BW TYPE: PWR

VYENDOR: GOULDS PUMPS INC.

(NSIC 209626) AT APPROXIMATELY 0722 HOURS ON MAY 13, 1988, A PLUSH OF THE X-Y
BRIDGE, WHICH POSITIONS THE PLASMA ARC TORCH, WAS BEING PERFORMED IN THE TMI-2
REACTOR VESSEL (RV) USING THE X-Y BRIDGE FLUSH WAND. THIS ACTIVITY WAS WEING
DIRECTED BY A TASK SUPERVISOR STATIONED IN THE COMMAND CENTER, AND A LEAD
ENGINEER, ST/TIONED N THE REACTCR BUILDING (RB). THE TASK SUPERVISOR WAS
DIRECTING THIS ACTIVITY PER OPERATION PROCEDURE 4210-0P5-3255.29. THIS PROCEDURE
REQUIRES THAT THE FLUSH WAND BE CONNECTED TO THE WATER JET SUPPLY PUMP VAC-P1,
WHICH IS SUBMERGED IN THE RV, HOWEVER, AT THE TIME OF THE EVENT VAC-P! WAS
INOPERABLE, THUS, THE TASK SUPERVISOR AND LEAD ENGINEER DECIDED TO PERFORM THE
FLUSHING OPERATION USING THE BORATED WATER STORAGE TANK (DWST)/FUEL TRANSFER
CANAL 7ILL (FCC) SYSTEM AS THE SOURCE OF FLUSH WATER. THE BWST/FCC SYSTEM 1S NOT
AJTHORIZED FOR THIS ACTIVITY; THUS, THIS EVENT 1§ REPORTABLE PEK 10 CFR
SO.73AYI2V(LIVIC)., PUMP VAC-P! WAS RETURNED TO SERVICE ON MAY 27, 1988, THIS
EVENT 1§ BEING DISCUSSED WITH THE TASK SUPERVISOR, THE LEAD ENGINEER, AND OTHER
PERSONNEL WHO MAY ENGAGE IN SIMILAR TYPE ACTIVITIES. THE REFERENCED OPERATING

PROCEDURE IS BEING REVISED TO ALLOW USE OF AN ALTERNATIVE BORATED WATER SUPPLY
FOR THIS ACTIVITY.

|282) TROJAN DOCKET 50-344 LER 88-019
SURVEILLANCE REQUIRED BY TICH SPECS NOT PERFORMED FOLLOWING CONTAINMENT HYDROGEN
VENT SYSTEM ADSORBER REPLACEMENT.

EVENT DATE: 0221388 REPORT DATE: 071588 N§SSS: WE TYPE: PWR

(NSIC 209966) ON FEBRUARY 23, 1988, IT WAS DISCOVERED THAT THE CHARCOAL ADSORBER
BANK FOR THE TRAIN "B" CONTAINMENT HYDROGEN VENT SYSTEM (CS-9B) HAD BEEN REPLACED
ON FEBRUARY 12, '988., THE IN-PLACE TESTING REQUIRED BY TROJAN TECH SPEC
§.6.4.3.F FOLLOWING ADSORBER REPLACEMENT WAS NOT FERFORMED ON CS-9B. THF C5-99
SYSTEM WAS THEREFORE TECHNICALLY INOPERABLE AFTER FEBRUARY 12, 1988, DUR TO
FAILURE TO PERFORM THIS REQUINED SURVEILLANE. THIS CONDITION WAS NOT RECOGNIZED
AT THE TIME, AND THE TRAIN "B" CONTAINMENT HYDROGEN VENT SYSTEM WAS CONSIDERED TO
BE IN AN OPERABLE STATUS UNTIL DISCOVERY OF THIS SITUATION ON FEBRUARY 23, /988,
TRAIN "B" OF THE CONTAINMENT HYDROGEN VENT SYSTEM WAS PLACED IN AN INOPERABLE
STATJS UPON DISCOVERY OF THIS EVENT. EVALUATION OF THIS ''VENT IS STILL IN
PROGRESS. A SUPPLEMENTAL REPORT WILL BE SUBMITTED WHEN > AIS BVALUATION HAS BEEN
COMPLETED. THIS EVENT HAD NO EFFECT ON PUBLIC HEALTH AND SAFETY.
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[2813) TROJAN DOCKET 50-344 LER 88-003 REV O
UPDATE ON SINGLE FAILURE MECHANISM DISCOVERED WHICH COULD OVERPRESSURIZLE
CONTAINMENT ELECTRICAL PENETRATION SEALS.

EVENT DATE: 032488 REPORT DATF: 062288 NSSS: WE TYPE: PWR

(NSJT 2097°41) DURING A CONTAINMENT PENETRATION RELIABILITY REVIEW ON MARCH 24,
1988, A SINGLE FAILURE MECHANISM WAS DISCOVERED THAT COULD RESULT IN
OVERPRESSURIZATION OF CONTAINMENT ELECTRICAL PENETRATION SEALS. THE SEALS WERE
OPERATED WITH A CONTINUOUS SUPPLY OF NITROGEN TO THE PENETRATION MODULE. THE
NITROGEN SUPPLY SYSTEM TO CONTAINMENT ELECTRICAL PENETRATIONS IS NOT PROVIDED
ADEQUA™E OVERPRESSURE PROTECTION DOWNSTREAM OF THE PRESSURE REGULKTORS.
THEREFORE, FAILURE OF A REGULATOR CCULD OVERPRESSURILE THE SEALS AND CAUSE THEIR
PAILURE. THE CAUSE OF THIS CONDITION KAS NOT BEEN DETERMINZD. CORRECTIVE ACTION
WAS TAREN TO ISOLATE THE NITROGEN SUPPLY TD THE CONTAINMENT ELECTRICAL
PENETRATIONS SINCE NITROGEN PRESSURE 15 NOT NECESSARY FOR THE SEALS TO FuLFILL
THEIR DESIGN FUNCTION. NITROGEN PRESSURE IS5 BEING MANUALLY ADJUSTED FOR THE
APPROPRIATE VALUE ONCE PER SHIFT. EVALUATION OF THIS EVENT IS STILL IN PROGRESS.
COMPLETION OF THE EVALUATION IS CONTINGENT UPON RECEIPT O® APFITIONAL DESIGN
INFORMATION FROM THE MANUFACTURER OF THE EBLECTRICAL PENETRATION ASGEMBLIES. WHIS
EVENT HAD NO EFFECT ON PUBLIC HEALTH AND SAFETY.

[284) TROJAN DOCKET 50-344 LER 88-004 REY U1
UPDATE ON CONTAINMENT PENETRATIONS NOT VERIFIED CLOSED AS REQUIRED BY TECH SPECS.
EVENT DATE: 032888 REPORT DATE: 071888 NSESS: WE TYPE: PWR

(NSIC 209965) DURING A ROUTINE INSPECTION ON MARCH 28, 1988, IT WAS DISCOVERED
THAT THE PLANT WAS BEING OPERATED IN A CONDITION THAT DID NOT COMPLY WITH TROJAN
TECH SPEC REQUIREMENTS. FOUR MANUAL DRAIN VALVES LOCATED ON THE MAIN FEEDWATER
LINES WHICH ARE IDENTIFIED AS MANUAL CONTAINMENT ISOLATION VALVES IN TECH SPEC
TABLE 3.6-1 WERE FOUND TO BE OPEN, WITH PRESSURE TRANSDUCERS CONNECTED TO THE
DOWNSTREAM DRAIN LINES. THE FINAL SAFETY ANALYSIS REPORT ASSUMED POSITION FOR
THESE VALVES IS LOCKED CLOSED. THE FEEDWATER LINE DRAIN VALVES WERE OPENED IN
ACCORDANCE WITH A TEMPORARY MODIFICATION IMPLEMENTED ON AUGUST 7, 1987, THE TTS§
4.6.7.7, "PRIMARY CONTAINMENT INTEGRITY", REQUIREMENT TO PERIODICALLY VERIFY THE
CONTAINMENT PENETRATIONS ASSOCIATED WITH THESE VALVES ARE SHUT WAS NOT MET. THE
APPARENT CAUSE OF THIS EVENT WAS INADEQUATE DEVELOPMENT AND REVIEW OF THE
TEMPORARY MODIFICATION AND ITS SAFETY EVALUATION. IMMEDIATE CORRECTIVE ACTION
WAS TO CLOSHE THE MANUAL FEEDWATER LINE DRAIN VALVES. AN ACTION PLAN HAS BEEN
DEVELOPED TO EVALUATE AND CORRECT CONCERNS REGARDING CONTAINMENT ISOLATION
REQUIREMENTS, THE ADEQUACY OF SAFETY EVALUATIONS, AND THE CAUSES OF THIS EVENT.
THIS EVENT HAD NO EFFECT ON PUBLIC HEALTH AND SAPETY.

120%) TROJAN DOCKET 50-344 LER 88-009
MOURLY FIRE PATROLS FOR INOPERABLE FIRE DOOR MISSED.
EVENT DATE: 04218%  REPORT DATE: 051988 NSSS: WE TYPE: PWR

(NSIC 209471) ON APRIL 12, 1988, FIRE DOORS 52 AND 5) TO THE WEST AND BAST
BATTERY ROOMS WERE BLOCKED OPEN TO SUPPORT BATTERY REPLACEMENT. THE COMPENSATORY
MEASURES OF TROJAN TECH SPEC 1.7.9 WERE TAKEN., ON AFRIL 2', IT WAS DISCOVERED
THAT THE FIRE PATROL FOR DOOR 52 WAS NOT PROPERLY CONDUCTED FOR APPROX. & WOURS.
THE PERSON ASSIGNED TO PERFORM HOURLY FIRE PATROLS OBSERVED NUMEROUS PERSONNEL
WORKING IN THE AREA AND ASSUMED AN ACTUAL INSPECTION OF THE AREA INSIDE DOOR 52
WAS NOT NECESSARY, THE CAUSE OF THIS EVENT WAS PERSONNEL ERROR. EMPLOYMENT OF
THE PERSON WHO FAILED TO PERFORM THE RBQUIRED FIRE PATROLS WAS BEEN TERMINATED,
IT 15 EXPECTED THAT FIRE DOORS 52 AND 53 WILL BE RETURMED TO SERVICE BY JUNE )0,
1968, THIS REPORT INCLUDES THE INFORMATION REQUIRED BY THE SPRCIAL REPORTING
REQUIREMENTS OF TROJAN TECH SPEC 3.7.9 POR INOPERABLE FIRE BARRIERS. THIS EVENT
HAD NO EFFECT ON PUBLIC HEALTH AND SAFPETY,
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1286 TROJAN DOCKET 50-344 L¥R 88/
MOVEMENT OF LOADS OVER IRRADIATED FUEL IN SPENT FUEL POOL VIFT'*™ _ .eun oPEC
LIMITS ON FUEL BUILDING CRANE TRAVEL.

EVENT DATE: 042588 REPORT DATE: 052588 NSSS: WE TYPE: PWR

(NSTIC 209472) ON APRIL 25, 1988, WHILE MOVING NEW FUEL ASSEMBLIES PROM THE NEW
FUEL STORAGE RACKS TO THE SPENT FUEL POOL (SFP), NEW FUEL ASSEMBLIES WERE MO\ ED
OVER SPENT FUEL ASSEMBLIES STNRED IN THE SFP. THE NEW PUEL ASSEMBLIE: WERE
CARRIED ABOVE THE SURFACE OF THE WATER BY THE SPFP BRIDGE CRANE IN THE FULLY
RAITED POSITION, THIS ACTION VIOLATED TROJAN TECH SPEC LIMITATIONS ON FUBL
BUILDING CRANE TRAVEL. SEVEN ASSEMBLIES WEPRE MOVED IN SUCH A MANNER. THE PUEL
MOVEMENT WAS PERFORMED BY A FIFUELING TEAM CONTRACTED TO PERFORM REFUELING
OPERATIONS. THE CAUSE OF THIS EVENT WAS FAILURE OF THE REFPUELING CREW TO COMPLY
WITH PLANT PROCEDURES, IMMEDIATE CORRECTIVE ACTION UPON DISCOVERY WAS TO RETURN
THE FUEL ASSEMBLY BEING MOVED TO AN APPROVED LOAD PATH., THE REFUELING CREW WAS
GIVEN INSTRUCTION ON APPROVED LOAD PATHS FOR MOVEMENT OF NEW FUEL PRIOR TO
RESUMPTION OF FUEL MOVEMENT. THE REFUELING CREW SUPERVISOR AND TROJAN MANAGEMENT
MET WITH EACH CREW TO PRESENT ADDITIONAL TRAINING ON PROCEDURES AND THE

IMPORTANCE OF PROCEDURAL COMPLIANCE, THIS EVENT HAD NO EFFECT ON PUBLIC HEALTH
AND SAFETY.

|287) TROJAN DOCKET 50-344 LER #8-012
FIRE DOOR MADE INOPERABLE DUE TO PERSONNEL ERROR,
EVENT DATZ: 041088 REPORT P rE: 053188 NSSS: WE TYPE: PWR

(NSIC 209473) ON APRIL 30, 1988, RIGGING EQUIPMENT WAS FOUND TO BE ROUTED THROUGH
ROLLUP FIRE DOOR 430. THIS DOOR IS FRAOVIDED AS A FIRE BARRIER FOR “HE AUXILIARY
BUILDING AREA WHERE THE COMPONENT COOLING WATER (CCW) HEAT EXCHANGERS ARE LOCATED
AND WAS OPEN AT THE TIME OF % 'E EVENT. IT IS EQUIPPED WITH PUSIBLE LINKS SUCH
THAT IN THE EVENT QOF A FIRE HE FUSIB' ¥ LINKS WILL MELT AND THE ROLLUP DOOR WILL
CLOSE. WITH THE RIGGING EQU /MENT ROUTED THROUGH THE OPENING, THE ROLLUP 7IRE
DOOR WIULD HAVE BEEN UNABLE TO COMPLETELY CLOSE IN THE EVENT OF A FIRE. THE
CAUSE OF THIS EVENT WAS PERSONNEL ERROR. THE PERSON WHO ROUTED THE RIGGING GEAR
DID NOT RECOGIZE DOOR 430 AS A FIRE DOOR AND TREAT IT AS SUCH, 7HE IMMEDIATE
CORRECTIVE ACTION WAS TO REMOVE THE RIGGING GEAR TO RESTORE THE BARRIER TO
OPERABLE STATUS. THE DOOR HAS SINCE BEEN CLOSED AND WILL BE LEFT CLOSED AS ITS
NORMAL POSITION. THIS EVENT HAD NO EFFECT ON PUBLIC HEALTH AND SAFELY, THERE
WAS NO EVENT WHICH REQUIRED THAT THESE DOORS BE OPERABLE.

(288 TROJAN DOCKET 50-344 LER 88-013
COMPONENT COOLING WATER VALVE POSITIONS NOT VERIPIED AS REQUIRED BY TECH SPEC
SURVEILLANCE REQUIREMENYS.

EVENT DATE: 050588 REPORT DATE: 060388 N§SS5: WE TYPE: PWR

(NSIC 209%02) TROJAN TECH SPEC 13/4.7.3) - COMPONEBNT COOLING WATER SYSTEM MONTHLY
SURVEILLANCE REQUIRES VERIFICATION THAT BACK VALVE SERVICING SAFETY-RELATED
EQUIPMENT THAT IS NOT SECURED IN POSITION, IS IN ITS CORRECT POSITION. COMPONENT
COOLING WATER (CCW) IS SUPPLIED TO TWELVE COOLING COILS ON BACH OF THE BiGHT
CONTAINMENT AIR COOLERS (CACS), THE MANUAL OUTLET VALVES (96 TOTAL) IN THE CCW
OUTLET PIPING FROM EACH COCLING COIL ARE NOT SECURED IN POSITION, AND A MONTHLY
CHECK OF THEIR POSITION HAS NEVER BEEN INCLUDED IN PRRIODIC PLAK/ TESTS PERPORMED
TO COMPLY WITH SURVEILLANCE REQUIREMENTS. THE CAUSE “F THIS EVENT WAS PROCEDURAL
INADEQUACY. THESE VALVES WILL BE ADDED TO THE LOCKED VALVE LIST AND SECURED IN
THEIR REQUIRED POSITION PRIOR TO STARTUP FROM THE CURRENT REFUBLING OUTAGE. THIS
EVENT N .0 NO FFFECT ON PUBLIC HIALTH AND SAFETY.



|

P a——

S R— ——

108
(289 TROJAN DOCKET 50-344 LER 88-0'4
CONTAINMENT VENTILATION ISOLATION ON HIGH CONTAINMENT RADIOCACTIVITY SIGNAL.
EVENT DATE: 051788 REPORT DATE: 061688 NS8S: WE TYPE: PWR

(NSIC 209637) ON MAY 17, 1988, THE PLANY WAS IN MODE 6 (REPUELING) WITH WORK IN
PROGRESS TO REMOVE THE "D" STEAM GENEEATOR PRIMARY SIDE MANWAY COVERS. THE
CONTAINMENT PURGE SUPPLY AND EXHAUST SYSTEMS WERE IN OPERATION. AT '702 A
CONTAINMENT VENTILATION ISOLATION WAS INITIATED BY A HIGH CONTAINMENT
RADICACTIVITY SIGNAL FROM THE CONJAINMENT LOW LEVEL NOBLE GAS MONITOR (PRM-I1C'.
THE CONTAINMENT PURGE SYSTEM ISOLATION VALVES CLOSED AS REQUIRED. THE PRIMARY
SIDE MANWAY COVERS HAD BEEN REMOVED FROM THE "D" STEAM GENERATOR AND VENTILATION
OF THE "D" STEAA GENERATOR PRIMARY SIDE HAD BEEN INITIATED. THE INCREASE IN
CONTAINMENT GASEQUS ACTIVITY WAS CAUSED BY GASES BEINT EXHAUSTED FROM THE PRIMARY
SIDE OF STEAM GENERATOR "D" AND INTO CONTAINMENT. THE METHOD FOR ESTABLISHING
THE PRM-1C SETPOINT HAD PREVIOUSLY BEEN REVISED TO INCORPORATE A MORE
REPRESENTATIVE DETERMINATION OF BACKGROUND ACTIVITY LEVEL WHEN A RELEASE IS
PLANNED. IN THIS CASE, THE POTENTIAL FOR A RELEASE WAS NOT ANTICIPATED AND THE
PRM-1C SETPOINT WAS NOT ADJUSTED APPROPRIATELY., PLANT PROCEDURES WILL BE REVISED
TO INCORPORATE A CAUTIONARY STATEMENT TO WARN OF PROBABLE RELEBASES WHILE OPENING
STEAM GENERATOR PRIMARY MANWAYS. THIS EVENT HAS NO EFFECT ON PUBLIC HEALTH AND
SAFETY.

[290] TROJAN DOCKET 50-344 LER 88-01%
CONTAINMENT VENTILATION ISOLATION ON HIGH CONTAINMENT RADIOACTIVITY WHILE TPSTING
PRM-1C,

EVENT DATE: 051948 REPORT DATE: 06'788 NSSS5: WE TYPE: PWR

INSIC 209638) ON MAY 19, 1988, THE PLANT WAS IN MODE 6 (REFUELING) WITH THE
CONTAINMENT PURGE SUPPLY AND EXHAUST SYSTEMS IN OPERATION. AT 0747 A CONTAINMENT
VENTILATION ISOLATION WAS INITIATED BY A HIGH CONTAINMENT RADIOCACTIVITY SIGNAL
FROM PRM-1C (CONTAINMENT LOW LEVEL NOBLE GAS MONITOR) THE CONTAINMENT PURGE
SYSTEM ISOLATION VALVES CLOSED AS REQUIRED. INVESTIGATION REVEALED THAT
OPERATION OF PRM-I1C WAS BEING TESTED USING ITS CHECK SOURCE. A PRM-1C ALARM CAN
BE PREVENTED DURING SUCH TESTING BY DEPRESSING THE ALARM RESET BUTTON AND
MAINTAINING IT IN A DEPRESSED CONDITION WHILE THE MONITOR IS INDICATING ABOVE ITS
ALARM SETPOINT. IN THIS CASE, A PERSONNEL ERROR RESULTED IN THE ALARM RESET
BUTTON BEING RELFASED WHILE THE MONITOR WAS INDICATING ABOVE THE ALARM POINT,
THUS CAUEING A PRM-1C ALARM AND CONTAINMENT VENT.LATION I1SOLATION. THE
TECHNICIAN WHO PERFORMED THE PRM-IC TESTING WAS COUNSELED REGARDING PROPER
OPERATION OF THE RESET BUTTON DURIMS USE OF THE CHECK SOURCE. TRAINING OF ALL
INSTRUMENT AND CONTROL TECHNICIANS ON THIS TOPIC WILL BE CONDUCTRD BY AUGUST 18,
1488, THIS EVEMT HAD NO EFFECT ON PUBLIC HEALTH AND SAPETY.

(291 TROJAN DOCKET S50-344 LER 88-016

STEAM GENERATOR WATER LEVEL INSTRUMENT WIGH-HIGH TRIP OUTSIDE TECH SPEC ALLOWABLE
VALVES,

EVENT DATE: 0535889 REPORT DATE: 062488 NSSS: WE TYPE: PWR

(NSIC 209762) ON MAY 25, 1988, DURING EVALUATION OF STEAM GENERATOR WATER LEVEL
CALIBRATION DATA, DISCREPANCIES WERE FOUND SETWEEN DATA USED IN NARROW RANGE
INSTRUMENT CALIBRATIONS AND DATA DOCUMENTED IN ENGINEERING CALCULATIONS. THE
SPAN OF DIFFERENTIAL PRESSURES USED IN CALIBRATION 1S OFPSET PROM THE CALCULATED
CALIBRATION DATA BY APPROXIMATELY 1.5%., THE EFPECT OF THIS OFFSET ON STEAM
GENERATOR WATER LEVEL HIGH-HIGH TURBINE TRIP AND FEEDWATER ISOLATION WOULD BE
NON-CONSERVATIVE. WHEN COMBINED WITH DRIFT IN THE WATER LEVEL INSTRUMENTS. THE
OFFSET COULD HAVE CAUSED THE ACTUAL TRIP TO OCCUR AT A VALUE GREATER THAN THE
ALLOWABLE VALUE OF TROJAN TECH SPEC., CAUSE OF THIS EVENT WAS INADRQUATE
COMMUNICATIONS REGARDING INTENDED USE OF THE CALCULATION BETWEEN THE ENGINEERING
GROUP PERFORMING THE CALCULATION AND THE WORK GROUP RESPONSIBLE POR INSTRUMENT
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CALIBRATIONS. A SETPOINT CHANGE HAS BEEN INITIATED FOR THE STEAM GENRRATOR WATER
LEVEL HIGH-HIGH TRIP TO COUMPENSATE FOR THE CALIBRATION ERROR, THIS EVENT HAD NO
EFFECT ON PUBLIC MEALTH AND SAFETY,

1292} TURKEY POINT 3 DOCKET 50-250 LER 88-007

THREE INTAXE COOLING WATER (ICW) PUMPS INOPERABLE UPON ICW PUMP A AND EMERGE'CY
NIBSEL GENERATOR B BEING OUT UF SERVICE CONCURBENTLY.

EVENT DATE: 042788 REPORT DATE: 052788 NESS: WE T'E: PWR
VENDUR: BECHTEL COWP.

(NSIC 200519) ON APRIL 27, 14988, AT 0927 WIUH UNIT 3 AT 100% POWER, THE IA INTAKE
COOLING WATER (ICW) PUMP WAL STOPPED AND DECLARED OUT OF SERVICE (008) DUE TO A
DISCHAKGE PRESSURE GAUGE PIPING FAILURE. THE JA ICW PUMP RECEIVES 1TSS EMRKGENCY
POWER FROM THE A EMERGENCY DIESEL GENERATOR (EDG) AND THE 3B AND 3. ICW PUMPE
RLCEIVE THEIR SAERGENCY POWER FaOM THE B EDG, WHICH WAS 008 FOR SCHEDULED

PHE ERTIVE MAINTENANCE. WHE!U THE JA ICW PUMP WAS DECLARED 00S, THE B AND 1C ICW
PUMPE BECAME TECHNICALLY OMS IN ACCORDANCE WITH TECHNICAL SPECI/ICATION (TH)
3.0.49, EV"N THOUGH THEY CONTINUED TO OPERATE. WITH MORE THAH ONE ICW PUMP COS,
THE UNIT ENTERED TS 3.0.'. AT 1045 ON APRIL 27, 1988, THE B EDG WAS RETURNED TO
SENVICE FHUS THE 3B AND 3C ICW PUMFS ALSO BECAME OPERABLE. THZ UNIT THEN EXITED
TS 3 0.1, AND ONTERED TS 3.8.5.B.2, WHIiCH PERMITS ONE ICW PUNP TC BE 005 FOR 20
HOURSE. THE PRESSURE GAUGE PIFPING WAS REPAIRED AND THE 3A ICW PUNP WAS RETURNED
TO SERVICE AT 1209 ON APRIL 27, 198E. THE UNIT EXITED TS ). 4.5.8.2 AT THAJ TIME.
THE CAUSE OF THL FPAILUEE OF THE 3A ICW PUMPS DISCHARGE PRESSURE GAUGE PIPING WAS
CORROSION OF THE COUPLING WHICH ATTACHES THE PRESSURE GAUGE PIFPING TO THE ICW
DISCHARGE PIPE DUE TO A LEAK AND THE USE OF A CARBON STEEL INSTEAD OF A STAINLESS
STEEL COUPLIYNG.

