
. -. . - .. . _ _ _ .
. .

.

'
. . ,

,

NUREG/CR-2000
ORNL/NSIC-200
Vol. 4, No. 8

,

Licensee Event Report (LER).

Compilation:

: For month of August 1985
:

,

I

3

Osk Ridge National Laboratory

|

Prcpared for
iU.S. Nuclear Regulatory

Ccmmission

!
4

pg0003 850930E
CR-20co R pg

.

. - - - . _ _ . . _ . . . _ _ - y .. _ -,,-. , _.. _ . _ , _ , . , , , _ . - - - . - - , , _ , , . . - . - - - , - - , - - - -



#
-

' .
, ,

i

Available from

Superintendent of Documents
U.S. Government Printing Office

Post Office Box 37082
Washington, D.C. 20013 7082

A year's subscription consists of 12 issues for
this publication.

Single copies of this publication
are available from National Technical

Information Service, Springfield, VA 22161

i

!

i
;

|

I
; *

i

1

, --



|

|
'

NUREG/CR-2000
ORNL/NSIC-200
Vol. 4, No. 8

- _ _ - _ _ _ _ _ - . _ _ _ - -

_

Licensee Event Report (LER)
Compilation

For month of August 1985

. . . _ _ - . _ . - _ - _ - - - - _ - - - _ - - - - - - - - -

Minuscript Completed: September 1985
D:te Published: September 1985

olk Ridge National Laboratory
Nuclear Safety Information Center
0;k Ridge, TN 37831

Prepared for
Office for Analysis and Evaluation of Operational Data
U.S. Nuclear Regulatory Commission
Washington, D.C. 20555
NRC FIN A9135

|

|
!

. . - - - - _ . _ . . - - .



_. ._ __. _ - - __ _ __ _ _ .___

iii

Abstract,

This monthly report contains Licensee Event Report (LER) operational
information that was processed into the LER data file of the Nuclear
Safety Information Center (NSIC) during the one month period identified

'
on the cover of the document. The LERs, from which this infonnation is

' derived, are submitted to the Nuclear Regulatory Comission (NRC) by
nuclear power plant licensees in accordance with federal regulations.>

Procedures for LER reporting for revisions to those events occurring
j prior to 1984 are described in NRC Regulatory Guide 1.16 and NUREG-1061, |

<

| instructions for Preparation of D2ta Entry Sheets for Licensee Event
Reports. For those events occurring on and after January 1,1984, LERs
are being submitted in accordance with the revised rule contained in
Title 10 Part 50.73 of the Code of Federal Regulations (10 CFR 50.73 -

'

Licensee Event Report System) which was published in the Federal Register
(Vol. 48, No. 144) on July 26, 1983. NUREG-1022, Licensee Eucet Report
System - Description of systems and Guidelines for Reporting, provides ,

! supporting guidance and information on the revised LER rule.

The LER sumaries in this report are arranged alphabetically by
facility name and then chronologically by event date for each facility.

! Component, system, keyword, and component vendor indexes follow the

summaries. Vendors are those identified by the utility when the LER form
is initiated; the keywords for the component, system, and general keyword
indexes are assigned by the computer using correlation tables from the
Sequence Coding and Search System. Questions concerning this report or
its contents should be direct to

Gary T. Mays, Director,

Nuclear Safety Information Center
Oak Ridge National Laboratory
P. O. Box Y, Oak Ridge, TN 37831
Telephone: 615/574-0391, FTS Number 624-0391

Questions regarding LER searches should be directed to
,

W. P. Poore (same address as above)
. Telephone: 615/574-0325, FTS Number 624-0325

!
!
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[ 1] ARKANSAS NUCLEAR 1 DOCKET 50-313 LER 85-002
,

REACTOR TRIP DUE TO INADVERTENT ISOLATION OF FEEDWATER FLOW INSTRUMENTATION.
EVENT DATE: 012985 REPORT DATE: 022885 NSSS: BW TYPE: PWR

(NSIC 194700) INATTENTION TO DETAIL DURING THE ROOT VALVE REPLACEMENT IS THE
SUSPECTED CAUSE OF THE VALVE ID TAG REVERSAL. THE LEAKING INSTRUMENT ISOLATION
VALVE WAS REPLACED AND THE SENSING LINE ROOT VALVES WERE PROPhRLY LABELED. ON
1/29/85, AT 1817 HOURS, A REACTOR TRIP OCCURRED DURING STEADY STATE OPERATION AT
305 FULL POWER. IEC PERSONNEL WERE CALIBRATING A MAIN FEEDWATER (MFW) TRAIN 'A'

FLOW INSTRUMEMT AFD NOTED THAT ONE OF THE INSTRUMENT'S ISOLATION VALVES WAS
LEAKING BY THE STEM. OPERATIONS PERSONNRL WERE REQUESTED TO ISOLATE THE
INSTRUMENT BY CLOSING THE SENSIEG LINE ROOT VALVE WHILE THE IEC TECHNICIANS
OBTAINED A OEPLACEMENT INSTRUMENT I.90LATION VALVE. DUE TO INCORRECT LABELING OP
THE SENSING LINE ROOT VALVES, THE REDUNDANT MFW TRAIN 'A' FLOW INSTRUMENT WAS,

ISOLATED. TH3 INTEGRATED CONTROL SYSTEM (ICS) AUTOMATICALLY INCREASED MFW FLOW'

UPON LETECTING NO FLOW IN MFW TRAIN 'A' AS A RESULT OF THE FLOW CONTROL
INSTRUMENT B31NG ISOLATED. RECOGNIZING THE ICS RESPONSE, OPERATIONS PERSONNEL

i PLACED MFW CONTROL IN THE MANUAL MODE TO PREVENT SG OVERFEED. OPERATOR ACTIONS TO
CORRECT THE FEEDWaTER FLOW TRANSIENT LED TO A SG UNDERFEED RESULTING IN A HIGH,

RCS PRESSURE TRIP. NO POST TRIP CONTROL PROBLEMS WERE EXPERIENCED.
INVESTIGATION OF TH2 EVENT PEVEALED, FOR BOTH MWF TRAINS, THAT THE FLOW*

INSTRUMENT CENSING LINE ROOT VALVE IDENTIFICATION (ID) TAGS CORRESPONDED TO THE
AEDUNDANT FLOW INSTRUMENT.

[ 2] ARKAN6AS NUCLEAR 1 DOCKET 50-313 LER 85-003
| REACTOR TRIP DUE TO INTEGRATED CONTROL SYSTEM FAIf.URES.

EVENT DATE: 040985 REPORT DAT9: 050985 NSSS: BW TYPE: PWR
VENDOR: BAILEY METER COMPANY

(NSIC 194673) ON 4/9/85, AT 1914 HOURS, AN AUTOMATIC REACTOR TRIP OCCURRED DUE TO
HIGH REACTOR COOLANT SYSTEM (RCS) PRESSURE AS A RESULT OF A LOSS OF 'A' MAIN
FEEDWATER PUMP (MFWP). THF UNIT WA3 AT 1005 POWER WI*H THE INTEGRATEU CONTROL
SYSTEM (ICS) IN AUTOMATIC EXCEPT FOR THE DELTA TCOLD CONTROL MODULE, WHICH WAS IN
MANUAL, WHEN THE STATIC AN;. LOG MEMORY FOR THE DELTA TCCLD. CONTROL CIRCUITRY
FAILED. THE DELTA TCOLD CONTROL CIRCUIT PROVIDES STRAM GENERATOR HEAT LOAD RATIO
CONTROL. FAILUR: OF THIC CIRCUIT ('AUSED A LOAD RATTO MISMATCH MESULTING IN THE
'A' LOOP FEEDWATER tFW) FLOW DEMAND TO DECREASE WHILE THE 'B' FW FLOW DEMAND
INCREASED. OPERATIONS PERSONNEL PLACED THE 'A' MFWP CONTROL IN MANUAL AND
INCREASED THE DEMAFD TO SUPPLY FLOW TO 'A' STEAM GENERATOR. THE PUMP INITIALLY
REdVONDED BUT THEN RAN BACK. FLOW DEMAND WAS INCREASED AGAIN BUT AGAIN THE PUMP
RAW BACK. THE CAUSE OF THIS ANOMALY WAS A HIGH AESISTANCE CONTACT ON AN
AUXILIARY RELAY IN THE 'A' HFWP CONTROL, LIMITING THE DEMAND SIGNAL EVEN IN
MANUAL. SUBSE(UENTLY THE 'A' MFWP TRIPPED ON LOW SUCTION PRESSURE WHICH CAUSED
THE RCS OVERHEATING TRANSIENT. EMERCENCY FEEDWATER (EiW) ACTUATED AS A RESULT OF
LOW 'A' STEAM JENERATOR WATER LEVEL. THE ANALOG MEMORY MODULR FOR THE DELTA

) TCOLD CONTROL AND THE RELAY MODJLE FOR THE 'A' MFWP CONTROL WERE REPLACED AND
TESTED. NO SIMILAR OCCURRENCES HAVE BEEN REPORTED.

1

'

[ 3] ARKANSAS NUCLEAR 2 DOCKET 50-368 LER 85-010
'REMOTE SHUTDOWN F.;WITORING INSTRUMENTATION RANGE NOT IN ACCORDANCE WITH TECHNICAL

SPECIFICATIONS.
i EVENT DATE: 110782 REPGRT DATE: 051485 NSSSs CE TYPE: PWR

(NSIC 194884) DURING A REVIEW OF TECH SPEC, IT WAS DISCOVERED THAT THE RANGE FOR*

STARTUP CHANNEL INDICATION (2JI-9000) LOCATED ON THE REMOTE SHUTDOWN PANEL HAD
NOT MET THE RANGE PEQUIRED BY TECH SPEC 3.1.3.5 DURING CYCLE 3. THE STARTUP
RANGE EX-CORE NEUTRON DETECTORS AND ASSOCIATED SIGNAL PROCESSING EQUIPMENT HAD
BREN REPLACED DURING THE SECOND PEFUELING OUTAGE (FALL 1982). THE RANGE OF
1.03-8 TO 200 PERCENT POWER WAS CHOSEN TO SUPPLY 2JI-9000. APPARENTLY, DURING

!

. _.___ .__. __ _ _ _ _ _ .



