
NRC Four. U. S. NUCLEAR HEGULATORT COMMi:..ON 
(7-77) 

NICENSEE EVENT REPORT 

CONTROL BLOCK: (PLEASE PRINT OR TYPE ALL REQUIRED INFORMATION) 
1 6 

1-0TIS [ J FLI IR 12IIO1 - 10 10 10 10 10 1- 10 '1 11111 
EID sc BR 00 -0 00D3-0 41 1111 11 ) ) 

7 8 9 LICENSEE CODE 14 15 LICENSE NUMBER 25 26 LICENSE TYPE 30 57 CAT 58 

CON'T 

01D REPORT L V@ l0 5 10 10 0 2 6 10 12 16 2 8 01 12 15 18 10 @L -15 12 2 18 10 1G) 
SOURCE _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ - _ _ _ _ _ _ _ 

7 8 60 61 DOCKET NUMBER 68 69 EVENT DATE 74 75 REPORT DATE 80 

EVENT DESCRIPTION AND PROBABLE CONSEQUENCES 

0 T2 On April 25, 1980, a review of "as found" calibration data from a previous 

3 instrument calibration identified that module PM-447B of high steam flow protection 

4 had shifted non-conservatively 2.2% and is reportable under Technical Specification 

FO F5 6.9.2.b.1. This shift would have delayed but not prevented the fulfillment of the 

FO -6 protection functions of this channel. The redundant channel was operating normally 

iso there was no threat to the health and safety of the public.  

7 8 9 80 
SYSTEM CAUSE CAUSE COMP. VALVE 

CODE CODE SUBCODE COMPONENT CODE SUBCODE SUBCODE 

171 IIiI [Lj@ _zj@ I s l NISITIRIU iLTJ i LzF@ 
8 8 9 10 11 12 13 18 19 20 

SEQUENTIAL OCCURRENCE REPORT REVISION 

LER/RO EVENT YEAR REPORT NO. CODE TYPE NO.  
REPORT 180 10 1 1 0 Lj-* 10 13 I LL_ --- I 0NUMBER I ::.  

121 22 *23 24 26 27 28 29 30 31 32 

ACTION FUTURE EFFECT SHUTDOWN ATTACHMENT NPRD-4 PRIMECOMP. COMPONENT 
TAKEN ACTION ON PLANT METHOD HOURS (22 SUBMITTED FORM SUB. SUPPLIER MANUFACTURER 

Le I@LcJ@ Lzi@ Lz ® ol 0 0 1 0@ L'J L[®.J@ Iw 11 12 1010 
33 34 . 35 36 37 40 41 42 43 44 47 

CAUSE DESCRIPTION AND CORRECTIVE ACTIONS 

1 The cause of this event has not been determined at this time due to it being an I 

1 output shift instead of a total. failure. The module will be further tested by I&C | 

1 personnel to identify the cause of the output shift. The module was .replaced with I 

1 another qualified module.  
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Supplemental Information 

for 

Licensee Event Report No. 80-10 

1. Cause Description and Analysis: 

On April 25, 1980, a review of "as found" calibration data from a 
previous instrument calibration identified that module PM-447B 
of the high steam flow protection had shifted output non
conservatively 2.2%. This would have delayed one channel of high 
steam flow protection on each loop but would not have prevented 
its operation and is therefore reportable under Technical 
Specification 6.9.2.b.1. The redundant channel on each loop was 
functioning properly.  

2. Corrective Action 

A review of the history of this module revealed it had previously 
shifted an equal amount in the conservative .direction and had been 
recalibrated. Therefore, although the summator module responds 
normally to the calibration process, this second shift of output 
confirms an intermittent internal problem and the module was 
replaced with a qualified unit from stock.  

-3. Corrective Action To Prevent Further Occurrence 

An output shift of this magnitude of a Hagan module is normally 
an indication of an internal component failure. Instrument and 
control personnel will review this report and be aware that any 
"as found" data that indicates a calibration shift of more.than 
.5% is to be reported to an I&C Foreman immediately for review 
and analysis. In addition the identified module will be further 
tested by I&C personnel to identify the cause of the output shift.