(393} TURKEY POINT ) NOCKRET 50-250 LER B88-008
DESIGN BASIS RECONSTITUTION EFFORT IDENTIFIES SYSTEM ALIGNMENT WHICH COULD HAVE
RESULTED IN INSUFFICIENT NPSH FOR CERTAIN PUMPS DURING POST-LOCA RECIRCULATION.
EVENT DATE: 050888 REPORT DAfE: 0O6)388 NESE: WE TYPE: PWR

OTHER UNITS INVOL(ED: TURKEY POINT & (PWR)

(NIIC 209597 DURING TURKEY POINT'S ONGOING DESIGN BASIS RECONSTITUTION EFFORT, A
FLOWPATH WHICHN COULD RESULT IN INSUFFICIENT (EL POSITIVE SUCTION HEAD (NPSH) TO
CERTAIN PUMPS DURING POST LOSS-OF-COOLANT-ACCIDENT (LOCA) RECIRCULATION WAS
IDENTIFIED. IN THFE EVENT OF A SHALL BREAK LOCA, THE RESIDUAL HEAT REMOVAL (RHR)
INJECTION LINES ARE ISOLATED AND THE RHR PUMPS DELIVER FLOW TO THE SAFETY
INJECTION (81) AND CONTAINMENT SJORAY (CS) SYSTEMS VIA VALVE 387. TO PREVENT
EXCESSIVE FLOWRATES DURING REFUELING OPERATIONS, VALVE 887 1§ THROTTLED J0% OPEN
A DOCUMENTATION REVIEW DETERMINED THAT DURING INITIAL PLANT STARTUP, THE VALVE
WAS TESTED AND THROTTLED TO OBTAIN A FLOW OF 1750 GPM. SUSSEQUENT CALCULATIONS
MAVE DETERMINED THAT WITHN VALVE #87 OPEN TO INITIAL PLANT STARTUP POSITION,
SUFFICIENT NPSH WOULD BE PROVIDED TO THE SI OR S PUMPS. CORRELATION BETWEEN TNE
VALVE SETTING AS A RESULT OF TKE FPREOPERATIONAL TESTING AND THE J0% VALVE
POSITION COULD NOT 3B OBTAINED. EVEN THOUGH THERE 1S NO FIRM EVIDENCE THAT A
PROPLEM EXISTED WITH VALVE 887 SCT AT THE 10% OFPEN POSITION, TURKEY POINT TOOK
THE PRUDENT STEP OF PLACING VALVE §87 IN THE FULLY OPEN POSITION. THIS CONCERN
WAS IDENTIFIED ON MAY 13, 1988, WITH UNIT 3 AT 100% POWER AND UNLT & IN MODE 5.
AN EVALUATION OF FULLY OPENING THE VALVA MAL BEEN PERFORMED TO ASSURE

2 L PTABILITY.

(294 TURKEY POINT ) DOCKET 50-2%0 LER 88009
QUALITY ASSURANCE DISCOVERED MISSED TECH SPEC SURVEILLANCES POR STATION BATTERY
PILOT CELL ROTATION AND EDG PUEL OIL SAMPLING ANALYSIS,

EVENT DATE: 052788 REPORT DATR: 062488 NSSS: we TYPE: PWR

OTHER UNITS INVOLVED: TULXEY POINT & (PWR)
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INSIC 209705) ON MAY 27, 1988, WHILE BCTH UNIT 3 AND UNIT & WERE AT 100% POWER,
IT WAS DETERMINED THAT TWO (2) TECHNICAL SPECIPICATION (TS) SURVEILLANCE
REQUIREMENTS HAD NOT BEEN PROPERLY IMPLEMENTED IN 1987, A ROUTINE AUDIT BY THE
QUALITY ASSURANCE (QA) DEPARTMENT OF THE IMPLEMENTATION OF TS SECTION 4.8,
EMERGENCY POWLR SYSTEM PERIODIC TESTS, DISCOVERED THE MISSED TS REQUIREMENTS. TS
4.8.2.A REQUIRES THE STATION BATTERY PILOT CELL TO BE ROTATED ON A MONIHLY BASIS.
THE PILOT CELL WAS NOT ROTATED DURING THE PERIOD APRIL ! THROUGH MAY 19, 1987
WHICH BEXCEUDED THE TS KEQUIRED SURVEILLANCE INTERVAL. TS 4.8.1.8 REQUIRES A
QUARTERLY SAMPLE OF FUEL OIL FOR THE EMERGENCY DIESEL GENERATOR (EDG' BE VERIFIED
TO MEET ACCEPTABLE LIMIYS FOR VISCOSITY, WATER AND SEDIMENT. THE RESULTS
RECEIVED TO MEET THIS TS IN SEPTEMBER, 197 AND PEBRUARY, 1988 WERE WITHIN LIMITS |
BUT THEY WIRE NOT RECEIVED WITHIN THE TS SURVEILLANCE TIME LIMIT. THE ROOT CAUSE
OF THESE RVENTS WAS A COMBINATION OF PERSONNEL ERROR AND PROCEDURE INADEQUACY. A
YRAINING BULLETIN WAS ISSUED TO PLANT DEPARTMENT HEADS TO REEMPHASILE THE
IMPORTANCE OF WORK CONTROLS AND FOLLOWING PROCEDURES. APPROPRIATE PROCEDURE
CHANGES ARE ALSO BEING MADE TO PREVENT RECURRENCE,

1295 TURKEY POLHT 3 DOCKERT $0-250 LER 88-010
CONTAINMENT VENTILATION AND CONTROL ROOM VENTILATION ISOLATE WHILE CONTAINMENT
PARTICULATE RADIATION MONITOR SETPOINT WAS BEING CHECKED.
EVENT DATE: 0528R8 REPORT DATE: 062788 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: TURKEY POINT & (PWR)
VENDUR: NUCLPRAR RESEARCH COuP.

TRACER LAB

(NSIC 209706) ON MAY 28, 1988, WITH UNIT 3 AND UNIT & IN MODE | (POWER OFZRATION)
THE CONTAINMENT RADIOACTIVE PARTICULATE MONITOR (R-11) SETPOINT WAS BEING
VERIFIED. THE USUAL METHOD OF VERIFYING THE SETPOINT IS BY PRESSING THE HIGH
ALARM PUSHBUTTON, THEN READING THE SETPOINT FROM THE INSTRUMENT'S DIGITAL
DISPLAY. AS THE HIGM ALARM PUSHBUTTON WAS BEING PRESSED, AN ALARM SIGNAL WAS
GENERATED. THIS MESULTED IN ACTUATION OF THE CONTROL KOOM VENTILATION AND
CONTAINMENT VENTILATION SYSTEM ., ISOLATION CIRCUITRY. THE SYSTEMS THAT WERE NOT
ALREADY IN THEIR ACTUATED POSITION ACTUATED AS REQUIRED, R-11 WAS TAKEN OUT OF
SERVICE AND THE PROBLEM INVESTIGATED. AFTER TROUBLESHOOTING COULD NOT FIND ANY
PROBLEMS, OPERATIONS REQUESTED THAT R-11 BE PLACFD BACK IN SERVICE TO (SSIST IN
MONITORING CONTAINMENT ACTIVITY DURING PROBLEMS WITH THE NUMBER ! SEAL LBAKOPF ON
THE JA REACTOR COOLANT PUMP, R-11 WAS TESTED IN ACCORDANCE WITH THE NORMAL
SURVEILLANCE PROCEDURE ON MAY 30, '988. DURING THIS TEST, CONTAINMENT AND CONTROL
ROOM VENTILATION ISOLATION SIGNALS WERE GENERATED WHEN THE HIGH ALARM PUSHBUTTON
WAS DEPRESSED., AGAIN THE SYSTEMS THAT WERE NOT ALREADY IN THEIR ACTUATED
POSITION ACTUATED AS DESIGNED. THE DRAWER FOR R-17 WAS REPLACED., THE DRAWER HAS
BEEN RETURNED TO THE MANUFACTURER FOR ROOT CAUSE ANALYSIS,

[296) TURKEY POINT ) DOCKET 50-2%0 LER 88.011
MISPOS.TIONED DIESEL OIL TRANSFER VALVE DUE J/O PERSONNEL JRROR RESULTS IN
POTENTIAL LOSS OF LONG TERM FUEL SUPPLY TO EMERGENCY DIESEL GENERATOR,
EVENT DATE: 052988 REPORT DATE: O0u3008 NSSS: wWE TYPE: PWR
OTHEL UNITS INVOLVED: TURKEY POINT & (PWR)

(NSIC 209787) ON MAY 31, 1988, WHILE PERFORMING A TEST OF THE EMERGENCY DIRSEL
GENEBRATOR (EDG) FUEL OIL TRANSFER PUMPS, OPERATIONS PERSONNEL DISCOVERED THAT
VALVE 70-003, DIERSEL OIL STORAGE TANK ISOLATION VALVE, WAS LOCKED CLOSED INSTEAD
OF LOCKED OPEN AS REQUIREBD, WITH VALVE 70-00) CLOSED, THE PFURL OIL SUPPLY TO
EACH EDG WAS LIMITED TO THE AMOUNT OF FUEL OIL CONTATYNED IN BACH RESPECTIVE EDG
DAY TANE AND SKID TANK. THIS AMOUNT IS SUFPFICILNT FOR APPROXIMATELY 16 HOURS OF
CONTINUOUS OPERATION OF EACH EDG., SUBSEQUENT INVESTIGATION DETERMINED THAT THE
VALVE NAD B.EN CLOSED BY A CHEMISTRY TECHNICIAN ON MAY 29, 1988, WHILE OBTAINING
A SAMPLE FROM THE DIERSEL F/'®L OIL STORAGE TANK., BY MANIPULATING VALVE 70.001,
THE TECHNICIAN PERFORMED AN OPERATION NOT REQUIRED %Y THE SAMPLING PROCEDURE,



THE CAUSE OF THE EVENT WAS PRIMARILY PERSONNEL ERROR AND POOR WORK CONTROLS FOR
SAMPLING. AFTER DISCOVERY OF THE MISPOSITIONED VALVE, THE VALVE WAS RETURNED TO
THE OPEN POSITION, VERIFIED OPEN, AND THE FUEL OIL SYSTEM SATISFACTORILY TESTED.
FURTHER CORRECTIVE ACTIONS INCLULE TRAINING FPOR NUCLEAR CHEMISTRY PERSONNEL,
ESTABLISHING A "SPARE COPY" PILE FOR CHEMISTRY SAMPLING PROCEDURES AND CHANGING
OF VALVE LOCKS FOR VALVES CRITICAL TO PROCESS FLOW PATHS.

1297]) VERMONT YANKEE DOCKET 50-271 LER 88-005 REV 01
UPDATE ON POTENTIAL LOSS OF SGBT TRAIN DUE TO EXTENSION OF LOOP S2AL.
EVENT DATE: Q41788 REPORT DATE: 052788 NSSS: GE TYPE: BWR

(NSIC 209949) DURING 100% POWER OPERATION ON 06&/17/88, AN OPERATOR IDENTIFIED
THAT THE EXISTING TYGON TUBING HAD BEEN REPLACED WITH TUBING TEAT KAD INCREASED
THE VERTICAL HEIGHT OF THE DRAIN LOOP SEALS FOR BOTH STANDBY GAS TREATMENT (SBGT)
TRAINS (EIIS BM). POLLOWUP BY THE OPERATOR REVEALSD THAT EXCESSIVE DRAIN LOOP
SEAL WATER COLUMN WEIGHT COULD PREVENT THE SBGT MOISTURE SEPARATOR FROM DRAINING.
THE PILLING OF THE SBGT TRAINS WOULD RESULT IN A REDUCTION OF TODINE ADSORSTION
BY THE ACTIVATED CHARCOAL BEDS. THE TUBING WAS REPAIRED TO RETURN THE LOOP SEAL
WATER COLUMN TO ITS ORIGINAL WEIGHT., IT WAS DETERKINED THAT BOTH TRAINS WOULD
HAVE OPERATED NORMALLY AND PULPILLED THE SAPETY DESIUN BASIF® PUNCTION AS STATED
IN THE PSAR. MHOWEVER, THE "B" TRAIN WOULD HAVE BEEN AFFECTED DURING FOST-LOCA
LONG TERM CONTAINMENT CLEANUP. CONTAINMENT CLEANUY IS A DESIGN FEATURE OF SBGT
BUT NOT A SAFETY DESIGN BASIS FUNCTION. ©THE ROOT CAUSE COULD NOT BE DETEKNINED
BUT A PROBABLE CAUSE HAS BEEN IDENTIFIED THAT LED TC THE EVENT. ThE USE OF TYGON
TUBING ON THE SBGT DRAIN LOOP SEAL WILL BE EVALLATED PER A MECHANICAL BYPASS
REQUEST. A WALKDOWN WILL BE PERFORMED TO ASSURE THAT ANY OTHER TUBING BEING USED
IN AN OPERATIONAL CONFIGURATION IS8 D CUMENTED AND CONTROLLED. PLANT PERSONNE’
WILL BE GIVEN SPECIFIC TRAINING ON THIS ZVENT.

(298 voGTLE 1 DOCKET 50-424 LER 87-005 REV 05
UPDATE ON 120V AC VOLTAGE TRANSIENT CAUSES BSF ACTUATIONS.
EVENT DATE: 0U40687 REPORT DATE: 0 0788 NESS: WE TYPE: PWR

VENDOR: CONSOLIDATED CONTROLS CORP.

(NSIC 208838) SINCE FEBRUARY 23, 19687, PLANT VOGTLE HAS EXPERIENCED SIX CONTROL
ROOM VENTILATION ISOLATION SIGNALS FROM CONTROL ROOM OUTSIDE AIR DUCT RADIATION
MONITOR 'RE-12716. THESE ACTUATIONS OCCURRED ON FEBRUARY 23 AND 27, 1987; MARCH
26 AND 30, 1987; AND APRII 6 AND 22, 1987, ON MARCH 8§, 1987, A CONTAINMENT
ISOLATION ACTUATION (CIA) AND A CONTAINMENT VENTILATION ISOLATION ACTUATION (CVI)
OCCURRED AS A RESULT OF SPURIOUS SIGNALS FROM HIGHM RANGE RADIATION MONITOR
TRE-0006 AND LOW RANGE RADIATION MONITOR 'RE-Q003, INVESTIGATION AND TESTING
REVEALED THAT VOLTAGE TRANSIENTS ARE BEING INTRODUCED ON THE 120V AC VITAL POWER
SUPPLY WHENEVER THE SAFETY FEATURES SEQUENCER SYSTEM (SPSS) IS5 RE-NNERGILZED AFTER
BEING DE-ENERGIZED FO& MAINTENANCE, TESTING, ETC. THIS VOLTAGE TRANSIENT
SOMETIMES CAUSES THE DATA PROCESSING MODULES (DPM'S) IN THE RADIATION MONITORS TO
SENSE A LOSS OF POWER, THREREBY INITIATING A FALSE NIGH RADIATION SIGNAL AND
CAUSING A CONTROL ROOM VENTILATION ISOLATION. PFURTHER TESTING IS PLANNED TO
CETERMINE THE EXTENT OF THE VOLTAGE TRANSIENT EFFECTS, AND TO IDENTIPY CORRECTIVE
ACTION TO PREVENT RECURRENCE. THIS TESTING WILL BE PERFORMED WAEN THR UNIT IS
RETURNED TO AN OPERATING MODE THAT ALLOWS INVERTEL TRSTING TO S8 SAFELY

ACCOMPLISNED .

1299 vOoGTLE 1 DOCKET 50-424 LER 87.02) REV 01
UPDATE ON CONTROL ROOM ISOLATION INITIATED BY RADIATION MONITOR LOSS OF POWER,
EVENT DATE: 050187 REFPORT DATE: QW0788 NSSS: WE TYPE: PWR

VENDOR: WESTINGMOUSE ELECTRIC CORP,

(NSC 208039) AT 2152 CDT. ON MAY ', 1987, WITH PLANT VOGTLE IN MODE ' AT 22%
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RATED THERMAL POWER (RTP), A CONTROL ROOM VENTILATION ISOLATION (CRI) SIGNAL WAS
RECEIVED. A CONTROL ROOM ISOLATION WAS ALREADY IN EFFECT SINCE THE TOXIC GAS
MONITOR HAD PAILED TWO DAYS EARLIER. THE EVENT INVESTIGATION REVZALED THAT A
FALSE SIGNAL FROM THE CONTROL ROOM AIR INTAKE PROCESS RADIOGAS MONITOR 1RE-12116
INITIATED THE CRI. WHEN THE CRI OCCURRED, MONITORS 'RE-12116 AND 1RE-12117 WERE
CHECKED, BOTH MONITORS INDICATED NORMAL (THERE WAS NO ALERT OR HIGH RADIATION
ALARM INDICATED NN EITHER MONITOR) BUT A TROUBLE LIGHT WAS INDICATED FOR MOWITOR
TRE-1211'6, ACTION WAS TAKE:X TO ASSURE THAT AN ACTUAL RADIATION PROBLEM DID NOT
EXIST. MONITOR 'RE-12116 WAS DECLARED INOPERABLE AND THE CONTROL ROOM
VENTILATION REMAINED IN THE ISOLATION MODE. THE IMMEDIATE CAUSE OF THE CRI WAS A
FALSE SIGNAL FROM MONITOR 'RE-12116. THE ROOT CAUSE OF THE FALSE SIGNAL HAS PEEN
DETERMINED TO BE FAILURE OF THE DATA PROCESSING MODULE (DPM) FOR MONITOR
IRE-12116. CORRECTIVE ACTION INCLUDED REPLACING THE DPM. TESTING AND ANALYSIS OF
THE FAILEL %PM 18 SCHEDULED TO BE PERFORMED BY THE VENDOR,

[300) VOGTLE ! DOCKET 50-424% LER #8-005 REV 01
UPDATE ON PEIRSONNEL ERROR LEADS TO EXCEEDING TECH SPEC TIME INTERVAL POR AN

ACTION REQUIREMENT.
EVENT DATE: 020288 REPORT DATE: 062288 NSSS: WE TYPE: PWR

(NSIC J091485) ON 2,2/88 AT 1715 CST IT WAS DISCOVERED THAT A REQUIRED GRAB SAN"LE
FOR THE CONTROL BUILDING SUMP EFFLUENT DISCHARGE HAD NOT BREEN PERFORMED., THE
SAMPLE WAS REQUIRED TO BE TAKEN, AT LEAST ONCE PER 12 HRS, BY A TECHNICAL
SPECIFICATION ACTION ITEM STATEMENT WHEN THE EFPLUENT MONITOR (RE-17646) WAS
VECLARED INOPERABLE ON NOVEMBER %, 1987. THE SAMPLES WERE BEING TAKEN ON A 12 HR
BASIS UNTIL 2/2/88. THE SAMPLE WAS SCHEDULED FOR 1330 CST. AFTER IT WAS
DISCOVERED THME SAMPLE HAD BEEN MISSED, A SAMPLE WAS TAKEN AT 1850 CST AND NO
RADIOACTIVITY WAS FOUND. AS A RESULT OF THE MISSED SAMPLE ON FEBRUARY 2, 1988, A
REVIEW WAS CONDUCTED TO ENSURE THAT PREVIOUS REQUIRED SAMPLES HAD BEEN TAKEN.

THE REVIEW IDENTIFIED THERE WAS NO DOCUMENTED EVIDENCE FOR SIX ADDITIONAL CASES.
FOUR (&) OF THE SAMPLES MISSED WERE THE CONTROL BUILDING SUMP ON NOVEMBER 17,
1987, DECEMBER 8, 1987, DECEMBER 10, 1987 AND JANUARY 8, 1988, THERE WERE ALSO
TWO (2) DAILY SAMPLES THAT WERE MISSED. ON 12/08/87, A TURBINE BUILDING SUMP
SAMPLE WAS MISSED AND ON JANUARY 26, 1989 A STEAM GENERATOR BLOWDOWN SAMPLE WAS
MISSED., THESE EVENTS OCCURRED BECAUSE THE CHEMISTRY TECHMNICIANS PAILED TO TAKE
THE SAMPLES AND THE CHEMISTRY FOREMEN PAILED TO CHECK THE SAMPLING STATUS DURING

HIS SMIPT.

{301 VOGTLE 1 DOCKET 50-424 LER 88-007
PERSONNEL ERROR LEADS TO MISSZD TECH SPEC SURVEILLANCE,

EVENT DATE: 0322898 REPORT DATE: 0642188 N§SSS: we TYPE: PWR

(NSIC 209786) ON MARCH 22, 1988, AT 1031 CST, APPROXIMATELY 89 GALLONS WAS ADDED
TO REACTOR COOLANT SYSTEM ACCUMULATOR TANK 02, TECHNNICAL SPECIFICATIONS (T8)
REQUIRE THAT BACH ACCUMULATOR BE DEMONSTRATED OPERABLE WITHIN 6 HOURS AFPTER RACNH
SOLUTION VOLUME INCREASE OF GREATER THAN OR EQUAL TO ' PRRCENT OF TANK VOLUME (&7
GALLONS) BY VERIFYING THE BORON CONCENTRATION OF THE ACCUNULATOR SOLUTION. ON
MARCH 23, 1988, A RREVIEW OF THE PREVIOUS DAY'S SURVEILLANCE SHERETS REVEALED THAT
THE KEQUIRED BORON SAMPLE MAD NOT BEEN TAKEN. AT 06)0 CST, A SAMPLE WAS TAKEN
AND WAS WITHIN THR 185 LIMIT OF 1900-2100 PPN. THIS EVENT WAS CAUSED BY THER
FAILURE Or CONTROL ROOM PERSONNEL TO POLLOW PROCEDURE 13105.1, “SAPETY INJECTION
SYSTEM", WHICH WBQUIRES THAT CHEMISTRY PERSONNEL BE NOTIPIED WHEN A BORUN
CONCENTRATION GSAMPLE 15 REQUIRED AND ALSO REQUIRES THAT THE SAMPLE RESULTS BR
LOGAED IN THE UNIT CONTROL LOG. NEITHER STEP WAS PERFORMED. THE CUNTEOL ROOM
PERSONNEL INVOLVED HAVE BEEN COUNSELED REGARDING THE IMPORTANCE OF COMPLYING WITH
FLANT PROCEDULES AND T§5.



[302) VOGTLE 1 DOCKET 50-424 LER 88-008
REACTOR TRIP CAUSED BY E£TATOR COOLING SYSTEM VALVE CONTROLLER FAILURE.
EVENT DATE: 20788 REFORT DATE: 050688 NESS5: WE TYPE: PWR
VENDOR: ELECTRO SWITCH CORP.

FISCHER & PORTER CO.

(NSIC 209237) AT G838 CDT ON APRIL 7, 1988, WITH UNIT ' OPERATING AT 100 PERCENT
RATED THERMAL POWER, A STATOR COOLANT SYSTEM ALARM WAS RECEIVED IN THE CONTROL
ROOM. A PLANT EQUIPMENT OPERATOR (PEQC) WAS DISPATCHED TO INVESTIGATE AND FOUND
SYSTEM WATER TENPERATURE TO BE INCREASING. CONTROL ROOM OPERATORS PROMPTLY BEGAN
10 REDYUCE THE TURBINE-GENERATOR/REACTOR LOAD WAILE THE PEO ATTENPTED TO START THE
SECOND STATOR COOLING WATER PUMP. THESE ACTIONS WERZ UNABLE TO FPREVENT THE
TURBINE TRIPPING CON HIGH STATOR COOLANT WATER TEMPERATURE WHICM, IN TURN, CAUSED
A REACTOR TRIP AL 0846 CDT. ALL CONTRCL RODS INSERTED AND AUXILIARY FEEDWATER
(APW) SYSTEM ACTUATED WHEN THE STEAM GENERATORS (5G'S) REACHED THEIR LOW WATER
LEVEL SETPOINTS. THE CAUSE OF THIS EVENT WAS A NANUFACTURING ERROR IN USING AN
UNDERSIZED LINKAGE SHAFT ON A STATOR COOLING WATER VALVE (17CV-E800) TEMPERATURE
CONTROLLER. VIBRATION OF THE UNDERLY (NG EBQUIPMENT SKID LED THE UNDERSILED
LINKAGE SHAPT TO STRIP THE MINIMALLY ENGAGED THREADS ANU DROP OUT OF A NYLON
THUMB NUT, GIVING A SIGNAL FOR VALVE 1TCV-6800 TO CLOSE, CORBECTIVE ACTION
INCLUDED REPLACEMENT OF THE TEMPERATURE CONTROLLER.

(303] VOGTLE 1 DOCKET 50-424 LER 88-010
RELAY FAILURE CAUSES A CONTAINMENT VENTILATION ISOLATION,
EVENT DATE: 041088 REPORT DATE: 050688 NSSS: WE TYPE: PWR

VENDOR: POTTER ¢ BRUMFIELD

(NSIC 209238) AT 1116 HOURS CDT, ON APRIL 10, 1988, PLANT PERSONNIL WERE
COMPLETING MAINTENANUE ON CHANNEL A OF RACIATION MONITOR 1RE-2565 WHEN A NIGV
RADIATION SIGNAL WAS RECEIVED IN THE CONTROL ROOM FROM CHANNEL C OF 1RE-2565 DUE
TO A RELAY MALFUNCTION. THE HIGH RADIATION SIGNAL INITIATED A CONTAINMENT
VENTILATION ISOLATION (CVI) SIGNAL WHICH ACTUATED ASSOCIATED VALVES TO THEIR
PROPER POSITIONS. CONTROL ROOM YERSONNEL VERIFIED THAT AN ACTUAL HIGH RADIATION
CONDITION DID NOT EXIST, AND THE CVI SIGNAL WAS RESET AT 1230 CDT. A PROMPT
INVESTIGATION SHOWED THAT OPERATION OF THE MODE KEYSWITCH WHILE RETURNING THE
MONITOR TO SERVICE HAD RESULTZD IN A HIGH RADIATION SIGNAL FROM CHANNEL C OF
TRE-296%. THE MONITCR WAS LEFT IN A BYPASS CONDITION PENDING FURTHER
INVESTIGATION, THE CAUSE OF THIS EVENT WAS THE MALPUNCTION OF A RELAY ASSOCIATED
WITH THE MODE KEYSWITCH., THE RELAY WAS REPLACED. A CONTRIBUTING CAUSE OF ThiS
EVENT WAS THE CONSERVATIVELY LOW VALLL FOR THE LOSS-OF-POWER DEFAULT SETPOINTS OF
THE RADIATION MONITOR., THESE SETPOINTS WILL BE REVIEWED,

[304) VOGTLE ! DOCKET S0-424 LER &, 012
INADEQUATE ADMINISTRATIVE CONTROLS LEAD TO MISSED SURVEILLANCES.
EVENT DATE: 081088 REPORT DATE: 051288 NSSS: wWE TYPE: PWR

(NSTIC 209367) ON APRIL 13, 1988, AT APPROXIMATELY 4700 CDT WITH THE PLANT
OPERATING AT 100 PERCENT RATAD THERMAL POWER, IT WAS DISCOVERZD THAT SEVEN (7)
TECHNICAL SPECIFICATION (T8§) WEEELY SURVEILLANCES WERE NOT PERFORMED WITHIN THE
REQUIRED TIME INTERVAL, THE SURVEILLANCE TASKS, WHICH ARE TRACKRD ON
SURVEILLANCE TASK ISMEET STS) MO, 14225-102, WERE COMPLETED ON MARCH 28, 1988,
ALTHOUGH ONE POFTION OF A PROCEDURE DID NOT MEET THE T8 REQUIRENENTS, THE STS WAS
MARFED AS UNACCEFPTABLE. THIS RESULTED IN THE “SSUANCE OF A RETEST SHEET INSTEAD
OF THE WERXLY STS, CAUSING THE WEEKLY SURVEILLANCES DUR BY APRIL 9, 1988 LATE
DATE OF APRIL 10, 1988) TO BE MISSED. THIS EVENT WAS CAUSED BY INADEQUATE
ADMINISTRATIVE CONTROLS POUR DOCUMENTING SURVRILLANCE RESULTS IN THE SURVEILLANCE
TEST PROGRAM, A CONTRIBUTING CAUSE WAS LACK OF COMMUNICATION BETWEEN OFPERATIONS
PERSONNEL AND THE SURVEILLANCE TRACKING COORDINATOR (STC)S., THE WREKLY
SURVEILLANCES WERE PERFORMED ON APRIL '3, 1988, WHEN IT WAS DISCOVERED THEY MAL
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BEEN MISSED. ADMINISTRATIVE PROCEDURE 004064-C, "SURVEILLANCE TEST PROGRAM", WILL
BE REVISED TO ADD MORE DETAJLED INSTRUCTIONS FOR DOCUMENTING TASK COMPLETION
RESULTS. T~AINING SESSIONS WILL BE CONDUCTED FOR THE STCS AND APPROPRIATE
OPERATIONS PERSONNEL,

130%) VOGTLE 1 DOCKET 50-424 LER 88-011
INADEQUATE CONTROL OF EFFLUENT MONITOR ALARM SETPOINTS LEADS TO TECH SPEC
VIOLATION.