2

THE DESIGN CHANGE PROCESS, IT WAS NOT RECOGNIEED THAT THIS RANGE DID NOT SATISFY
THE 1.0 TO 1.0E5 COUNTS PER SECOND RANGE REQUIRED BY TECH SPEC 3.3.3.5. DURING

THE THIRD REFUELING OUTAGE THE RANGE DISCREPANCY WAS CORRECTED AS A RESULT OF
DESIGN MODIFICATIONS TO BRING THE PLANT INTO COMPLIANCE WITH APPENDIX R
REQUIREMENTS. ORGANIEATIONAL AND PROCEDURAL CHANGES MADE SINCE THIS DESIGN
CHANGE SHOULD PREVENT RECURRENCE.

[ 4] ARKANSAS NUCLEAR 2 DOCKET 50-368 LER 85-009
INADVERTENT ESF ACTUATIONS DURING DESIGN CHANGE MODIFICATIONS.
EVENT DATE: 040985 REPORT DATE: 050985 NSSS: CE TYPE: PWR

(NSIC 194029) ON 4-9-85, AT 1030 HRS, I&C AND VENDOR PERSONNEL DE-ENERGIEED 'B'

PPS IN PREPARATION FOR A DESIGN MODIFICATION. THIS DESIGN MODIFICATION WAS TO
PROVIDE WIRING FROM PPS RELAY CONTACTS TO COMPUTER POINTS SO THAT START TIMES
COULD BE GATHEsED FOR RESPONSE TIME TESTING OF RTB. MULTIPLE CONNECTORS IN THE
*B' PPS PANEL WERE DISCONNECTED IN PREPARATION FOR WIRING CHANGES AS CALLED FOR
IN THE DESIGN MODIFICATION PACKAGES. AT 1055 HRS ALARMS WERE RECEIVED IN THE
CONTROL ROOM WHICH INDICATED THAT VARIOUS ES ACTUATIONS HAD OCCURRED. ES

ACTUATION SIGNALS THAT OCCURRED WERE SIAS, CIAS, RAS, CSAS, AND CCAS. AT THE
TIME OF THE OCCURRENCE, THE ENTIRE CORE HAD BEEN UNLOADED INTO THE SPENT FUEL
POOL. MOST ES EQUIPMENT HAD BEEN DEACTIVATED FOR REFUELING ACTIVITIES, HOWEVER 1
DG STARTED, AND CONTAINMENT ISOLATION OCCURRED. ECCS INJECTION DID NOT OCCUR.
THE CONNECTORS WERE RECONNECTED AND THE 'B' PPS WAS RE-ENERGIEED. EQUIPMENT WAS
RE-ALIGNED TO THE PRE-ACTUATED CONFIGURATION. THE DESIGN MODIFICATION
INSTALLATION INSTRUCTIONS WERE FOUND TO BE IN ERROR AND WERE SUBSEQUENTLY
MODIFIED. THE DESIGN MODIFICATION WAS THEN COMPLETED WITHOUT FURTHER PROBLEMS.
NO SIMILAR OCCURRENCES HAVE BEEN REPORTED.

[ 5] ARNOLD DOCKET 50-331 LER 85-012
MAINTENANCE ERROR CAUSES CONTAINMENT ISOLATION AND SBGTS STARTUP.
EVENT DATE: 042585 REPORT DATE: 052485 NSSS: GE TYPE: BWR

(NSIO 194583) ON 4-25-85 AT 0045 HRS. WITH THE REACTOR SHUTDOWN AND DEFUELED, A
GROUP III ISOLATION AND BOTH STANDBY GAS TREATMENT SYSTEMS WERE AUTO-INITIATED ON
DOWNSCALE REACTOR BLDG VENT RADIATION MONITOR TRIPS. AN OPERATOR, AFTER
CONSULTING AN ELECTRICAL DISTRIBUTION LIST, DEENERGIEED 2 INSTRUMENT AC CIRCUITS
WHICH PROVIDE POWER FOR SEVERAL DRYWELL COOLING MOTOR-OPERATED VALVES UPON WHICH
MAINTENANCE WAS TO BE PERFORMED. THE LIST DID NOT INDICATE TO THE OPERATOR THAT
THE REACTOR BLDG VEN. RADIATION MONITORS WERE ALSO POWERED OFF THESE 2 CIRCUITS.
THE BREAKERS WERE CLOSED, AND THE ISOLATIONS AND INITIATIONS WERE RESET BY THE
OPERATORS. THE LIST CONSULTED HAS BEEN ANNOTATED TO INDICATE THE POWER SOURCE OF
THE REACTOR BLDG VENT RADIATION MONITORS. AS A LONG-TERM CORRECTIVE ACTION, A

COMPREHENSIVE ELECTRICAL DISTRIBUTION INFORMATION SYSTEM CONTINUES TO BE
DEVELOPED.

[ 6] ARNOLD DOCKET $0-331 LER 85-013
UNPLANNED REACTOR WATER CLEANUP ISOLATION.
EVENT DATE: 050185 REPORT DATE: 053085 NSSS: GE TYPE: BWR

(NSIC 194728) ON MAY 1, 1985, WITH THE PLANT CHUT DOWN FOR REFUELING, THE REACTOR
WATER CLEANUP (RWCU) SYSTEM ISOLATED ON A HIGH DIFFERENTIAL FLOW CONDITION.
OPERATIONS PERSONNEL WERE DISPATCHED TO THE AREA IKMEDIATELY TO INVESTIGATE THE
SOURCE OF THE HIGH DIFFERENTIAL FLOW INDICATION. THE PUMP SPEED CONTROLLER WAS
FOUND SET AT A SIGNIFICANTLY HIGHER SETTING THAN IT HAD BEEN EARLIER. IT IS
FELIEVED THAT MAINTENANCE PERSONNEL WORKING IN THE AREA OF THE CONTROLLER
INADVERTENTLY BUMPED THE SPEED CONTROLLER LEADING TO A RAPID CHANGE IN FLOW RATE.
THIS CHANGE IN FLOW RATE WAS SENSED BY THE LEAK DETECTION SYSTEM AS A HIGH
DIFFERENTIAL FLOW.

i
|

|

|
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[ 7) ARNOLD DOCKET 50-331 LER 85-014
INADVERTENT STANDBY GAS TREATMENT ACTUATION.
EVENT DATE: 050685 REPORT DATE: 060585 NSSS: GE TYPE: FWR

(NSIC 194491) ON 5-6-85, WITH THE REACTOR SHUT DOWN AND DEFUELED FOR A REFUELING
OUTAGE, A JUMPER WHICH HAD BEEN TEMPORARILY INSTALLED WHILE RELOCATING GROUP III
BYPASS SWITCHES BECAME DISCONNECTED WHEN AN ELECTRICIAN OPENED THF PANEL DOOR.
AS A RESULT, THE 'A' SIDE OF THE STANDBY GAS TREATMENT SYSTEM ACTUATED AND A HALF
(INBOARD VALVES ONLY) GROUP III ISOLATION OCCURRED. THE JUMPER WAS REINSTALLED
WITH A MORE SECURE MECHANISM, THE HALF GROUP III ISOLATION WAS RESET, AND THE
VENTILATION SYSTEM WAS RETURNED TO NORMAL.

[ 8] BEAVER VALLEY 1 DOCKET 50-334 LER 85-009
DISCREPANCIES IN REACTOR TRIP RESPONSE TIME TESTING.
EVENT DATE: 042985 REPORT DATE: 052285 NSSS: WE TYPE: PWR

(NSIC 194619) ON 2-2,-85, BEAVER VALLEY'S TESTING AND PLANT PERFORMANCE GROUP
ISSUED THEIR REACTOR TRIP RESPONSE TIME EVALUATION REPORT. TWO POTENTIAL
DISCREPANCIES WERE NOTED AT THIS TIME: 1) IN ONE INSTANCE. THE LOGIC TRAIN
TESTING HAD EOT BEEN PERFORMED ON A STAGGERED TEST BASIS, AND 2) ONE OVER
TEMPERATURE / DELTA TEMPERATURE (OT-DELTA-T) CHANNEL RESPONSE TIME WAS IN EXCESS OF
THE UFSAR ASSUMPTIONS ALTHOUGH IT WAS WITHIN THE TECH SPECS REQUIREMENTS. BEAVER

VALLEY'S LICENSING DEPARTMENT DETERMINED ON 4-29-85 THAT TESTING THE LOGIC TRAINS
ON A NON-STAGGERED BASIS HAD RESULTED iN HOT COMPLETING THE TRAIN A TEST WITHIN
ITS REQUIRED FREQUENCY. IT WAS ALSO DETERMINED THAT THE TECH SPEC OT-DELTA-T
LIMIT WAS INCORRECT AND THAT THE UFSAR LIMIT SHOULD BE FOLLOWED. AN IN-DEPTH
INVESTIGATION 3EVEALED THAT THE CAUSE OF THE LOGIC TESTING BEING PERFORMED ON A
NON-STAGGERED TEST BASIS WAS A TRACKING DEFICIENCY CONCERNING REACTOR TRIP
RESPONSE TIME TESTING. ACTION HAS BEEN INITIATED TO CORRECT THIS SCHEDULING
PROBLEM. A TECH SPEC CHANGE IS BEING ISSUED TO CORRECT THE DISCREPANCY BETWEEN
THE TECH SPECS AND THE UFSAR. THE TRANSMITTER WHOSE RESPON3E TIME WAS GREATER
THAN THE UFSAR REQUIREMENTS WAS REPLACED IN APR OF 1982 DUE TO ENV QUALIFICATION
CONSIDERATIONS.

