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LICENSEE EVENT REPORT (LER)

US. NUCLEAR REOULATORY COMMISSION

APPROVED OMB NO, 31500104

EXPIAES: 4/31/SS
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2 5 1 1 OFO 3
Backup Nitrogen Supply to Auxiliary Feedwater System Flow Control Valves Isolated

Due to Personnel Error
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On July 15, 1987, at 0245, a Turbine Operator (TO) discovered what he
believed to be more than the required number of Nitrogen bottles aligned
to the Auxiliary Feedwater System (AFW) Flow Control Valves for
both trains 1 and 2. The design for the Nitrogen Backup System calls
for 5 Nitrogen bottles with any three being valved in for each train.
Three bottles were valved in, however the TO s understanding was that
only one was required. The TO changed the alignment on both trains.
On July 15 at 1920, another TO discovered that the AFW Nitrogen
Backup System was incorrectly aligned for both trains. It was
determined that the alignment was incorrect and both AFW trains were
realigned. The cause of the isolation of the AFW Nitrogen Backup System
was personnel error due to an inadequate log sheet,'nd failure to follow
procedures. A training brief on the Nitrogen Backup System was prepared
and issued. A training brief on operator actions upon the
identification of a perceived alignment problem was issued. New
labeling was attached to the Nitrogen bottles. Procedures were revised
to add a weekly Nitrogen pressure gauge surveillance. Procedures were
revised to change the logs to delineate the requirement for 3 Nitrogen
bottles to be valved in.
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!94LTI. LICENSEE EVENT REPORT ILER) TEXT CONTINUATION

U.E. NUCLEAR REGULATORY COMMISSION

APPROVED OMS NO. 3150-OIO4

EXPIRES: 8/31/88
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EVENT

On July 15, 1987, at approximately 0245, a Turbine Operator (TO) discovered what
he believed to be more than the required number of Nitrogen bottles aligned to the
Auxiliary Feedwater System (AFW) (EIIS:BA) Flow Control Valves (FCV) Nitrogen
Backup System for both trains 1 and 2 on Unit 4 . The design for the Nitrogen
Backup System calls for 5 Nitrogen bottles with any 3 of them being valved in for
each train. This design change, per Plant Change/Modification (PCM) 85-176, was
turned over to the plant on June 26, 1987. This change was made in order to
provide a 2 hour Nitrogen supply backup to the AFW FCV s. The previous design
called for a total of 5 bottles for both trains, with only the (Il bottle to be
in service and the rest of the bottles being valved out. At the time the TO
performed the realignment, 3 bottles were valved in, however the TO s understanding
was that only 1 bottle was required. Each Nitrogen bottle is isolated from the
header with two valves. A pressure gauge with its own isolation valve is located
between these two valves. When the bottles are aligned properly, both Nitrogen
bottle isolation valves for each bottle are either open or closed, as required.
When the TO found bottles t2, /l3, and /k4 valved in, he proceded to close the valve
closest to each of these bottles. When he attempted to align bottle //1, he
opened only the valve closest to the bottle, leaving this bottle isolated also.
Following this, the TO made the appropriate notation on the log sheet.
Additionally, the TO had to obtain a pressure reading from the valved in bottle.
In order to accomplish this, the TO had to break a plain wire seal on the root valve
to Pressure Indicator PI-4-7007, which measures the Nitrogen header pressure, and
opened the valve. The reading indicated satisfactory pressure, even though only
the pressure of the isolated header was being measured.

On July 15 at 1920, while taking log readings, another TO discovered that the AFW
Ni.trogen Backup System was incorrectly aligned for both trains. The control room
was immediately notified and the Nuclear Watch Engineer (NWE) and the Plant
Supervisor-Nuclear (PSN) initiated an investigation.

It was determined that the alignment was incorrect and at 2020 on July 15,
realignment of the Nitrogen Backup System was initiated. By 2130, both
AFW trains were realigned and independently verified, using procedure 4-0P-065.2,
"Auxiliary Feedwater and Main Steam Isolation Valve Backup Nitrogen Gas Supply
System."

CAUSE OF EVENT

The cause of the inadvertent isolation of the AFW Nitrogen Backup System was
personnel error due to an inadequate log sheet, and failure to follow procedures.

The AFW system alignment requirements were changed during the latest Unit 4 outage
in conjunction with work related to PCM 85-176. This design change was turned over
to the plant on June 26, 1987. The change was made in order to provide a 2 hour
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Nitrogen supply backup to the AFW FCV s. The previous design called for a total of
5 bottles for both trains, with only the f/1 bottle to be in service and the rest of
the bottles being valved out. At the time the TO performed the realignment, 3
bottles were valved in, however the TO s understanding was that only 1 bottle was
required. While procedure 4-0P-065.2 was updated to be in accord with the PCM,
the shift surveillance log-sheet did not reflect any acceptance criteria.
Additionally, contrary to plant procedures, an alignment was changed on a safety
system without using a procedure, without independent verification, and without
notification of shift supervision.

ANALYSIS OF EVENT

The AFW FCV s are normally operated using motive force from the Instrument Air
System (IAS) (EIIS:LD). As a backup to this source, the Nitrogen system is
available via automatic transfer on low instrument air pressure. The Nitrogen
Backup System was valved out and thus not available for approximately 17 hours.
Even had a loss of offsite power occurred, the AFW system would have been capable of
performing its design function as the diesel powered air compressors (which supply
the IAS), were in service and operable during this 17 hours. Based on the above,
the health and safety of the public were not affected.
CORRECTIVE ACTIONS

1) The system was realigned to the proper configuration using procedure
4-0P-065.2.

2) A training brief on the Nitrogen Backup System was prepared and issued.

3) A training brief on operator actions upon the identification of a perceived
alignment problem was issued.

4) New labeling was attached to the Nitrogen bottles.

5) Procedures O-OSP-,200.1, "Schedule of Plant Checks and Surveillances", and
OP-0204.2, "Periodic Tests, Checks, and Operating Evolutions", were revised to
add a weekly Nitrogen pressure gauge surveillance.

6) Procedures 3/4-0SP-201.3, "Nuclear Plant Operator Daily Logs", were revised to
change the logs to delineate the requirement for 3 Nitrogen bottles to be valvedin ~

7) 'he subject operator was counseled on the seriousness of his error and the
requirements for strict adherence to procedures.

ADDITIONALDETAILS

Similar occurrences: none
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L-87-334
IO CFR 50.73

U. S. Nuclear Regulatory Commission
Attn: Document Control Desk
Washington, D. C. 20555

Gentlemen:

Re: Turkey Point Unit 4
Docket No. 50-25 I

Reportable Event: 87-l7
Date of Event: July l5, l987
Backup Nitrogen Supply to Auxiliary Feedwater System
Flow Control Valve Isolated Due to Personnel Error

The attached Licensee Event Report is being submitted pursuant to the
requirements of 10 CFR 50.73 to provide notification of the subject event.

Very truly yours,

C. O. Woo y
Group Vi resident
Nuclear Energy

COW/SDF/gp

Attachment,

cc: Dr. J. Nelson Grace, Regional Administrator, Region II, USNRC
Senior Resident Inspector, USNRC, Turkey Point Plant

SDF I /055/I pEOPLE... SERVING PEDI'~


