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SUPPLEMENTAL INFORMATION 
FOR 

LICENSEE EVENT REPORT 81-011 

1. Cause Description and Analysis 

On April 14, 1981, at approximately 1630 hours, with the plant at 95% 
power, the resident NRC inspector questioned Engineering personnel about 
the consequences of.the control switch for Sampling System Valves 956C 
and 956D being taped in the open position, an event he had witnessed 
earlier. An evaluation of the control wiring for these valves revealed 
that holding the control switch in the open position defeated the 
automatic closing of these valves on a containment Phase "A" isolation 
signal. This is contrary to Technical Specification Section 1.7.d and 
is reportable under Section 6.9.2.a.6.  

An investigation into the background of this event revealed that a 
Radiation Control and Test Technician in attempting to draw a sample 
from the pressurizer liquid space .found that the isolation valves would 
not stay open when the control switch was released to its neutral/auto
matic position. This was caused by a misaligned limit switch which 
establishes the seal-in circuit for the valves when the switch is returned 
to the neutral/automatic position. The Technician did not realize that 
holding the switch in the open position prevented the closure of these 
valves on a containment Phase "A" isolation signal.  

The valves were held open only for the time period required to draw the 
sample, During the two day period in which the valve seal-in circuit was 
inoperable, the valves were held open for a cumulative time of approxi
mately 30 minutes. During the sampling .operation, the sample is discharged 
to the sample sink while obtaining a water sample and to the Volume Control 
Tank (VCT) while obtaining a gaseous sample.  

2. Corrective Action 

The tape was removed immediately and permanent repairs were completed on 
April 15, 1981. The available Technicians were assembled on April 15, 
1981 and the consequences of the event discussed. Those Technicians who 
were not immediately available were counselled on the incident prior to 
their next shift. Each Technician was strongly directed to never maintain 
a switch in an abnormal position by unauthorized-means. A written notice 
will also be routed to all Technicians describing the event and possible 
consequences.  

3. Corrective Action To Prevent Further Occurrence 

Classroom time will be scheduled for all personnel involved in Unit No. 2 
sampling. The training will be directed toward the interface between the 
sampling.systems and the safety systems as well as emphasizing the impor
tance of understanding and complying with established procedures. This 
training will be completed by August 1, 1981.  

The precautions of the sampling procedures will be reviewed in light of 
this event and any changes which are deemed necessary will be implemented 
prior to July 1, 1981.  
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