[ 9] BEAVER VALLEY 1 DOCKET 50-334 LER 85-008
AUTOMATIC ACTUATION OF REACTOR PROTECTION SYSTEM.
EVENT DATE: 050285 REPORT DATE: 052885 NSSS: WE TYPE: PWR

(NSIC 194618) ON 5-2-85 AT 0134 A SPURIOUS REACTOR TRIP OCCURRED WITHOUT A VALID
SIGNAL. A MAINTENANCE SURVEILLANCE PROCEDURE IN PROGRESS ON ONE CHANNEL OF
STEAMLINE PRESSURE PROTECTION WAS HALTED AND REVIEWED FOR PROCEDURAL ERRORS THAT
MAY HAVE CAUSED THE SPURIOUS SIGNAL. INITIAL INVESTIGATION FOCUSED ON THE
KULTIPLEXER TEST SWITCH. SUBSEQUENT CYCLING FAILED TO CAUSE A SIMILAR TRIP
SIGNAL. FURTHER INVESTIGATION WAS UNDERTAKEN BY OPERATIONS AND I&C PERSONNEL WHO
DETERMINED THAT REACTOR TRIP ACTUATION WAS DUE TO THE RESET OF PERMISSIVE P-7
(ONE OF TWO IMPULSE PRESSURE CHANNELS GREATER THAN 105) AND NOT THE MULTIPLEXER
TEST SWITCH. A RECORDER WAS INSTALLED ON EACH OF THE IMPULSE PRESSURE CHANNELS.
TESTS WERE CONDUCTED BY KEYING RADIO TRANSMITTERS, AND STRIKING WELDING ARCS NEAR
THE PRESSURE TRANSMITTERS. NO NOISE SIGNALS WERE RECORDED. MECHANICALLY
EXERCISING THE TRANSMITTER HOUSING DID CAUSE NOISE SIrvy.S RQUIVALENT TO APPROX
55 OF THE NORMAL OPERATING SIGNAL. THE RECORDERS Wfd 'AINTAINED BY OPERATION'S
REQUEST UNTIL MODE 1 WAS ACHIEVED. NO SPIKES WEPE TTCt DED OVER THE ENSUING 4
DAY PERIOD.

[ 10] BEAVER VALLEY 1 DOCKET 50-334 LER 85-010
REACTOR TRIP DUE TO LO-LO ST5AM GENERATOR LEVEL.
EVENT DATE: 050685 REPORT JATE: 052185 NSSS: WE TYPE: PWR

4
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(NSIC 194835) A PLANT STARTUP WAS IN PROGRESS FOLLOWING MAINTENANCE ON THE
PRESSURIZER MANWAY, WITH SYNCHRONIIATION TO THE PCWER GRID AT 1141' HOURS. POWER
ASCENT WAS IN PROGRESS AND PREPARATION TO CONTROL STEAM GENERATOR LEVEL CONTROL

f WAS PERFORMED BY MANUAL OPERATION OF THE FEEDWATER REGULATING BYPASS VALVES.
WHEN TRANSFERRING LEVEL CONTROL FOR THE "B" STEAM GENERATOR, A LEVEL DECREASE
OCCURRED WHICH THE OPERATOR WAS UNABLE TO RESPOND TO QUICKLY ENOUGH, RESULTING IN
A REACTOR TRIP DUE TO LO-LO LEVEL IN "B" STEAM GENERATOR AT 1150 HOURS. THE
APPARENT CAUSE OF THE TRIP WAS A COMBINATION OF INADEQUATE COMMUNICATION BETWEEN
THE REACTOR AND TURBINE OPERATORS, AND IMADEQUATI RESPONSE OF THE BYPASS
FEEDWATER REGULATING VALVES. THE OPERATIONS SUPERVISOR IS MEETING WITH EACH
SHIFT TO DISCUSS THE EVENT, AND PROVIDE ADDITIONAL DETAILS CONCERNING STEAM
GENERATOR LEVEL CONTROLS DURING PLANT STARTUP.

[ 11] BROWNS FERRY 1 DOCKET 50-259 LER 83-059 REV 1
UPDATE ON CONTAINMENT AIR MONITOR PUMP DRIVE BELT FAILURE.
EVENT DATE: 101583 REPORT DATE: 030685 NSSS: GE TYPE: BWR
VENDOR: SCHWITSER

(NSIC 194559) DURING REFUELING, WHILE PERFORMING SI 4.8.B.2-18 AND 4.8.B.2-2A, AN
ANALYST DISCOVERED A BROKEN VACUUM PUMP DRIVE BELT ON 1-RM-90-251 (TECH SPEC
3.8.B.8). THERE IS NO INDICATION THAT THE CONTROL ROCM DOWN SCALE ANNUNCIATOR
ALARMED. THE CAM COULD HAVE BEEN INOPERABLE FOR A MAXIMUM OF 24 HRS.
1-RM-90-250 AND 1-RM-90-249 WERE OPERABLE DURING THE EVENT AND INDICATED NO
INCREASE IN ACTIVITY. THERE ARE NO REDUNDANT SYSTEMS. THE CAUSE WAS NORMA!. WEAR
DUE TO CONTINUOUS OPERATION. THE STANDARD V-BELT FOR THE SCHNITERR MODEL 325
SERIES AIR PUMP WAS REPLACED (MR 4210308). NO FURTHER RECURRENCE CONTROL IS
REQUIRED. THE DRIVE BELTS ARE CHECKED PERIODICALLY FOR WEAR AS SPECIFIED BY SI
4.0.B.4.2.A. PROCEDURES HAVE BREN ISSUED TO ENSURE CONSISTENT OPERATOR RESPONSE
TO ANNUNCIATORS. PREVIOUS SIMILAR EVENTS: 259/81-051, 82-008, 82-061, 83-051r
260/82-036, 83-003, AND 296/81-063, 81-067.

[ 12] BROWNS FERRY 1 DOCKET 50-259 LER 84-012 REV 2
UPDATE ON FAILURE OF SHUTDOWN COOLING SYSTEM.
EVENT DATE: 021484 REPORT DATE: 021585 NSSS: GE TYPE: BWR
VENDOR: LIMITORQUE CORP.

RELIANCE ELECTRIC COMPANY
WALWORTH COMPANY

(NSIC 194162) ON 2-14-84 WHILE BRINGING UNITS 1 AND 2 TO COLD SHUTDOWN (BECAUSE
OF THE RESIDUAL HEAT REMOVAL SERVICE WATER SYSTEM AIR RELEASE VALVES NOT BRING
PROPERLY CERTIFIED FOR THE DESIGN PRESSURE (REF BFRO-50-259/84-013)). RHR VALVE
FCV-1-74-48 ON UNIT 1 FAILED TO OPEN. MAKING IT IMPOSSIBLE TO ACHIEVE COLD ~
SHUTDOWN USING NORMAL METHODS. AN ALERT WAS DECLARED PER THE RADIOLnGICAL
EMERGENCY PLAN. THE PLANT WAS BROUGHT TO COLD SHUTDOWN THROUGH ALTERNATE MEANS
AND THE ALERT WAS CANCELLED AFTER THE VALVE WAS OPENED MANUALLY AND SHUTDOWN
COOLING. RESTORED. AN INVESTIGATION OF THIS EVENT REVEALED THAT THE 'B' PHASE
WINDING OF THE MOTOR ON VALVE FCV-74-48 FAILED. APPARENTLY, THE GATE STUCK IN
THE VALVE SEAT AND THE MOTOR COULD NOT GENERATE ENOUGH TORQUE TO OPEN THE VALVE.
THE INVESTIGATION REVEALED THAT THE 'CLOSE' TORQUE SWITCH FOR FCV-74-40 WAS SET
AT A SETTING THAT IS HIGHER THAM RECOMMENDED CAUSING THE VALVE TO STICK CLOSED
DUE TO OVERTIGHTENING.

[ 13] BROWNS FERRY 1 DOCKET 50-259 LER 85-016
AUTOMATIC REACTOR SCRAM DUE TO LOSS OF FREDWATER.
EVENT DATE: 011685 REPORT DATE: 053185 NSSS: GE TYPE: BWR
VENDOR: GENERAL ELECTRIC CO.

TECHNOLOGY FOR ENERGY CORP.
TERRY STEAM TURBINE COMPANY

. )
_ J



5 -

(NSIC 194569) UNIT 1 SCRAMMED DURING NORMAL OPERATION DUE TO LOW REACTOR WATER
LEVEL WHILE AT 100% POWER. THE HIGH PRESSURE STEAM TO THE REACTOR FEED PUMP
TURBINES ISOLATED DUE TO PROBLEMS WITH THE MASTER LEVEL CONTROLLER WHICH RESULTED
IN A LOSS OF FEEDWATER TO THE REACTOR VESSEL. THE VESSEL LEVEL CONTINUED
DECREASING, DUE TO THE FEEDWATER FLOW LOSS, PAST THE ISOLATION SETPOINT. THE
PRIMARY CONTAINMENT ISOLATION SYSTEM FUNCTIONED AS DESIGNED. THE HPCI SYSTEM
INITIATED AND RETURNED THE WATER LEVEL TO THE HIGH TRIP SETPOINT IN APPROX 6
MINS. THE RCIC SYSTEM INITIATED BUT TRIPPED IMMEDIATELY ON MECHANICAL AND
ELECTRICAL OVERSPEED. THE ROOT CAUSE FOR THE UNIT SCRAM WAS BELIEVED TO BE A
COLD SOLDER JOINT IN THE MASTER LEVEL CONTROLLER WHICH RESULTED IN LOSS OF MOTIVE
STEAM TO THE REACTOR FEED PUMP TURBINES AND SUBSEQUENT LOSS OF FEEDWATER TO THE
VESSEL. THE COLD SOLDER JOINT WAS RESOLDERED AND NO FURTHER PROBLEMS HAVE
OCCURRED.

[ 14] BROWNS FERRY 1 DOCKET 50-259 LER 85-004
DEGRADATIONS OF LPCI MG SET GENERATOR COIL CLAMPS AND RECTIFIER RINGS. ,

EVENT DATE: 022385 REPORT DATE: 032285 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: BROWNS FERRY 2 (BWR)

BROWNS FERRY 3 (BWR)
VENDOR: ALLIS, LOUIS

(NSIC 194608) DURING AN ASSISTANT SHIFT ENGINEER'S WALKDOWN INSPECTION, THE
GENERATOR END OF THE 1 EA LPCI MOTOR GENERATOR (MG) SET WAS FOUND TO BE

f;:OVERHEATED. SUBSEQUENTLY, THE PROBLEM WAS DETERMINED TO BE A DIODE FAILURE
CAUSED BY VIBRATION OF THE RECTIFIER RING. THE COIL CLAMPS WERE ALSO FOUND TO BE
DEGRADED WITH PIECES DEPOSITED IN THE BOTTOM OF THE GENERATOR HOUSING. INTERIM
REPAIR FOR THE OPERATING UNITS WILL BE REPLACEMENT OF THE PHENOLIC COIL CLAMPS,
TESTING OF ALL DIODES, AND TIGHTENING OF THE ROTATING RECTIFIER RINGS. THE LPCI
MG SETS PROVIDE POWER TO THE 480V REACTOR MOTOR OPERATED VALVE (R MOV) BOARDS D
AND E. WHICH PROVIDE POWER TO ESSENTIAL LPCI AND CONTAINMENT COOLING VALVES ON
RHR LOOPS 1 AND 2, RESPECTIVELY. LOSS OF A SINGLE MG SET REDUCES THE REDUNDANCY
OF AVAILABLE POWER SUPPLIES TO THESE BOARDS. CORRECTIVE ACTION INCLUDES A REPAIR
PROGRAM FOR ALL MG SETS ON UNITS 1 AND 3 PRESENTLY IN SERVICE. THE PHENOLIC COIL
CLAMPS WILL BE REPLACED WITH ALUMINUM COIL CLAMPS AS APPROVED BY VENDOR
INSTRUCTIONS. ALL DIODES WILL BE TESTED AND ROTATING RECTIFIER RINGS TIGHTENED.