EVENT DATE: 041188 REPORT DATE: 051188 NSSS: WE TYPE: PWR

(NEIC 209288) ON APRIL 11, 159B8, THE ALERT ALARM AND THE HIGH ALARM SETPOINTS FOR
THE TURBINE BUILDING DRAIN EFFLUENT MONITOR 'RE-0848 WERE FOUND TO B¥ SET TOO
HIGH. THIS INOPERABLE CONDITION EXISTED SINCE THE MONITOR WAS RETURNED TO
SERVICE ON MARCH 9, 1988 AND ALLOWED THE APPLICABLE TECHNICAL SPECIFICATION
ACTION STATEMENT REQUIREMENTS TO BE EXCEEDED. HISTURICALLY, ON DECEMBER 7, 1987
THE ALARM SET1POINTS FOR 'RE-OBUR® WERE SET "ARTIFPICIALLY" HIGH TO PREVENT SPURIOUS
ALARMS WHILE T » MONITOR WAS OUT OF SERVICE (00S). THESE TEMPORARY ALARM
SETPOINTS WERE 7 ITERED INTO THE DIGITAL RADIATION MONITORING SYSTEM (DRMS)
CRITICAL PARAMN.TERS BOOK AND SUBSEQUENTLY USED FOR SETPOINT VERIFPICATION PER
PLANT PROCEDURES WHEN 'RE-0848 WAS RRYURNED TO SERVICE ON MARCH 9, 1988. THIS
EVENT OCCURRED DUE TO INADEQUATE ADMINISTRATIVE CONTROLS OF THZ ALARM SETPOINTS
FOR ThE EFFLUEN™ RADIATION MONITORS, CORRECTIVE AC™IONS INCLUDE ENTERING THE
CORRECT SETPOINTS, CHMECKING THE OTHER OPERABLE MONITORS POR THE CORRECT
SETPOINTS, AND PROVIDING ADEQUATE SETPOINT CONTROLS IN A STANDING ORDER UNTIL IHE
CONTROLLING PLANT PROCEDURE IS REVISED., THE PROCEDURE REVISION IS SCHEDULED TO
BE COMPLETED BY MAY 'S5, 1988. THE CONTROLLING PLANT PROCEDURE 1S REVISED. THE
PROCEDURE REVISION IS SCHEDULED TO RE COMPLETED BY MAY 15, 19388,

[3086) VOGTLE ! DOCKET 50-8424 LER 88-014
MANUAL REACTOR TRIP DUE TO FAILURE OF MAIN FEED ISOLATION VALVE,
EVENT DATE: 042488 REPORT DATE: 052488 N§SSS: 88 TYPE: PWR

VENDOR: SFINNER UNIFLOW VALVES

(NSIC 209436) ON APRIL 24, 1988, AT 0922 CDT, A MANUALLY INITIATED REACTOR TRIP
OCCURRED ON UNIT | WITH THE REACTOR PLANT AT AFPROXIMATELY 1008 OF RATED THERMAL
POWER. THE LOOP 4 MAIN FEED ISOLATION VALVE (MFPIV) FAILED CLOSED AND WOULD NOT
RESPOND TO AN OPEN JIGNAL. DUE TO THE STEAM FLOW - FEEDWATER PLOW MISMATCH, THE
NO. 4 STEAM GENERATOR (5G) WATER LEVEL WAS DECREASING. THE MANUAL TRIP WAS
INITIATED IN ANTICIPATION OF RECEIVING A SG LOW LEVEL SETPOINT AUTOMATIC REACTOR
TRIP, THE DIRECT CAUSE OF THE EVENT WAS THAT NO. 4 MPIV PAILED CLOSED. THE MOST
PROBABLE ROOT CAUSE IS5 THAT AN INTERMITTENT PAILURE OF AN AIR SOLENOID VALVE COIL
LED TO THI CLOSURE OF NO. & MFIV. CORRECTIVE ACTIONS INCLUDED REPLACING RACH
COMPONENT, WHICH REASONABLY COULD HAVE CAUSED THE VALVE TO PAIL CLOSED.

1307) VOGTLE 1 DCCKET SO0-424 LER #8-0'4
MISSED SURVEILLANCE DUE TO PERSONNEL RRROR AND INADEQUATE COMMUNICATIONS.
EVENT DATE: 029580 REPORT DATE: 052589 NSSS: wWE TYPE: PWR

INSIC 209437) ON APRIL 25, 1988, AT APPROXIMATELY 1048 CDT, 1T WAS DISCOVERED
THAT A TECH SPEC SURVEILLANCE TEST HAD NOT BEEN PERFORMED WITHIN THE REQUIRED
TIME INTERVAL. 1IN ACCORDANCE WITH TECH SPEC 4.0.5, THE SURVEILLANCE PFOR THE
CONTAINMENT AIR RADIOACTIVITY MONITOR INLET VALES, MV-12975 AND HV-12976, AND
OUTLET VALVES, WV-12977 AND HV-12978 WAS REQUIKED TO BE PERFPORMED IMMEDIATELY AND
SATISFACTORY. ON MAY 13, 1988, AT APPROXIMATELY 1400 CDT, IT WAS REALIZED THAT
THE PLANT SHOULD MAVE ENTERED TECH SPEC 1.0.) ON APRIL 2%, 1988, SINCE BOTH
ISOLATION VALVES FOR THE TWO (2) PENETRATION WERE INOPRRABLE AND A ! HOUR REPORT
WAS MADE TO THE NRC, THIS EVENT OCCURRED BECAUSE THE USS FPAILED TO UTILILE THE
SCNEDULING DOCUMENT (1 .B., OVERDUR REPORT). ALSO THE ON SHIPT OPERATIONS
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SUPERVISOR (0OS08) WAS AWARE OF THE SYRVEILLANCE AND WHEN IT™ A5 DUE, BUT FPAILED
TO INFORM THE USC. THE TECH SPEC 3.0.3 ENTRY WAS NOT PERFORMED BECAUSE THE USS
AND THE OS0S FAILED TO PRRFORM AN ADEQUATE TECHNICAL REVIEW OF THE SYSTEM
CONDITION. CORRECTIVE ACTIONS INCLUDE COUNSELING OF THE USS AND THE 0S0S
CONCERNING THE USE OF THE SURVEILLANCE OVERDJE REPORT AND PERFORMING AN ADEQUATE
TECHNICAL REVIEW.

1308) VOGTLE 1 DOCKET 50-424 LER 88-015%
SURVEILLANCE POR CONTAINMENT RAD LEVEL MONITORS MISSED DUE TO PERSONNEL ERROR.
EVENT DATE: 052488 REPORT DATE: 061788 NSSS: WE TYPE: PWR

(NSIC 209666) ON MAY 24, 1988 AT APPROXIMATELY 1300 CDT, IT WAS DISCOVERED THAT
THE MONTHLY ANALOG CMANNEL OPERATIONAL TEST (270T) SURVEILLANCE FOR THE
CONTAINMENT RADIATION LEVEL MONITOMNs, 1RE-0005 AND 1RE-0706, HAD NOT BEEN
PERFORMED SINCE AUGUST 1987, AN INVESTIGATION REVEALED THIS TECHNICAL
SPECIFICATION (TS) SURVEILLANCE (4.3.3,7) WAS LINKED TO ANOTHER TS SURVEILLANCE
(8,.3.2.1) WITH ZHE SAME REQUIREMENT. DUR TO A T35 CHANGE IN AUGUST 1987, TvE
§.3.2.) SURVEILLANCE WAS DELETED WITHOUT REALIZING THAT 4.3.3.) SURVEILLANCE
WOULD NO LONGER BE ADDRESSED, THIS EVLNT WAS CAUSED BY PERSONNEL ERROR WHEN AN
INADEQUATE REVIEW OF THE TS CHANGES WAS PERFORMED TO DETERMINE THE NECESSARY
CHANGES TO TH® SURVEILLANCE DATA BASE. THE PROCEDURE DID NOT PROVIDE ADEQUATE
DIRECTION FOR DATA BASE REVISIONS, CJORRECTIVE ACTIONS INCLUDE REVIEW OF PREVIOUS
TS REVISIONS TO DETERMINE IF OTHER SURVEILLANCE DATA BASE CHANGES WERE NEEDED,
THE PROCEDUR™ WILL BE REVISED TO KEQUIRE A TWO-PARTY REVIEW FOR DATA BASE CHANGES
AND WILL NOT ALLOW “LINKING” BETWEEN THE TS SURVEILLANCE ITEMS.

[309) VOGTLE ! DOCKET 50-424 LER 88-017
INADEQUATE PROCEDURE AND PROCEDURE VIOLATION LEADS TO MISSED SURVEILLANCE,
EVENT DATE: 06056% REPORT DATE: 062988 NSSS: WE TYPE: PWR

(NSIC 209765) ON JUNE S, '988 AT APPROXIMATELY 1520 CDT IT WAS DISCOVERED THAT A
LIQUID RELEASE WAS BEING PERFORMED PRIOR TO COMPLETING A SOURCE CHECK OF THE
RADIATION MONITOR 'RE-00'8. THE SOURCE CHECK IS A TECHNICAL SPECIPICATION
REQUIREMENT PRIOR TO A RELEASE. THE RADWASTE OFERATOR WAS NOTIFIED AND THE
RELEASE WAS STOPPED AT APPROXIMATELY 1525 CDT. THIS EVENT WAS CAUSED BY AN
INADEQUATE PROCEDURE. THE PROCEDURE WHICH ADMINISTRATIVIELY CONTROLS THE RELBASE
OF LIQUID RADIOACTIVE WASTE DID NOT REQUIRE THE SOURCE CHECK TO BE 2ERFORMED.
TWO(2) SEPARATE PROCEDURE VIOLATIONS, ONE(1) BY A CHEMISTRY TECHNICIAN AND
ANOTHER BY A RADWASTE OPERATOR, ALSO CONTRIBUTED TO THE EVENT. CORRECTIVE
ACTIONS INCLUDE A REVISION TO THE PROCEDURE TO REQUIRE A SOURCE CHECK TO BB
PERFORMED AND COUNSELLING OF THE INVOLVED PERSONNEL ON THE IMPORTANCE OF
FOLLOWING THE PROCRDURES.

(31¢) WATERFORD 3 DOCKERT $0-382 LER 88-00) REV OV
UPDATE ON SPURIOUS ESF CONTROL ROOM VENTILATION ACTUATIONS DUR TO EQUIPMENT
MALFUNCTIONS .
EVENT DATE: 021948 REPORT DATE: O06168R N§SSS: CR TYPE: PWR
VENDOR: GENERAL ATOMIC CO.

GENERAL ELECTRIC CO.

INSIC 2096%4) AT 1032 MOURS ON FEBRUARY 19, 1988, AT '026 HOURS ON PEBRUARY 20,
19688, AND AT 0728 HOURS ON MARCH 14, 1988, WATERFORD STEAM BLECTRIC STATION UNIT
J WAS OPERATING AT 1008 POWER WHEN CONTROL ROOM OUTSIDE AIR INTAKE (CROAIL)
RADIATION MUNITOR 200.'8 SPURIOUSLY ACTUATED THE ENGINEERED SAPEGUARDS PEATURES
(ESF) PORTION OF THE CONTROL ROOM VENTILATION SYSTENM. THE RADIATION ALARM
CLEARED QUICKLY AND AIR SAMPLES OF THE AREA SHOXKED NO DETECTABLE ACTIVITY. AT
1030 HOURS ON MARCH 1, 1988, WITH THME PLANT OPERATING AT 100% POWER, THE FEEDER
BREAKER TO THE JAJ'IS MOTOR CONTROL CENTER WAS INADVERTENTLY TRIPPED, CAUSING AN



AUTOMATIC START OF THE 'A' CONTROL RNOM EAPRTENCY FILTRATION UNIT. ALL OF THRSE
EVENTS ARE REPORTABLE AS ESPF ACTUATIONS. THE »O0T CAUSE OF THESE EVENTS WAS
EQUIPMENT MALFUNCTION. THE FIRST, SECOND, AND FOURTH EVENTS WERE CAUSED BY
PERFORATION OF THE CROAI BETA CHIELD WHITH ALLOWED LIGHT TO ILLUMINATE THE
DETECYOR PHNTOMULTIPLIER., THE SHIELD WAS REPLACEDN TWICE AND A DESIGN CHANGE IS
UNDER CONSIDERATION. THE THIRD EVENT RESULTED FROM A TRECHNTYCIAN'S LADDER WHICH
BUMPED AND TRIPPED OPEN THE BREAKER. THE CAUSE OF Ti iS5 TRIF WAS DUE TO A
BELOW-MINIMUM TOLERANCE GAP BETWEEN A TRIPPER BAR AND ITS ASSOCIATED TRIP PADOLE
IN THE BREAKER.

[311) WATERFORD 2 DOCKET Su-382 LER 88-009
CONTAINMEAT PURGE ISOLATION RADIATION MONITORS INOPERABLE DUE TO INADEQUATE
PROCEDURES .

EVENT DATE: 0423810 REPORT DATE: 052388 NSSS: CE TYPE: PWR

(NSIC 209428) AT '045 HOURS ON APRIL 23, 1988, WATERFORD STEAM ELECTRIC STATION
UNIT 1 WAS SHUIDOWN IN THE REFUELING MODE WHEN A HEALTH PHYSICS (HP) SUPERVISOR
DISCOVERED THAT LESS THAN THE REQUIRED NUMBER OF CONTAINMENT PURGE ISOLATION
(CPI) AREA RADIATION MONITORS (ARMS) HAD SETPOINTS PROPERLY SET PER TECHNICAL
SPBCIFPICATION (TS) 3.3.3.1.A ON APRIL 19, 1988, AND FROM APRIL 271, 1988, TO APRIL
43, 1988. IF BOTM CPI ARMS BECOME INOPERABLE IN ONE OR BOTH TRAINS IN MODES ONE
THROUGH POUR OR DURING RE.UBLING, CPI VALVES MUST BE SHUT. SINCE CORE
ALTERATIONS AND CONTAINMENT PURGE WERE CONDUCTED AT THESE TIMES, THE PLANT
OPERATED IN A CONDITION PROMIBITED BY TS. THE ROOT CAUSE OF THIS EVENT WAS
INADEQUATE PROCEZDURES SINCE ALEQUATE GUIDANCE WAS NOT PROVIDED TO ENSURE PROPER
SETPOINTS WERE ENTERED PRIOR TO CONDUCTING CORE ALTEKATIONS OR RETURNING ©HEB
MONITORS TO SERVICE. APPLICABLE PROCEDURES ARE BEING REVISEY. THE PLANT STACK
MONITORS WERE OPERABLE AND CAPABLE OF AUTOMATICALLY TERMINATING CONTAINMENT PURGE
THROUGHOUT THIS PERIOD. THERE WAS NO RADIATION RELEASE OUTSIDE OF NORMAL LIMITS
DURING THE PERIOD AND THE TYPY OF CORE ALTERATIONS PERFORMED HWAD A LOW POTENTIAL
FOP CAUSING SUCH RELEASES. THERE WAS, THEREFORE, NO SAFETY SIGNIFICANCE TO THIS
EV.ENT.

[312) WATERFORD 3} DUCKET 50-382 LER 88-017
SNUBBER SISR-1152 DISCOVERED DISCONNECTED.
EVENT DATE: 051789 REPORT DATE: Q071188 N(§S: CE TYPE: PWR

(NSIC 209834) ON JUNE 21, 1988, WATEAFORD STEAM BLECTRIZ STATION UNIT 1 WAS
UPFRATING AT 100% POWER WHEN A PREVIOUS REPORTABILITY CONCLUSION WAS DETERMINED
TO BE IN ERRCR. ON MAY 17, 1988, A UTILITY ENGINEER DISCOVERED A MECHANICAL
SNUBBER DISCONNECTED. THE SNUBBER (SISR-1352) IS CONNECTED TO VALVE SI-408A IN
THE SHUTOOWN COOLING (SDC) SYSTEM, UNDER THE SNUBBER REDUCTION PROGRAM,
CALCULAYION" HAVE BEEN PERFORMED TO REMOVE SEVERAL SNUBBERS PFROM THE SDC SYSTENM,
INCLUDING SISR-1152. THE WORK PACKAGE TO IMPLEMENT THIS PROGRAM IS SCHEDULED TO
BE PERFORMED DURING THE NEXT REFUELING OUTAGE. ANOTHER EVALUATION HAS BEEN
PERFORMED WHICH DEMONSTRATED THME OPERABILITY OF THR SDC SYSTENM WAS NOT AFPFECTRD
WITH THIS SNUBBER DISCONNECTED. SINCE THERE WAS NO EFPECT ON ANY SYSTEMS, THIS
EVENT WAS INITIALLY DETERMINED TO BE NOT REPORTABLE. HWOWEVER, ON JUNE 21, IT WAS
DETERKINED THAT SINCE THE SNUBBER HAD NOT YET BEEN DELETED FROM THE DESIGN, ITS
REMOVAL BY ITSELF SHOULD BE REPORTED. THE SNUBBER WAS INSVECTED ON APRIL §,
1988, MOWEVER A MECHANIC REMEMBERS A SNUBBER WAS NOT CONNECTED TO SI-404A ON
APRIL 25, THE PLANT IS CONSIDERED TO HAVE BEEN IN A CONDITION PROMIBDITED BY
TECHNICAL SPECIFICATION 3.7.8 FROM APRIL 25 TO MAY 19, WHENEVER SDC TRAIN A WAS
REQUIRED TO BE OPERABLE. SINCE TNIS SNUBBER WILL BE REMOVED, AND ITS BRING
DISCONNECTED DID NOT APPRCT THE OPERABILITY OF THE SDC TRAIN, THIS BVENT HAD NO
SAFETY SIGNIFICANCE,



(313) WATERFORD 3 DOCKET 50- & LER 88-011
PENETRATION YIRE SEAL IMPAIRED DUE TO ERROR IN INITIAL CONSTRUCTION.
EVENT DATE: 052588 REPORT DATE: 062488 NS3S: CB TYPE: PWR

(NSIC 209655) AT 1700 HOURC ON MAY 25, 1988, WATERFORD STEAM ELECTRIC STATION
UNIT 3 WAS IN HOT SHUTDOWN WHEN IT WAS DETERMINED THAT THE FIRE SEAL FOR
PENETRATION VIAQ178 DID NOT CONFORM WITH A STANDARD DESIGN AND WAL THEREFORE
IMPAIRED. THE IRREGULAR SEAL WAS DISCOVERED ON DECEMBER 3, 1987 BY UTILITY
ELECTRICIANS PERFORMING FIRE SEAL INSPECTIONE BUT WAS DETERMINED NOT TO ®wE AN
IMPAIRMENT. SINCE IT WAS NOT AN IMPAIRMENT, THE JOB PLANNER DID NOT WALKDOWN THE
FIRE SEAL UNTIL MAY 25, 1988, HE IMMEDIATELY NOTIFIED A FIRE PROTECTION ENGINEER
WHO DETERMINED THE SEAL WAS IMPATRED. A FIRE WATCHM WAS PROMPTLY ESTABLISHED IN
ACCORDANCE WITH TECHNICAL SPECIFPICATION (TS) 3,7.,%7., THIS CONDITION HAS EXISTED
SINCE INITIAL STARTUF, THEREFORE THE PLANT WAS IN A CONDITION PROHIBITED BY TS
3.7.11 BETWEEN DECEMBER 18, 1984 AND MAY 25, 1988, 'HE ROOT CAUSE OF THIS EVENT
WAS AN INITIAL DESIGN AND CONSTRUCTION ERROR. THE SEAL SPECIFIED BY THE
PENETPATION LIST WAS NOT PROPER FOR THE APPLICATION AND THE INSTALLATION DID NOT
CORRELATE WITH A STANDARD DESIGN. A STATION MODIFICATION HAS BEEN INITIATED TO
CORRECT THE SEAL. SINCE THE EXTERNAL PORTION OF THE SEAL IS EXPOSED TO THE
OUTSIDE ATMOSPHERE AND THE INTERNAL PORTIOK IS IN AN AREA WITH FIRE DETECTION AND
SUFPRESSION EQUIPMENT THE EFPECT ON THE PIRE PROTECTION PROGRAM IS MINIMAL.

BALY WATERFORD 3 DOCKET S0-382 LER 88-012

STEAM GENERATOR BLOWDOWN SAMPLE MISSED DURING ®LANT HEATUP DUE TO PERSONNEL ERROR.

EVENT DATE: 052688 REPURT DATE: 062488 N8SS: CB TYPE: PWR
VENDOR: NUCLEAR MEASUREMENTS CORP.

(NSIC 209656) AT 1415 HOURS ON MAY 26, 1988, WATERFORD STEAM ELECTRIC STATION
UNIT 3 WAS IN HOT STANDBY WHEN A HIALTH PHYSICS SUPERVISOR DISCOVERED THAT STEAM
GENERATOR (5G) BLOWDOWN SAMPLING HMAD EXCEEDED THE REQUIRED PFRIODICITY OF
TECHNICAL SPECIFICATION (T8) 3,.3.3." ACTIOM 28, THE $G BLOWDOWN RADIATION
MONITOR (SGBM), REQUIRED IN MODES ONE THROUGH FOUR, WAS INOPERABLE WHEN THE
BLOWDOWN SYSTEM WAS PLACED IN SERVICE AT 1620 HOURS ON MAY 25, 1988, DURING PLANT
HNEATUP. T8 3.3.3.7 ACTION 28 ALLOWS OFPERATION TO CONTINUE FOR UP TO )0 DAYS
PROVIDED EIGHT HOUR GRAB SAMPLES ARE TAFF”N AND ANALYZED POR GROSS ACTIVITY WITHIN
24 WOURS. SINCE THE FIRST GRAP SAMPLE WAS TAKEN AT 0720 HOURS ON MAY 26, 1988,
THE PLANT OPERATED IN A CONDITION PROMIBITED BY TS PROM 0020 HOURS TO 0720 HOURS
ON MAY 26, 1988. THE ROOT CAUSE OF THIS EVENT IS PERSONNEL ERROR, THE EQUIPMENT
OUT-OF-SERVICE (FOS) CMECKLIST, COMPLETED FOR THE SGBM ON APRIL 6, 1988, DID NOT
SPECIPY THE APPLICABLE LIMITING CONDITION FOR OPERATION (LCO) TIME LIMIYW. THUS,
WHEN THE BOS LOG WAS REVIEWED FOR ENTRY INTO MODE FOUR, THE NEED FOR SG RLOWDOWN
SAMPLING WAS NOT RECOGNIZEL. PROCEDURES ARE BEING REVISED TO VERIFY THE SGBM 1§
IN SERVICE OR REQUIRED SAMPLING HAS BEEN BEGUN WHEN PLACING SG BLOWDOWN IN
SERVICE.

({318} WATERFORD ) DOCKRT §$0-382 LER 89-01)

FIRE PROTECTION SPRINKLEFR FOUND ISOLATED AFTER RESTORATTON FROM THSTING DUE TO
PERSONNEL ERROR.

EVENT DATE: 0520488 REPORT DATE: 0624808 NESS: CR TYPE: PWR

(NSIC 209657) AT 1315 MOURS OO MAY 28, 1988, WATERPORD STEAN BLECTRIC STATION
UNIT 3 WAS SHUTDOWN IN HOT STANDEY WHEN OPERATIONS PERSONNEL DISCOVERED ISOLATION
VALYE PP £031A POR SPRINNLER FPM-) CLOS®D. PPM-! PROTEC™S REACTOR COOLANT PUNPE
TA AND 1% AND 185 REQUIEED TO BE OPERAELE WHENEVER REACTOR COOLANT SYETEM (RCS)
LOOP | 1§ REQUIRED TO BE OPERABLE. PP 6031A WAS LMUT ON MAY 21, 1948, IN
PREPARATION FOR THE INTEGRATED LEAK RATE TZST AND MISTAKENLY LEFT SHUT ON MA' 24,
1988, WHEN THE SYSTEN WAS RESTORED. RCS LOOP ' WAS REQUIRED TO BE OPERABLE AT
0656 KOURS ON MAY 26. THUS, THE PLANT. OPRRATED I™ A CONDITION PROMIBITED BY
TRCHNICAL SPRCIFPICATION (T§) 3 7.%0.2 FPRUM MAY 26, 1988, TO MAY 28, 1988, WHEN
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THE VALVE WAS REOPENED. THE ORIGINAL VALVE LINEUP SHEET USED TO RESTORE SYSTEMS
INSIDE CONTAINMENT WAS CONTAMINATED AND DISPOSED OF WHEN THE OPERATURS EXITED
CONTAINMENT. THIS VALVE WAS OVERLOOKED AND NOT SIGNED OFF ON THE ORIGINAL SHEET.
WHEN THE REPLACEMENT SHEET WAS SIGNED OFF, OPEKRATORS MISTAKEMNLY THOUGHT THIS
VALVE FAD BEIN VERIFIED IN THE PROPER POSITION. THUS, THE ROOT CAUSE OF THIS
EVENT 18 COGNITIVE PERSONNEL ERROR. PROCEDURES ARE BEING REVISED TO REQUIRE
CONTAMINATED (BAGGED) VALVE LILEUP SHEETS BE PHOTOCOPIED OR VERIFIED UPON EBXIT
FROM THE RADIATION CONTROLLED AREA.

(316] WATERFORD ) DOCKET 50-382 LER 88-014
REACTOR VESSEL LEVEL M NITO.ING SYSTEM INOPERABLE DUE TO COGNITIVE PERSONNEL
ERROR .

