U.S. NUCLEAR REGULATORY COMMISSION
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EVENT oucmmon mo PROBABLE CONSEQUENCES
m | On August 23, 1983 whiie attempting to isclate a condenser vacuum leak a valve |

m | was inadvertantly closed which shutoff flow to RM-AS5 (condenser exhaust monitor). |

(CI<] | Steam generators were not being steamed and there was no detectable gas activity 4

| on the secondary side. This event is considered reportable per Tech. Spec. ]
GEI5) L6'9'2'B'2‘ Public health and safety were unaffected. ]
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CAUSE DESCRIPTION AND CORRECTIVE ACTIONS
m | Individuals performing leak checks did not realize RM-A5 had been isolated. |

b

1, | Approximately 40 minutes later error was corrected and sample ‘low restored to

m | RM-A5. Individuals involved were instructed on necessary precautions when b
Em L troubleshooting equipment and a need for appropriate communications with the 1
LControl Room. |
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Current Activities at the Time of the QOczurrence

TMI-1 was preparing to heat up for steam generztor testing following long
term cold shutdown. Condenser vacuun was established.

Circumstances Leading to the Occurrence

On August 23, 1983, a Startup Engineer and an I&C Technician were leak-checking
a newly installed gas sampling panel while condenser vacuum was established.

Description

At approximatelv 1355, in attempting to isolate a vacuum leak on the associated
sample panel, the individuals closed a valve which also shut off flow to

RM-A5 (condenser exhaust monitor). The individuzls had not notified the Control
Room and did not realize that thev had isolated RM-A5. The error was realized
approximatley 40 minutes later, and flow was re-established to RM-AS.

Since RM-AS5 is required to be operable when condenser vacuum is established,
this event is considered repcrtable in accordance with Technical Specificaticn
6,9:2.8.2

Resultant Events

No resultant events occurred, since the stea. generators were not being steamed,
and there was essentially nc gas activity on either the secondary or the primary
side, due to the long term cold shutdown.

Previous Events of a Similar Nature

None.

Root Cause

The root cause is perscnnel error in failing +- rezl
t

ze the consequences of their
action and in failing to communicate their acticns t

o the Centrel Room.
Immediate Corrective Action
Flow was restored to RM=-A5 after approximately 40 minutes

Long Term Corrective Action

The individuals involved were counseled and all I4C persconnel were instructed
on the importance of communications with the Centrcl Roem and the requirement
for taking care when troubleshuoting equipment.

A memo describing the circumstances surrounding the event was issued to all

mai:- ~enance foreman who discussed the inc.dent and its causes with their
h f Startup and Test

Mamaaaw

personnel. This memc was alsc issued to the Manz
who instructed his personnel on the need to coorcinate valve operations
and evolutions with the Controcl Room.
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IX. Component Failure Data

None




GPU Nuclear Corporation
"ucl‘ar Post Office Box 480

Route 441 South

Middletown, "Z..nsylvania 17057-0191

717 944-7621

TELEX 84-2386
Writer's Direct Dial Number

September 22, 1983
5211-83-261

Dr. T. E. Murley

Region I, Regional Administrator

U. S. Nuclear Regulatory Commission
631 Park Avenue

King of Prussia, PA 19406

Dear Sir:
Three Mile Island Nuclear Station, Unit 1 (TMI-1)
Operating License No. DPR-50
LCocwxet No. 50-289
LER 83-019/03L-0

This letter transmits Licensee Event Report 83-019/03L-0 concerniug inadvertent
isolation of condenser exhaust monitor. Public health and safety were unaffected.

Sincerely,
“Teds

H.™. Hukill

Director, TMI-1

HDH:RAS:vjf
Enclosures

cc: R. Conte
Document Management Branch
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GPU Nuclear Corporation is a subsidiary of the General Public Utilities Corporation 6/ |\\