[ 15] BROWNS FERRY 1 DOCKET 50-259 LER 85-013
TEMPORARY STARTUP TEST PANELS NOT SEISMICALLY QUALIFIED.
EVENT DATE: 041885 REPORT DATE: 051485 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: BROWNS FERRY 2 (BWR)

BROWNS FERRY 3 (BWR)

(NSIC 194568) TVA'S OFFICE OF ENGINEERING DETERMINED THAT THE EXISTING
CONFIGURATION OF THE STARTUP TEST INSTRUMENTATION PANELS CANNOT BE DETERMINED TO
BE SEISMICALLY QUALIFIED. THE SUBJECT PANELS WERE ORIGINALLY INSTALLED TO
FACILITATE MONITORING AND CALIBRATION OF VARIOUS PLANT PROCESS INSTRUMENTS DURING
THE ORIGINAL STARTUP OF EACH UNIT. THE PANELS WERE SUBSEQUENTLY RETAINED TO ,

ACCOMMODATE REQUIRED STARTUP TESTING FOLLOWING ROUTINE REFUELING OUTAGES AND TO
PROVIDE SPECIAL TEST CAPABILITIES. BECAUSE THE PANELS WERE INTENDED TO BE REMOVED
AFTER INITIAL STARTUP, THEIR INSTALLATION WAS FIELD IMPROVISED. THE PANELS

CONSIST OF PLYWOOD WITH A SHEET METAL ENCLOSURE AND ARE FASTENED TO A MASONRY
WALL USING SIMPLE MASONRY ANCHORS WHICH ARE NOT LOAD RATED. CABLES ARE ROUTED
FROM VARIOUS LOCATIONS TO THE STARTUP TEST PANELS USING CABLE TRAYS WHICH REST
UNSECURED ON TOP OF THE MAIN CONTROL ROOM PANELS. IMPROPER MOUNTING OF THE
PANELS AND CABLE RACEWAYS POSE A POTENTIAL HAEARD TO OTHER MAIN CONTROL ROOM
PANELS DURING A SEISMIC EVENT. THE STARTUP TEST PANEL CONFIGURATION WILL BE
MODIFIED TO MEET SEISMIC REQUIREMENTS PRIOR TO RESTART OF EACH UNIT. PROCEDURES
FOR TEMPORARY INSTALLATION OF EQUIPMENT HAVE SINCE BEEN ADOPTED WHICH REQUIRE AN
UNREVIEWED SAFETY QUESTION DETERMINATION.

l
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[ 16] BROWNS FERRY 3 DOCKET 50-296 LER 85-006
MISMATCH OF REACTOR WATER LEVEL INDICATORS.
EVENT DATE: 021385 REPORT DATE: 031585 NSSS: GE TYPE: BWR

(NSIC 194574) DURING THE STARTUP OF UNIT 3, A MISMATCH BETWEEN WATER LEVEL
INDICATORS DEVELOPED WHILE AT LOW PRESSURE AND SUBSEQUENTLY DIMINISHED. AT 2130
THE UNIT OPERATOR NOTICED THE B GEMAC WATER LEVEL INDICATOR, LI-3-60, WAS
INDICATING APPROX 17 INCHES LESS THAN A AND C GEMACS, LI-3-53 AND LI-3-206. AT
2136, A HALF SCRAM WAS INITIATED BY LIS-3-203D. THE UNIT OPERATOR IMMEDIATELY
RAISED WATER LEVEL WHICH CLEARED THE HALF SCRAM. BY 2230, ALL 3 CONTROL ROOM
INDICATORS WERE INDICATING THE SAME LEVEL. THE APPARENT CAUSE OF THE EVENT WAS A
PARTIAL LOSS OF WATER IN THE A GEMAC REFERENCE LEG CAUSING LI-3-53 AND LI-3-206
TO INDICATE ERRONEOUSLY. THE REFERENCE LEG REFILLED AS THE EFFICIENCY OF THE
HEADPOT INCREASED WITH INCREASED REACTOR PRESSURE. POST EVENT REVIEW INDICATED
THAT SIMILAR PHENOMENA HAVE BEEN OBSERVED AT SEVERAL BWR FACILITIES AND WAS
USUALLY DUE TO A SMALL LEAK IN ASSOCIATED VALVES OR PRESSURE GAUGES. SINCE THE
EVENT, TRAINING HAS BEEN RECEIVED BY OPERATORS, PLANT MANAGEMENT AND SHIFT
TECHNICAL ADVISORS TO ENABLE THEM TO MORE RAPIDLY DIAGNOSE WATER LEVEL INDICATION
PROBLEMS DURING STARTUP OPERATIONS. THE UNIT WAS SHUTDOWN ON 3-9-85, TO INSPECT
INSTRUMENTS AND INSTRUMENT LINES FOR ANY PROBLEMS WHICH COULD HAVE CAUSED A LOSS
OF WATER IN THE REFERENCE LEG. SIMILAR EVENTS - 296/81-027 AND 260/77-011.

[ 17] BROWNS FERRY 3 DOCKET 50-296 LER 85-008
INITIATION OF MANUAL SCRAM FOLLOWING ROD WORTH MINIMIEER INOPERABILITY.
EVENT DATE: 030985 REPORT DATE: 040585 NSSS: GE TYPE: BWR

(NSIC 194172) AT 2134 ON 3-9-85 OPERATIONS PERSONNEL ELECTED TO MANUALLY SCRAM
THE REACTOR WHEN PROBLEMS WITH THE ROD WORTH MINIMIEER PROGRAM WERE ENCOUNTERED
DURING A CONTROLLED SHUTDOWN. UNIT 3 UAS BEING SHUT DOWN TO INVESTIGATE PROBLEMS
ASSOCIATED WITH REACTOR VESSEL LEVEL INSTRUMENTATION (REFERENCE LER 296/85-003).
PREVIOUS EVENT - 259/84-004.

[ 18] BROWNS FERRY 3 DOCKET 50-296 LER 85-012
MOMENTARY LOSS OF SECONDARY CONTAINMENT DUE TO FAILED DOORLOCK.
EVENT DATE: 042585 REPORT DATE: 052485 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: BROWNS FERRY 1 (BWR)

(NSIC 194173) SECONDARY CONTAINMENT WAS LOST MOMENTARILY IN 3 SEPARATE EVENTS DUE
TO PERSONNEL AIRLOCK DOOR PROBLEMS. A. THE ELECTRIC STRIKE ON UNIT 3 AIRLOCK
DOOR HAD A BROKEN LEVER SPRING. THE ELECTRIC STRIKE WAS REPLACED AND THE DOOR
RETURNED TO SERVICE. B. THE ELECTRIC STRIKE WAS BROKEN AND THE DOOR CLOSURE
NEEDED ADJUSTMENT ON UNIT 1 PERSONNEL AIRLOCK DOOR. THE ELECTRIC STRIKE WAS
REPLACED, AND THE DOOR CLOSURE ADJUSTED BEFORE RETURNING THE DOOR TO SERVICE. C.
THE PERMISSIVE LIMIT SWITCH ON UNIT 1 PERSONNEL AIRLOCK DOOR. SAME AS B ABOVE,
NEEDED ADJUSTMENT. THE LIMIT SWITCH WAS ADJUSTED BEFORE RETURNING THE DOOR TO
SERVICE. THE ABOVE LISTED PROBLEMS ARE NOT RELATED AND ARE CONSIDERED RANDOM
FAILURES WITH NO RECURRENCE CONTROL REQUIRED.

[ 19] BROWNS FERRY 3 DOCKET 50-296 LER 85-014
TEST ERROR CAUSES CONTAINMENT ISOLATION INITIATION.
EVENT DATE: 042985 REPORT DATE: 052485 NSSS: GE TYPE: BWR

(NSIC 194475) DURING PERFORMANCE OF INSTRUMENT CHECK SURVEILLANCE INSTRUCTION,
RADIATION MONITOR RI-90-142 WAS TAKEN TO THE 'EERO' POSITION TO CHECK RECORDER
READING RESULTING IN AN INADVERTENT INITIATION OF GROUP 6 CONTAINMENT ISOLATION
LOGIC. WHEN THE MODE SWITCH WAS PLACED IN THE 'EERO' POSITION AN UPSCALE TRIP
WAS ACCORDINGLY GENERATED. THE SURVEILLANCE INSTRUCTION DID NOT CAUTION THE
OPERATOR ABOUT THE POSSIBILITY OF GENERATING A CONTAINMENT ISOLATION SICNAL. A

__________ _ _ _ _ _ _ _ _ _ _ . _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ . _ _ - _ - - - _ _ _ _ . _ - - - _ - _ _ -
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CAUTION NOTE WAS ADDED TO THE APPLICABLE PLANT SURVEILLANCE INSTRUCTION TO
PREVENT SIMILAR OCCURRENCES IN THE FUTURE. THE CONTAINMENT ISOLATION SIGNAL WAS
RESET AND EQUIPMENT RETURNED TO NORMAL AFTER VERIFYING THE AFFECTED SAFETY
SYSTEMS AVAILABILITY.