EVENT DATE: 052886 REPORT DATE: 062488 NSSS: CB TYPE: PWR

(NBIC 200658) AT APPROXIMATELY 16400 HOURS ON MAY 28, 1988, WATERFORD STEAM
ELECTRIC STATION UNIT ) WAS IN HOT STANDBY WHEN BOTH CHANNELS OF THE EEACTOR
VESSEL LEVEL MONITOR.NG SYSTEM (RVLMS) WERE DISCOVERED TO BE INOPERABLE. THNE
RVLMS 1S REQUIRED TO BE OPERABLE IN MODE 3, WHICH THE PLANT ENTERED AT 1401 HOURS
ON MAY 26, '988. OPERATIONS PENSONNEL ACTED PROMPTLY UPON DISCOVERY AND RESTORED
THE RVLMS TO SERVICE AT 1430 HOURS ON MAY 28, 1988. TECHN'CAL SPECIFICATION (TS)
3.3.3.6 REQUIRES THE RVLMS TO BE RESTORED TO OPERABLE STATUS WITHIN 48 HOURS I¥
REPAIRS ARE FEASIBLE. SINCE REPAIRS WERE FEASIBLE AND THE RVLKS WAS NOT RESTORED
TO OPERABLE STATUS WITHIN 48 FOURS THE PLANT IS CONSIDERED TO HAVE OPERATED IN A
CONDITION PRONIBITED BY TS FOR 29 MINUTES. THE ROOT CAUSE OF THIS EVENT IS
COGNITIVE PERSONNEL ERROR WITH A CONTRIBUTING CAUSE OF A POORLY HUMAN FACTORED
SURVEILLANCE PROCEDURE. THE RVLMS WAS INOPERABLE BECAUSE THE NEATER POWER SUPPLY
HALD BEEN UANGER TAGGED TO PREVENT DAMAGING THE HWEATERS DURING REFUELING. IT 1S
LT ELY THAT IF THE RVLMS MAD BEEN USEC DURING AN EMERGENCY THE CLOSE AGREEMENY
BETWEEN HEATFD AND UNHEATED THERMOCOUPLES WOULD HAVE BEEN NOTICED AND THE SYSTENM
PROMPTLY RESTORED. 785 3,0.¢ I8 NOT APPLICABLE AND 78 3.3.3.6 ALLOWS PLANT
OPERATION WITH AN ALTERNATE METHOD OF MONITORING REACTOR VESSEL INVENTORY.

1317) WOLF CREEK ! DOCKET 50-482 LER 87-048 REV O
UFDATE ON IMPROPER MAINTENANCE ACTIONS CAUSE PATALITY AND RESULTS IN ENGINERRED
SAFETY PEATURES ACTUATIONS AND LOSS OF RESIDUAL HEAT REMOVAL.

EVENT DATE: 101487 REPORT DATE: 062488 NS§S: wWE TYPE: PWR

VENDOR: GENERAL BLECTRIC CO.

(NSIC 209584) ON OCTOBER 14, 1987, AT APPROXIMATELY 2017 CDT, AN UNUSUAL BYENT
(UE) WAS DECLARED DUE TO A FIRE BEING REPORTED IN THE ENGINEERPED SAFETY FEATURES
(RSP SWITCHGEAR ROOM, IT WAS DISCOVERED THAT A WORKER HAD COME IN CONTACT WITH
AN ENERGIZED PART OF THE 'B' TRAIN SAFETY-RELATED 4160 VOLT ESPF BUS. SUBSEQUENT
UFERATOR ACTION (UEBNERGIZING THE A’ TRAIN 47€0 VOLT BSF BUS TO DEENERGILE THE
CROSS-TIE TO THE ‘B’ TRAIN ESF BUS) RESULTED IN A LUSS OF THE RESIDUAL MEBAT
REMOVAL (RHR) SYSTEM FOR APPROXIMATELY 17 MINUTES: AND AN AUTOMATIC ACTUATION OF
‘A’ DIESEL GENERATOR. THE UR WAS EXITED AT APPROXIMATELY 2111 CDT AFPTER RHE WAS
RESTORED. THE DIEBSEL START AND SHUTDOWN SEQUENCRR ACTUATION AGE BEING REPORTED
PRR 10CPR SO. 23 (A L2V, THE LOSS OF RMR 1f BEING REPURTED PER
TOCPRE0 . 73(AIV(21IY) AND 10CPR SO . 73(A(22IVITI, THE FIRE AND “HF PATALITY ARE
BEING REPORTED PER YOCPFR SO.7)(A(2)(X). THE DIEBSEL GENERATOR PAILURE IS BRING
KEFPORTED TO SATISPY THER SPRECIAL RETORT REQUIREMENTS OF REGULATORY GUIDE 1.108.
DETAILED INVESTIGATION DETERMINED THAT THE ULTINATE CAUSE OF THE ACCIDENT WAS THE
FAILURE OF THE QUALIFIED RLeCTRICIAN TO FOLLOW THE MAINTENANCE PROCEDURE
GOVERNING THE WORK WYICH REQUIRED HIM TO CHRECE THZ STATIONARY DISCONNECTS FOR
HIGH VOLTALE P“ 4NTIAL PRIOR TO DOING ANY WORE IN A POTENTIAL TRANSFORMER CABINET.



(318} WOLP CREEX | DOCKET 50-482 LER 88-004
CHANNEL CHECK REQUIREMENT ON LOOSE-PART DETECTION SYSTEM BEING DELETED FPROM
SURVEILLANCE PhJUCEDURE,

EVENT DATE: 041488  REPORT DATE: (51688 NSSS: WE TYPE: PWR

(NSIC 200480) ON APRIL 14, 1988, AT APPROXIMATELY 1130 CST, IT WAS DETERMINED,
FOLLOWING AN INTERNAL SURVEILLANCE, THAT THE DAILY CHANNEL CHECK ON THE
LOOSE-PART DETECTION SYSTEM HAL NOT BEEN ADE{QUATLLY ERPOUMED BEGINNING ON MAY 2,
1985. THE SURVEILLANCE PROCEDURE ST5 CR-001, “SHIFT LOG FOR NODES 1 AND 2", DID
NOT MEET THE EXPANDED CHANNEL CHECK REQUIREMENTS IDENTIFIED BY THE TECH SPEC
BASIS WHICH REFERENCED REGULATORY GUIDE 1.133. THEREFORE, THE CHANNEL CHECK
REQUIRED BY TECH SPEC &.5.3.7.A WAS NOT PULLY MET FOR THE LOOSE-PART DETECTION
SYSTEM, THE ROOT CAUSE OF THIS EVENT WAS DETERMINED TO DE TWO SEPARATE ERRORS.
THE FIRST BY CONTRACTOR PROCEDURE WRITERS IN DELETING THE REQUIREMENT TO AUDIBLY
MONITOR EBACIH CHANNEL PROM THE SURVEILLANCE PROCEDURE WHEN A REVISION WAS MADE,
THE SECUND BY THE INDIVIDUALS INVOLVED IN THE PROCKDURE REVIEW PROCESS IN NOT
IDENTIFYING THIS INADVERTENT DELETION. A DETAILFD RECREATION OF THE
CIRCUMSTANCES SURROUNDING THE REVISION TO THE CURVEILLANCE PROCEDURRE COULD NOT BE
MADE BECAUSE SOME OF THE PERSONNEL INVOLVED ARF NO LONGER EMPLCYED AT WOLF CREEK
GENERATING STATION. THRREFCAE, THE CAUSE OF THE REQUIREMENT BEING DELETED FROM
THE SURVEILLANCE PROCEDURE COULD NOT BE DETERMINED., A TEMPORARY PRUCEDURE CHANGE
TO REQUIRE AN AUDIBLE CHECK OF EACH CHANNEL EACH SHIFT WAS INCORPORAJED INTO THE
SUPVEILLANCE PROCEDURE ON APRIL 'S, 1988,

[319) WOLF CREEX DOCKET 50-482 LER §8-007
TECHNICAL SPECIFICATIONS VIOLATION ON TWO INSTRUMENT SETPOINTS DUE TO PAULTY
PROCEDURE.

EVENT DAVE: 0511398 REPORT DATE: O4'3898 NSSS: wWE TYPE: PWR

(NSIC 20968%) AT 1230 CDT ON MAY 13, 1988, WHILE REVIEWING THE SURVEILLANCE TEST
METHOROLOGY, THE UTILITY REACTOR ENGINEERING SUPBRVISOR AND A UTILITY INSTRUMENT
AND CONTROL (I4C) SUPERVISCR DETERMINED THAT THE PROCEDURES FOR SETTING THE TRIP
POINT FOR OVERPUWER DIFFERENTIAL TEMPERATURE (OPDT) AND OVERTEMPERATURE
DIFFERENTIAL TEMPERATURE (OTDT) INSTRUMENT LOOPS DYD NOT COMPLY WITH TECH SPECS
2.2.0, ACTION STATEMENT “A", BY NOT REQUIRING THE TRIP POINTS TO BE RESET TO THE
COUSERVATIVE SIDE OF THE REQUIRED SETPOINT. THIS WAS CAUSED BY A COGNITIVE
PERSONNEL ERROR 8Y THE I14C PEKSONNEL WHICH OJCCURRED AT THE TIME OF PROCEDURE
DLVELOPKENY. THIS PROCEDURE ERROR WAS EXISTED SINCE THE OPDT AND OTDT
INSTRUMENTS WERE FIRST CALIBRATED ON MAY 18, 1985 PRIOR TO INITIAL CRITICALITY.
THE ACTUAL SETFOINT WAS ALWAYS WITHIN THE ALLOWABLE VALUE SPECIFIED IN TECH SPECS
TABRLE 2.2-'., WHEN THE ARROR WAS DISCOVERED, IT WAS DATERMINED THAT TWO OPNT AND
THREE OTDT INSTRUMENT LOOPS WERE AFFECTED. THE APFECTED BISTABLE TRIP SETPOINTS
WERE PROPERLY ADJUSTED BY 2096 CDT ON MAY 13, 1988, THE PROCEDURES THAT VERIFIED
THE OTHER SETPOINTS OF TECH SPRC, TABLE !.2-) WERE REVIEWED TO ENSURE THIS ERROR
DID NOT EXIST IN OTHER SETPOINTS. THE SURVEILLANCE TEST PROCEDURES NAVE BEEN
REVISEL TO PREVENT FURTHER OCCURRENCE? .

{3120) wPPsSs 2 DOCKET 50-197 LER 88-010

NUCLEAR STEAM SUPPLY SNUTOFF SYSTEM GROUP | ISOLATION (MAIN STRAMLINE) DUR TO LOW
PRESSURE IN THE MAIN STEAMLINES WHILE TKE REACTOR MODE SWITCH WAS IN "RUN" CAUSED
BY PERSONNEL RRROR.

EVENT DATE: O0&3088 REPORT DATE: 053184 NESS: GB VYR BWR

VENPOR: MASONBILAN INTERNATIONAL, INC,

INSIC 200504) APRIL 30, Y988, THE PLANT WAS AT LOW POWER (19%) YN PREPARATION FOR
MANUALLY SCRAMMING THE REACTOR TO SHUT DOWN THE PLANT FOR THe START OF THE ANNUAL
REFURLING AND MAINTENANCE OUTAGR JUST PRIOR TO MANUALLY SCRANMING THE REACTOR,
THE REACTOR CORE ISOLATION CUOLING (RCIC) SYSTEM WAS INITIATED TO CONTROL REACTOR
WATER LEVEL FOLLOWING THNE SCRAM, THIS WAS A FPLANNED STEP IN AN AFPPROVED
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TEMPCRARY PROCEDURE FOR [(HUTTING DOWN THE REACTOR DUE TO THE FEEDWATER STARTUP
FLOW CONTROL VALVE (RPW-I'CV-10B) BEING STUCK PARTIALLY OPEV. AT 0000 MRS, 2
LICENSED CONTROL ROOM OPIRATOR (CRO) MANUALLY SCRAMMED THE REACTOR. [IMMEDIATELY
FOLLOWING THE MANUAL SCRAM THE CRO TRIED TO RES"T THE SCRAM LOGIC. THIS WAS DONE
IN SUPPORT OF A REACTOR PROTECTION SYSTEM (RPS) LOGIC SYSTEM PUNCTIONAL TEST
{LSFT). LESS THAN TWO MINUTES LATER, MAIN STEAMLINE PRESEURR DECREASED TO THE
MAIN STEAMLINE LOW PRESSUAE TRIF SETPOINT (831 PSIG) AND, WITH THE REACTOR MOOER
SWITCH STILL IN THE "RUN® POSITION, THE MAIN STEAMLINE ISOLATION VALVES (MSIVS)
BEGAN TO CLOSE. THIS IS AN ENGINEERED SAFETY FEATURE ACTUATION. LICENSED REACTOR
OPERATORS STABLIIZED THE REACTOR, EQUALIZED THE PRESSURE AROUND THE MSIVS AND, AT
Q834 HOURS, REOPENED THE VALVES. THE CAUSE OF THIS BVENT WAS LOW PRESSURE IN THE
MAIN STEAMLINES WITH THE MODE SWITCH IM "RUN" POSITION.

[321) Wpysy 2 DOCKET §0-397 LER B8-01!
REACTOR PROTECTION SYSTEM LOW LEVEL ACTUATION DURING SHUTDOWN COOLING SYSTEM
LINEBUP CHANGE DUR TO PERSONNEL ERROR/INAUEQUA'K DESIGN.

EVENT DATE: 050144 REPORT DATE; 051188 NESS: GB TYPE: BWR

NSIC 209487 AT 1840 HOURS ON MAY 1, 1988, A REACTOR PROTECTION SYSTEM (RPS)
ACTUATION OCCURRED AS A RESULT OF A REACTOR PRESSURE VESSEL (RPV) LOW WATER LEVEL
OF 13 INCFES. DURING A ROUTINE SHIFPT OF THY “ESIDUAL HEAT REMOVAL (PHR)
SHUTDOWN COULING (8DC) S.STEM LINEUP, BOTH THE RHR SDC LOOP "B" SUCTION AND THE
SUPPRESSION POOL SUCTION WPRE INADVERTENTLY OFEN AT THE SAME TIME WHICH
ESTABLISHID AN UNCONTROLLED DRAIN PATH FROM THE RPV TO THE SUPPUESSION FOOL. THIS
ALLOWED AFPROXIMATELY 10,000 GALLONS OF WATER TO DRAIN PROM THE RPV UNTIL
AUTOMATIC CLOSURE OF THE RNR SDC ISOLATION VALVES TERMINATED THE LOW RPV LEVEL
EXCURSION AT -19 INCHES. PLANT OPERATORS TOOK PROMPT ACTION TO RESTORE RPV LOVEL
TO GREATER THAN «1) INCHMES AT 1847 HOURS USING THE CONTROL ROD DRIVE AND
CONDENSATE SYSTEMS. [HE CAUSES WERE DETERMINED TO BE PERSONAEL ERROR ARD
INSUFFICIENT “APTH OF DESIGN IN THAT FREVIOUS PROCEDUBR SRECAUTIONS AND
ADMINISTRATIVE CONTROLS WERE Sduasvel ADEQUATE AND, CONSEQUENTLY, NO INTERLOCK
WAS INSTALLED TO PHRVENT THE TWO SUCTION VALVES FROM BEING OPEN AT THE SAME INME
IN THIS SEQUENCE. CORRECTIVE ACTIONS INCLUDE 1) COUNSELING TAE INDIVIDUAL
INVUIVED, AND 2) PROVIDING AN INTERLOCK TO PREVENT THE OPENING OF THE SUPPRESSION
FOOL SUCTION VALVE WITH THE ASSOCIATED RHR $0C SUCTION VALVE OPEN,

{322) wFrss 2 POCKET $0-137 LER #8.012
FOTEATIAL UNMONITORED EPFLUENT MELEASE PATH DUE TO DESIGN BREOR AY
ARCAITECT/ENGINEER DUR TO UNKNOWN CAUSE.

EVENT DATE: 0S5)648 REPORT DATE: 0606983 NFS§S: GB TYPE: BWR

(NFIC 209675) ON MAY 6, 19968 A PLANT URSIGN ENGINEER DETERMINED THAT UNDED
CERTAIN EMERGENCY CONDITIONS AN UNMONITORED RADIOLOGICAL EPFLUBNT RELEASE PATH
FROM THE TURBINE BUILDING THNROUGH DIESEL CENER.TOR CORRIDOR (D104) TO TNE
ATMOSPHERE COULD BXIST, THE CAUSE OF THIS BVENT 1S DRSION BRROF., PAN DEA-PN-51,
WHICH EXHAUSTS DIRBCTLY TO THE ATMOSPHERE DURING BOTH NORMAL AND ENERGENCY
OFERATION, WAS PART OF THE ORIGINAL PLANT DESIGN DONR BY BUANS & ROR INC. THE
EFFLUENT PATH TNROUGH DEA-FN-5' SHOULD WAVE DEEN EVALUATED POR EPFLURNT
HONITORING INSTRUNENTATION IN ACCOPDANCE WITH REGULATORY GUIDE 1.97, WNP-2
COMNITTED TO MONITOR MOBLE GAS EFFLUENTS IN APPENDICES B AND C OF THE FINAL
SAFETY ANALYSIS REPORT (FSAR). THE ROOT CAUSE OF THIS EVENT 1§ UNENOWN, DURING
NORKAL AND MOST RMERGENCY OPERATIONS THERE 15 NO EFPRCT SINCE DEA-PN-51 1§
SUPPLIRD CLEAN OUTSIDE AIR BY THE TURBINE BUILDING NVLC SYSTEM, OR DURING SOME
EMERGENCIRS BY THE DG AREA CABLE COOLING SYSTEM. MOWEVER, GURING SOME POSTULATED
POST-ACCIDENT CONDITIONS 1T IS POSSIBLE THAT DEA-PN-5! COULD PULL AIR PROM THE
TURSINE BUILDING AND EXMAUST IT DIRECTLY TO THE ATMOSPHERE, THE NOST SRVERE
ACCIDENT (RADIOLOGICALLY) IN THE TURBINE BUILDING 15 4 MAIN STEAMLINE BREAX WHICN
COULD GENERATE A SCURCE TERM CONCENTRATION OF 3.)12 X 10(-%i1UCE/sCC.
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{323 WPPSS 2 DOCKET 50-337 LER BB-016

REACTOR PROTECTION SYSTEM ACTUATION CAUSED BY AN AVERAGE POWER RANGE MONITOR HIGH
POWER (NOT REAL) TRIP DUE TO PLANT DESIGN,

EVENT DATE: 051188 REFORT DATE: 061788 N§SS: GE TYPE: BuwF

{NSIC Z09660) AT 08)S HRS ON 5/18/88, A FULL REACTOR PROTECTION SYSTEM (RPS)
ACTUATION OCCURFED. AT THE TIME OF THE EVENT THE PLANT WAS SHUT DOWN FOR ANNUAYL
REFUELING AND MAINTENAN CE. THE CAUSE OF THIS EVENT IE THE ACCIDENTAL MOVEMENT
OF A LOCAL POWER BANGE MONITOR LPRM CABLE BY PLANT MECHAMICS WHILE REMOVING
SUPPORT (“SHOQT-QUT") STEEL FROM THE CONTROL ROD DRIVE (CRD) UNDERVESSEL AREA.
MOVEMENT OF THRE HIGH CAPACIT NCE LFRM CABLE CAUSED A SIGNAL NOISE SPIKE OF
SUFPFICIENT MAGNITUDE TO CAUSKk A HIGH POWER TRIP OF AVERAGE POWER RANGE MONITOR
(APRM) CHANNEL "8° WHICH IN TURN TRIFPPED RPS CHANNEL “B". AT THE SAME TIME PLANT
INSTRUMENT TECHNICIANS IN A PRE-PLANNED ACTION [RIPPED MAIN STEAMLINE, CHANNEL *
A RADIATION INDICATING SWITCH WHICH TRIPPED RPS CHANNEL "A. TRIPPING BOTH RFS
CHANNELS CAUSES AN EFPE ACTUATION; HOWEVER, SINCE THE PLANT WAE SHUT DOWN 1O
ACTUAL CONTROL BOD MOVEMENT OCCURRED. THE "ROOT CAUSE" OF THIS EVENT 1§ PLANT
DESIGN. ONE HUNDRED AMD SEVENTY TWO LPRM CABLCS CROP THROUGH THE “SHOOT-OUT-
STEEL IN THE CONFPINED CRD UNDERVESSEL AREA AND IT IS IMPOSSIBLE TO TOTALLY
PREVENT ACCIDENTAL MOVEMENT OF THE CABLES WHILE WORKING IN THE AREA. WORKING
CONDITIONS IN THE CRD UNDERVESSEL AREA ARE DIFFICULT DUE TO SAFETY REQUINEMENTS.
RADIOLOGICKL PROTECTIVE CLOTHING AND EQUIFMENT ARE REQUIRED.

338 WPPEs 2 DOCKET $0-1397 LER 88-013
NUCLEAR STEAM SUPFLY SNUTOFF SYSTEM ISOLATIONS CAUSED BY EFA BREAKER UNDERVOLTAGE

TRIPS DUE WO LIGHTNING STRIKES WHILE REACTOR FROUTECTION SYSTEN ON ALTERNATF POWER.

EVENT DATE: 051288 REPORT DATE: QO&'388 NSSS: GE TYPE: BWR

INSIC 2096767 DURING THE ANNUAL MAINTENANCE AND REFUELING OUTAGE, A LOSS OF POWER
QCCUPRED ON REACTOR PROTECTION SYSTEM (RPS) BUS "a", WHICH CAUSED AN RPS,
DIVISION "A", HALF SCRAM AND MULTIPLE ENGINEERED SAFETY PEATURE ACTUATIONS ON THE
FOLLOWING DATES: S/12/88 AT 2030 ROURE, 5/131/8% AT 0030 HRE. AT THE TINE OF
BOTH EVENTS, RF& "A" WAS BEING FED FROM NONCRITICAL 480 VOLT MOTOR CONTROL CENTER
MCC-88 (POWERED BY 2I0KV STARTUP TRANSFORMER (TR-5! BECAUSE THE MOTOR-GENERATOR
SET (RPS-MG-A) WAS SHUT DOWN POR MAINTENANCE. THE LOSS OF RFS "A" POWER WAS
CAUSED BY PHASE-TO-GROUND FAULTS DUE 79 LIGHTNING STRIKES ON THE 230KV
MIGWAY-FRIEST RAFIDE NO. 2 LINE IN GRANT COUNTY, WA. THE ELBCTRICAL PAULTS
CAUSED THE RPS EBLECTRICAL FROTECTION ASSEMBLY BREAKERS TO TRIP ON UNDERVOLTAGE,
CAUSING LOSS OF RPS "A" POWER. THE LOSS OF RFS "A™ POWER CAUSES AN OUTBOARD
NUCLEAR STEAN SUPPLY SRUTOFF SYS. (NSSSS) ISOLATION OF GROUPS ' (RMAIN STEAM LINE
DRAINS ONLY), 2, & (TWOC DRAGN VALVES ONLY) 5, & ANT. 7. NSSSS GROUP 7 ISOLATES
THE REACTOR WATER CLEANUP SYSTEM., IN ADDITION, THE LOSS OF RPS "A™ POWER CAUSES
A NSSS5E GROUP 3 (PRIMARY AND SECUNDARY CONTAINMENT VENTILATION AND PURGE SYSTEMS)
AND A PARTIAL GROUP & (MISCELLANEOUS BALANCE OF PLANT! ISOLATION AND STANDEY GAS
TREATMENT SYSTEM AND CONTROL ROOM EMERGENCY FILTRATION SYS. ACTUAYIONS.

[13%) WPPSS 2 DOCKET 50-397 LER 88-014&
VOLUNTARY KEFORT OF REACTOR WATER CLEANUP SYSTEM RESIN TANK SPILL DUE TO RWCU
VALVES SEING OPEN DUE TO UNKNOWN CAUSE.

EVENT DATE: 051288 REPORT DATE: Q628vws NS§SS: GE TYPE: BWR

(NSIC 209757) ON MAY 12, 1982 AT APPROXIMATELY 700 MOURS, A PLANT RADWASTE
CONTROL ROOM QPERATOR (RW0Q) DISCOVERED THAT A REACTOR WATER CLEANP (RWCU) SYSTEM
RESIN ZPILL EAD OCCURRED DURING RECIRCULATION OF EWCU PHASE SEPARATOR TANK

RW U-TE-1048. THE TANK WAS BEING RECIRCULATED IN PREPARATION FOR TRANSFER OF
RESIN TO A SHIFPFING CONTAINER. RECIRCULATION OF THE TANK WAS STARTED AT 1448
HOURS. AMD TANK LEVEL READING WAS NOTED BY THE RWO TO BE 508. AT 18!'% HOURS,
WHILE TAKING LOG READINGS, THE RWO NOTED THAT TANK LPVEL WAS 368, CONTRARY TO
PROCRDURAL REQUIREMENTS, IMMEDIATE INVESTIGATION OF THE LEVEL CHANGE WAS NOT
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PERFORMED BECAUSE THE RWO THOUGHT (ERRONEOUSLY) THE CHANGE WAS DUE TO A DEFECTIVE
LEVEL GAUGE. THE RWO RECHECKED TANK LEVEL AGAIN AT 1645 HOURS AND NOTED IT WAS
STILL DECREASING. THE RWO THEN FROCEEDED TO THE TANK LOCATION, DISCOVERED RESIN
BEING DISCHARGED INTO FLOOR DRAIN FDR-SUMP-WZ AND NOTED THAT APPROXIMATELY TWO
CUBIC FEET OF RESIN SLURRY HAD SPLASHED ONTO THE FLOOR AROUND THE DRAIN, AT 171§
HOURS, THE RWO SECURED THE RECIRCULATION PUMP (RWCU-P-28) AND CLOSED THE TANK
SUCTION AND DISCHARGE VALVES., FURTHER INVESTIGATION REVEALED THAT RWCU SAMPLE
LINE ISOLATION VALVES RWCU-V- GG2/4843 HAD BEEN OPEN WHICH CREATED A FLOW PATH
WHICH RESULTED IN THE SPILL. THE CAUSE OF THE VALVES BEING OPEN 15 INDETERMINATE.

1326) WPPSES 2 DOCRET 50-397 LER 88-015%
NUCLEAR STEAM SUPPLY SHUTOFF SYSTEM ISOLATIONS CAUSED BY THE INADVERTENT
DE-ENERGIZATION OF THE REACTOR PROTECTION SYSTEM BUS A POWER SUPPLY DUE TV
PERSONNEL ERROER.

