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U. S. Nuclear Regulatory Commissiow
Atteniion: Document Control Desk
Washington, D. C. 20555

Subject: Licensee Event Repcrt (LER) 91-015-01

Dear Sir:

Enclosed is Licensee Event keport (LER) $f3015-01 which is submitted in
accordance with 10 CFR 50.73. This supplement addresses corrective

actions taken relative to this issue.

Sincerely,

Vo
G. L. Boldt

Vice Presiaent
Nuclear Production

EEF :mag
Enclosure

xc: Regional Administrator, Region I
NRR Project Manager
Senior Resident Inspector
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EVENT EVALUATION:

The safety consequences of missing the monthly anticipatory reactor trip testing
prior to mode ascension were minimal because the channels were within specification
when tested. In additirn, a Babcock and Wilcox Owners Group (BWOG) Topical Report
has been submitted to the Nuclear Regulatory Commission (NRC) which would allow
such testing to be done every 6 months instead of monthly. NRC approval is pending
resolution of an unrelated issue., Furthermore, when actually called upon to
perform, the anticipatory reactor trip due to loss of main feedwater completed its
intended safety function satisfactorily.

The consequence of failure of the anticipatory reactor trip functions weuld be
minor. The primary trips, such as high temperature and pressure, remain available
to trip the reactor prior to exceeding any safety limits.

CAUSE:

This event was caused Ly personnei error. As specified by procedure, the shift
supervisor asked the responsible shop supervisor if the monthly surveillance was
up ‘o date. The shop supervisor incorrectly thought the surveillance was current.

CORRECTIVE ACTIONS:

To prevent recurrence, FPC has improved controls for ensuring shutdown related
surveillances are completed on time. FPC has revised the Shutdown Surveillance
Plan and the Startup Surveillancz Plan to require the status of surveillances to
be presentes to the nuclear shift supervisor and to require a sign-off by the
responsible -hep supervisor to verify that surveillance requirements have been
completed satisfactorily or are up to date, Additionally, shop supervisors have
been br.efed concerning these procedure changes and their responsibility to verify
assigned surveillances are completed as required or are up to date.

PREVIOUS SIMILAR EVENTS:

!

’ A similar event occurred during startup in 1990 which was reported by LER 90-12.
\ On July 9, 1990, FPC discovered the quarterly calibration of the hydrogen channel
| for the waste gas decay tank explosive gas monitoring instrumentation [IL] had n~*
been performed as required prior to returning the system to operation. The
immediate cause of this event was personnel error. The shop had not been
adeguately notified of the need to perform the quarterly calibration and the shops
incorrectly informed the shift supervisor that the calibrations were complete.

The corrective actions for this previous event would not have prevented this recent
event because the actions were directed a* equipment removed from service due to
a failure.
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