[ 201 BROWNS FERRY 3 DOCKET 50-296 LER 85-013
,

' EXCESSIVE PRIMARY CONTAINMENT ISOLATION VALVE CLOSURE TIME.
EVENT DATE: 043085 REPORT DATE: 052985 'NSSS: GE TYPE: BWR

(NSIC 194174) FOUR PRIMARY CONTAINMENT ISOLATION BUTTERFLY VALVES FAILED THEIR
CLOSURE TIME SURVEILLANCE TEST. THIS SURVEILLANCE WAS BEING PERFORMED BECAUSE OF
DISCOVERED TIMING TEST METHODOLOGY DEFICIENCIES FOR THE SURVEILLANCE. THE ROOT
CAUSE FOR THE SLOW OPERABILITY OF THESE VALVES WAS A REVISED TIMING PROCEDURE.
THE TECH SPEC MAXIMUM OPERATING TIME IS 2.5 SECS. THE MAXIMUM CLOSURE TIME
RECORDED WAS L0 SECS FOR A SUPPRESSION CHAMBER PURGE INLET VALVE (FCV-64-19).
MAINTENANCE WAS PERFORMED ON THIS VALVE AND IT LATER PASSED THE TEST. THE
REMAINING 3 VALVES TIMED AT SUPPRESSION CHAMBER PURGE INLET (FCV-64-19), 10 SECS:
DRYWELL MAIN EXHAUST ISOLATION (FCvs-64-29 AND 30) 3.3 SECS AND 3.0 SECS,
RESPECTIVELY. THE 4 VALVES WILL BE ADJUSTED, AS REQUIRED, AND THE TIMING CHECKED

' BELOW 2.5 SECS PRIOR TO STARTUP OF UNIT 3.

[ 21] BROWNS FERRY 3 DOCKET 50-296 LER 85-015
SETPOINT DRIFT OF TURBINE FIRST-STAGE PERMISSIVE SWITCHES.
EVENT DATE: 051585 REPORT DATE: 061185 NSSS: GE TYPE: BWR

(NSIC 194609) ON 3-15-85 DURING PERFORMANCE OF SURVEILLANCE INSTRUCTION 4.1.A.14
TURBINE FIRST-STAGE PRESSURE PERMISSIVE FUNCTIONAL TEST AND/OR CALIBRATION, ALL 4
TURBINE FIRST-STAGE PRESSURE PERMISSIVE SWITCHES (PS-1-81A, PS-1-818, PS-1-91A, j

AND PS-1-908) WERE FOUND TO BE OUT OF CALIBRATION. THE SWITCHES WERE INSPECTED, !

RECLIABRATED, AND FUNCTIONALLY TESTED. THE CAUSE OF THE EVENT CAN BE ATTRIBUTED
TO INSTRUMENT DRIFT.

[ 22] BROWNS FERRY 3 DOCKET 50-296 LER 85-016
EMERGENCY DIESEL GENERATOR FUEL LINE LEAK.
EVENT DATE: 051785 REPORT DATE: 060785 NSSS: GE TYPE: BWR
VENDOR: ELECTRO - MOTIVE DIV. OF GM

GENERAL MOTORS

(NSIC 194610) DURING THE MONTHLY TEST OF EMERGENCY DG 3D, A PINHOLE LEAK
DEVELOPED AT THE FUEL LINE/ FILTER WELD. THE TEST WAS STOPPED, AND THE DIESEL WAS
DECLARED INOPERATIVE. INSPECTION DETERMINED THAT A VIBRATION INDUCED CRACK IN
THE FUEL FILTER MANIFOLD BRACKET TO BASE PLATE WELD CAUSED FATIGUE AND SUBSEQUENT i

LEAKAGE AT THE WELD IN THE FUEL LINE. ALL OTHER DIESELS IN THE PLANT WERE '

INSPECTED FOR THE SAME PROBLEM, AND VISUAL INDICATIONS OF BASE PLATE WELD CRACKS
WERE FOUND ON DGS 3A AND 35. SEISMIC INTEGRITY OF THESE DIESELS WAS NOT AFFECTED,
50 THEY WERE MAINTAINED OPERABLE. THE FUEL LINE AND ALL BASE PLATE WELD CRACKS
HAVE BEEN WELD REPAIRED.

[ 23] BRUNSWICK 1 DOCKET 50-325 LER 85-018
MAINTENANCE ERRORS CAUSE TWO PRIMARY CONTAINMENT ISOLATIONS.
EVENT DATE: 042085 REPORT DATE: 052005 NSSS: GE TYPE: BWR

(NSIC 194577) ON 4-20-85 AT 0330, A UNIT 1 PRIMARY CONTAINMENT GROUP 6 ISOLATION
OF THE CONTAINMENT ATMOSPHERE CONTROL SYSTEM OCCURRkD AND WOULD NOT RESET. ON
4-26-85, AT 0047, A UNIT 1 PRIMARY CONTAINMENT GROUP 3 ISOLATION OF THE REACTOR
WATER CLEANUP (RWCU) SYSTEM INBOARD PRIMARY CONTAINMENT ISOLATION VALVE OCCURRED.
BOTH EVENTS OCCURRED DURING A UNIT 1 REFUEL /ttAINTENANCE OUTAGE. THE 4-20-85
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| EVENT RESULTED FROM 2 OPEN POWER SUPPLY CIRCUIT BREAKERS TO THE GROUP 6 ISOLATION
'

LOGIC. AN INVESTIGATION WAS INCONCLUSIVE IN DETERMINING THE CAUSE OF THE OPEN
CIRCUIT BREAKERS. THE BREAKERS WERE CLOSED AND THE ISOLATION SIGNAL WAS RESET.
AS A RESULT OF THIS EVENT, APPROPRIATE PERSONNEL WILL BE MADE AWARE OF POWER
SUPPLY PANEL CIRCUIT BREAKER ALIGNMENTS RELATIVE TO PLANT MODIFICATION WORK. THE
4-26-85 EVENT RESULTED FROM A BLOWN ELECTRICAL FUSE IN THE RWCU DIFFERENTIAL FLOW
SENSING LOGIC CAUSED BY ACCIDENTAL SHORTING OF ELECTRICAL TERMINALS IN A POWER
SUPPLY PANEL DURING PLANT MODIFICATION WORK. THE BLOWN FUSE WAS REPLACED. THE
INVOLVED CRAFTSMAN WAS APPROPRIATELY DISCIPLINED.

[ 24] BRUNSWICK 1 DOCKET 50-325 LER 85-021
FIVE SPURIOUS FIRE ALARMS AND ONE SPURIOUS CHLORINE ALARM OCCUR.
EVENT DATE: 050185 REPORT DATE: 053185 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: BRUNSWICK 2 (BWR)
VENDOR: WALLACE & TIERMAN, INC.

(NSIC 194578) ON MAY 1, 2, 10, 14, AND 16, 1985, AUTOMATIC INITIATIONS OR
ISOLATIONS OF THE UNITS 1 AND 2 COMMON CONTROL BLDG HEATING, VENTILATION, AND AIR
CONDITIONING (CB HVAC) SYSTEM OCCURRED FOR CUMULATIVE TOTALS OF 5 INITIATIONS AND
1 ISOLATION. DURING EACH EVENT, UNIT 1 WAS IN A REFUEL / MAINTENANCE OUTAGE AND
UNIT 2 WAS AT POWER OPERATION. CB HVAC AUTOMATIC INITIATIONS AND ISOLATIONS
PLACE THE SYSTEM INTO ITS MOST CONSERVATIVE CONDITION FOR EACH RESPECTIVE TYPE
SIGNAL. FOUR OF THE CB HVAC INITIATIONS WHICH STARTED THE UNITS' SELECTED
CONTROL BLDG EMERGENCY AIR FILTRATION (CB EAF) COMMON TRAIN 2A OR 2B RESULTED
FROM SPURIOUS CONTROL BLDG FIRE ALARMS. THE REMAINING CB HVAC INITIATION
RESULTED FROM ACTUATION OF A CONTROL BLDG FIRE DETECTOR DUE TO DUST FROM ONGOING
PLANT MODIFICATION WORK IN THE VICINITY OF THE DETECTOR. AFTER EACH CB HVAC
INITIATION, THE AFFECTED CB EAF WAS RETURNED TO STANDBY FOLLOWING VERIFICATION
THAT ACTUAL FIRE CONDITIONS DID NOT EXIST. THE CB HVAC ISOLATION WAS CAUSED BY
SPURIOUS ACTUATION OF THE SYSTEM AIR INTAKE PLENUM CHLORINE DETECTOR, 1X-AT-2977,
RESULTING FROM AN INCREASED SENSITIVITY DUE TO A LACK OF ELECTROLYTE IN THE
DETECTOR. A STICKING LEVEL INDICATOR FLOAT IN THE DETECTOR ELECTROLYTE RESERVOIR
HAD CAUSED A FALSE INDICATION OF SUFFICIENT RESERVOIR HAD CONSEQUENTLY GONE DRY.
THE SAME PROBLEM WAS ALSO FOUND TO AFFECT THE SYSTEM REDUNDANT DETECTOR
2X-AT-2977.

[ 25] BRUNSWICK 1 DOCKET 50-325 LER 85-022
BURNING RELAY CAUSES SBGT STARTUP.
EVENT DATE: 050285 REPORT DATE: 053085 NSSS: GE TYPE: BWR
VENDOR: ALLEN-BRADLEY CO.

(NSIC 194579) DURING A UNIT 1 REFUEL / MAINTENANCE OUTAGE, ON 5-02-85 AT 1407, A
PRIMARY CONTAINMENT GROUP 6 ISOLATION OCCURRED, THE REACTOR BLDG VENTILATION
SYSTEM AUTOMATICALLY ISOLATED, AND TRAIN 1B OF THE REACTOR BLDG STANDBY CAS
TREATMENT SYSTEM AUTOMATICALLY STARTED. A REACTOR BLDG FIRE WATCH HAD OBSERVED
SMOKE EMANATING FROM SBGT TRAIN 1A AND REPORTED THE DISCOVERY TO THE CONTROL
ROOM. OPERATIONS PERSONNEL ASSESSED THE PROBLEM AND DEENERGIEED THE POWER SUPPLY
TO TROUBLE START CONTROL RELAY CR-4 OF SBGT TRAIN 1A, THEREBY RESULTING IN THE
EVENT. CR-4, WHICH IS IN THE CIRCUITRY TO THE UNIT SBGT TRAINS' HIGH TEMPERATURE
CONTROL ROOM ANNUNCIATOR, HAD OVERHEATED AND CAUGHT FIRE. THE FIRE WAS REPORTED
OUT AT 1418. SBGT TRAIN 1B WAS SECURED AND RETURNED TO STANDBY, AND THE
ISOLATION SIGNALS WERE RESET. THE INVOLVED SMOKE DID NOT AFFECT OPERABILITY OF
SBGT TRAIN 18. ON 5-7-85, CR-4 (ALLEN-BRADLEY PART NO. 696-521-39) TO SBGT 1A
WAS REPLACED. THE FAILURE OF CR-4 IS ATTRIBUTED TO RELAY COIL INSULATION
BREAKDOWN RESULTING FROM INDETERMINATE CAUSES. THE CR-4 RELAYS IN SBGT 18 AND
UNIT 2 SBGT'S 2A AND 2B WERE VISUALLY INSPECTED FOR SIGNS OF OVERHEATING OR
PHYSICAL DEGRADATION WITH NO PROBLEMS FOUND.