EVENT DATE: 051588 REPORT DATE: 061488 NSSS: Gk TYPE: WWR

(WSIC 209661) 5/15, AT 1607 HOURS, WHILE IN PLANT MODE S (REFUEBLING) WITH THNE
REACTOR HEAD REMOVED, THE REACTOR CAVITY FLOODED, AND THE FUEL POOL GATES
REMOVED, AN INADVERTENT DE-ENERGIZATION OF MC-7A CAUSPD A LOSS OF POWER TO
REACTOR PROTECTION SYSTEM (RPS) BUS A, THE LOSS OF PUWER TO RFPS BUS A CAUSED A
HALF-SCRAM IN RPS DIVISION A AND MULTIPLE ENGINEERED SAFETY FPEATURE ISOLATIONS
AND ACTUATIONS. THE LOSS OF RPS BUS A CAUSES AN OUTBOARD NUCLEAR STEAM SUPPLY
SHUTOFF SYSTEM (NSSSS) ISOLATION OF GROUPS ! (MAIN STEAM LINE DRAINS ONLY), 2, §,
& AND 7. NSSSS GROUP 5 ISOLATES RESIDUAL HEAT REMUVAL (RHR) SHUTDOWN COOLING. IN
ADDITION, THE LOSS OF RPS A POWER CAUSES SOME NSSSS GROUP 3 (PRIMARY AND
SECONDARY CONTAINMENT VENTILATION AND PURGE SYSTEMS) AND GROUP & (MISCELLANEBOUS
BALANCE OF PLANT) ISOLATIONS AND ACTUATIONS INCLUD'IG STANDBY GAS TREATMENT (SCT)
SYSTEM AND THE CONTROL ROOM EMERGENCY FILTRATION SYS"EM., THE CAUSE OF THE EVENT
WAS THE INADVERTENT REMOVAL OF POWER TO THE TEMPORARY FEED TO MC-7A RESULTING IN
A LOSS OF POWER TO RPS BUS A. THE ROOT CAUSE OF THE EVENT WAS DETERMINED TO BE
INAJEQUATE WORK PACKAGE RESEARCH AND PREPARATION. CONTRIBUTING FPACTORS WHICH LED
TO THE EVENT ARE MISLEADING PLANT DRAWINGS AND AN UNUSUAL LOAD CENTER
CONFIGURATION. PLANT OPERATORS RESPONDED BY SWITCHING RPS BUS A TO ITS ALTERNATE
POWER SUPPLY

[327) WPPSS 2 DOCKET 50-397 LER 88-019
CONTROL ROOM EMERGENCY FPILTRATION SYSTEM ACTUATION DURING TESTING DUER TO
INADEQUATE PROCEDURE DUE TO PERSONNEL ERROR,

EVENT DATE: 052088 REPORT DATE: 062788 NSSS: GE TYPE: BWR

(NSIC 209758) ON MAY 27, 1988 IT WAS DETERMINED THAT A CONTROL ROOM EBMERGENCY
FILTRATION SYSTEM ACTUATION WHICH OCCURKED ON MAY 20, 1988 WAS REPORTABLE PER
TOCPFRS0.7). THE INADVERTENT START OF CONTROL ROOM EMERGENCY PILTAATION SYSTEM
FAN WHMA-FN-54B WAS THE FAILURE OF PLADT INSTRUMENT AND CONTROL (I & ©)
TECHNICIANS TO RESET THE TRIP LOGIC (DUE TO AN INCDEQUATE PROCEDURE) DURING THE
PERFORMANCE OF A REACTOR BUILDTNG EXHAUST PLENUM RADIATION MONITOR (REA-RIS-G09B
AND D) RESFONSE TIME TEST. THE IMMEDIATE CAUSE OF THIS EVENT WAS THE PAILURE TO
RESET TWE BALAXCE OF PLANT RELAY CABINET (RC-4), DIVISION 1I, TRIP CIRCUITRY DUS
TO AN INADEQUATEF PROCEDURE. THE ROOT CAUSE OF THE EVENT 15 PERSONNEL ERROR
DURING THE PROCENURE REVISION AND REVIEW PROCESS. A PREVIOUSLY APPROVED PROCEDURE
DEVIATION, WHICH ADDED STEPS TO RESET A SUBCHANNEL HALP-TRIP CONDITION PRIOR TO
CONTINUING WITH THE PRUCECUKE, WAS NOT INCORPORATED DURING THE TWO-YEAR PRRIODIC
REVIEW AND REVISION PROCESS FOR THE PROCEDURE. AFTER VERIPICATION THAT NO ACTUAL
INITIATING CONDITION EXIS™ED, THE TRIP CONDITION WAS RESET AND THE SYSTEM WAS
RETURNED TO NORMAL LINEUFP. PURTHER CORRECTIVE ACTIONS INCLUDE ') ADDING THE
REQUIREMENT TO THE PROCEDURE THA? "HE WMA TRIP CIRCUITRY BE RESET, AND 2)
MODIFYING THE PERIODIC PROCEDURE REVISION FORM TO INCLUDE VERIFICATION THAT
DEVIATIONS HAVE EJEN INCORPORATED,
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[328) WPPSS 2 DOCKET $50-197 LER 8B-018
EMERGENCY DIESEL GENERATOR NUMBER TWO INOPERABLE DUE TO CONTROL POWER TRANSFER
SWITCH IN MOD-POSITION DUE TO UNKNOWN CAUSE,

EVENT DATE: 052288 REPORT DATE: 062188 NSSS: GB TYPE: BWR

(NSIC 209758) AT 1072 MRS ON 5/22/88, DURING A PANEL WALKDOWN, THE CONTROL ROOM
OPERATOR (CRO) NOTED THAT THE GREEN STATUS INDICATING LIGHT FOR THE DIVISION TWO
EMERGENTY DIESEL GENERJTOR (DG2) START CIRCUIT WAS NOT ENERGIEED. INVESTIGATION
REVEALED THAT INE DIESEL GENERATOR CONTROL POWER TAANSFPER SWITCH (FRTS-7) LOCATED
IN THE REMOTE SHUTDOWN ROOM WAS NOT IN ITS REQUIRED POSITION. THE SWITCH, A TWO
FOSITION GE SB-' TRANSPFER SWITCH, WAS FOUND IN A MID-POSITION BETWEEN THE TWO
ACTIVE POSITIONS "NORMAL® AND “EMERGENCY". EVALUATION OF THE SWITCH DESIGN
REVEALED TEAT WITH THE SWITCHN IN THE MID-POSITION, IT IS MIGHLY PROBABLE THAT DG2
WOULD NOT HAVE RESPONDED TO A START SIGNAL AND WAS INOPERABLE. AT THIS TIMNE THE
DIVISION ONE EMERGENCY DIRSEL GENERATOR (DGL) WAS OUT OF SERVICE FOR MODIFICATION
AND CORE ALTERATIONS WERE IN PROGRISS, WITH BOTH DIVISION ONE AND DIVISION TWO
UIBSEL GENERATORS INOPERABLE, THE REQUIREMENTS SPECIFIED IN THE WNP-2 TECHNICAL
SPECIFICATION 3.8.1.2 (BLECTRIC POWER SYSTEMS A.C. SOURCES - SHUTDOWN) WERE NOT
COMPLIED WITH. THIS RESULTED IN THE PLANT BEINC IN A CONDITION PRONIBITED BY
TECHNICAL SPECIPICATIONS., (I.E., LESS THAN THE MININUM REQUIRED A.C. POWER
SOURCES WHILE SHUTDOWN) DIESEL GENERATOR CONTROL POWER TRANSFER SWITCH FRTS.7 WAS
IMMEDIATELY PLACED IN THE "NORMAL® POSITION RESTORING THE GREEN STATUS LIGHT
INDICATION AND DG-2 OPERABILITY.

[329) WPPSS 2 DOCKET $0-397 LER 88-020
TECHNICAL SPECIFICATION SURVEILLANCE FOR REACTOR PRESSURE VESSEL LEVEL SWITCHN
CHANNEL FUNCTION TEST AND CALIBRATION NOT PERFORMED WITHIN REQUISED PREQUENCY.
EVENT DATE: 052788 REPORY DATE: 062488 NSSS: GB TYPE: BWR

(NSIC 209760) ON MAY 27, 1288, DURING A REVIEW OF OUTSTANDING INSTRUMENY
SURVEILLANCE PROCEDURES, THE PLANT INSTRUMENT AND CONTROLS MAINTENANCE SUPERVISOR
DISCOVERED THAT THE MONTHLY SURVEILLANCE (CHANNEL PUNCTION TEST/CALIBRATION)

REQ VTRED B8Y TECHNICAL SPECIPICATIONS POR REACTOR PRESSURE VESSEL LEVEL SWITCH 6'A
(ME-LS-6'A) HAD NOT BEEN PERFPORMED. THE SURVEILLANCE WAS ORIGINALLY DUR ON MAY
13, 1988, WITH A 125% LATE DUE DATE OF MAY 20, 1988. NOT PERFORMING THIS
SURVEILLANCE RESULTED IN NONCOMPLINCE WITH WNP-2 TRCHNICAL SPECIPICATION &.3.2.1
IZOLATION ACTUATION IMSTRUMENTATION SURVEILLANCE REQUIREMENTS. THE SURVEILLANCE
WAS IMMEDIATILY SCHEDULED FOR PERFORMANCE AND SUCCRSSPULLY COMPLETED AT 1307
HOURS ON MAY 27, 1988. THE CAUSE OF THIS EVENT WAS COGNITIVE PERSONNEL RRROR ON
THE PART OF THE PLANT INSTRUMENTATION AND CONTROL SUPRRVISOR IN THAT NR LERCIDED
NOT TO PERFORM THIS PROCEDURE ON THE SCHEEDULED DUR DAYE. THIS EVENT POSEL NO
THREAT TO THE SAFETY OF FLANT PERSONNEL OR THNE PUBLIC.

1330) WPPSS 2 DOCKET 50-39%7 LER 88-010
NUCLEAR STEAM SUPPLY SHUTOFF SYSTEM GROUP & 1SOLATION DUR TO DE-ENERGIEZATION OF
THE TRIP LOGIC CIRCUIT DUR TO PERSONNEL RERROR.

EVUNT DATE: 053088 REPORT DATE: 062988 NESS: GR TYPE: BWR

(NSIC 209836) ON MAY 30, 1988, AT 1470 HOURS, WKILE IN PLANT MODE 5 (REPULLING)
WITH THE REACTOR NEAD REMOVED, THE REACTOR CAVITY FLOODED AND THE FUEBL POOL GATES
REMOVED, THE OUTBOAD NUCLEAR STEAM SUPPLY SHNUTOFPF SYSYEM, (NSK) GROUP 6,
AUTOMATICALLY ISCLATED. AT THE TIME OF THIS EVENT RESIDUAL HEAT RENOVAL (RHR)
SHUTDOWN COOLING LL. P A WAS IN OPERATION AND WAS ISOLATED AZ A RRSULT OF THIS
EVENT., THE CAUSE OF THIS EVENT WAS THE DE-ENERGICATION OF THE NUCLERAR STEA
SUPPLY SHUTOPF SYSTEM (NS&) GROUP & TRIP LOGIC CIRCUIT CAUSED BY THE INADVERTENT
REMOVAL OF THE CIRCUIT FUSE BY A LICENSED CONTROL ROOM OPER.TOR (CRO). AN
OUTBOARD NS& GROUP 6 ACTUATION ISOLATES THE OUTBOARD RESIDUAL HEAT RINMOVAL (RNR)
SHUTDOWN COOLING SUPPLY VALVE (RHR-V-8), OUTBOARD RHR SHUTDOWN COOLING RETURN
VALVES (RMR-V-S3IA AND 538), AND OUTBOARD RHR TO REACTOR HEAD SPRAY VALVE. IN
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ADDITION, CLOSING RHR-V-8 WILL CAUSE BOTH RHR PUMP 2A AND 2B TO TRIP IF NO OTHER
SUCTION PATH IS AVAILABLE. FOR THIS EVENT THE CLOSURE OF RHR-V-8 CAUSED RMR PUMP
ZA TO TRIP. BOTH RHR-V-5)B AND RHR-V-2) WERE CLOSED PRIOR TO THE EVENT. THE
ROOT CAUSE OF THIS EVENT IS A SKILL BASED PERSONNEL ERROR. CONTRIBUTING FACTORS
WHICH LED TO THIS EVENT ARE THE LACK OF A POSITIVE METHUD FOR FUSE IDENTIPICATION
AND INCONSISTENTLY INSTALLED FUCE IDENTIFICATION CLIPS THROUGHOUT THE CONTROL
ROOM PANELS .

133Y) YANKEE ROWE DOCKEY 50-029 LER 89008
REACTOR/TURBINE TRIP ON LOSS OF GENERATOR FIELD EXC. “"ATION,
EVENT DATE: 051788 REPORT DATE: 061688 NSSS: X TYPE: PWR

VENDOR: GENERAL RLECTRIC CO.

(NSIC 20958%) AT 2323 WOURS, 17 MAY 1968, IN MODE ' AT FULL POWER OPSRATION
(100%), A LOSS OF GENEPATOR FPIELD EXCITATION RESULTED IN AUTOMATIC TURMINE
GOVERNOR RESPONSE ANL SUBSEQUENT RELAY ACTION WHICH TRIPPED BK-' AND BK-2
(REACTOR TRIP BREAKERS). THE LOSS OF GENERATOR FIELD EXCITATION RESULTED FROM
AUTOMATIC T IPPING OF THE AC PEED TO THE STATIC EXCITER. THE HARRINMAN (2-126)
TRANSMISSION LINE ALSO DEENERGIZED DURING THIS EVENT. LOSS OF BOTH GENERATOM
EXCITATION AND ONE OF TWO TRANSMISSION LINES RESULTED IN A LOSS OF FLOW FROM
THREE OF FOUR MAIN COOLANT PUMPS (MCPS). THE OPERATORS SECURED MCP o)
APPROXIMATELY TWO MINUTES AFTER PLANT TRIP AND ESTABLISHED WATURAL CIRCULATION.
BY 2330 HOURS THE 2-126 LINE HAD BEEN RE-ENERGIZED. BY 2)45 HOURS THE ELECTRICAL
BUSSES MAD BEEN CROSS-TIED AND RUSTART OF THE MCPS HAD COMMENCED., AT 0005 HOURS,
MAY 18, 1288, ALL FOUR MCPS WERE OPERATYNG. ALL AUTCOMATIC SAFETY SYSTEMS
FUNCTIONED AS DESIGNED: THE PLANT EMRRGENCY DIESEL GENERATORS NO., 2 AND 3}
STARTED AS REQUIPED. THE ROOT CAUSE OF THIS EVENT WAS LOSS O7 EXCITATION AND
SUBSEQUENT TURBINZ ACCELERATION WHICH INITIATED CLOSURE OF THE TURBINE CONTROL
VALVES LEADING TO A PLANT TRIP. IT IS BELIEVED THAT A FAULT ON THE t-'16
TRANSMISSION LINE PRCEDED THE LOSS OF EXCITIATION.

1332) EION DOCKET 50-295 LERR ARB8-010
INADVERTENT ACTUATION OF SAFEGUARDS EQUIPMENT DURING DIESEL GENERATOR TEST.
EVENT DATE: 042788 REPORT DATER: 052788 NSSS: we TYPE: PWR

(NSIC 209457) OW APRIL 27, 1988, WHILE PERFORMING TESTING OF THNE 1B DIBSEL
GENERATOR, VALVES 1MOV-CS0006 (1C CONTAINMENT SPRAY (CS) PUMP DISCHARGE) AND
IMOV-C80010 (1C C§ PUMP SUCTION) RECEIVED AN INADVERTENT ACTUATION SIGNAL CAUSED
BY A FAILURE TO RESET THE ACTUATION RELAYS APTER THE INITIATING SIGNAL WAS
REMOVED. THE RELAYS ARE NORMALLY RESET AUTOMATICALLY. THE AUTOMATIC RESET HAD
BEEN DEFEATED BY A TEMPORARY PROCEDURE CHANGE. THE RELAYS WERE RESET USING THE
MANUAL RESET BUTTON AND THE VALVRS WERE CLOSED.

{333) BION DOCKET 50-295 LER 88-0M
REACTOR TRIFP ULUE TO GENERATOR TRIP/OVER EACITATION,
EVENT DATE: 050788 REPORT DATE: 060688 FE85: we TYPE: PWR

VENDOR: CHMITE

(NSIC J09558) ON 05/07/88 AT 1701 HOURS, WHILE ATTEMPTING TO SYNCHRONIZE THE
GENERATOR, THE NUCLEAR STATION OPERATOR NOTICED EIFRO VOLTAGE FOR THE GENERATOR
EXCITATION. WHILE ATTEMPTING TO RAISE THE EXCITATION VOLTAGE, A GENERATOR TRIP
WAS RECEIVED WHICH CAUSED A TURBINE TRIFP. AT 170Ff HOURS, THE RESULTING TRANSIENT
CAUSED A REACTOR TRIP TO OCCUR DUE TO A LOW-LOW LEVEL IN STEAM GENERATOR '3,
SUBSEQUENT INVESTIGATION REVEALED THAT THE OPERATOR WAS “"FOOLEL" INTO SEREING LERQ
EXCITATION DUE TO CORROSION ON PHASE B IN THE PRIMARY OF THE POTENTIAL
TRANSFORMER CIRCUIT. SPRECIFICALLY, THE CORROSION TONK PLACE IN THE SERIES
RESISTORS USED TO LIMIT FAULT CURRENT SHLOULD THE POTENTIAL TRANSFORMER FAIL, THE
SV (OVERVOLTAGE) RELAY, WHICH MONITORS PHASE A & C VOLTAGES, TRIPFED THE UNIT DUER
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TO OVER EXCITATION. ALL SAFETY RELATED EQUIPMENT PUNCTIONED PER DESIGN.
SURVEILLANCE OF THE SERIES RESISTORS WILL BE ADDED TO THE PREVENTIVE MAINTENANCE
SCHEDULE TO PREVENT REC 2AENCE OF THIS TYPE OF EVENT.
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This index is based on component and component-related keywords assigned by the
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INSTRUMENT, SWITCH 7, 12, 24, 27, 30, a7, 52, 95, 5¢, 87, 67, 73, B0, 9,
33, &9, 58, 75, 78, Y, 123, 127, 129, 118, 123, 136, Y27, 153, 1546, 156,
138, 15, 183, 156, 169, 185, 109, 162, 170, 178, 181, 228-230, 280, 23N),
204, 209, 218, 263, 266, 299, 02, 250, 255, 298-260, 271, 274, 277, 2MY,
310, 3VY, 320, 333, 338, 339, N2 2%2, 3, M)
INSTRUMENT, TESTING 153, 274, 263, 26% RADIATION MONLTORS 16, 3), &7, 52, 8§,
INSTRUMENT, VOLTAGE 'Y, 16, &5, 1469, $9, 63, 7%, 7, NG, 9N, VY7, 119, 120,
190, 227, 267, 276, )17, 3)) 158, 182, 188, 227, 288, 350, a0,
INSTRUMENTS, MISC. 38, &7, 78, 140, 290, 295, 290-300, 303, 1085, 308-31Y,
148, 180, 2l8, V0 A, 3213, 37
INSULATION 23, 80, 96, 152, 166, 176, REACTOR 27, 97, 98, 116, 118, 123, 124,
196, 294, 2M 126, 138, 195, 320, I
INVERTRR ', 13, 31, 4S8, 71, 168, 25, RECORDERS 78, 173, 180
276 RELAYS 9, Y1, Y&, 16, 72, 99, 104, Y69,
LICENSED OPERATOR 3, &, 29, 30, 3234, 193, 209, 217, 230, 263, 2%2, 2%s,
36, 8248, 49, 52, S5, 63, 68, 9, 9%, 298, ¥
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COMPONENT

RESPONSE TIME 209, 202

SAMPLING 134

SEAL 28, 35, 48-50, 76, 82, 83, 08,
100, 142, 163, 166, 167, 177, 188,
191, 211, 255, 283, 313

SENSORS, PLOW 20, 55, 57, 67, 69, 181,
28, 201

SENSORS, LEVEL 3, &, 10, 33, 44, 61,
78, 84, 130, 138, 173, 194, 239, 260,
273, 291, 304, 316, 329

SENSORS, PRESSURE 7, 40, 102, 156, 162,
1. 22e, 207

SENSORS, TEMPERATURE 14, 39, 127, 132,
196, 189, 199, 213, 233, 245, 304, )16

SERVOMECHANISM 12, 23, 26, 26, 45, 48,
$0, 150, 161, 172, 192, 231, 302

SHOCK ABSORBER 68, 122, 228, 312

SHOKE 92

SOLENOID §, 7, 27, &, 72, 121, 133,
196, 191, 195, 214, 306

SOLID STATE DEVICE 13, 36, 38, 46, 70,
o4, 128, 181, 169, 212, 218, 221, 227,
245, 271, 278, 299, 3N

STEAM GENERATOR 31, )2, 36-38, 44, 4%,
181, 171, 173, 209, 218, 228, 233,
240, 20%, 263, 271, 273, 289, 306, 3N

STEEL, STAINLESS &)

STORAGE CONTAINER 3, 133, 97, 240, 248,
289, 294, 128

STRUCTURE 183, 248

SUPPORT STRUCTURE 60, ¢, 83, 85, 122,
128, 168, 184, 200, 203 228, )12

TEMPERATURE 173, 177, 196, 302

TOXICITY 21, 2%, 139, 147, 22%, 256

TRANSPORMERS 71, 96, 169, 190, 267,
17, 3

TUBING 37, S, 128, 171, 226, 230, 248,
263, 297

TURBINE 31, 32, 34, 42, 4%, 126, 209,
212, 218, 218, 220, 278, 302, 331, 3N

VALVE OPERATORS 12, 23, 24, 26, 27, 12,
M8, W4, 45, 48, S0, S5, 83, 100, 118,
127, 133, 180, 181, 160, 181, 172,
173, 191, 192, 209, 216, 228, 231,
233, 2085, 254, 2%%, 27a, 302, 106

VALVE, CHECK 83, 101, 237, 264

VALVES 1, S, 7, 8, 12, 19, 23, 24, 26-
20, 31, 32, J6-36, 38, 42, we-ee, SO,
$1, 83, S8, S7, S8, €1, 64, 75, 76,
83, 87, 90, 91, 97, 98, 100, 131, 116,
120, 121, 123, 136, 127, 129, 133,
143, 184, 146, 149181, 154156, 160,
1Y, 172077, 181, 183, 185, 191, 192,
206, 200-210, 212, 218, 216, 219, 222,
223, 228, 23%, 233, 238, 237, 240,
201, 203-206, 295-295, 26, 261-26%,
270, 271, 274, 278, 203-24%, 207-289,
293, 296, 302, 306, 307, 310-312, 31§,
320, 321, 32%, N
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SYSTEM INDEX

This index is based on system and systam-related keywords assigned by the NSIC
staff when the summaries of the LERs are prepared for computer entry,

ACTUATOR 1, &, 16, V7, 21, 25, 27, &1, CONTAINMENT ATMOSPHERE/SSF 282

W0, 58, 61, €2, 69, 86, 93, 102, 129, CONTAINMENY ISOLATION 1, &, 19, 713, 27,
136-139, 144, 147, 153, 162, 169, 172, 28, 44 4S5, 49, S0, S8, 66, 76, 82-84,
192, 197, 198, 207, 2235, 226, 213}, 86, 87, 93, 97, 102, 118, 121, 12),
239, 2640, 2632, 24%, 287, 256, 263, 124, 128, 129, 133, 136, Y44, 150,
291, 329, 30, 332 162, 163, 172, 174, 191, 192, 197,
AlR N 199, 200, 207, 410, 211, 219, 220,
ANNUNCIATORS A5, S5, 102, 228, 308 223, 231, 237, 238, 261, 264, 291,
JUXILIARY Y, 3, 7, 14, 32-36, 38, 82, 206, 289-291, 29%, 298, 306, d07, 31y,
Gr-46, 70, 7%, SY, 131, 132, 150-19%5% 129, 10
173, 178, 177, 178, MY, 236, 230, CONTAINMENT ISOLATION/&SF 192, 207, 330
230, 231, 2640, 28Y, 243, 295, 296, CONTAINMENT ISOLATION/TSF 144
263, 271, 285, 287, 302, 104, 306, 3V) CONTAINMENT PURGE 207
ULOWDOWN @2, &3, &6, 131, 300, 314 CONTAINMENT SPRAY 1, 9, 19, S0, 186,
BLOWDOWN/TSF 300, 34 164, 229, 230, 260, 268, 293, IN2

BUILDING 3, &, 18, 21, 25, 27, 43, NV, CONTAINMENT SPRAY/SSP 19, 29)
e, 7S, 07, 91, &, 96, V17, V19, 1230, CONTAINMENT SIRAY/TSF 1684, 229, 230

137, 128, 131, 136, 139, 142, 147, CONTAINMENT VACUUM BREAKER 121

151, 153, 188, 158, Y67, 175, 177, CONTAINMENT SSFP 89, 92, 'C2, 194, 21,

181, 193105, 19C, 196, 207, 22%-227, 318

230, 231, 243, 289, 25, 2%2, 25%, CONTAINAENT /TEF 186, 148, 155, 164,

2%6, 263, 269, 28%-287, 295, 298-1300, 29, 2N, 289

304, 310, 313, 322, Ne-3M7 CONTAINMENT, PRESSURE SUPPRESSION 96
PUILDING/SSP 120, 185, 330, d62 CONTROL 16, 21, 25, 71, 94, 96, 117,
BUILDING/TSP 74 1237, 138, Y42, 147, 132, 158, V82,
BYPASS A4S, 240, 2M 181, 184, 185, 190, 196, 207, 238,
CALIDRATION 2, 3, S, 7, %, 1S, (6, 3 226, 231, 233, 269, 2%V, 2%%, 2%6,

30, 33, 34, M2, A7, »8-5¢, 61-6), 66, 262, 269, 202, 295, 298-300, Y0, 32,

67, 69, 76, 78, N, 9%, 97, w2, 119, 126, 37

121, 122, 130, 131, N0, V853, 153, CONTROL ROD DRIVES &, 27, 30, 36, 79,

157, 158, VeV, 143, 170, 173, 1%, 81, 96, 123, 138, 179, 180, 107, 194,

178, 179, 182, 187, ‘92, 193, 199, 195, 200, 204, 209, 221, 200, 271,

206, 208-2'0, 2'8-2VK, 39, 222, 2%}, 272, 320

228, 229, 236, 239, JWY, 240, 247, CUNTROL ROD DRIVES/SSP 128

252, 256, 260, 26%Y, 263, 286, 279, CONTROL SYSTEM 7, 9, &, 30, 32, 3,

262, 284 288-29), 293, 294, 296, 100, 36, 38, M0, A3, A6, 79, 81, 90, 104,

30, 308, 108, 307-308, 313, M16-019, 128, 138, 181, 182, 187, 173, 179100,

337, 33%, I 208, 209, 212, 2'&, 218, 22', 229,
COMPONENT COOLING S\ZTEM 12, &3, 60, 2600, 266, 27V, 272, 378, 2'e, D0Q,

€3, 96, 49, Y8R, 200, 230, 261, 200 106, 317, 3320, 328, )Y, 2N}
COMPONENT COOL'™NG SYSTEM/ TSF 149, 230 CONTROL SYSTEM/SSFP 157
COMPUTER, DIGITAL 3V, 4% 5%, %8, 174, COOLANT PURIFICATION SYSTEM 3, '8, 29,

