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EVENT DESCRIPTION AND PROBABLE CONSEQUENCES h
lo12| | On November 15, 1983, while performing routine plant inspections, the Main Steam |*

o | Isolation Valve (MSIV) Room interlock doors were found to have been defeated while |'

g| the MSIV room was actually part of Secondary Containment. This situation resulted I

^

io isi | in the degradation of Secondary Containment Ir.tegrity as required by Technical |

ITTin I speci fication 3.7.C. I . The floor drain and ventilation penetrations were isolated 1

pqT]| immediately; thus restoring Containment integrity. The Standby Gas Treatment System |
_ was operable throughout the event, and any gaseous discharge to the environment |

| o Is I i would have occurred at an elevated release point. .I
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CAUSE DESCRIPTION AND CORRECTIVE ACTIONS h
i s l o l | The root cause of this occurrence is personnel error. Th'e Senior Reactor Ooerator I

g| involved, who overlooked the log book entry stating that the MSIV room had been I

i 2 | converted back to Secondary Containment , allowed Maintenance personnel to defeat the I

room. The lg| interlocks. Procedures are being written to control the status of the
personnel involved were reprimanded and assigned to investigate other activities

m| with a similar notential for error. |
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1. LER NUMBER: LER/R0 83-22/0lT-0

11. LICENSEE NAME: Commonwealth Edison Company
Quad-Cities Nuclear Power Station

Ill. FACILITY NAME: Unit Two

IV. DOCKET NUMBER: 050-265

V. EVENT DESCRIPTION:

At 1330 hours, on November 15, 1983, while performing routine plant
inspections, both interlock doors to the Unit Two Main Steam Isolation
Valve (MSIV) room were found to be open while the room was part of
Secondary Containment.at the time. This situation resulted in
Secondary Containnment integrity being in a degraded mode delineated
by Technical Specification 3.7.C.I. The ventilation and floor drain
penetrations were isolated immediately; thus, making the MSIV room
part of the Turbine Building and restoring Secondary Contalnnent
integrity. Unit Two was shutdown for refueling and no fuel was in the
Reactor vessel. Unit One was operating at approxinately 99 percent of
rated thermal power.

VI. PROBABLE CONSEQUENCES OF THE OCCURRENCE:

The HSIV room can be isolated from Secondary Containnent by plugging
the floor drain and securing hatches located on the Reactor Building
ventilation dampers entering the room. Nornal operating practice is
to maintain a negative differential pressure between the Reactor
Building and the outside, and between the Turbine Building and outside.
Both Standby Gas Treatment trains were operable throughout the event
and would have auto-started in the event of an auto-initiation signal.
Any release to the environnent occurring dur8ng this incident would
have been treated in the Standby Gas Treatment System and/or discharged
at an elevated release point.

Vll. CAUSE:

On November 9,1983, the MSIV room was changed to part of the Reactor
Building so that water could be drained from piping located in the
room. On November 15, Maintenance personnel were found working in
the room with both interlock doors propped open. These individuals
had been told on November 10 that the room was part of the Turbine
Building by a Shift Engineer. This individual had missed the log
entry which explained the change in status. Thus, the root cause of
this incident is personnel error.
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Vll. CAUSE: (Continued)

A contributing cause was inadequate procedures. There were no
procedures which explained the necessary actions to make the MSIV
room part of the Reactor Building or Turbine Building. Also, there
was no definite mechanisms set-up to alert personnel at the MSIV room
of the status of the room.

Vill. CORRECTIVE ACTION:

The Shift Engineer responsible for allowing the door interlocks to be
defeated has been counseled by the Stat;on Superintendent and will be
assigned a special project to investigate plant activities that could
have a similar potential for error.

A procedure will be written which will provide the necessary
instructions and precautions to properly change the condition of the
MS I V room. This procedure will also explain the use of signs to
identify the exact status of the room. The signs will be posted on
the entrance door to the Unit One and Unit Two MSIV rooms. This
saiae system of signs will be used in the Shif t Engineer's of fice to
provide better administrative controls.
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Qu:d Cities Nuc!:ar P wer St:ti:n
22710 206 Avenue North
Cordova, lilinois 61242
Telephone 309/654-2241

NJK-83-436

November 28, 1983

J. Keppler , Regional Administrator
Office of Inspection and Enforcemente

Region ill
U. S. Nuclear Regulatory Commission
799 Rooseve1t Road
Glen Ellyn, IL 60137

Re ference : Quad-Cities Nuclear Power Station
Docket Number 50-265, DPR-30, Unit Two
Appendix A, Section 3.7.C.1

Enclosed please find Reportable Occurrence Report Number R0 83-22/0lT-0
for Quad-Cities Nuclear Power Station. This occurrence was previously
reported to Region lil, Office of Inspection and Enforcement by telephone
on November 15, 1983, and telecopy on November 16, 1983

This report is submitted to you in accordance with the requirements of
Techn ical Speci ficat ion 6.6.B. l . f, a personnel error procedural inadequacy
which could prevent, by itself, the fulfillment of the functional
requireinents of a system used to cope with accidents analyzed in the SAP.

Respectfully,

COMMONWEALTH EDISON COMPANY

QUAD-CITIES NUCLEAR P,0WER STATION

y:gL,s -

N. J. Kalivianakis
Station Superintendent

NJK:DGC/bb

Enclosure

cc B. Rybak
A. tiorrongiello
INP0 Records Center
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