>
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[ 261 BRUNSWICK 1 DOCKET 50-325 LER 85-023
SPURIOUS REACTOR PRESSURE SIGNAL CAUSES ISOLATION OF REACTOR SHUTDOWN COOLING.
EVENT DATE: 050285 REPORT DATE: 053185 N555: GE TYPE: BWR

(NSIC 194580) DURING A UNIT 1 REFUELING / MAINTENANCE OUTAGE ON 5-2-85, AT 1538
THE UNIT CONTROL OPERATOR DISCOVERED THAT A PRIMARY CONTAINMENT GROUP 8 ISOLATION
OF THE RHR SYSTEM'S SHUTDOWN CCOLING INBOARD PRIMARY CONTAINMENT ISOLATION VALVE,
1-E11-F009, HAD OCCURRED. THE UNIT REACTOR CAVITY WAS FLOODED. THE FUEL POOL
GATES WERE REMOVED, AND THE FUEL POOL COOLING SYSTEM AND RWCU SYSTEM WERE
AVAILABLE FOR REACTOR DECAY HEAT REMOVAL. RHR FLOW RECORDER TRACES SHOWED THE
ISOLATION WAS SEALED IN FOR APPROX 15 TO 20 MINS BEFORE DISCOVERY OF THE EVENT.
WITHIN 5 MINS OF THE EVENT DISCOVERY, THE ISOLATION WA5 RESET AND RHR SHUTDOWN
COOLING WA5 REESTABLISHED FOLLOWING DETERMINATION THAT AN ACTUAL ISOLATION
CONDITION DID NOT EXIST. THIS EVENT IS ATTRIBUTED TO A SPURIOUS INTERRUPTION OF
THE LOGIC CIRCUITRY TO THE REACTOR STEAM DOME PRESSURE INSTRUMENT,
1-B32-PS-N018A-1. AN INVESTIGATION WAS INCONCLUSIVE IN DETERMINING WHETHER
ONGOING WORK ACTIVITIES IN THE VICINITY OF THE ASSOCIATED CONTROL ROOM RHR
ISOLATION ACTUATION RELAYS RESULTED IN THE EVENT. THE INSTRUMENT ACTUATION
SETPOINT OF N018AO-1 WAS ALSO CHECKED AND FOUND WITHIN REQUIRED TOLERANCES.

[ 27] BRUNSWICK 1 DOCKET 50-325 LER 85-025
FAILURE TO VERIFY WEIGHTS OF CARBON DIOXIDE STORAGE CYLINDERS.
EVENT DATE: 051085 REPORT DATE: 060785 N555: GE TYPE: BWR
OTHER UNITS INVOLVED: BRUNSWICK 2 (BWR)

(NSIC 194766) ON 5/10/85, A ROUTINE CORPORATE QUALITY ASSURANCE AUDIT OF PLANT
PERIODIC TEST PERFORMANCES REVEALED THAT FROM 1/28/85 UNTIL 3/21/85 THE HIGH
PRESSURE CARBON DIOXIDE FIRE EXTINGUISHING SYSTEMS OF THE UNITS 1 AND 2 COMMON
CONTROL BUILDING WERE INOPERABLE, DUE TO FAILURE TO PERFORM REQUIRED ONCE PER SIX
MONTHS VERIFICATIONS OF THE SYSTEMS CARBON DIOXIDE STORAGE CYLINDERS' MINIMUM
WEIGHT. THE APPLICABLE TECH SPEC REQUIREMENT IS 4.7.7.3A. THE SUBJECT
SURVEILLANCE IS ACCOMPLISHED BY PERIODIC TEST (PT) - 35.10. FROM 1/28/85 THROUGH
3/21/85, BOTH UNITS, AT VARIOUS TIMES, WERE AT POWER, REACTOR STARTUP, OR
SHUTDOWN. ON 1/14/85, PLANT OPERATIONS PERSONNEL, WHO PERFORMED PT-35.10, DID
NOT PROPERLY COMPLETE SURVEILLANCE TEST EXCEPTION DOCUMENTATION TO REFLECT THAT
THE SYSTEMS WERE INOPERABLE DUE TO THE CARBON DIOXIDE WEIGHING DEVICE BEING OUT
OF SERVICE FOR REPAIRS. CONSEQUENTLY, CONTROL ROOM OPERATIONS PERSONNEL WERE !
UNAWARE OF THE SYSTEMS ' INOPERABILITY AND PROPER DOCUMENTATION OF THE LIMITING
CONDITION FOR OPERATION WAS NOT INITIATED. IN ADDITION, THE REQUIRED SPECIAL
REPORT PURSUANT TO TECH SPEC 6.9.2 WAS MISSED ON 2/27/85.

[ 28) BRUNSWICK 1 DOCKET 50-325 LER 85-028
DESIGN INADEQUACY OF STANDBY GAS TREATMENT SYSTEM CONTROL LOGIC.
EVENT DATE: 051485 REPORT DATE: 061385 NSS5: GE TYPE: BWR
0THER UNITS INVOLVED: BRUNSWICK 2 (BWR)

(NSIC 194767) ON 5/14/95, IT WAS DETERMINED THAT A DESIGN ERROR WITH THE STANDBY
GAS TREATMENT (SBGT) SYSTEMS OF UNITS 1 AND 2 WOULD HAVE PREVENTED AUTOMATIC
INITIATION FOLLOWING A TEMPORARY LOSS OF OFF-SITE POWER. OPERATOR ACTION WOULD
HAVE BEEN REQUIRED TO RESET THE SYSTEMS, WHICH CONFLICTS WITH SYSTEM DESIGN

INTENT AS DESCRIBED IN THE PLANT FINAL SAFETY ANALYSIS REPORT REQUIRING
AUTOINITIATION. CONTROL ROOM ALARM ANNUNCIATION 5 WOULD HAVE ALERTED CONTROL
OPERATORS OF BOTH UNITS THAT THE SYSTEMS WERE NOT RESET. AT THE TIME OF THIS
DETERMINATION, UNIT 1 WAS IN A REFUEL / MAINTENANCE OUTAGE AND UNIT 2 WAS AT 1005.
RELAY CR1, WHICH TRIPS OR PREVENTS STARTING OF THE SBGT'S FANS ON HIGH 5YSTEM
TEMPERATURE, WAS DESIGNED WITH SEAL-IN CONTACT 5 IN ITS COIL CIRCUIT TO ALLOW
SYSTEM RESTART EITHER MANUALLY OR AUTOMATICALLY ONLY AFTER MANUAL RESETTING. A
LOS5 OF OFF-SITE POWER DEENERGIEES CR1, PRODUCING THE SAME EFFECT AS A SYSTEM
HIGH TEMPERATURE CONDITION. THIS DESIGN DEFICIENCY WOULD ALSO PREVENT THE

_ - _ _ _ _ _
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REACTOR BUILDING SUPPLY AND EXHAUST DAMPERS FROM ISOLATING ON A HIGH DRYWELL
PRESSURE OR LOW VESSEL LEVEL. AS THESE ISOLATION SIGNALS TO THESE DAMPERS ARE.
INITIATED THROUGH THE SBGT LOGIC. HIGH REACTOR BUILDING RADIATION WOULD INITIATE
ITS DESIGN ISOLATION.

( 29] BRUNSWICK 1 DOCKET 50-325 LER 85-019
TWO SPURIOUS ACTUATIONS OF CONTROL BUILDING EMERGENCY AIR FILTRATION SYSTEM.
EVENT DATE: 051585 REPORT DATE: 061285 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: BRUNSWICK 2 (BWR)

(NSIC 194765) ON 5-15-85 AT 1400, AND 5-21-85, AT 1050 AND 1136, TRAIN 2A OF THE
UNITS 1 AND 2 COMMON CONTROL BUILDING EMERGENCY AIR FILTRATION (CBEAF) SYSTEM
AUTOMATICALLY INITIATED DUE TO CONTROL BUILDING FIRE ALARMS. IN RACH CASE, THE
REDUNDANT CBEAF TRAIN 2B WAS IN STANDBY AND UNIT 1 WAS IN A REFUEL / MAINTENANCE
OUTAGE WHILE UNIT 2 WAS OPERATING AT OR NEAR 1005. AFTER EACH EVENT, THE FIRE
ALARM WAS RESET AND CBEAF TRAIN 1A WAS RETURNED TO STANDBY FOLLOWING A
VERIFICATION THAT AN ACTUAL FIRE CONDITION DID NOT EXIST. CONTROL OPERATORS OF
BOTH UNITS BECAME AWARE OF THESE EVENTS THROUGH APPROPRIATE CONTROL ROOM ALARM
ANNUNCIATIONS. THE 5-15-85 EVENT RESULTED FROM ACCIDENTAL SHORTING OF A FIRE
DETECTOR IN THE CONTROL BUILDING CABLE SPREAD AREA. WHILE CLIMBING IN CLOSE
CONFINES MONITORED BY THE DETECTOR DURING IDENTIFICATION LABELING OF FIRE
DETECTORS, A PLANT AUXILIARY OPERATOR INADVERTENTLY TOUCHED THE DETECTOR. THE
EVENT ON 5-21-85, AT 1050, RESULTED FROM ACCIDENTAL MECHANICAL SHOCK OF A CONTROL
BUILDING CABLE SPREAD FIRE DETECTOR BY A CONTRACT MAINTENANCE WORKER. THE EVENT
ON 5-21-85, AT 1136 IS ATTRIBUTED TO SPURIOUS ACTUATION OF A CONTROL BUILDING
CABLE SPREAD FIRE DETECTOR.