190, W7 50, S5Y, S6, 57, €Y, 60, 88, 8C, 96,
CONDENSER 27, 2084, 2640, 278 99, 116, 133, 137, 1&3, TS, 180, 189,
Cm‘l.lll Coo&l“ l'l'll .‘, ”. 1.0. "’p l.). ‘." ‘..o '.'. “’o ’,.l

248 234, 200, 26Y, 32089, 259, 270, 3N,
CONDENSER COOLING SYSTEWM/TSF &2 30, 304, 324-326, 329
CONSTRUCTION @5, '8&, 211, 313 COOLANT PURIPICATION SYSTEM/SSP 56
CUNTAINMENT ', &, '8, 28, 3, 39, &%, COOLANT PURIFPICATION SYSTEM/ TSP 3, 57,

89, $Y, 53, 59, 61, &%, 66, 78, 77, 116, 230, 238, 259, 270, HON

9. 83, 8%, 87, 89, 91, %, 99, 102, COOLING 145, 181, 9., 216, 236

121, Y23, 128, V136, 137, 143048, Y88, COOLING SYSTEM, SECONDARY ', 7, V1, 26-

158, 156, Y63, 164, 169, 172, 18}, 28, 3138, 82-47, 60, 69, 70, 75, 02,

199, 190, Y91, 153, 197, 198, 202, 83, 85, 97, 118, 122, 123, 126, 129,

2072-204, AV, AT, 222, 239-3), 21}, 131, 132, T84, 145, 150-1854, 171, V7],

208, 265, 2049351, 263, 277, 38y, 2}, 176, 178, 191, 200, 204, 209, 29,

208230, 293, 295, 297, 298, 1303, 307, 220, 230, 233, 239.24%, 283, 208, 2%,

308, 33, VS, 338, 32¢, M 255, 2%8, 263, 27V, 273, 278, A28,

CONTAINNENT ATMCSPHERE 190, 23, 282 209, 291, 1.2, 306, 320, 2322-338, .38,
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COOLING SYSTEM, SECOMDARY 129, 33

COOLING SYSTEM, SECONDARY/SSF 7, 119,
32, 33, &2, 152, 178, 230, 240, 24),
258, 302

COOLING SYSTEN, SECONDARY /TSP 34, 35,
82, 5, 97, 118, 123, 126, 178, 200,
228, 25m, 271, 108, 30D

CORR 2, 13, 14, 27, 32, 53, 58, 70, A5,
97, 132, 157, 190, 19S5, 199, 213, 2ie,
23V, 232, 233, 2138, 243, A6s, 297,
08, )22

CORE REFLOODING SYSTEM &, 68, 130, 236

CORE SPRAY 12, Y7, 21, 62, 122, 1),
186, 161, 200, 277

CORE SPRAY/S8Fr

CORER SPRAY/TSP 156, 2N

CORB/SS8SF 157, 243, 322

CYLINDER GAS an

DEMINERALIZERS 55

DEMINERALIEERS /TSP 5§

DRAINAGE 27, 297, 300, 308

ELECTRIC POWEBR 10, Y1, 13, 1§, 16, 21,
3V, &S, 59, 72, 7S, %0, 87, 96, 10},
106, 1236, 136, Y€1, 158, 159, 165,
169, 189, 190, 196, 197, 203, 209,
220, 239, 282, 29, 267, 273, 27,
203, 292, 294, 298, 202, 310, 317,
328, 326, XY, M)

ELECTRIC POWER/LSF 96, 169

ELECTRIC POWERR/TSF 1Y, 267, 292, I

ELECTRIC POWER, VITAL 1, 13, 18, 2V,
31, 8%, 7Y, 86, 93, 9%, 117, 137, 148,
185, Y68, 106, 197, 190, 192, 198,
207, 228, 249, 28V, 276, 298, 3V0,
324, 326, 3N

EMERGENCY COOLING SYSTEM |, 34, 228,
30

EMERGENCY COOLING SYSTEM/TSF 230

THERGENCY Puwa.., ELECTRIC Y, 17, 21,
3V, 33, N0, €2, 72, 96, 108, 120, 132,
138, 187, 183, 1685, 169, 2'6. 217,
226, 282, 261, 266, 275, 292, 29,
296, 317, 329, MY

ENERGENCY POWER, BLRCTRIC/SSP 21, &0,
106, 120, 138, 181, 1685, 282, 266,
292, M. A

ENERGENCY POWER, BLECTRIC/TSF &40, 165,
238, 242, 296, 12

ENGINERRED SAFRETY FEATURE ', &, 16, 17,
Y, 25, 27, N1, AN, S8, 61, 62, 69,
86, 93, 102, 129, 136139, 1a8, a7,
183, 162, 169, 172, 192, 197, 198
207, 235, 236, 233, 239, 20, N2,
205, 247, 256, 283, 291, 1329, 33C, aM2

ENGINEERED SAFETY FEATURE/SSFP 2V, 102,
192, 207, 230

ENGINES, INTERNAL COMBUSTION 22, 133,
40, 108, 120, 135, &Y, 216, 217, 286,
275, 298, 296, 317, e

ENVIRONMENT 122

BQUIPHMENT 27, 297, 300

FAILURE, JDMINISTRATIVE CONTROL &1, &3,

FAILURE, ADMINISTRATIVE CONTROL 48, 49,
56, 62-64, 66, 69, 74, 79, 97, 86, 89
91, 103, 118122, 130, 149, 158, 159,
163, '64, 167, 170, 174, 180, 105,
186, 188, 194, 198, 200, 201, 2's,
239, 238, 282, 287, 278, 279, 2w?,
300, 304, 307, 308, 38, 319, 226,
327, I

FAILURE, DESIGN ERROFP 13,
a5, 81, 53, 60, 76, 92,
125-127, 133, 139, 188,
161, 166, 169, 169, 172,
204, 2085, 208, 213, 217, 220,
226, 226, 229-23, 233, 2y,

FAILURE, FABRICATION ERROR 13,
76, 100, 135, 160, 163, 169,
257, 288, 277, 299, 02, 30

FAILURE, INSTALLATION ER™OR &, 19, 67,
68, B8, 99, 182, 165, (66, 194, 206,
239, 292

FAILURE, MAINLENANCE ERROR ., 3, 5§,
10, 12, 17, 28-26, 37, 45, 48-50, 68,
“l " P,c "l ”o ... ‘.:"... "'.
127, 13, 134, 136, 137, 181, 148,
"., 1'.. “’a '.3. '.‘1 "'l "’0
176, 186, 197, 198, 209, 226, 232,
235, 239, 240, 268, 278-200, 292,
294, 297, 310, IV, 317, 333, 336

FAILURE, OPERATOR EBRROR 3-5, 1), 18,
2'. "‘,.0 )‘. .""o "n '.o ,’o .‘0
91, 97, 116, 118, 123, 146, 160, 167,
175, 180, 181, 189, 204, 209, 224,
238, 236, 200, 243, 245, 249, 262,
263, 270, 273, 274, 29, 284-.297,
318317, 320, 321, 325, 330, MMy

FEEDWATER 1, 7, 11, 28, 31.36, 39, &2-
a6, 70, 75, 97, 118, 123, 126, 132,
150158, 173, 178, 200, 209, 220, 230,
280, 28Y, 283, 258, 263, 271, 20,
302, 306, 2320, M)

FIRE PROTECTION S5, 8, 64, 67, 80-92,
103, 120, 182, 155, 160, 166, 167,
175, 185, 2V7, 219, 222, 262, 208,
287, 313, s

FPIRE PROTECTION/SSP
262, 118

FUBL BLEMENTS
136, 103, 190, 227,

FUBL, FOSSIL 33, 294, 29¢

GENERATORS 27, 31, 34, Jé,
8, X0, 173, 209, 212, 2,
278, 291, 302, M, W)

HEATERS 10

WPCI 21, 23, 26, 60, 80, 97,
200, 263, 2%

HPCI/TSF 2V, 23, 26, 60, 00,

HYDROGEN 150, 231, 202

INSTRUMENT, ALARM 45, S5, 102,

INSTRUNENT, IN CORE 13, 14, S,
185, 199, 232, 235, 257, 06,
338, 236

23,
117,
156,
178,
223,
s,

,.“...
121,
159,

2,

85,

147,
174,

283,

s,
177,

73,
258,

287,

309,

S, 99, 92, s,

19, 49, M,

a8,

",
286

1y, 128,

30, 43, S8,
'..l 3"'

123, Y4s,

148, 276

228, 305
70, 95,
323,



m

SYSTLN INDEX

INSTRUMENT, NON-NLULEAR 3, 5, 7, 10, REACTOR POWER 14, 30, 78, @', 179, 100,

123, 30, 24, 27, 33, 37, 43, 07, W, 204, 221, 260, 271, 272, 0

$7, 67, 83, 87, 98, 99, 121, 123, 135, REACTOR PROTECTION SYSTEM 1, 18, )6,

127, 130, 133, 1486, 1am, 156, 189, 84, 86, 102, 124, 132, 137, 145, 187,

190, 193, 196, 209, 228, 240, 255, 190, 192, 194, 195, 199, 209, 21,

276, 302, 304, 106, 26 280, 243, 209, 273, 319, 323, 124, D26
INSTRUMENT, NON-NUCLRB.&/TSF 137, 316 REACTOR PROTECTION SYSTEM/SSP 102, 124,
LEAK DETECTION 96, 102, 144, 186, 188, 243, 33

199, 204, 250, 283, 289, 290, 298, M RHR-LPCI 18, 21, 30, S8, 60, 8%, 93,
LUBRICATION &0, 73, 27 146, 145, 156, 162, 200, 277, Y,
MAIN COOLING SYSTEM 1, 31, 32, 34, J6- 3264, 326, 1IN0

39, 41, N3.a6, SO, S1, 853, 68, 73, 96, RHR-LPCI/SSPF 21, 144, 330

100, 123, 130, 131, 134, 151, 154, RHR-LPCI/TSP 130, 93, 156, 162, 277,

156, 169, 171173, 199, 200, 208, 209, 321,

213, 2'e, 228, 229, 23V, 23}, 2, RHR-LPSI V', SO, $1, 53, 68, 170, 177,

436, 239-381, 245, 2687, 28K, 250, 265, 230, 238, 293, N2, W27

265, 2¥Y, 273, 28, 277, 20Y, Q89 RENR-LPSLI/S8F 177, 293, 312

29%, 293, 297, 306, 318, 316, 3, RHR-LPSI/TSF 1, 83, 170, 177, 230, 234,

319, 33\, 3D, 3D i
MAIN COOLING SYSTEM/SSF '), 233, 245, SAMPLIGG 43, 45, 131, 134, 185, 324,

NS, 26
MAIN COOLING SYSTEM/TSP 34, 73, 'Y, SAMPLING/TSF 1))

208, 209, 228, 233, 238, 240, 245, SEAL 4

ary, 274, 38V, M6 SERVICE WATER SYSTEM 1, 9,6 11, 2%, 2%,
MATERIAL & EQUIP. MANDLING SYSTEM 286 $2, 53, 60, 101, 153, 154, 156, 64,
MONITOR 895, 92, 185, 217 216, 226, 230, 237, 243, 286, 249,
MONITORING SYSTEM, RADIATION '6, 31, 253, 163, 292

a7, 82, 5§, 89, 63, 7Y, 77, 79, 0, SERVICE WATER SYSTEM/SSP 11, 101, 28)

117, 119, 128, 136, 158, 172, 102, SERVICE WATER SYSTEM/TSF 52, 226, 237,

227, 2%%, 29%, 299-300, 1303, 308, 07 248, 292

310, e, 327 SHUTDOWN SYSTEM, SBCONDARY 200
oPF SITE 31, 96, 169, 209, 267, 292, SOLID STATE DEVICE 9, 157, @)

3117, 3as, 3, 33} SPENT PUBL POOL 65, 183, 91, 230
ON SITR V', 13, 16, 2%, 3, 75, 10}, SPENT PFUEL POOL/TSP 210

106, 125, 136, 81, 158, 165, 169, STACK 16, 20

109, 190, 196, 197, 220, 238, 243, STACK/TSPF 16, 20

249, 267, 273, 283, 298, 1202, MV, STANDBY GAS TREATMENT '8, 48, 5%, 61,

317, 33 Y, 79, 86, 96, 123, 138, V36, 137,
PLANT 308 148, 186, 148, 155, 190, 197, 190,
PNEUMATIC SYSTEM 96, 118, 147, 14§, 430, 2649, 297, 1328, 336

146, 148, 180, &M STANDBY GAS TREATMENT/SSF 130, 2%?
PNEUMATIC SYSTEM SSPFP 231 STANDBY GAS TREATMENT/TSF 48, 155, 230
POISON, SOLUBLE Y, 10, S', 133, 23", STEAN 34

259, 28, 304 GTEAM GENERATOR 31, 32, J6-38, &2-4%,
PRESSURE RELIEBF 32, 38, &&, 100, 123, 137, 18, 1Sa, 7Y, 173, 176, 209,

18, 173, 176, 256, 2%S 218, 228, 233, 239, 280, 245, 2954,
PRESSURE VESSELS 6, 27, 61, 84, 97, 99, 255, 263, 2, 273, 299, 29), 300,

116, Y0, 133, 136, 126, 138, 100, 306, 38, 3IM)

180, 162, 194, 195, 320, 33, )2 STEAN GENERATOR/SSF 233, 254
PRESSURIZER &), &3, SO, 68, 208, 229, STEAM GENERATOR/TSF 137, 254

233, 280, 248, 247, 265, M, 2N STORAGE CONTAINER 73, 127, 296
PROCESS MONITORING Y, 19, 36, 39, 84, STRUCTURE 3, 5, 24, 25, &7, $2, 64, &7,

86, 102, 128, 133, 137, 180, 145, 07, 60, 89, 90, 101, 103, 125, 158, 186,

190, 192, 194, 195, 199, 309, 23V), 226, 286, 253, 2%

231, 28Y, 283, 249, 273, )18, DS, STRUCTURR/SSPF 5, 101

333, 338, 236 SUBSYSTEN PAULT S, 7, 11, 19, 2%, 22,
#ADIATION PROTECTION PERSONNEL 16, 52, 32, 33, 80, &2, 8}, S6, 89, 92, 9%,

193, 207, 268, 279, 31Y, 3NN 109, 102, 108, 130, 128, 135, MY,
RCIC 21, 8%, 133, 144, 200, 270, 320 184, 186, 152, 157, 165, 168, 177,
RCIC/TSP 21, 123, Y48, 320 178, 181, 105, 190, 192, 193, 196,
REACTOR CONTROL 18, 30, 78, 91, 179, 207, 226, 230, 23V, 233, N0, 203,

180, 204, 22, 280, 27, 272, 320 283, 245, 254, 258, 262, 288, 289,
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SUBSYSTEM FAULT 276, 282, 292, 29),
297, 302, 312, 18, 317, 3323, 138,
330, 13y, IM)

TRSTING 2, 3, 5., 7, &, V5, 16, 20, 10,
3), 38, 42, &7, S4-56, 61-6), 66, 67,
69, 76, 70, 79, 95, 97, 102, 119, 12V,
122, 130, 131, Y80, 152, 15), 187,
158, 161, 163, 170, 173, 174, 176,
170, 179, Y83, 187, 192, 193, 199,
206, 200-210, 2'6-2'6, 219, 222, ),
228, 229, 236, 238, 28, 242, 2N,
2647, 2352, 254, 260, 261, 2863, 269,
275, 282, 284, 208-29), 293, 2%, 296,
300, 301 0%, 308, H07-309, 1), e~
319, 237, 339, N2

TORUS

TORUS/TSF 320

TOTAL SYSTEN PAULT 1, 3, 16, 20, 27,
23, 26, 30, 31, 34, 28, 37, 60, N2,
NS, 40, 52, 53, %8, 87, %0, 7)), N,
80, 93, 97, 116-118, 123, 1236, 127,

137, 184, Y48, 149, 185, 156,
162, 164, 165, 177, 178, 10V,
193, 196, 208, . , 217, 228, 236,

2230437, 233, 234, 237, 240, 28T, 268,
206, 254, 258, 299, 263, 267, 270,
aTy, 278, 276, 277, 28, 209, 292,
296, 300, 304, 306, 218, 316, 1317,
320, 337, 324, 328, 1))

TURBINE 21, 27, 31, 28, 36, 38, 83, AS,
§S, 87, 98, 124, 173, 105, 209, 212,
216, 278, 280, 27Y, 278, 391, )OO,
Joa, 322, M, I}

TURBINR/SSF 2V, 43, 278, 33, 3V}

TURBINER/TS? S5, 2N

VENTILATION SYSTEM 1, 1&, '8, 21, 22,
2%, 31, a9, 59, 6, 65, 7Y, F8.77, 7,
06, 98, 96, YY7, 123, 127, 138, '),
136, 137, 139, Tah-148, 153, 158, 8,
Y90, 193, 196190, 207, 218, 2v7?, 235
33,. 3,'. '.,o :... l.’-l". "‘o ""
267, 269. 200-290, 29%, 297.299, o3,
307, 310, 3vy, 322, 32N, 326, 327, M)

VENTILATION SYITEM/SSF 22, '44, Y46,
181, 190, 196, 207, 226, 369, 2¥?

VENTILATION SYSTEN/TS® &%, 117, 127,
13Y, Y66, YSS, Y81, 193, 196, 217,
236, 430, 28D

WASTE MANAGEMENT V19, 32%

WASTE TREATMENT, GAS &7, 182

WASTE TREATMENT, LIQUID 63, 183, 109

WASTE TREATMENT, SOLID 279, 280

WATER 145, 181, 192, 22¢

WATER SSF 18, 226

WATER/TSP 18', 226
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This index is based on the keywords assigned by the NSIC staft when the summaries
of the LERs are prepared for computer entry.

ACCUMULATORS &, 78, '30, 236, 3O BYRON 2 (PWR) 3'-1)
ACTUATION 106, 110, 12 CABLES AND COMNEBCTORS &, 9, 13, 1§,
ACTUATOR ' &, 16, Y7, 2%, 2%, 27, &, 18, 24, 33, 348, 39, 62, 79, 93, 0%,

a4, S8, 61, B2, 69, 86, 93, 102, 1239, 96, 99, 109, 132, 136, 137, 148, 152,

136139, T84, Y47, 183, 162, 189, 188, 166, 172, 107-190, 192, 193,

172, 192, 197, 198, 207, 23%, 2)), 196, 203, 212, 218, 232C, 249, 251,

239, 282, 245, 287, 3%6, 29, 329, 257, 267, 273, 275, 2%, 017, 32),

A0, N2 Jae, 336, I
ADMINISTRATIVE PERSONNEL ERROR - SEB CALIBRATION 2, 3, S, 7, 8, 11, 15, 16,

FAILURE, ADMINISTRATIVE CONTROL 20, 30, 33, 38, 42, N7, S0 SN, 88,
AGE EFFECT - SEE EFFECT, AGE 61-6), 66, 67, 69, 75, 15. 78, 79,
AGENCY, NRC 12, 21, 219, 2% 84, 95, 97, 100, 102, 108 118, '},
AIR  23%, 24}, ase, M2 122, 130, 13V, 180, 153, 153, 156~
AIR/STEAM BINDING 3, S, 133, 162, 2358 158, 181, 163, V70, 173, 174, V78,
ANNUNCIATORS 2%, 29 52, 88, 70, 74, 178, 179, 182, 187, 88, 130, 192-

87, 92, %%, 97, 98, 102 104, 133, 1964, 199, 206, 200-270, 213-216, 319,

128, 187, 17Y, 106, 1089, 191, 238, 223, 233, 229, 236, 238, 2NV, 203,

2%V, 263, 272, 276, 298, 102, 0% 206, 2847, 2%2, a5¢, 260, 261, 365,
AQUATIC ORCANISM 164 266, 272, 478, 276, 2RL, 284, 298
ARKANSAS NUCLEAR 2 (PWR) 1.4 291, 293, 294, 29&, 300, 20, 304-
ARNOLD (BWER) § 309, 311, 313, 16319, 327, 29, 3IN2
AURILIARY Y, 3, 7, 18, 323-36, 38, 42, CALLAWAY 1 (PWR) J4-138

Q4-06, 70, 75, 9%, 13Y, 132, 150-18%, CALVERT CLIFPFS ' (PWR) 37

1923, 178, 177, 17%%, 18%, 246, 228, CALVERT CLIFFS 2 (PWR) 38

230, 23V, 280, 2%, 241, 255, 2%, CATAWBA | (PWR) 39.4Y

263, 2%, 205, a87, 303, 304, 306, CATAWBA 2 (PWR) 19.4¢

313 CIRCULATION, NATURAL I
BATTERIEE & CHARGERS 2V, 159, 203, 29s CIRCULATOR 108, 106, 109
BEARING 298 CLADDING PAILURE - SBE FAILURF®
BLAVER VALLEY ' (PWR) 6% CLADLING
BEAVER VALLEY 2 (PWR) 10, W CLINTON ' (BWR) W7.49%

B1G ROCK POINT (BWR) 12 COATING &2

BLOWDOWN &2, &3, &6, 131, 300, 2's COMPONENT COOLING SYSTEM 12, 43, &0,
BLOWDOWN /TSP 300, 314 €3, 96, 149, 186, 200, 230, 281, 248
PLOWEBRS Y&, 22. 146, Y49, 190, 191, COMPONENT COOLINT SYSTEM/TSF ‘49

196, 243, 288, 1)2: COMPONENT PAILURE - SEE FAILURE,
BRAIDWOOD 2 (PWR) 1315 COMPONENT
PREAKER 13, 18, 80, Y08, 126, 137, COMPONENTS 17, 22, 26, S8, 69, 75, 80,

181, 1854, 165, Y69, 199, 192, 230, 85, 93, 120, 138, 139, a8, 151, 165,

238, 289, 310, 37, 32N, MY 178, 191, 195, 196, 208, 206, V0,
BROWNS FERRY ) (BWR) 16, '8 239, 284, 295, 110
BROWNS FERRY & (BWR) 16-20 CONPUTER CONTROL 114
BROWNS FERRY 1 (BWR) 16-18, 20 COMPUTER PROGRAM 114
LIUNSWICK ' (EWR) 2V-26 COMPUTER, DIGITAL A4S, 55, 78, 174,
BRUN SWICK 2 (BWR) 2V, 22, 3%, 27-30 179, 180, 247, 298
BUTLDING 3, Y&, Y0, 2V, 35, 27, WY, CONCENTRATION 256, 270, 2W

7Y, PR, TS, 87, %Y, BN, RE, VA7, V19, CONDENSATION 27, 48, 55, 147, 157,

130, 137, 138, 13V, 136, VD9, Y83, 216, 2¥,

147, 181, 183, 185, 1858, 167, 175, CONDENSER 27, 432, 55, 2084, 226, 240,

177, 18Y, 183105, 190, 196, 2307, e

225-237, 230, 23, M3, 389, 2%, CONDENSER COOLING SYSTEM w2, 57, 24#

392, 258, 2%6, 262, 369, 205-007, CONDENSER COOLING SYSTEM/TSF &

295, 290300, 306, 310, 213, 3332, CONNE-TICUT YANKEE (PWR) S50-%)

FTES Fa ) CONSTRAUCTION 85, 8%, 211, 33
BUTLDING/SSF 120, 185, 282 CONTAINMENT ', &, 18, 28, 3V, 3%, 48,
BUILDING/TEP 74 49, SV, 53, 89, 61, 6%, 66, T8, 77,
BWR REACTOR - SE& REACTOR, BWR 79, 83, 06, 87, 89, 92, ts§, 99, 102,
BYPASS &5, 46, %%, 118, 2M 121, Y23, Y38, 136, 137, 14310,

BYRON ' (PWR) MV 148, 185, 186, 163, 168, 169, 173,
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CONTAINMENT 185, Y88, 190, 191, 193, CONTROL SYSTEM 36, 18, 40, 46, 78. 8,
197, 198, 202, 207799, 211, 218, 99, 104 YY1, 124, 138, 181, 152,
222, 239-23), 23). 246, 245, 2089-2%, 187, 173, 178100, 208, 212, 2%,
263, 268, 277, 281 28}, 280-290, 218, 221, 266, 272, 278, 278, 02,
293, 295, 2197, 298, :0), 307, 108, 106, 320, 328, 33V, M)
3N, S, dae, 226, 7 CONTROL SYSTRM/SSFP 157

CONTAINMENT AIR LOCK 66, 87 CONTROLLER ', 109

CONTAINNENT ATMOSPHERE 190, 23V, 282 COOK 1 (PWR $4-56

CONTAINMENT ATMOSPHERE SSF 282 COOK 2 (PWR) 54-%7

CONTAINMENT JQUIPMENT MATCH 21 COOLANT PUR, _CATION SYSTEM 1), 18, 29,

CONTAINMENT ISOLATION Y, 8, 1%, 23, $0, SV, S5, 87, 61, 68, 935, 95, 96,
a7, 28, 4N, 49, S0, 58, 66, 76, 82- 99, 116, 133, 137, 143, 145, 186,
88, 86, 87, 93, 47, 102, V18, 121, 189, 193, 202, 20%, 208, 223, 2)0,
123, 138, 128, 129, 133, 136, 148, 234, 200, 241, 249, 259, 270, 2N,
180, 162, 163, 172, VY78, V91, 192, 307, Y08, 324326, 39
197, 190, 200, 207, 290, 2, 219, COOLANT PURIFICATION SYSTEM/SSP 56
2230, 223, 23V, 237, 238, 261, 264, COOLANT PURIFICATION SYSTEW/TSF 3, 87,
203, 2808, 209-29Y, 295, 298, 1306, 116, 234, 259, 270, J06
07, 31, 325, 330 COOLING 145, 181, 192, 276, 226, 230

CONTAINMENT I1SOLATION/SGF 192, 207, COOLING DERVICE 53, 127, 19Y, 196, 218,
i 2236, 230, 267, 269, M)

CONTAINMANT ISOLATION/TSF 44 COOLING SYSTEM, SECONDARY 1, 7, 11,

CONTAINMENT PURGE 207 26-20, 31-38, 42-47, 60, 69, 70, 7%,

CONTAINMENT SPRAY Y, 9, 19, S0, 15%, 82, 03, 85, 97, 106, 110, 122, 12),
164, 229, 2330, 260, 268, 293, 332 126, 129, 131, 132, 148, 105, 150~

