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On September 25, 1986, a determination was made that during surveillance
testing, the Residual Heat Removal System may have been in an unanalyzed flow
path configuration in respect to the Loss of Coo

lant Accident Analysis found
in the plant Final Safety Analysis Report.

This determination was made as
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a result of an investigation prompted by Licensee Event Report 316-86-026
concerning Emergency Core Cooling System cross-tie valve requirements.

Lack of.specificity regarding low head Safety Injection system cross-tie

capability in the Technical Specification requirements was the cause of
this event.

Administrative Controls have been placed on the cross-tie valves and other
gency Core Cooling System valves on both Units to prevent

We are presently researching the requirements of the Residual Heat Removal
port containing the results of this analysis will
-However, since no situations have occurred
where Residual Heat Removal capability has been insufficient (as a result of
system operation with the unanalyzed flow path) it has been concluded that
this event had no adverse effect on the health and safety of the public.
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Conditions Prior to Occurrence

Unit 1 - Mode 1 (Power Operation) - 90 percent reactor thermal power.
Unit 2 - Mode 1 (Power Operation) - 80 percent reactor thermal power.

Description of Event

On September 25, 1986, a determination was made that during surveillance
testing, the Residual Heat Removal System (RHRS) (EIIS-BP) may have been
in an unanalyzed flow path configuration in respect to the Loss of Coolant
Accident (LOCA) Analysis found in the plant Final Safety Analysis Report
(FSAR). This determination was made as a result of an investigation
prompted by Licensee Event Report 316-86-026 concerning Emergency Core
Cooling System (ECCS) cross-tie valve (EIIS-MOV) requirements.

In the plant FSAR the Large Break LOCA Analysis requires that RHRS injection
be available to all four Reactor Coolant System (EIIS-AB) cold legs.

In the event of a single RHRS pump (EIIS-BPP) -failure (assumed) these flow
paths are assured by maintaining the motor-operated valves (IMO-314, IMO-324)
in the cross-tie between two pumps in the open position. It has been
determined by this investigation that past surveillance and maintenance
valve configurations have resulted in injection paths available to only two

,of the four cold legs.

There were no inoperative structures, components or systems that contributed
to this event. ’

4 LICENSEE EVENT REPORT (LER) TEXT CONTINUATION APPROVED OM NG, 150-0104
o EXPIRES: 8/31/88
\cnur; NAME (1) DOCKET NUMAER 2) LER NUMSER {6) PAGE (2
vear FE SERUENTAL PR omben
D. C, Cook Nuclear Plant, Unit 1 0]sjofojofs|ylslsl |—lol2lt |—lo|olo] 2[oF ol3

0ISCHARGE

HX INLET PP DISCH
L2 —M—, ISOLATION ISOLATION
1< D] D>—
L3 ‘M—l EA‘ST H.o. ‘e
DISCHARGE INO-324 E' RHR Pump
1H0-314
L1 -{><3-] ,
. 93! > D
L4 _.(><]_.| WEST M.0. HX INLET PP DISCH
ISOLATION ISOLATION

'W' RHR Pump







.
T .

U.S. NUCLEAR REGULATORY COMMISSION

iy LICENSEE EVENT REPORT (LER) TEXT CONTINUATION APPROVED O o, 1sa-0vs
XPI H
.
=ACILITY NAME {1} [——— DOCKET KUMBER (2) LER NUMBER (6) PAGE ()
B TN o 2 e
D. C. Cook Nuclear Plant, Unit 1 o|sjojofo3l|5]|8i6|—|0]2]|Ll|—|0}j0]j0]3]|OFl0 |3

TEXT (# more 3pace is required, use adarvonel NRC Form X68A°) (17)

Cause of the Event

The cause of this event is the result of lack of specificity in the .
Technical Specification requirements regarding an operable low head Safety
Injection flow path in that the Limiting Condition.for Operation does not
recognize cross-tie capability. ‘Therefore the interpretation in the past
was that an operable low head Safety Injection train did not require that
the cross-tie valves be open. As a result of this silence in Technical
Specifications, closing the cross-tie valves for either preventive
maintenance or surveillance testing was not perceived to be a problem.

Analysis of Event

This event is considered reportable under the criteria set forth in .
10 CFR 50.73(a)(2)(ii). -

We are presently researching the requirements of the Residual Heat Removal
System, a supplemental report containing the results of this analysis will
be submitted by March 31, 1987, However, since no situations have occurred
where Residual Heat Removal capability has been insufficient (as a result of
system operation with the unanalyzed flow path) it has been concluded that
this event had no adverse effect on the health and safety of the public.

s

Corrective Actions

Administrative Controls have been placed on the cross-tie valves and other
identified ECCS valves on both Units to preveat isolation. In addition,
operational and Technical Specification direction has been sought to ensure
compliance with the surveillance requirements for this system.

Failed Componentls Identification

None

Previous Similar Events

316-86-026 - This Licensee Event Report is being submitted as a result
of a review conducted following the investigation of LER
86-026.
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