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On July 17, 1995, with Unit 1 in power operation at approximately 100 percent, a turbine trip occurred followed
by a reactor trip. The event resulted from the initiation of a trip signal by a sudden pressure relay located on the
'A' phase main transformer A review of the condition determined that a no fault condition existed in the
transformer. The reactor protection systems responded to the trip as expected; no anomalies occurred. Operators
responded to the trip as prescribed by procedures and stabilized the reactor in the hot standby condition
Subsequent to the event, the sudden pressure relay, Qualitrol Corporation Model No. 906-003-01, was tested and
found to be defective Testing was performed on two additional Qualitrol Series 900 sudden pressure relays
Those relays were found to be nonfunctional After an examination of the internal components of the failed
relays, it was determined that the nonorificed control bellows was distended in each of the relay assemblies
Qualitrol Series 900 sudden pressure relays that are located on transformers in use were either disabled or
replaced with relays of a different design
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PLANT CONDITIONS

Unit | was in power operation at approximately 100 percent.

DESCRIPTION OF EVENT

A. Event

On July 17, 1995, at 1314 castern daylight time (EDT), a turbine trip occurred followed by a reactor
trip. The event resulted from the nitiation of a trip signal by a sudden pressure relay (EIIS Code RLY)
located on the ‘A’ phase main transformer (EIIS Code FK). A review of the condition determined that a
no fault condition existed in the transformer. The reactor protection systems responded as expected to
the trip; no anomalies ocourred. Operators responded to the trip as prescribed by procedures and
stabilized the reactor in the hot standby condition.

B. Inoperable Structures, Components, or Systems that Centributed to the Event
None
C. D | A imate Ti { Major Q

July 17, 1995 The turbine tripped followed by a reactor trip. The trip signal was

at 1314 EDT initiated by the ‘A’ phase main transformer sudden pressure relay.
July 17, 1995 The main control room operators stabilized the reactor in a safe
Approximately condition, Mode 3 (hot standby ).
1405 EDT

D.  Other Systems or Secondary Functions Affected
None.

E. Method of Discovery
The turbine and reactor trips were annunciated on the main control room panels.
F.  Operator Actions
Control room operators responded as prescribed by emergency procedures. The condition was

promptly diagnosed, and the necessary actions were taken to stabilize and maintain the unit in a safe
condition
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The plant responded to the turbine and reactor trips as designed.

Ill. CAUSE OF EVENT
A.  Immediate Cause
The immediate cause of the event was the initiation of a trip signal by the 'A’ phase main transformer

protection circuit. An evaluation of the condition determined that the trip signal was initiated by the
sudden pressure relay located on the ‘A’ phase main transformer.

B.  Root Cause

The root cause of the event was the failure of the sudden pressure relay located on the ‘A’ phase main
transformer  Subscquent disassembly of the relay determined that the nonorificed bellows was
distended. The specific fallure mechamism for this subassembly has now oeen identified.

C. Contributing Factors

None.
IV. ANALYSIS OF EVENT

The plant response during and after the unit trip was consistent with the respozses described in the Final
Safety Analysis Report, and accordingly, the event did not adversely affect the heaith and safety of plant
personnel or the general public.

V.  CORRECTIVE ACTIONS
A.  Immediate Corrective Actions
Control room operators responded as prescribed by emergency procedures. The condition was

promptly diagnosed. and the necessary actions were taken to stabilize and maintain the unit in a safe
condition

B.  Corrective Actions to Prevent Recurrence
Qualitrol Senes 900 sudden pressure relays located on the main bank transformers were disabled.

Qualitrol Series 900 sudden pressure relays located on other transformers thal are in use were either
disabled or replaced with a sudden pressure relay of a different design
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ADDITIONAL INFORMATION

A.  Failed Components

The failed component for this event was a sudden pressure relay, Model No. 900-03-01 (rapid pressure
nise relay). manufactured by Qualitrol Corporation.

A trip signal was initiated by the sudden pressure relay located on the 'A’ phase main transformer.
Subsequent to the event, the sudden pressure relay, Qualitrol Corporation Model No. 900-003-01, was
tested and found to be defective. Testing was performed on two additional Qualitrol Senes 900
sudden pressure relays. Those relays were found to be nonfunctional  After an examination of the
internal components of the failed relays, it was determined that the nonorificed control bellows was
distended in each of the relay assemblies. Qualitrol Series 900 sudden pressure relays were disabled or
replaced with relays of a different design

B. Previous Similar E
A review of previous events identified two other events (50-327/86026 and 90022) associated with the
failure of the sudden pressure relay  Those failures resulted from either a shorted micro-switch or
wiring terminal - Actions taken for those failures would not have prevented the event described by this
LER.

COMMITMENTS

None