CONTAINMENT SPRAY/SSFP 19, 29) 156, 171, 173, 176, 178, 191, 200,

CONTAINMENT SPRAY TSP ‘64, 2258 208, 209, 2'8, 228, 230, 233, 239

' ONTAINMENT SUNP 183, 100 267, 243, 205, 254, 255, 2%e, 261,

CONTAINMENT VACUUM BREAKER 121 271 273, 278, 28h, 289, 29, 02,

CONTAINMENT /SCF 89, 92, 102, 193, 21, 306, 320, 322-328, 326, 1229, M)

118 COOLING SYSTEM, SECONDARY/SSP 7, 11,

CONTAINMENT /TSP 166, 148, 155, 164, 32, 33, 82, 152, 178, 200, 243, 2%,
229, Ay, 2w 102

CONTAINMENT, PRESSURE SUPPRESSION 96 COOLING SYSTEM, SEBCONDARY/TSP 34, 3%,

CONTAMINATION 27, &2, 46, 6%, 72, 7, 82, 4%, 97, 178, 12D, 136, 178, 209,
101, 131, 168, 103, 200, 203, 230, 228, 258, 271, 106, 3N
231, 237, 280, 2646, 248, 281, 2869, COOPER (BWR) §58-62
a7, 277, 279, 200, 289, 297, 122, CORE 2, 13, 1%, 32, 5), 58, 70, 98,
128 1323, 157, 00, 195, 199, 213, 21,

CONTRACTOR PERSONNEL 13, 23, 28, 37, 23V, 232, 205, 28D, 285, 287, 304,
e, 80, T2, 7S5, Y6, 02, 0%, 100, 125, )

133, 135, 160, 168, 125, 172, 170, CORE REFLOODING SYSTEM &, 68, 130, 236
182, 83, 201, 208, 213, 226, 2%, CORE SPRAY 12, 17, 62, 122, 138, 156,
253, 258, 287, 258, 260, 377, e, 161, 200, 27

299, 302, 303, M8, 22 CORE SPRAY/TSP 156, 27

CONTROL 1, S, '8, 2V, 2%, 31, 32, M. CORR/SSF 157, 243, 32
36, 38, a6, 81, 53, 57, 71, 94, 96, CORROSION 19, 21, 28, 1721, 127, 178,
A7, 937, 135, 159, 142, a7, 180, 202, 2%, a5y, %2, )

153, Y88, V67, 123, 108, 177, 180, CRACK 6, 21-23, 48, 49, 7), w0, 93,
183108, 190, 196, 207, 200, 212, 85, 96, 108, 120, 127, 138, 139, 100,
270, 225-229, 231, 200, 20), 269, 150, 1852, 177, 1ve, 196, 208, 299,
351280, 286, 261, 262, 28927, 2Ve, T, ey, 0
203, 303, 208, 29%, 298-)00, 02, CRUD 27, &2, &&, 72, 101, 1846 30),
310, 320, 338, 336, N2, M 230, 237, 240, 246, 248, 263, 269,
CONTROL PANEL/ROON 1, 21, B6, 184, 310 i, a3,
CONTROL ROD DRIVES ‘&, 30, 26, 78, 81, CRYSTAL RIVER )} (PWR) &)
96, 123, 128, V79, 180, 187, 198, CYLINDER GAS 44
195, 200, 204, 209, 22%, 280, an, DANAGE 105, 107
72, W0 DAVIS-BESSE ' (PWR) 64, &%
CONTROL ROD DRIVES/ SSPF 124 DEPORNATION 26, 20, 73, 76, 177, 188,
CONTROL RODS 2, ‘&, 23, 22 181, 236, 237, ass

CONTROL SYSTEN 7, 9, 18, 30, 32, 34, DEMINERALIZERS 59
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DEMINERALIZERS /TSF 5§

DESIGN ERROR - SEE FAILURE, DESIGN
ERROR

DESTRUCTIVE WIND 2711, 248

DIABLO CANYON 1 (PWR) 66-74, 76

DIABLO CANYON 2 (PWR) 67, 68, 73, 75,
16

DIESEL GENERATOR - SEE GENERATOR,
DIESEL

DISTRIBUTION 110

DOOR 64, 87, 90, 120, 184, 155, 285,
287, 289, M0

DOSE MEASUREMENT, INTERNAL 99, 18),
68, 128

DRAINAGE 2%, 241, 284, 287, 300, 308

DRESDEN 2 (BWR) 77.83, #7

DRESDEN 3 (BWR) 77, 78, #2, 8497

DRIPT 38, wd, 100, V76, 194, 242, 272,
e

DRIVE 26, 31, 3%, 83, 8%, 102

EARTHQUAKE 68, 125, 144, 168, 184, 217

EFPRCT, AGR 28, 59, 72, 76, 94, 128,
133, Y21, 178, 186, Y96, 206, 2090,
FL

EFFECT, PN 25¢

BLECTRIC POWEBR Y, 10, 11, 1316, 18,
31, 89, 70, 72, 75, 80, 87, %6, 103
108, 101, 126, 136, 137, 1Y, 188,
*S$7, 1859, 1685, 169, 189, 190, 192,
196, 197, 203, 220, 237, a3, 2s2,
209, 267, 273, 276, 201, 292, 29,
2%0, 310, 316, Y7, D2&, 328, MM

ELECTRIC POWER/SSF 96, 169

BLECTRIC POWERR /TSP 31, 267, 292, V7

ELECTRIC POWER, VITAL 1, 13, '8, &5,
70, 06, 93, 98, 117, 137, 188, 188,
160, 106, 107, 190, 192, 195, 207,
289, 28, 276, 298, 110, 325, 1336,
33

ELECTRICAL FAILURE ', 7, 10, 13, 14,
19, 2V, 23, 37, 3V, DN, 39, M), NS,
$9, 70-72, 75, 80, 06, 87, 93, 9,
96, 108, 17, 120, 133, V38137, 1Y,
185, 181, 183, 1857, 199, 168, 160,
169, 172, 107, 109, 190, Y92, 19§,
196, 203, 207, 213, A, VY, 230,
238, 227, 238, 239, 282, 245, 2%,
357, 267, 27, 278, 206, 293, 296,
398, 306, 210, 316, V7, 326, 136,
38, I, M)

BELECTRONIC FPUNCTION UNITS Y, 13, 14,
23, 36, 38, A6, 70, 04, 120, 15)Y,
1853, 187, 169, 197, 198, 213, 2,
23V, 227, NS, 2%, ANy, 208, a9,
299, 306, 316, 319, M)

EMERGENCY COOLING SYSTEM ', 34, 230
EMERGENCY POWER, BLECTRIC ', 7, 21,
3V, 33, N0, 63, 73, 96, 104, 130,
133, 138, 14y, 153, 1685, 169, 2%,
217, 334, 242, 263, 368, 275, 29,

296, 296, M7, 338, MY
EMERGENCY POWER, EBLECTRIC/SSF a0, 104,

EMERGENCY POWER, BLECTRIC/SSFP 120,
138, 8%, 168, 282, 266, 292, 217,
a8

EMERGENCY POWER, BLECTRIC/TSF &0, 165,
226, 242, 296, 228

ENGINEERED SAFETY FEATURE 1, &, 16,
17, 31, 28, 27, &Y, AN, 89, 6, 62,
." .‘a ," '.a. ".q """" ‘..g
147, 183, 162, 6%, 172, 192, 197,
198, 207, 228, 233, 239, 242, 245,
207, 256, 29, 329, 3o, IN2

ENGINEERED SAPETY FEATURE/SSPF 21, 102,
192, 207, 330

ENGINES, INTERNAL COMBUSTION 22, 113,
80, 108, 120, 135, 181, 163, 216,
217, 2328, 382, 266, 275, 292, 2N,
%6, 12

BQUIPHNPSET &, 27, 3., 37, 42, 102, 107,
1R5, 223, 229, 32Uy, 27, 27920,
292, 297, 0

BQUIPMENT FAILURE - SEE FAILURE,
EQUIPNENT

ERCSION 171V

EXPOSURE - SEE PERSONNEL EXPOSURE,
RADIATION

FABRICATION ERROR - SEER FAILURE,
FABRICATION ERROR

FAILURE 1-313)

FAILURE, ADMINISTRATIVE CONTROL 2-5§,
T,08, 12, 16, 22, 28, 36, 30, 32-06,
39, &Y, w3, 45, 49-50, 52, S8-56, 6.
68, v, 60, 69, 78, 76, 78, 79, 02,
.). '.c .’..'l ’71 ‘.30 1"| ‘..0
116, 110123, 136, 127, 130, 149,
180, 153185, 1501861, 163, 168, 166-
168, 170, 173, 174, 176, 170-70),
195180, 192, 194, 198-20), 206, 208,
209, 278216, 222, 223, 226, 22,
229, 236, 236, 279, 239, 262, AN,
247, 260, 261, 266, 268, 270, 27},
276, 278, 279, 282, 28%, QR7-009,
‘.‘. 3.‘. ’..u ,..o ’.‘0 ’.",.’0
310, 313-316, Ve, 319, 336, 327, M2

FAILURE, CLADDING W2

FAILURE, COMPONENT 17, 22, 26, S8, &8,
73, 00, 05, 93, 109, 113, 130, V3%,
139, 184, 181, 165, 178, 19), 195,
196, 205, 206, 210, 239, 26N, 295,
e

FAILURE, DESIGN ERROR 3, 23, 38-40,
$1, $3, 60, 76, 83, 85, 117, 12,
128927, 133, 139, 85, 167, 18s,
189, 161, 166, 168, 169, 172, I,
178, 2084, 208, 208, 213, V7, 230,
223, 338, 239, 227, 253, 289, aer,
313, v

FAILURE, BQUIPNENT 115, '8, 1§, 2%.
A8, 26-20, 3140, A3-5), $5.58, 60
.1. ."‘.0 ,°°’,' "l "l '.".0 '.'
88, 90, 91, 96-104, 116, 118, 120,
132-138, 181186, 148157, 159.100Y,
193188, 107193, 195, 196, 200, 20)-
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FAILURE, BQUIPMENT 206, 208-224, 22%.
237, 233, 234, 236-238, 200-2%1, 2%).
261, 263-267, 269271, 273-209, 292-
294, 296-302, 306, 207, 310-31), 318
317, 319-326, 328, 3)1, 2))

FAILURE, FABRICATION ERROR 13, 28, 72,
76, 100, 107, 111, 138, 180, 18},
168, Y77, 255, 287, ase, 3717, 29y,
302, 302

FPAILURE, INSTALLATION ERROR &, 139, 67,
68, 00, 99, 109, 42, 165, 165, 194,
206, 239, 292

FPAILURE, INSTRUMENT 3, &, 7, 9.4, 16,
20, 2. 28, 27, 30, 33, RN, G)aAN,
$1, 52, S8, 55, 57-59, &', 6}, &7,
69-72, 75, 17.79, 8, 04, 07, 92-9%,
88, 102, 108, 115, 117, 119, 124,
127130, 132, 138, 136, 138, 80,
TR, 188, 140, 151183, 156, 199,
162, 169, 173, 180-182, 195-190, 192
199, 204, 207, 209, 213-2'8, 217,
2318, 220, 227, 238, 2V1-23)3, 208,
239-242, 244, 245, Le7, 250-3%2, 257,
266, 272, 273, 276, 209-29%, 295,
290-300, 302-306, 300-311, 3N, 216~
31e, 2320, 323, 32722

FAILURE, MAINTENANCE ERROR 3, 5, 9,
10, 12, 17, AN-2., 37, AD, NB-50, 6%,
65, 75, B3, B85, 6, 90, 93, 98, 102
106, 109, Y13 126, 127, 131, 13,
136, 137, 147 188, 150, 154, 18§,
162, 168, 170 178, 1726, 129, 106,
197, 198, 23, 235, 239, 268, 27
200, 282, 2, 294, 297, 30, VY,
323, 12¢

FAILURE, OPERATOR BRROR 3.5, 13, 1%,
22, 29, 30, 32, 23, 36, A), B4, 66,
8, 00, 9%, 97, 106, 116, VY18, 123,
146, 160, 167, 175, 180, 18, 109,
208, 208, 236, 280, 249, 262, 200,
273, 27N, A0V, 290-207, 309, eV,
320, 33, 138, 1%

PAILURE, PIPR '9, 24, 29, 29, &2, &7,
49, S, §3, S0, 60, 76, 82, 8}, 97,
102, 118, 2%, Y36, 133, 13N, 146,
140, 158, 156, 169, 172, V78, 18Y,
187, 194, 200, 20V, 208, 270, 223,
239, 20V, 233, AN, 2613, 277, ae),
293, 297, 307, M9 231y, 330, 322

PAILURE, TUBRING 137, 1235, 1721, 2%

FARLEY | (PWR) #8-90

FARLEY 2 (PWR) 8, %2

FASTENER 6, 2', 83, 108, 150, 165,
177, 109, 200, 208, 31y, 266, 292,
02

FATIGUR 6, 22, 3§, 73, 12, '

FEEDWATER ', 7, 'Y, 28, 3'-36, 38, &2
&6, 70, 75, 97, 109, 118, 123, 126,
Y33, 150154, 173, 178, 200, 209,
230, 230, 280, 268, 283, 258, 381},
a7, 388, 302, J06, 330, 3V}

FERNI 2 (BWR) 9)3-9%

FILTERS 65, 146, 269, 282, 297

FIRE 92, 107, 142, 166, 317

FIRE PROTECTION 5, #, 64, 67, 88-92,
103, 120, 182, 155, 160, 166, 167,
178, 1085, 217, 219, 222, 262, 28S,
287, 313, 118

FIRE PROTRCTION/SSPF 5, 89, 92, 185,
262, 18

PITEPATRICK (BWR) 100, 101

FLAW &, 84, 2%7

FLOOD 27, A@, 55, 147, 151, 236, 219,
332

FLOW 1, b " ’u ‘.- 19, 18, '.0 -
23, 26, 31-36, 38, 42, 413, A5.00, 91
‘,l ""'. ‘.c ”p "' "u .,p ".
96, 97, 101, 118, 123, 126, 134, 144,
146, 140, 189, 151, 182, 186, 162,
170, 178, 03, 190, 193, 196, 200,
209, 212, 217, 2382130, 234, M7,
240, 263, 246, 249, 250, 25), 25S%,
258, 259, 28, 263, 267, 269N,
276, 277, a2, 282, 200, 292, 29),
302, 306, 309, 312, 31§, 317, 320-
323, 8, 31, M)

PLOW BLOCRAGE Y, 3, S, 7, 10, 11, 1a,
". 3‘-‘3. :.; ". ," ”. ’.. .‘.
4s, 47, &8, 52, 83, $5-87, 60, 73,
75, 00, 03, 93, 96, 101, 119, 12),
126, 134, TN, 146, 148, 149, 1852,
156, 162, 170, 175, 183, 190, 193,
"‘o "’o :"o 33.*3’.. “.a "’l
280, 283, 246, 2648, 250, 255, 2%,
259, 263, 267, 269, 27, 276, 2V,
281, 282, 208, 292, 29), 302, M08,
309, 312, S, V7, 32Y, 222, AN,
3,

FLUX DISTRIDUTION 13, 5S4, 70, 95, 97,
100, 195, 199, 218, 227, 232, 235,
287, 104, 32

FT. CALHOUN ' (PWR)

FT. ST. VRAIN (HTGR) 105-11%

FUBL ELEMENTS 18, 49, 53, 71, 78, 117,
130, 136, 180, 183, 190, 195, 213,
218, 22%, 227, 2e5, 25), 206

FUEL WANDLING 28

FUEL HANDLING MACHINE 286

FUBL, POSSIL 33, 294, 29¢

FUSE 59. 87, 93, 94, 108, 117, 136,
181, 148, 18Y, 1532, 196, 107, 192,
195197, 207, 2%y, a0

GAS 25, 139, 147, 235, 256

GENERATOR, DIRSEL 40, 104, 120, 13§,
181, Y68, 217, 228, 243, 266, 292,
%, 1

GENERATOR, MOTOR 1980, 324

GENERATORS 34, 36, 38, 83, 55, 98,
138, 173, 212, 214, 28, 2te, 20,
02, I, M)

GRAKD GULF ' (BWR) 116

HATCN 1 (BWB) 72, 117219

BATCH 2 (DWR) 117, 120-124

HEAT EXCHANGERS 27, 31, 32, 36-38, a2

102-104
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HEAT EXCHANGERS 46, 53, 55, 127, 111,
181, Y68, 171, 173, 181, 196 204,
2'8, 218, 226, 230, 233, 383, 38),
267, 269, 271, 27y, 278, 288, 29,
306, 322, )

MEAT CENERATION, INTERNAL 108

HEATERS 10, 1'%

HELIUM 105, 106

HIGH 2, 19, 27, 3Y, 34, a2.84, 78, 97,
98, 127, 146, TNB, 185, 16V, 182,
164, 183, 185, 187, 191, 208, 209,
210, 236, 228, 229, 23Y, 233, 2%,
263, 274, 278, 283, 297, 120.322

HIGH RADIATION 20%, 289

HIGH TEMIERATURE 10, 13, &, 23, 53,
$8, 78, 10Y, VY5, 130, 137, 145, 164,
177, N8, 19Y, 193, 195, 196, 217,
220, 226, 229, 230, 267, 269, 102

HOPE CREEK ' (BWR) 125-127

HOSE 185, IW

HPCI 23, 36, 60, 80, 97, 133, 184,
200, 263, 276

MPCI/TSP 23, 26, 60, 80, Y48, 27¢

HTGR REACTOR -~ SEE REACTOR, NHTGR

HUMAN FACTORS 3, &, 38, 02, 78, 136,
182, 162, 187, 189, 193, 197, 220,
280, 264, 275, 207, 293, 297, 132),
31238, 3w, M}

HUMBOLDT BAY (BWR) 128

HUMIDITY, RELATIVE 297

HYDRAULIC BPPFECT 22, 29, 51, 87, ¢,
116, 126, Y62, Y73, 208, 234, 3N

HYDRAULIC SYSTEM 107, 254, 255, )6

HYDROGEN 190, 231, 282

IMPACT SHOCR 310, 129

INCIDENT, NUMAN BRROR 1, 3, %, 10, 1),
15-17, 290, v, 233, 26, 38, J0-3N, D6-
&1, B3, 45, A7-%), 55, 56, 60, 62-67,
69, 72, TR.76, T, 0180, 8591, 95,
9%, 100, 102, 103, V7, 119132, 12%.
127, 130, 3%, 133, 138, 137, 12
182, TAN, 145, Y47, 149, 182, 154,
156, 158-18), 163-170, V12, 17&-178,
180~ .88, 9%, 194, 197, 198, 200,
20, 208, 308, 20821, 213, 2V6,
2\7, @19, 230, 22), 238, 236, 220
233, F3S5-Q39, ANNL3AS, 287, 289, 3%0,
292-285, 297259, 263, 263, 368 260,
270, MY, VT30, ANS-ANT, 390, iNa,
94, 496, 297, 299-304, 307, MO,
N0, 312-33), 235-330, M2

INDIAN POINT ) (PWR) 13%, ' 30

INDICATORS ', &, 13, Y6, 230, 2%. M,
39, 8Y, &), A7, 532, Se, 87, 59, &
63, 6971, 70, 79, B8, B4, 95, V03,
197, 119, 138, 128, 132, 138040,
147, 188, 158, 80, 182, Y86, 188,
199, 194, 195, 199, 225-237, A1 .30,
235, 280, 248, 345, 287, 250, 3%5¢,
257, 272, 289, 390, 29%, 298-200,
ICI-N06, JO8-3VY, 314, V&, V8, 133),
337, Iy

INDUSTRY, NUCLBAR 40,

INSPECTION
21-23, 26
s, &8,
67, 68,
85, 88,
125, 1Y,
152 183,
163, 165,
181, 105,
200, 202,
28, 237,
258, 299,
80,

My, Mg,

INSTALLATION ERROR

S0,
72,
8,

213, 258,
13, 14, 17,
37, 40, 42, 4%,
§7, %6, 61, 62, 64,
". 7‘| ’.' ”0 ."'
100104, 12%, 134,
133, 138, 142, 164,
157, 188, 180, 161,
129, 173, 176-170,
100, 191, 193-198, 199,
203, 208-211, 2%, 225,
240-28403, 268, 288, 290-25%,
263-268, 273, 278, 279,
292, 295, 296, JO0w,
323, 32Y, 332, I}
+ SEE FAILURE,

%7
N7, 19,
. 28,
$1,
"‘
87,
132,
188,
169,

",
M,

18,

INSTALLATION ERROR

INSTRUMENT PAILURE

« SBE FAILURE,

INSTRUMENT

INSTRUMENT LINE 3, &, 10, 47, 61, 99,
162, 1w

INSTRUAMENT, ABNORMAL INDICATION 1, 3,
O, ¥, 00, V2, 13, 16, 17, 20, 2V, A,
2%, 27, 31, 33, 3N, 36-40, Ad-N8, 52,
8§85, $7.59, 61, 67, 70, 7V, 77.79, W%,
86, 87, 92-94, 98, 02, 117, 119,
"’. ".' "’-11’0 "'l "‘o "‘l
130, 139, 184, 147, 148, 157, 187,
162, 169, 173, V74, 180, 181, 186-
“’o ".0 3'.4 a,‘l ""3'.0 "’o
233, 235, 239-248, 247, 250, 297,
263, 266, 271, 27H, 278, 276, 2Te,
290, 295, 298-300, 302, 303, 0%,
308, 310, 3V, 3%8, 3YE, 333, 237,
130, M)

INSTRUMENT, ALARM 25, 29, &5, 52, §%,
70, T8, 7S, 87, 92, %N, 97, %8, 102,
108, 123, 128, AY, Y87, 171, 186,
109, 193, 238, 357, 263, 272, 27,
298, 302, 108

INSTRUMENT, AMPLIFIER 70

INSTRUMENT, CONTROL 129, 332

INSTRUMENT, CURRENT 220

INSTRUMENT, FLOW 187, 2W)

INSTRUNENT, IN CORER 13, '8, 8§, 70,
95, A5, 199, 232, 235, 257, 04,
333, daN, D3

INTTRUMENT, INTIRLOCK &, §', 72, &7,
104, 169, Y23, 217, 2%3, 3Ny, M

INSTRUNENT, LIQUID LEVEL 3, &, 10, &4,
130, 23, 2

INSTRUMENT, NON-NUCLERAR ), 8, 7, 10,
12, 20, 28, 27, 33, 37, &3, N7, N8,
$7, 7, 83, 07, 98, 99, 12V, 133,
128, 127, 130, 133, YAE, a8, 156,
189, 190, 193, 196, 255, 27e, 202,
304, 306, M6

INSTRUMENT, NON-NUCLEAR. TSP 37, 1%

INSTRUMENT, BOSITION 12, 26, 38, &1,
K3, N6, &8, 58, 98, 124, 1851, 189,
2372, 0%
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INSTRUNENT, PROTECTIVE 14

INSTRUMENT, SPRED 98, 138, 212, 214,
ER

INSTRUMEBNT, SWITCHN 7 12, 24, 27, )0,
3, A8, A8, 75, 79, 0%, 13D, 127,
1239, 138, 151, 15D, 156, 169, 185,
188, 204, 278, 266, 290, 210, 317,
330, 323, Mae, 3%, M2

INSTRUMENT, TEMPERATURE 11§

INSIRUMENT, TESTING 153, 214, 26¢

INSTRUMENT, VOLTAGE 'Y, 16, &% 189,
190, 237, 367, 376, 317, M)

INSTRUNENT, WIDE RANGE 110, 112

INSTRUNENTS , MISC. 38, &7, 78, 140,
148, 180, M8

INSULATION 23, 80, 96, 152, 166, 17¢,
196, 2'8, M

INVERTER 1, Y3, 71, 168, 251, 276

KEWAUNEE (PWR) 131.1133

LA SALLE ' (BWR) 1)3&.1)9

LA SALLE 2 (BWR) 135137, 138100

LBAE 3, &, 19, 24, 27, 28, 3, 37, 239,
47, S1-83, 68, 76, 83, 97, 99, 121,
128, 137, 143, 18, 156, 183, 169,
1PN, 7R, V77, 190, 202, 208, 236,
239, 23V, 233, 236, 237, 200, 20,
286, 253, 258, 257, 163, a1, awm,
392, 293, 297, 323, 33%, M)

LEAK DETECTION 36, 102, 144, 186, 198,
189, 246, 250, 283, 289, 290, u9%,
M

LICENSED OPERATOR 3, &, 29, 30 32-)4,
36, 83, A6, 89, 52, 58S, 61, b4, 9,
95, 97, 106, 116, 123, 154, 176 180,
18, YR, YB%, Y98, 208, 236, 242,
283, 256, 282, 263, 268, 270, 27},
a8, 300V, 307, 36, Y7, 220, 32V,
¥, I

LIGHTNING 124

LINEBRICK ' (BWR) 182-14%

LINERICE 2 (DWR) 142

LOW Y, 3-8, 7, %0, 1Y, 8, Y9, 21.2),
6, 37, 33-36, 39, N3, &3, AS.AR, 82,
$3, 35987, 60, 73, 75, 080, 0}, %),
96, 97, 100, VY&, YO8, V33, V38, 126,
127, 130, 136, a8, TRE, 188, 148
181, 183, Y86, 1856, 163, 170, 173,
178, Y70, 183, 190, 193, 195, 19,
208, 208, 209, 217, 236, 223823,
233, 238, QDT QN0 AN, 281, 2NN,
206, 208, 250, 25% 2%, 259, 261,
87, 26927, 273, 306, 270, 20,
202, 280, 392, 293, 296, 1302, M08,
308, V3, MS0VT, D20-323, AN, das,
3, I

LUBRICATION 40, S50, 73, 75, 03, 0

MAIN COCLING SYSTENM 'Y, 31, 32, 3w,
36-09, MY, AD-A8, S0, 51, S3, 68, 1),
86, 100, 106, 133, 130, 13V, 13,
187, Y58, Y56, 169, 171173, 199,
201, 208, 209, 313, 2'e, 228, 239,
231V, 233, 238, 236, 23920, 24,

138

MAIN COOLING SVYSTEM 247, 2564, 257,
265, 274, 273, ATN, 277, 28, 29,
290, 293, 2987, Y06, 1%, 316, Vs,
118, Y, N

MAIN COOLING SYSTEM/SSPF 1', 233, 245,
ns, i

MAIN COOLING SYSTEM /TSP 34, 7%, 130,
208, 209, 228, 2133, 238, 280, 24N,
274, 28, 3%

MAINE YANKEE (PWR) &%

MAINTENANCE AND REPAIR ', 3, 9§, V0,
2330, 31, 33, D&, N0, A2, W&, A%,
S5, 65, 70, M1, 75, 80, 83, %N, 09,
$0, 93, 103, 137, 128, 135, 136, 100,
181, 146, 1857, 182, 186, 145, 182,
165, 168, V78, 178, 107, 109, 191,
195190, 2'w, 227, 238, 232, 238,
239-281, 2%, A58, 262-364, 289, 2M,
2805, 292, 299, 300, 302, 30, 3,
37, 32

