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At 1210 on October 12, 1992, Steam Generator (SG) Number (No.) 4 Steam and Feedwater
Flow Mismatch Alarm annunciated. The Reactor Operator (RO) immediately took manual
control of the SG No. 4 Feedwater Flow Control Vaive (FCV). The SG No. 4 FCV had failed
in the closed direction, causing loss of feedwater flow to SG No. 4, and would not respond to
manual control. At 1214, with SG No. 4 level at 28 percent and dropping, the RO manuail
tripped the reactor. Plant systems responded as expected. The plant was stabilizec in Mode
3, Hot Standby, at approximately 1220 on October 12, 1992.

The root cause of this event was the failure of a spring in the SG No. 4 FCV pressure regulator
due to the wrong pressure regulatur being installed. Corrective actions include repair of SG
No. 4 FCV, and a revision to the Master Parts List. Generic corrective actions include
verification of the correct regulators in the other FCVs and other non-safety critical valves and a
separate review of the Master Parts Lic*
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An alarm on the MCBD alerted the BOP RO to \he situation. The BOP RO and RO took
immediate corrective actions but could not maintain SG No. 4 level. The decision was
made to manually trip the reactor prior to the automatic reactor trip an LO-LO SG Level.

. COMPONENT OR SYSTEM FAILURES

A-Wﬂ&ﬁl

A failure of the spring in the pressure regulator for SG No. 4 FCV caused the valve to fail
closed and prevented control from the MCBD.

B. CAUSE OF EACH COMPONENT OR SYSTEM FAILURE

Examination of the railed SG No. 4 FCV pressure regulator revealed that an incorrect
regulator had been installed. A pressure regulator with a range of 0-60 pounds per
square inch (psig) was installed where a 0-125 psig regulator was required.

C. § 1
FAILURE OF COMPONENTS WITH MULTIPLE FUNCTIONS "
Not applicable - no failures of components with multiple functions have been identified.
' D. EAILED COMPONENT INFORMATION
| Pressure Regulator
i-FCV-540 PR1

Manufacturer: ITT, Hammel DAHL Conofiow
Model Number: FH-60 Airpac
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ANALYSIS OF THE EVENT
A. SAFETY SYSTEM RESPONSES THAT QCCURRED

The foliowing safety system actuation signals occurred as a result of this event:

Reactor Protection System
Auxiliary Feedwater System (AFW)(EIIS:(BA))

B. DURATION OF SAFETY SYSTEM TRAIN INOPERABILITY

Not applicable - there were no safety systems which were rendered inoperable due to a
failure.

C. SAFETY CONSEQUENCES AND IMPLICATIONS OF THE EVENT

This event is completely bounded by the accident analysis in Chapter 15.2.7 of the Final
Safety Analysis Roport for a Loss of Normal Feedwater. A reactor trip on low SG water
level in any SG and the initiation of AFW provides the necessary heat removal capability.
The RO manually tripped the reactor before the automatic trip for LO-LO SG Level was
reached and the AFW flow initiated as required. Therefore, this event did not adversely
affect the safe operation of CPSES Unit 1 or the health and safety of the public.

CAUSE OF THE EVENT
BOOT CAUSE

The cause of the event was the failure of a spring in the SG No. 4 FCV pressure regulator.
However, the root cause of this event was the installation of a 0-60 psig pressure regulator
where a 0-125 psig pressure regulator was required. The 0-60 psig gressure regulator was
listed as an acceptable replacement part in the Master Parts List. In September, 1990, a cut in
the dia{)hr m of SG No. 4 FCXJ)ressure regulator was discussed. Instrumentation and
Control (I&C) (utility, nonlicensed) personne! went to the Warehouse to get replacement parts
for the FCV. They received two pressure regulators, one 0-60 psig and one 0-125 psig; both
listed as acceptable replacements for the FCV pressure regulators. 1&C personnel installed
the 0-60 psig pressure regulator into SG No. 4 FCV and returned the 0-125 psig pressure
regulator to the Warehouse.
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V. CORRECTIVE ACTIONS
A. CORRECTIVE ACTIONS TO PREVENT RECURRENCE
IMMEDIATE CAUSE

Failure of a spring in the SG No. 4 F"V pressure regulator.

CORRECTIVE ACTION

The pressure regulator for SG No. 4 FCV was replaced with a 0-125 psig regulator, as
required, and the valve returned to service.

ROOT CAUSE

The root cause of this event was the installation of the wrong FCV pressure reguiator.

CORRECTIVE ACTION

The Master Parts List, showing the 0-60 psig pressure regulators as an acceptable
replacement part for the FCVs, has been revised to the required 0-125 psig pressure
regulators.

The root cause of this event occurred in 1990. Recent corrective actions emphasing the
importance of Self Verification and the need to reduce personnel errors at CPSES
addresses the personnel error involved in this LER.

B-Ww

The possibility exists that incorrect pressure regulators could be installed in the other three
FCVs in Unit 1 and the four FCVs in Unit 2.

CORRECTIVE ACTION

The pressure regulators in the othar three Unit 1 FCVs and the four Unit 2 FCVs were
verified to be the 0-125 psig regulators, as required.
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GENERIC CONCERN

The possibility exists that incorrect pressure regulators were installed in other non-safety
critical valves in Unit 1.

CORRECTIVE ACTION

The Single Point Failure Analysis was reviewed to identify the non-safety critical valves.
Ihe pressure regulators were then identified for these valves. These requlators were then
walked down and/or verified to be correct.

GENERIC CONCERN

The possibility exists that the Master Parts List could reference incorrect replacement parts
for other components.

CORRECTIVE ACTION

A review of this issue h=2<« Heen previously initiated and will be formally documented as a
Quality Assurance Deficiency in accordance with applicable CPSES Procedures.

VI. PREVIOUS SIMILAR EVENTS

Seven CPSES Licensee Ever: Reports (LER) describe previous events involving a reactor
trip and the Feedwater System (EIIS:(SJ)). However, the root causes of these events and
the resultant corrective actions are sufficiently different from this event to conclude that the
previous corrective actions could not have been expected to prevent this event. Therefore, no
previous similar events have beer reported pursuant to 10CFR50.73.

Vil. ADDITIONAL INFORMATION

The times listed in the report are approximate and Central Daylight Time.




