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EVENT DESCRIPTION AND PROB ABLE CONSEQUENCES h
lo |2| | On 7-3-82, while operating at 100% power, a spurious Hi pressure signal I

] io i3| | caused a Rx scram. The resulting level swing initiated a MSIV closure. |
.

in i4; |During the subsequent pressure transient, the 11 SRV's failed to actuate |

iat their prescribed setpoints. This was contrary to T.S. 2.2.A.1.b. The| |o s
!

| valves are set to open at approximately 1100 psig. Rx. vessel pressure |0 6<

| |o|2|| reached 1180 psig. There were no effects to public health and safety |
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due to this event. This is a non-repetit've occurrence. Io,gi
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CAUSE DESCRIPTION AND CORRECTIVE ACTIONS h
,
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ii io;;The cause of the SRV actuation anomaly has not been specifically deter- |'

; mined, but is believed to be setpoint drift. The actuating cartridges ofij ,, ,

i

j ,all 11 valves have been tested & 2 valves have been inspected internally,,, ,,,

!,,,,,;Asurveillanceprograminstigatedtopreventasimilarrecurrenceon i
t

j ;either unit has been developed and forwarded to the Commission. ;, , , , , ,
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LER #: 50-321/1982-60
Licensee: Georgia Power Company
Facility Name: Edwin I. Hatch
Docket #: 50-321

Narrative Report
for LER 50-321/1982-60

On July 3, 1982, while operating at 100% steady state power, a
spurious Reactor High Pressure signal resulted in a reactor scram at
07:49 CDT. At the beginning of the transient, level dropped to the
Group I isolation setpoint closing the MSIV's and resulting in a
steady reactor vessel repressurization. The safety relief valves
(11) which were supposed to lif t between 1080 and 1100 psig did not
actuate to terminate the pressurization. At 1180 psig, 3 SRV's, F,
G, and L, lifted for approximately 30 seconds, reducing pressure to
normal, at which point the MSIV's were opened and the EHC pressure
control system took over. The f ailure of the SRV's to actuate at the
required setpoint is a violation of Technical Specification
2.2.A.l.b. The valves were declared inoperable and the unit was
placed in cold shutdown. There were no safety consequences as a
result of the event since no safety limits were exceeded. There was
no degradation to plant equipment as a result of the event. The
public health and safety were unaffected by the event. This is a
non-repetitive occurrence.

The reason for the SRV actuation anomaly has not been determined, but. s

is believed to be setpoint drif t. All 11 pressure actuating
cartridges have been sent to Wyle Laboratory for testing. The
cartridges have been replaced with new or re-calibrated ones. Two
valve bodies (E and L) have been disassembled and inspected by site,
vendor and Wyle Laboratory personnel. No abnormal indications were
found. A surveillance program that periodically exercises the relief
valves will be used to prevent recurrence of this type problem.
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