MAINTENANCE ERROR
MAINTENANCE ERROK

MATERIAL & BQUIP. NANDLING SYSTEM 286

MCGUIRE ' (PWR) 150-1813

MCGUIRE 2 (PWR) 150, 154, 158

MILLSTONE ' (BWR) 15¢

MILLSTONR 3 (PWR) 187, 158

MONITOR 89, 92, 138, 27

MONITORING SYSTEM, RADIATION 16, &7,
92, 95, 39, 63, 71, 07, 09, A, 112,
119, 138, 136, 159, 172, Y02, 227,
252, 2985, 298400, 203, 308, 107.1v0,
e, W7

MOTORS Y1, 2%V, S0, 80, 181, 165, 196,
230, 250

NEUTROW 13, S&, 70, 95, 199, 232, 23,
257, 104, 3Q)

NINE AILE POINT | (A4R)  189.1%

NINE MILE POINT 2 (BWR) 1862, 161

NUISE VY0, V13, 232, 238, W)

NONLICENSED OFPERATOR 20, 23, 31, 9s,
Y8, TRY, YRY, 236, 289, 270, 297,
09

NORTH ANNA ' (PN 184

NORTH ANNA 2 (PWR. 164, 185

NORELE Y9, 188

OCONEBE ' (PWR) 164, &7

OCONEE 2 (PWR) 16u-149

OCONBER ) (PWR) 166, 167, 179, 121

OPP SITE 3V, %6, V1Y, V3%, 169, 17,
177, 209, 263, 267, 392, 3\7, aae,
m

oIL 107

ON SITR VY, Y3, Y6, 27, 31, as, 8%,
TS, 103, 104, 126, 136, 11, 187,
150, 186, 165, 169, 189, 19), 196,
197, 220, 236, 238, 239, 252, 2wy,
267, 273, 280, 280, A998, 303, v,
317, 338, 336, )

OPERATION &, S, 9-11, 1S, 23-27, 122,
3836, J8-01, 4S5, A6, &9, S54-%58, 66,
67, &9, 7173, 75-80, 9385, 97, %0

~ SERE FAILURE,
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OPERATION 92, $0-104, 118, 120127,
131133, 108937, 139184, 156, 150,
162-1867, 169-172, 174-176, 178, 179,
181, 19, 193.196, 199, 200, 209-222,
BAN-220, 239347, 256, 255, 262, 26)
269271, 7%, 276, 202-384, 202.29%,
301-306, 308-210, 318320, 3NY, M)

OPERATOR ACTION 3, 13, 38, 239, &, 02,
..0 .‘l “. "l ‘.' "l ’.l "D .,l
83, 4, 87, 108, YA, 121, 136, 127,
138, 139, 142, TER-T47, 156, 1587,
‘.‘. '... ‘... """.n ‘..u ‘.‘a
194, 200-206, 208, 209, 21V, 217,
223, 230, 236, 239, AN0, a5, 2%0,
256, 259, 364, 367, 27&, 297, 29,
310, 313, 317, 330, 331, D23, N0

OFERATOR ERROR - SEE FPAILURE, OPERATOR
ERROR;LICENSEL! OPERATOR NONLICENSED
OPERATOR

ORIPICE 07

OXIDATION 19, 20, 28, 121, 177, 178,
202, 21%)3, 387, 492, W)

OYSTER CREER (BWR) 173

PALISADES (PWR) 1713.17%

PALO VERDR ' (PWR) '76-18°

PALD VERDE 2 (PWR) 176-178%, 182, '8}

PALO VERDE ) (PWR®' 177, 178

PEACH BOTTONM 2 (BWR) 184188

PEACH BOTTOM J «BWR) 184, 185, 188-190

PENETRATION 28, 4%, 58, 66, 76, 02,
83, 07, 97, 103, 13V, 133, 172, NN,
200, 2.0, 21V, 323, 307, 3}

PENETRATION, ELECTRICILL 68, 103, 142,
196, 167, 220, 20)

PENETRATION, PIPE 28, 4%, 58, 76, 82,
87, 103, 2%, TXY, 178, 200, 200,
223, 7, M)

PERRY 1 (BWR) 191,188

FERSONNEL EXPOSURE, RADIATION 9%, '8,
68, 138

PH EFFECT - SER EFFRCT, PR

PILGRIN Y (BWR) 197, 19»

PIPE PAILURE - SEE FAILURE, PIPE PIPRS
AND PIFPE PITTINGS

PIPES AND PIPE PITTINGS 1'%, JN, 29,
82, A7, 51, 53, 68, 83, V10, 120V,
1236, 136, Y86, YRR, 158, 156, 189,
172, 170, 183, 187, Y8R, Y9N, 201%,
200, 239, 240, 333, NS, 3NE, 3%,
258, 6N, ATV, GR), 393, A9, M0,
0, 2

PLANT 30%

PHNEUMATIC SYSTEN 8), 8¢, 118, 13),
187, 185, Y46, 148, 190, 191, 21§,
3, 12

PNEUNATIC SYSTEM/SSF 2

POINT BEACH ' (PWR) 199

POINT BEBACH 21 (PWR) 1989

POISON, SOLUBLE ', 10, 5%, 133, 3%,
359, 470, 38, 304

PRESSURE DROP 3, 42, $', 158, 158,
236, 19

PRESSURR PULSE 22, 29, &', 116, 138,
162, 208

PRESSURE RELIEF 32, 58, &4, 100, 107,
125, 183, 185%, 173, V76, 208, 209,
285, 256, 255, 265, 278, V2

PRESSURE VESSELS 6, 6', 84, 97, 98,
116, VI8, 123, 138, 126, 138, Y00,
180, 162, 194, 195, 330, 32V, Y

PRESSURE, BXTERNAL 7, 27, 38, &2, 4%,
98, Y16, V18, V37, NG, Y48, 156,
188, 168, 170, 18D, 10%, 195, 20N,
200, 209, 23y, 33, 23D, ANV, AN,
274, 378, 283, N0

PRESSURE, INTERRNAL 7, 27, 34, &2, W%,
S8, V16, VI8, 137, 186, Y80, V54,
195, Y68, 178, 183, 185, 195, 204,
200, 209, 229, 23, 333, A0V, NS,
276, 278, 293, Y20

PRESSURIERR &), 53, SC, &8, 245, 207,
265, 2

PROCEDURES AND MANUALS 1.8, 7.10, 12,
13, 18517, 1924, 26, 20, 30-04, )6-
$6, S0, G069, 7276, T8, 79, 81-0),
8591, 93, 95, 97, 99103, 116-12),
125127, 130, 131, 133, 135-137, 139
182, 1686, 148, 147, 149, 170, 183
186, 158170, 172-109, 1911948, 196~
207, 204-206, 208-211, 213-217, 219.
226, 226, 228347, 209, 250, 252-3%5%,
257-260, 266-268, 270, 27V, 273-30,
296-308, 107-323, 33%5-330, 332, M)

PROCESS MONITORING 1, 18, 36, 3%, 8%,
B, 102, 138, 132, 137, a0, a8,
187, 190, 192, 194, 195, 199, 21y,
23V, A8Y, 243, 289, 273, 318, VS,
323, 338, 326

PROPERTY, CHWEMICAL &2, 134, 280, 2w

PROPERTY, MECHANICAL 208

PUNMP ., JBT A7, 13Y, 2WY

PUNPS 3} 7, VY, 2V, 32, M), 08, N3,
A7, $1-8), 56, 87, 67, 73, 00, 9,
1953, YY0, 133, Y36, 137, 152, 15h,
156, 1863, 170, 178, 10Y, 209, 3D,
236, 280, 283, 250, 255, a%0-360,
ATy, 3TN, 277, 20, 392, AN, WM

PWE REACTOR -~ SEE REACTOR, PWR

QUAD CITIRS 2 (AWR) 200-207

RADIATION MONITORS 6, &7, 52, 59, &3,
A, P, 08, G, WA, NG, 130, V90,
Y82, YRR, 227, 268, 250, 299, 290,
295, 290300, 303, 205, 2083V, M,
3123, W

BADIATION PROTECTION PERSONNPL
183, 201, 268, 279, 3V, 3N

RADIATION SAFPETY AND CONTROL 183, 69,
29

RADIOACTIVITY RELEASE 65, 768, 9%, '3,
1Y, NPT, NS, 1Y, 300, 203, 200,
209, 201, 263, 269, 279, 280, 299,
333, s

RANCHO SBCO (PWR) 208, 209

RATE 227, 2V}

\.' "'
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RCIC 8%, 123, Ya8, 200, 270, 2320 REVIEW 170, 172.982, '84-186, 108,
RCIC/7SF 123, Y44, 320 191, 192, 194, 196, 198-20), 200-3206,
.mm ’,o ’.o 1'.0 ".u “’o ‘t.l ‘..':"o "’."’l ".'.'.. "‘I ,“'

126, 134, 198, 3320, 30 237, 233, 236239, ANV-247, 250, 2%},
REACTOR CONTROL '8, 30, 780, 81, 179, 258262, 264, 266, 267, 270, 2M,

190, 204, 22Y, 272, 220 276279, A0V-285, 207, 208, 191204,
REACTOR POWER 14, 30, 79, 81, 108, 296, 297, 300-308, 307-309, 1Y, 3132,

179, 180, 204, 22V, 272, N0 318, 316219, 321-323, 336-329, N2
REACTOR PROTECTION SYSTEM 1, '8, )6, RNR-LPCI 18, 27, 30, 58, 60, 0%, 9),

04, 86, 102, 110, 112, V18, Y38, V33, 148, Y48, V56, 82, 200, 277, 10,

YR7, NS, 187, 190, 193, 194, 195, 338, 226, I

199, 203, 24Y, 243, 389, 273, M1, RER-LPCI/S8F 2V, Y44, 30

323, das, e ENR-LPCL/TSP 30, 93, 156, 163, 2y,
REACTOR PROTECTION SYSTEM/SSF 102, 12, A

128, 203, ') RMR-LPSI 1, 50, 51, 83, &8, V70, 177,
REACTOR SHNUTDOWN 1, 11, 13, 4, 27, 230, 238, 293, a3, MM

31, 32, 34-06, 38, 39, A5, Ae, W, RER-LPSI/38F 177, 293, M2

$1, 70, 75, 81, %690, 109, V11, V18, RNR-LPSI/TSF 1, 83, 170, V77, 234, MVY

123, Y38, 136, 133, 181, 187, 183, RIVERBEND 1 (BWR) 270, 2V

TPY, 180, BT, 190, 1985, 208, 209, RUBINSON 2 (PWR)  212.2'%

212, V6, 28, 220, 22N, ad2, A0S, SALEN 1 (PWR) 26, 217, 220

200, 241, 254, 263, 21, 273, D02, SALEN 2 (PWR) V7202

Joe, 330, 32V, 33y, MY, M) SAMPLING &3, &5, 137, 134, 145, 338,
REACTOR STARTUP 14, 29-37, 33, 48, 98, 116

87, 119, 187, 180, 282 SAMPLING /TSP 130
REACTOR, BWR S, 12, 16-40, 47849, S8- SAN ONOFRE ' (PWR) 223, 22

62, 7787, 93100, 116128, 134100, SAN ONOFRE 2 (PWR) 225207

156, 1569763, 172, 184190, 200-207, SAN ONOFRE ) (PWR) 225, 226, 220

210, 2V, 24, 249, 27%5-27e, 297, SCRAM, REAL ', &, 27, 232, Je.36, 00,

33.°3lﬂ .‘o .': "0 "".l “’0 ‘1‘1 “.a
REACTOR, MTGR 108-115% 123, 136, 181, Y71, 100, 187, 195,
.mm. m ".0 ."". "“’. !".‘. ‘.’0 ".o ".o ".l “‘o l‘.: '..o

$0-87, €3-76, 90-92, 102108, 139 263, 2%V, 273, 302, 66, 320, XY,

133, T49-188, 157, 158, 168120, 173 i, )

183, 199, 200, 209, 202-247, 2%0-27a, SCRAM, BPURIOUS ', '3, 31, &Y, 70, W,

279296, 290019, MM 110, 113, 126, 132, 187, 187, 199,
RECORDERS 78, 73, 1#e W06, 222, 35, 201, )
..m"“ .a ‘3. ),o 'ao ..p ". ”o .m ‘.5 ,.. ,‘l .."'o "o .'o .’b

50, 52, 58, 58-6), &5, 69, 72, M), 09, 100, 113, 182, 183, 166, 167,

TR, 03, 0609, 127, 1241038, 199, 197, Y00, Y9Y, 21%, 285, 283, V)

16, 168, V77, 182, 185, 190, Y99, SEISMIC DRESIGN 68, 125, Y44, 168, 18,

0%, 202, 204-307, 250, 28%5-268, 278, e

277, 3Te, 208390, VY, V7, 322, SENSORS, PLOW 20, S7, €7, &9, 91, 20

”.',’.o ’,‘ .m'u m ’1 .n ‘.I ',' .'l “0
RELAYS 9, V1, &, Y&, 72, %8, 104, TO, O6, 118, 130, 138, 173, 194, 239,

Y09, Y13, 189, 193, 217, 230, 3w, 200, 373, 291, 304, '8, DY

252, 276, A%, WM SENSORS, PRESSURR 7, &d, 192, 156,
RESPONSE TINE 2, 8, 'S5, '8, 20, %2, 162, 195, W

S4-58, 63, 66, 67, 69, 75, 78 9%, SENSORS, TEMPRRATURE 14, 39, 127, 133,

103, 3%, 122, 80, 154, 1EY, 143, TRE, T8, 199, 273, 233, dei, d0s,

170, 176, 176, 179, 182, 183, 191, 1

209, V8206, V9, 223, 22), A, SEQUOYAN ' (PWR) 229-23%, 20

238, 262, 287, %6, 380, 26, 209, SEQUOYAN 2 (PWR)  229-231, 233, 23202

03, 206, 208, 294, D00, 30V, 304, SERVICE WATER 1)

307309, 34, 37, Y, 3RS SERVICE WATER SYSTRM ', 9, V', 2a, $3,
REVIEW 3, S, 0, 13, 18507, 19-28, 36, $3, B0, 10Y, 183, 188, 186, 164, 216,

28, 30, 33, 33, 37, 39, MY, AD-86, 2336, 237, 26D, 266, 209, 2%, M2

S8, 60, S3-68, 68-89, 7376, T8, M9, SERVICE WATER SYSTEM/SSF 11, 101, 24)

83, 83, 8%, 06, 00, 9D, 91, 93, 9%, SERVICE WATER SYSTEM /TSP 52, 237, 246,

99702, VY7, V19032, V3854127, 1), a1

Y30, 133, 135, 138042, TeN, el SERVOMECHANISN 12, 23, 24, 26, &8, S0,

147, YaS, 150, 183.156, 15916, 16)- 159, Y6, 73, 92, N
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SHEARON MARRIS ' (PWR) 24)-2@? TEMPERATURE 196, 226, 228, 213, 24§,
SHOCK ABSORBER 68, 122, 112 ary, 302, 3's
SHOREMAM (BWR) 248, 249 TRST INTERVAL §, 15, 16, 20, 52, 56
SHUTDOWN SYSTEM, SRCONDARY 114, 200 $6, 63, 66, 67, 69, 78, 95, 114, 121,
SMOKE 92, Y42, Y166, M)V7 122, 180, 163, 170, V78, 176, 179,
SOLERNOID S, 7, 27, 34, 72, 13%, 133, 182, '8), 278206, 208, 222, ),

146, 19), 195, 274, 308 236, 238, 282, 247, 258, 360, 26),
SOLID STATE DEVICE 9, '3, 36, 38, &6, 282, 204, 208, 294, 300, 307, )04,

0, 08, 128, 181, 187, te9, @Y, 213, 307-309, 314, 317, 318, 229

210, 22, 227, NS, MY, AR, 299, TEST, SYSTEM OPERABILITY 4.7, 11, 13,

," ‘.u "0 "' ""‘,u l" ‘.0 ”o ,'u
SOUTH TEXAS ' (PWR) 32%50-26) 00, 82, &5, 46, 49, 50, 81, 87, S8,
SOUTH TEXAS 2 (PWR) 253, 285, 257-2%% 61, 62, 64, 87, 68, 72, 73, 7%, 7%,
SPENT PUBL »OOL &5, 183, 191, 2330 78, 79, 82-0%, 88, 91, 97, 100-104,
STACK 16, 20 13Y, V26, 128, 130, 132, 13D, 1)S,
STACKR/T8™ 18, 20 142, 108, 1852, 1853, Y88, 18%, 158,

77, 78, W6, 96, 133, 128, 138, 1137, 176178, 10Y, 105, 108, 191, 193.195,

108, Y46, Tem, 185, 190, 197, 198, 199, 200, 202, 200, 208-21Y, 24,

230, 289, 287, 338, 226 225, 220, 237, 280-24), 246, 28,
STANDBY GAS TREATHMENT/ SSP 190, 297 252-298, 258, 259, 263-268, 27), 2%,
STANDBY GAS TREATMENT 'TSF 8, 158§ 279, 380, 208-290, 292, 295, 296,
STEAM GENERATOR 3V, 332, 3638, 42.4¢, 308, 3V, 313, 318, 323, 32V, AN,

130, Y8, Y86, V7Y, 173, 176, 230, (BB

233, 239, A4S, 386, 2388, 37y, 27}, TEETING 3, ), 5, 7, ®, 1D, 1500, V-

209, 291, 300, 206, 34 28, 26, a8, 30, 33, 33, A7, 3, ),
STEAM GENERATOR/SSF 231 25 43-58, 50, 60-64, €6-69, 72-76, 79,
l'lll ‘..m'o./"' ’,, FEY '.‘ .'. .’. .‘u .'l ..o ..o ”n ’,n
STELL., STAINLESS #) 95, 97, 99102, 117, 119.132, 13%-
STORPAGE CONTAINER 3, 3), 73, 87, 137, 127, 130, 137, 133, 135, 139-142,

248, 2959, 294, 2%, 128 1868, 185, 187, 149, 150, 153-180,
STRESS CORROSION 105 163170, Y72-182, 186100, 191198,
.'.wm. ’. 5. ’.. ". ‘7. 53. .‘. "‘a ‘..”.‘n ’.."..0 ..""‘u ""

‘,n ..o '.p ’.0 ’o‘q “’. “‘c “.' a‘,o "”‘,.o '.‘0 “."’"0 ’,’0 "“

166, Y83, 23K, 246, 248, 253, W2 239, 241247, 250, 2%2-3%6, 2%508-262,
SETRUCTURR /S8F §, 'OV 268, 266, 267, 270, 27V, 275-10%,
SUBEYSTERM FAULT &, 7, 11, 1%, 27, 22, 281205, 207-294, 296, 297, 3C0-)08,

32, 33, N0, A2, N3, 5§, 09, 92, 9, 307308, 311318, 3V6-319, 331-32),

100, 102, 08, 120, 138, 138, MY, 126-32%, 2

186, 186, 152, 187, 185, 169, VYD, THERMAL TRANSIENT 228, 21}

178, 100, 105, 180, 192, 191, 9%, THRER MILE ISLAND 2 (PWR) 27%.20)

207, 236, 230, 23, 31, 280, 203, TORUS I

283, 6%, 256, 258, 263, 268, 389, TORUS /TEF 320

A78, 202, 292, 293, 387, 302, a2, TOTAL SYSTEM FAULT Y, 3, 16, 20, ),

318, Y7, 323, Mas, 33O, 3Dy, MM 23, 36, 30, 3\, I8, 35, 27, N0, N3,
SURNER ' (PWR) 262, 26) 65, a8, 53, S, 85, 87, 60, 73, TN,

125, 168, 186, 200, 208, 03 131, TA6, 146, T8N, Y48, 155, 156,
SURRY ' (PWR) 264-289 162, 166, 165, 170, 177, 178, 1Y,
SURRY 2 (PWR) 268, 267, 269-27% 193, 196, 208, 209, 27, 238, 236,
SURVEILLANCE PROGRAM 108, 114 22923V, 233, 238, 2137, ANO, 3N3,
SUSQUEMANNA ' (BWR) <75, 27 205, 246, 256, 2%8, 299, 363, 267,
SUSQUENANNA 2 (BWR) 27%, 277, 27 aT0, ATy, QTE, 376, 277, QWY 289,
SYSTERM CAPACITY 3, &, '8, 27, 31-3), 92, 2%, 300, 106, 306, 8, M,

36, 30, A3, 4%, 46, T8, 97, V00, M2, VT, 330, Y, 32N, 328, D)

36, 136, 137, 130, Y34, 151, 17), TOXICITY 25, 139, 47, 235, 2%

1), 187, Y95, 209, 2'8, 238, 220, TRANSFORNERS 71, 96, 169, 190, 3e7,

B34, 260, 248, 259, 27V, 273, 396, 3, N

306, 320, 33, 3%, M) TRANSIENT 27, Y24, 190, 208, 273, 37,
SYSTEMS INTERACTION 10& 89
TECHNICAL SPRCIFICATIONS 108 TROJAN (PWR) 28399

TENPERATURR 10, 38, 97, 137, V73, V77, TURING 37, 5%, 138, 7Y, 236, 2)30,
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VERDOR CODER
AGASTAT RELAY CO. 63, 144
ANCHOR/DARLING VALVE CO. 26, 28
ASCO VALVES 27, 113, 46
ATWOOD & MOBRILL CO., INC, 129, 217
AUTORATIC SWITCHN COMPANY (ASCO) '
BABCOCK & WILCOX COMPANY 179
RECHTEL COsRP. 292
BINGHAR PUMP CO. 152, “7&, 258
BUSHMAN BQUIPMENT CO. 145

BUSSMANN NPG
CALUON &0
CARDOX CORP. §
CARRIER AIR CONDITIONING CO.
COMBUSTION ENGINEERING, INC.
CONSOLIDATED CONTROLS CORP.
CONTROL COMPONEBNTS 151, 25§
COPRS-VULCAN, INC. )5
CRANE VALVE CO. #)
CROSBY VALVE & GAGE CO. 265
DELAVAL ENGINES & COMPRESSION DIV,
DRAVO CORFP (PIFE FABRICATION DIV)
DRESSER INDUSTRIAL VALVE & INST DIV
08, 209
DRESSER INDUSTRIES, INC.
EBERLINE INSTRUMENT CORP.
ELECTRO SWITCH CORP. 1302
ELGAR, CORP. 2%
ESSEX WIRE COPF. 201
EXIDR POWER SYSTEMS 168
EXXON NUCLRAR CO., INC.
FISCHER & PORTER CO. 1302
FISHER CONTROLS CO. 76
FOXBORD LO., THR 112,
GENERAL ATOMIC CO. 310
GENERAL EBLECTRIC CcO. 13,
ar, ", 07, 78, B0, N,
208, 238, M0, 17, M
GENERAL ELECTRIC CORP. (NUCLEAR EN
GOULDS PUMPS INC, W)
1, 7.8 INPERIAL POWER EQUIFPMENT CO.
INDIKON 3%
INGERSOLL-RAND CO. 271
INTERNATIONAL RECTIFIER 227
ITE IMPERIAL CORPORATION 189
ITT GENERAL CONTROLS &%
JOY MANUPACTURING CO. 22
LABOUR CO. 12
LINITORQUR CORP. 23,
LONBRGAN, 2.8, , =5,
MAGNETICS DIV SPANG
MAGNETICS wIV SPANG
NAGNETZOL, INC. 13
MASONRILAN INTERNATIONAL,
MCGRAW EDISON CO,
RCQUAY-PERFEX INC.
RICRO SWITCN 129
ROORE PRODUCTS COMPANY
MOORR, 1. B. CONPANY
ROTOROLA 227
NANCO CONTROLS 1§50
NUCLEAR MEASURENENTS CORP.
NUCLEAR RESBARCH CORP. 298

(DIV OF MCGRAW-EDISON) 207

aie
.
9

176

a7, 58

1)

228, 2%

1,
117,

‘.0 l"
126, 159,

2

87

.
143
INDUSTRIES,
INDUSTRIES,

$0, 133, '@
In M

NG 273

INC. »,
POWER SYSTEMS D
64

330
109

L1
Pl ]

237, e

ONMiTE 313)

PACIFIC SCIENTIFIC COMPANY 638,
PACIPIC VALVES, INC, 151
FAUL-MUNROE WYDAULICS INC.
PORTER PEERLESS MOTORS 26
PORTER, M. K. COMPANY, INC.
POSI-SBAL 177

POTTER & BRUMFIELD 103
RELIANCE BLECTRIC COMPANY 50
ROCHESTER INSTRUMENT SYSTEAS,
ROSEMOUMT, INC, 10, 84
ROTORK INC, 150

SCHUTTE AND KOERING COMPANY 264
SKINNER UNIFPLOW VALVES 106
SPRAGUR BLERC CO 70
STATIC-O-RING 138
T RGET ROCKE CORP,
TRXAS BOLT COMPANY
TRACER LAB 295
TRANSAMERICA DELAVAL 224

VELAN VALVE CORP. 100, 210

WALLACE & TIERRMAN, INC, 25, 228
WESTINGHOUSE ELBC CORP,-NUCLEAR ENE 6,

55

78, 3

INC, 38

100,
17

127, 266

1, 187
WESTINGHOUSR ELECTRIC CORP, &, 46, 51,
70-72, 181, 213, 6. 232, AN, 29
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This monthly report contains Licensee Eveni Report (LEX) operational information “hat was
processed into the LER data file of the Muclear Safety Information Center (NSIC) during the
one month period 1dentified on the cover of the document, The LERs, from waich this
information 1s derived, are submitted to the Nuclear Regulatory Commission (NRC) by nuclear
power plant licensees in accordance with federal regulatiuis, Prucedures for LER reporting
for revisions to those events occurring prior to 1984 are described in MRC Regulatory Guide
1,16 and NUREG-106]1, Instructions for Preparation of Data Entry Sheets for tcmm Event
Reports, For those events occurring on and after January Tﬂh s are

n accordance with the revised rule contained in Title 10 Part 50,73 of the Codo of anl
Regulations (10 CFR 30,73 « Licensee Event Report System) which was published in the Federa)
Register (Vol, 48, Mo, 144) on July 26, 1983, NUREG-1022, Licensee Event Rrport System -
Description of Systems and Guidelines for ing, provides supporting gquidance and
information on the revised LER rule, The LER summaries in this report are arranged
alphabetically by facility name and then chronologically by event date for each facility,
Component , system, keyword, and component vendor indexes follow the sumaries, Vendors are
those fidentlified by the wtility when the LER form is initiated; the keywsoras for the
componet, system, and general keyword indexes are assigned by the computor using corre’ ation
tables from the Sequence Coding and Search System,
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