[ 30] BRUNSWICK 1 DOCKET 50-325 LER 85-029
MAINTENANCE ERROR CAUSES PRIMARY CONTAINMENT GROUP 1 ISOLATION SIGNAL.
EVENT DATE: 051585 REPORT DATE: 061385 NSSS: GE TYPE: BWR

(NSIC 194768) ON $/15/85, AT 1600, A UNIT 1 PRIMARY CONTAINMENT GROUP 1 ISOLATION
SIGNAL OCCURRED WHILE THE UNIT MAIN STEAM LINE ISOLATION VALVES (MSIVS) WERE
CLOSED. UNIT 1 WAS IN A REFUEL / MAINTENANCE OUTAGE. REPLACEMENT OF THE MSIV
LOGIC HFA RELAY, B21-K22, WAS IN PROGRESS WHEN AN ACCIDENTAL SHORTING OF A TEST
LEAD TO K22 CAUSED LOGIC CIRCUITRY FUSE F6C TO BLOW, INITIATING A CHANNEL "A"
LOGIC TRIP SIGNAL. PRIOR TO THIS EVENT, A CHANNEL "B" LOGIC TRIP SIGNAL HAD BREN
SEALED IN DUE TO A BLOWN FUSE. THIS EVENT IS ATTRIBUTED TO PERSONNEL ERROR DURING
REPLACEMENT AND WIRE TERMINATIONS. THE FUSES WERE REPLACED AND THE GROUP 1 WAS
RESET.

[ 31) BRUNSWICK 2 DOCKET 50-324 LER 82-071 REV 1
UPDATE ON CONTAINMENT ISOLATION VALVE AND PENETRATION LEAKS.
EVENT DATE: 070182 REPORT DATE: 032885 MSSS: GE TYPE: BWR

(NSIC 194556) DURING THE PERFORMANCE OF TYPE C LOCAL LEAK RATE TESTING OF
CONTAINMENT ISOLATION VALVES, PT-20.3, PRIMARY CONTAINMENT PENETRATIONS AND
ISOLATION VALVES WERE FOUND TO HAVE LEAK RATES THAT WHEN ADDED TO THE PREVIOUSLY
KNOWN PRIMARY CONTAINMENT LEAK RATE, RESULTED IN A TOTAL LEAKAGE RATE GREATER
THAN 0.60 LA FOR PENETRATIONS AND VALVES. TECH SPECS 3.6.1.25, 6.9.1.95. THE
VALVES AND PENETRATIONS WERE REPAIRED AND RETURNED TO SERVICE AND AN INTEGRATED
LEAK RATE TEST (ILRT) OF THE PRIMARY CONTAINMENT VERIFIED CONTAINMENT
OPERABILITY. SIGNIFICANT IMPROVEMENTS IN THE LEAK RATE PROGRAM AND MAINTENANCE
OF LEAK RATE ASSOCIATED COMPONENTS HAVE BREN MADE SINCE THIS EVENT. IN 1984,
PRIMARY CONTAINMENT WAS AGAIN VERIFIED BY PERFORMANCE OF AN LLRT AND AN ILRT. NO
FURTHER ACTION IS PLANNED.

.. . . . . .
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[ 32] BRUNSWICK 2 DOCKET 50-324 LER 83-045 REV 1
UPDATE ON ERRONEOUS REACTOR LEVEL INDICATION.
EVENT DATE: 040883 REPORT DATE: 090684 NSSS: GE TYPE: BWR
VENDOR: ROSEMOUNT, INC.

(NSIC 194153) DURING UNIT POWER OPERATION, A ROUTINE CHANNEL CHECK OF REACTOR
LEVEL INSTRUMENTATION REVEALED REACTOR LEVEL INSTRUMENT 2-B21-LT-N017D-1 WAS
INDICATING A LEVEL OF 194" WHILE REDUNDANT INSTRUMENTATION INDICATED A LEVEL OF
187". N017D-1 SUPPLIES A LOW LEVEL INPUT TO THE RPS AND PCIS TO INITIATE A
REACTOR SCRAM AND A GROUP 2, 6, 7, AND 8 ISOLATION SIGNAL AT 162.5". TECH SPECS
2.2.1, 3.3.2, 6.9.1.98. INITIAL INVESTIGATION OF THIS EVENT REVEALED SMALL LEAKS
ON THE VALVE PACKING NUT OF THE N017D-1 REFERENCE LEG FLOW BYPASS VALVE. THE
LEAKS WERE SUSPECTED OF ALLOWING THE INSTRUMENT REFERENCE LEG LEVEL TO DECREASE
AND CAUSE N017D-1 TO SENSE A HIGHER THAN ACTUAL REACTOR LEVEL. THE LEAKS WERE
ELIMINATED, THE REFERENCE LEG WAS REFILLED TO COMPENSATE FOR LEVEL DECREASE, AND
N017D-1, ROSEMOUNT INC., MODEL NO. 1152 WAS RETURNED TO SERVICE. IN ADDITION,

DURING SUBSEQUENT SHUTDOWN OF UNIT 2 ON 4-8-83 THE N017D-1 REFERENCE AND
VARIABLE SENSING LEG TUBING WAS FLUSHED TO ENSURE THE TUBING WAS CLEAR OF ANY
POSSIBLE CRUD ACCUMULATION WHICH MAY HAVE CAUSED OR CONTRIBUTED TO THE EVENT.

[ 33) BYRON 1 DOCKET 50-454 LER 85-050
FAILURE TO TEST FOR T(AVERAGE).
EVENT DATE: 022485 REPORT DATE: 060485 NSSS: WE TYPE: PWR

(NSIC 194646) ON 5-5-85 AT 1930 HRS THE UNIT 1 OPERATOR DISCOVERED THAT PART OF
THE SURVEILLANCE REQUIREMENTS OF TECH SPEC 3/4.2.5 WERE NOT BEING ADDRESSED. TECH
SPEC 3/4.2.5 REQUIRES THAT DNB RELATED PARAMETERS T-AVG AND PRESSURIEER PRESSURE,
BE MAINTAINED WITHIN THE LIMITS OF LESS THAN OR EQUAL TO 591.2 AND GREATER THAN
OR EQUAL TO 2219 PSIC, RESPECTIVELY, AND THAT THEY BE VERIFIED TO BE WITHIN THEIR
LIMITS AT LEAST ONCE PER 12 HRS. T-AVE WAS NOT DOCUMENTED TO BE LESS THAN OR j

EQUAL TO 591.2 F EVERY 12 HRS AS REQUIRED SINCE ENTRY INTO MODE 1. THE STEP TO
VERIFY THE VALUE OF T-AVG HAD BEEN INADVERTENTLY DELETED DURING A REVISION OF THE
DAILY OPERATING SURVEILLANCE. IT WAS VERIFIED THAT T-AVE HAS NEVER EXCEEDED THE
TECH SPEC LIMIT AND THE SURVEILLANCE REQUIREMENTS FOR T-AVE HAVE BEEN PERMANENTLY
ADDED TO THE DAILY OPERATING SURVEILLANCES.

[ 34] BYRON 1 DOCKET 50-454 LER 85-023
FAILURE OF GOVERNOR VALVES CAUSES LOW STEAMLINE PRESSURE.
EVENT DATE: 022785 REPORT DATE: 031985 NSSS: WE TYPE: PWR
VENDOR: WESTINGHOUSE ELECTRIC CORP.

(NSIC 194735) AT 2217 HOURS. AN AUTOMATIC SAFETY INJECTION ACTUATION OCCURRED.
THIS RESULTED WHEN 2 OUT OF 3 CHANNELS ON 1 OUT OF 4 STEAMLINES INDICATED LOW
STEAMLINE PRESSURE SATISFYING THE SI ACTUATION LOGIC. THE EVENT OCCURRED WHILE
ATTEMPTING TO TRANSFER TURBINE SPEED CONTROL FROM THE THROTTLE TO THE GOVERNOR
VALVES IN THE MANUAL MODE. W't"N THE CONTROLLER WAS RETURNED TO THE AUTO MODE
AFTER THE TRANSFER WAS BELIEV/3 TO BE COMPLETED, THE GOVERNOR VALVES OPENED
ABRUPTLY TO APPROXIMATELY 50%. THE RESULTING HIGH STEAM FLOW PRODUCED THE
STEAMLINE PRESSURE DROP WHICH IN TURN CAUSED THE SI ACTUATION. FOLLOWING THIS
EVENT, ALL THROTTLE AND GOVERNOR VALVE POSITION INDICATIONS WERE RECALIBRATED.
IN ADDITION, THE GOVERNOR VALVE POSITION VERSUS SPEED CURVE SOFTWARE FOR THE
DIGITAL ELECTRO-HYDRAULIC CONTROLLER WAS REVISED.

[ 35] BYRON 1 DOCKET 50-454 LER 85-024
TURBINE TRIP / REACTOR TRIP DURING SYNCHRONIEATION.
EVENT DATE: 030185 REPORT DATE: 031985 NSSS: WE TYPE: PWR
VENDOR: WESTINGHOUSE ELECTRIC CORP.

~
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(NSIC 194689) DURING THE FIRST ATTEMPT TO SYNCHRONIEE THE MAIN GENERATOR TO THE
GRID, A TURBINE TRIP / REACTOR TRIP OCCURRED. THIS RESULTED FROM A MECHANICAL
ANTI-MOTORING TRIP CAUSED BY THE INABILITY OF THE TURBINE'S DIGITAL ELECTRO
HYDRAULIC CONTROLLER TO PROPERLY POSITION THE GOVERNOR VALVES IN ORDER TO PICK-UP
GENERATOR LOAD. THE LOAD VERSUS GOVERNOR VALVE POSITION CURVE IN THE DIGITAL
ELECTRO HYDRAULIC CONTROLLER HAS BEEN REVISED. THE GENERATOR HAS BEEN
SUCCESSFULLY SYNCHRONIEED FOLLOWING THE IMPLEMENTATION OF THE REVISED VALVE
POSITICN CURVE.

[ 36] BYRON 1 DOCKET 50-454 LER 85-029
IMPULSE PRESSURE CHANNEL IN TEST / REACTOR TRIP.
EVENT DATE: 030585 REPORT DATE: 040185 NSSS: WE TYPE: PWR

(NSIC 194690) DURING REACTOR STARTUP, A REACTOR TRIP OCCURRED AS THE RESULT OF
TROUBLESHOOTING BEING DONE BY INSTRUMENT MAINTENANCE (IM) PERSONNEL. THIS EVENT
RESULTED FROM THE FAILURE OF PERSONNEL TO COMPLY WITH A PROCEDURAL PREREQUISITE
PRIOR TO THE ATTEMPTED TROUBLESHOOTING. A REACTOR TRIP SIGNAL WAS GENERATED.
THIS OCCURRED WHEN IM PERSONNEL PLACED ONE OF THE TURBINE IMPULSE PRESSURE
CHANNELS (P-505) IN " TEST * WHICH ENABLED THE TURBINE POWER GREATER THAN 105
PERMISSIVE (P-13). P-13 THEN ENABLED THE AT POWER PERMISSIVE (P-7). P-7
UNBLOCKED THE TURBINE TRIP INPUT TO REACTOR TRIP AND, WITH ALL FOUR TURBINE
STOP/ THROTTLE VALVES CLOSED. THE TURBINE TRIP SIGNAL CAUSED THE REACTOR TRIP.
CORRECTIVE ACTIONS WILL CONSIST OF A TRAINING CLASS FOR IM CONTROL SYSTEM
TECHNICIANS CONCERNING REACTOR TRIP LOGIC AND THE INCLUSION OF HIGH VISIBILITY
COVER SHEETS ON SURVEILLANCE PROCEDURES THAT IMPACT EQUIPMENT WITH REACTOR TRIP
INPUTS. ALSO, THIS LER WILL BE REQUIRED READING FOR ALL LICENSED OPERATORS.

