Y

LICENCEE

¢cVENT REPORT (LER)

AMES

MR DRBCRIBRD N THIR REPORT

B

!

S NN LEAR REQULATORY
P ] v . N )

(ELLIT I B AR

O O




JNRc Form e8a
98

US NUCLEAR REGULATORY COMMISSION

LICENSEE EVENT REPORT (LER) TEXT CONTINUATION APPROVED OMB NO 31500104
EXPIRES 8088
FACILITY NAME (1) DOCKEY NUMBER (2) LER NUMBER (6 PAGE (3
YEAR SEQUENT AL VISION
NUMEER NOMBER
Cooper Nuclear Station 0150 1010‘1219 18 BJ  Jf (- OIOJ,7 - 010 012 OF| 0 13

tion.

1.

l.

TEXT (F mome spece & wouwed s s0one NRC Form MBA s (17)

As required by Cooper Nuclear Station procedures, the HPCI auxiliary oil pump is
operated on a daily basis. Operation of the HPCI auxiliary oil pump causes the HPCI
hydraulically operated steam stop and governor valves to open. During startup
testing on August 23, 1985, with reactor power at 7% and pressure at 500 psig, an on
duty Licensed Operater started the HPCI auxiliary oil pump. The operator observed
that the HPCI stop valve failed to open and that the HPCI high/low pump suction
pressure alarm was in. It was then verified that a HPCI low pump suction pressure
turbine trip was in effect which prevented the HPCI stop valve from cpening.

Immediate corrective action taken was issuance of an emergency Maintenance Work
Request and the performance of Surveillance Procedure 6.2.2.3.6, HPCI Pump Low
Suction Pressure Calibration and Functional/Functional Test., Additionally, the HPCI
system was declared inoperable. As the surveillance procedure was being cenducted,
it was discovered that the pressure switch isolation valve was in the closed posi-
The improper valve position was immediately corrected and the HPCI high/low
pump suction pressure alarm and HPCI pump low suction pressure turbine trip both
cleared.
valves opened as required. The HPCI system was then returned to an operable status.
The calibration and testing of the pressure switch was then completed per the issued
Surveillance Procedure. The pressure switch did not require calibration and coperated
properly as outlined in the Surveillance Procedure., The pressure switch actuation is
set at 12-13" BC increasing.

The HPCI auxiliary oil pump was operated and the HPCI stop and governor

This event is considered to be attributable to a combination of:

Personnel errors in that the isolation valve for the HPCI pump low suction
pressure switch was in the closed position and a vacuum left on the pressure
switch, It is believed that the isolation valve was closed and a vacuum
left on the pressure switch after previous calibration/testing of the
pressure switch per Surveillance Procedure 6.2.2.3.6.

Procedural deficiency in Surveillance Procedure 6.2.2.3.6. The procedure
lacks specific information about the correct valve positioning required and
how to properly remove the created vacuum following the calibration/testing
of the pressure switch.

Certain changing environmental conditions which existed at the time near
the physical location of the pressure switch. Room temperature at the
physical location of the pressure switch increased due to plant startup and
then subsequently decreased as startup problems were encountered and
reactor pressure was lowered. It is believed that due to lowering room
temperature the isolated pressure switch was actuated by an increasing
vacuum without a true HPCI pump low suction pressure condition present.

Corrective actions to preclude recurrence of this event are:

Surveillance Procedure 6.2.2.3.6 will be changed to identify (a) specific
valves required to be operated, (b) the valve positioning required for the
calibration/testing, (c) the valve positioning required to place the
pressure switch back into service, and (d) the proper method to relieve the

vacuum created per the surveillance.
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< Discussion of this event with I8&C personnel emphasizing that surveillances
are to be followed so as to properly test or calibrate a component and
return it back into service.

This event had no effect on the public health and safety and has no generic implica-
tions.
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