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On October 23, 1986 at 1:00 a.m. EDT, during the performance of a daily surveillance
of locked closed valves, an Auxiliary Operator ( AO) found valve CS-V744 incorrectly
locked in the open position. CS-V744 is a three-inch plug valve in the Chemical and
Volume Control System (CVCS) downstream of the demineralizers and provides a
flowpath to the spent resin sluice tanks. Upon discovery, actions were initiated to
close and relock the valve.

Upon evaluation, it was determined the valve was mispositioned on October 18, 1986,
due to a personnel error when the valve locking mechanism was originally installed
in preparation for fuel loading activities. Four subsequent surveillances also
failed to identify the error. During the time CS-V744 was open, no pumps in the
system were in operation and the demineralizers were not in service. Retraining of
all auxiliary operators is being done. In addition, a local indicator has been
attached to CS-V744 tc allow positive verification of valve position without
requiring removal of the locking mechanism.

A report of this event is required by Seabrook's Facility Operating License
Condition 2.G.
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On October 23, 1986 at 1:00 a.m. EDT, during the performance of a daily surveillance
of locked closed valves (Special Procedure OS86-1-7), an Auxiliary Operator (AO)
found valve CS-V744 incorrectly locked in the open position. At the time of
discovery, initial fuel loading operations were in progress. CS-V744 is a three-
inch plug valve located in the Chemical and Volume Control System (CVCS) downstream
of the demineralizer beds and provides a flowpath to the spent resin sluice tanks.
This valve is required, as a condition of Seabrook's operating license, to be locked
closed when not in use to prevent the possibility of an inadvertent boron dilution
of the reactor coolant system during fuel loading and precriticality testing.
Initial attempts to close the valve were unsuccessful due to the valve being stuck
open. Subsequent ef forts were made which resulted in the valve being successfully
closed and chain locked at approximately 2:50 a.m. In addition, all other valves in
the procedure were verified to be correctly positioned and locked to ensure that
this was an isolated case.

Upon evaluation, it was determined the valve was mispositioned on October 18, 1986
at approximately 3:00 a.m. due to a personnel error when the valve was originally
locked in preparation for fuel loading activities. The AO at the time attempted to
move the valve handle in the closed direction as a verification of valve position.
When it would not move, the A0 mistakenly assumed the valve was already closed and
proceeded to lock the valve per procedure. At Seabrook, for this type of valve,
this includes the removal of the valve handle and installation of a special locking
mechanism that attaches to and covers the valve stem. Four subsequent surveillances
also failed to identify the error. This was because, with the valve handle removed,
the only method for verifying valve position was to observe the configuration of the
valve handle pivot point. With the locking mechanism in place, the pivot point
could no longer be directly observed. The A0s, during this time, simply verified
the locking mechanism was still installed and not that the valve itself was properly
positioned.

During the time CS-V744 was open, no pumps in the system were in operation and the
demineralizers were not in service. Therefore, an inadvertent boron dilution of the
reactor coolant system could not have occurred.

To prevent recurrence, retraining of all auxiliary operators via a physical walkdown
of affected valves is being done. This will be accomplished for all shifts to
ensure the capability of each A0 to properly identify position of each valve prior
to his or her performance of the required verification checks. In addition, local
indicators have been attached to CS-V744 and other similar plug valves to allow
verification of valve position without requiring removal of their associated locking
mechanisms.

This is the first occurrence of this type.

This report is required pursuant to Seabrook's Facility Operating License Condition
2.G.
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United States Nuclear Regulatory Commission
Washington, D.C. 20555

Attention: Document Control Desk

Reference: (a) Facility Operating License No. NPF-56,
Docket No. 50-443

Subj ect: Licensee Event Report (LER) No. 86-001-00:
Normally Locked Closed Valve Found Mispositioned

Gentlemen:

Enclosed please find Licensee Event Report (LER) No. 86-001-00 for

Seabrook Station. This submittal documents an event which occurred on October
23, 1986 and is being reported pursuant to item 2.G of reference (a).

Should you require further information regarding this matter, please
contact Mr. S. Stasek at (603) 474-9574 extension 4056.

Very truly you s,

fv [Vl, 1.
>2

George S. Thomas

Enclosures: NRC Forms 366, 366A

cc: Regional Administrator
USNRC Region I
631 Park Avenue
King of Prussia, PA 19406

Mr. A. C. Cerne
NRC Senior Resident Inspector
Seabrook Station
Seabrook, N.H. 03874

INPO
Records Center
1100 Circle 75 Parkway
Atlanta, GA 30339

P.O. Box 300 . Seabrook, NH 03874 . Telephone (603) 474-9574
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