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Reference: Quad-Cities Nuclear Power Station
Docket No. 50-265, DPR-30, Unit 2
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Enclosed please find Reportable Occurrence Report No. RG 50-265/76-12
for Quad-Cities Nuclear Power Station.

This report is submitted to you in accordance with the requirements
of Technical Specification 6.6.8.2.

Very truly yours,

COMMONWEALTH EDISON COMPANY
QUAD-CITIES NUCLEAR POWER STATION
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Kalivianakis
Statlon Superintendent
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REPORT  REPORY
CATEGORY TYPE SOURCE DOCKET NUMBER EVENT DATE REPOAT DATE
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EVENT DESCRIPTION
[C[g] | During routine monthly surveillance testing of ECCS drywell high pressure sensors, |

7 89 80
_EE] | pressure switch PS 2-1001-90B was found valved out. The wire seal, normally used by |
7 B9

[OF] | the instrument mechanic to lock open the isolation valve, was in place but was not |
80

7 89

@E | stamped and locked. Since redundant pressure switch PS-2-1001-90D was operable, |
7 889 80
[_LRHR LPCI| initiation and Core Spray initiation logic were available. Each system |
7 89 o 80
SYSTEM CAUSE COMPONENT COMPONENT
COOE OMPONENT CCDE SUPPUER MANUFACTURER VIOLATION
3 [l 8 lAI LiINT sl T Rlu] [N [8l0o]7]0] LN
7 88 10 12 17 43 a4 47 48

CAUSE DESCRIPTION
|:. [ (Proximate Cause-Personnel Performance) The subject pressure switch was inadvertently

£ |
80
- l ieft isolated after the completion of the surveillance testing for the prior month. |
80
L(RO 50-265/76-12) |
7 8 80
FACWLTY METHOO OF
X STATUS % PUwewm OTHER STATUS OISCOVERY DISCOVERY DESCRIPTION
e Led llzlei L NA_ | L8] |[_Routine surveillance testing |
7 8 8 10 12 13 44 a5 a8 80
FORM OF i
ACTVITY CONTENT
RELEASED  OF RELEASE AMOUNT OF ACTIVITY LOCATION OF RELEASE
(B ] 2] | NA | NA |
7 8 9 0 N a4 a5 80
PERSONNEL EXPOSURES
TYPE DESCRIPTION
EE] Lolo l 0I Lz] | NA |
1" 12 13 =
PERSONNEL INJURIE”
, NUMBER o5 it :
(R Lololol ¢ |
7 88 ' D 80
OFFSITF CG .« .cGUew .
[E | NA |
7 89 80
LOSS OR DAMAGE TO FACILITY
TYPE DESCRIPTION
13 R I |
7 89 10 80
PUBLICITY
[ | NA |
7 889 80
ADDITIONAL FACTORS
_:’]@s E_SEVENT DESCRIPTION CONT'D) would have performed as designed had a high drywell |
/ ’ ao
EE [jresswe condition presented itself, The switch was successfully (see attachment) |
7 8898 80
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ADDITIONAL FACTORS

(EVENT DESCRIPTION CONT'D)

tested, and the instrument isolation valve was left open and lock-wire
sealed.

Corrective Action to Prevent Recurrence

The importance of closely following approved Station procedures was
stressed to the Instrument Department. Also, the importance of opening
and sealing the instrument valves upon completion of surveillances was
re-emphasized to the department personnel.

The last occurrence of this type was in October of 1975 (A0 50-254/75-21).

At that time, the requirement of the surveillance procedure to place wire
security seals on Safety-Related instrument isclation valves was supp lemented
with unscheduled audits by instrument supervisors. Since that time, there
has not been a reoccurrence of improperly positioned instrument valves

until now. It is thus felt that the corrective measures taken are adequate.
No further action is deemed necessary at this time.



