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EVENT DESCRIPTION AND PROBABLE CONSEQUENCES

During steady state operation, Control Room personnel observed an
abrupt change in indicated torus water level on Control Room lndicators
LI-16-19-46A/B. Channel A increased from 1.15' to 4.54' while Channel B
increased from 1.15' to 6.13'. Additionally, the HPCI suction valves
shifted line-up from the condensate storage tank to the torus.

Upon investigation, it was revealed that contractor personnel,
while erecting staging, dislodged a fitting on the torus level trans-
mitters thereby draining the leg and cauvsing the erroneous readings.
Technical Specification 3.2.G requires this post-accident instrumenta-
tion be operable during reactor operation. At no t’me was the torus
water inventory out of specification. Since this inuication was re-
stored within the limiting 6 hours of Tech. Spec. Table 3.2.6, the
plant continued power operation. The potential based on the above con-
sequences to the health and safety of the public were minimal.

CORRECTIVE ACTION TAKEN

The fitting was repaired, the reference ieg refilled, and the in-
struments returned to operation. It has been further reemphasized to
all contract personnel of the necessity to proceed with caution during
all phases of their work activities.
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