[ 37] BYRON 1 DOCF.ET 50-454 LER 85-030
MANUAL AUX FEED INITIATION.
EVENT DATE: 031385 REPORT DATE: 040585 NSSS: WE TYPE: PWR

(NSIC 194189) DURING AN UP-POWER MANEUVER TO 101 SG NARROW RANGE LEVELS
DECREASED TO 45 ABOVE THE LO LO SETPOINT AS EXCESSIVE PRESSURE DROP ACROSS THE
CONDENSATE POLISHERS CAUSED SUCTION PRESSURE AT THE STARTUP FEEDWATER PUMP TO
DECREASE. THE 1A AUX FEED PUMP WAS MANUALLY STARTED. ALSO, A LOW PRESSURE DROP
FLOW PATH IN PARALLEL WITH THE POLISHERS WAS THROTTLED OPEN (A GLAND STEAM
CONDENSER OUTLET VALVE) INCREASING FW SUCTION PRESSURE. SG LEVELS WERE RECOVERED
AND AUX FEED WAS SECURED. TWO CONDITIONS LED TO THIS EVENT: IST THE CONDENSATE
POLISHERS WERE IMPOSING AN EXCESSIVE PRESSURE DROP ON THE CONDENSATE / CONDENSATE
BOOSTER SYSTEM WHICH DEGRADED THE PERFORMANCE OF THE START-UP FEEDWATER PUMP.
POLISHER PLOWS WERE AT MAXIMUM IN SUPPORT OF SECONDARY CLEANUP EFFORTS TO MEET
CHEMISTRY RESTRICTIONS. 2ND THE RECIRCULATION VALVE FOR THE START-UP FEEDWATER
PUMP IS NOT CURRENTLY THROTTABLE. DUE THE PUMP'S LARGE RECIRCULATION FLOW
REQUIREMENT, DISCHARGE FLOW NEVER REACHES THE POINT WHERE THE RECIRCULATION VALVE
CLOSES AUTOMATICALLY. A MODIFICATION IS IN PROGRESS TO PROVIDE FOR AUTOMATIC
POLISHER BYPASS ON LOW CONDENSATE BOOSTER PUMP SUCTION PRESSURE.

[ 38] BYRON 1 DOCKET 50-454 LER 85-032
IMPROPER ORIENTATION OF NON-RETURN CHECK VALVE.
EVENT DATE: 031485 REPORT DATE: 040285 NSSS: WE TYPE: PWR
VENDOR: ATWOOD & MORRILL CO., INC.

(NSIC 194691) ON MARCH 14, 1985 AT 4: 35 P.M. CST, WHILE OPERATING IN MODE 1 AT A
REACTOR POWER OF 205, IT WAS DISCOVERED DURING A SYSTEM WALKDOWN THAT THE 14C LOW
PRESSURE FEEDWATER HEATER NON-RETURN CHECK VALVE WAS INSTALLED IMPROPERLY. THIS
VALVE IS PART OF THE TURBINE OVERSPEED PROTECTION SYSTEM: THEREFORE, THE TECH
SPEC ACTION STATEMENT WAS INITIATED. CORRECTIVE ACTION HAS BEEN TAKEN BY
REINSTALLING THIS NON-RETURN CHECK VALVE IN ITS CORRECT ORIENTATION.

n
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[ 39) BYRON 1 DOCKET 50-454 LER 85-035
LOW STEAMLINE PRESSURE SAFETY INJECTION.
EVENT DATE: 031485 REPORT DATE: 041285 NSSS: WE TYPE: PWR

(NSIC 194706) DURING PLANT RECOVERY FOLLOWING A LOSS OF OFFSITE POWER TEST ON
MARCH 14, 1985 A SAFETY INJECTION CCCURRED AT 2153 HOURS. THE ACTUATION SIGNAL
WAS INITIATED BY ACTUAL LOW STEAM GENERATOR PRESSURE WHICH EXISTED AT THE TIME.
THE PLANT WAS OPERATING IN MODE 3. THE CAUSE OF THE EVENT WAS DIRECTLY RELATED
TO THE OPERATIONAL CONDITION OF THE PLANT AT THE TIME. THE LOSS OF OFFSITE POWER
TEST HAD JUST BEEN SUCCESSFULLY COMPLETED. THE FOUR REACTOR COOLANT PUMPS AND
THE NORMAL FEEDWATER PUMPS WERE NOT OPERATING. THE REACTOR TRIP CAUSED AN
IMMEDIATE DECREASE IN PRESSURIEER PRESSURE. AS SOON AS POWER WAS RESTORED TO THE
APPROPRIATE BUSSES VIA THE DIESUL GENERATORS. THE PRESSURIEER HEATERS WERE
ENERGIEED TO INCREASE REACTOR COOLANT PRESSURE. THE ATMOSPHERIC RELIEF VALVES
WERE USED SEVERAL TIMES TO CONTROL THE REACTOR COOLANT PRESSURE. THIS CAUSED
STEAM GENERATOR PRESSURE TO DECREASE TO APPROXIMATELY 680 PSIG. THE RATE
COMPENSATED PORTION OF THE STEAM GENERATOR PRESSURE CHANNELS ANTICIPATED A STEAM
GENERATOR PRESSURE OF 640 PSIG AND THIS INITIATED THE SAFETY INJECTION AND MAIN
STEAM ISOLATION SIGNALS. SUBSEQUENT EVENTS INCLUDED THE LIFTING OF THE
PRESSURIEER POWER OPERATED RELIEF VALVES AND RESTORING OF THE PRESSURIEER SPRAY 1

IVALVES TO CONTROL REACTOR COOLANT PRESSURE. AN ORDERLY SHUTDOWN OF THE UNIT WAS
INITIATED AFTER THE PLANT STABILIEED.

I
J

[ 40] BYRON 1 DOCKET $0-454 LER 85-037
CONTROL ROOM VENTILATION ISOLATION ON RADIATION MONITOR FAILURE.
EVENT DATE: 032385 REPORT DATE: 041685 NSSS: WE TYPE: PWR
VENDOR: GENERAL ATOMIC CO.

(NSIC 194190) RADIATION MONITOR OPR33J, MAIN CONTROL ROOM OUTSIDE AIR INTAKE 'B',

WENT INTO THE INTERLOCK MODE DUE TO A HIGH VACUUM ALARM CAUSED BY A DIRTY
PARTICULATE FILTER ON INTAKE RADIATION MONITOR (OPR33J). THIS CAUSED THE B TRAIN
OF THE MAIN CONTROL ROOM VENTILATION SYSTEM TO TRANSFER TO ITS ESF CONFIGURATION.
THE RADIATION CHEMISTRY DEPARTMENT IS NOW CHANGING THE FILTERS ON ALL 4 MAIN
CONTROL ROOM VENTILATION SYSTEM RADIATION MONITORS ON A DAILY BASIS TO PREVENT
RECURRENCE OF THIS EVENT.

[ 41] BYRON 1 DOCKET 50-454 LER 85-036
ESF ACTUATION DUE TO RADIATION MONITOR POWER FAILURE.
EVENT DATE: 032785 REPORT DATE: 041885 NSSS: WE TYPE: PWR
VEEDOR: GENERAL ATOMIC CO.

(NSIC 194692) RADIATION MONITORS OPR34J (MAIN CONTROL ROOM OUTSIDE AIR INTAKE
"B"), 1RT-ARQ11 (CONTAINMENT FUEL HANDLING ACCIDENT), AND 1RT-AR012 (CONTAINMENT
FUEL HANDLING ACCIDENT) WENT INTO THE INTERLOCK MODE DUE TO A POWER FAIL ALARM
CAUSED BY A VOLTAGE TRANSIENT ON THE CECO 345KV SYSTEM. THE VOLTAGE TRANSIENT
WAS CAUSED BY A BUSHING FAILURE ON A 345/138 KV TRANSFORMER AT AN OFFSITE
TRANSMISSION SUBSTATION. THIS CAUSED THE B TRAIN OF THE MAIN CONTROL ROOM
VENTILATION SYSTEM TO TRANSFER TO ITS ESF CONFIGURATION. MODIFICATIONS ARE IN
PROGRESS TO LOWER THE POWER FAIL ALAPM SETPOINT TO A LOWER VOLTAGE IN ORDER TO
REDUCE THE SENSITIVITY OF THE PROCESS AND AREA RADIATION MONITORING SYSTEM TO
VOLTAGE TRANSIENTS.

( 42| BYRON 1 DOCKET 50-454 LER 85-042
REACTOR TRIPS TWICE DUE TO DROPPED RODS.
EVENT DATE: 032985 REPORT DATE: 042585 NSSS: WE TYPE: PWR
VENDOR: WESTINGHOUSE ELECTRIC CORP.

(NSIC 194785) WHILE THE UNIT WAS OPERATING AT 185 POWER A REACTOR TRIP OCCURRED

~
_-



~ . - - - - - -- - - - _ - = - . -, - - - -

.

; 14

i DUE TO POWER RANGE FLUX RATE HIGH ON THE EXCORE NEUTRON DETECTORS. INVESTIGATION
I OF THE SEQUENCE OF EVENTS RECORDER SHOWED THAT THE FOUR RODS IN SHUTDOWN BANK A
j GROUP 1 ALL FELL CAUSING A HIGH NEGATIVE RATE. IT WAS BELIEVED THAT DEGRADATION

OF CONTROL ROD POWER FUSES AND MISSING SEISMIC CLAMPS ON THESE FUSES, AGGRAVATED

| BY THE SLAMMING OF A POWER CABINET DOOR WAS THE ROOT CAUSE OF THE TRIP. THE UNIT
i

j WAS RETURNED TO POWER THE FOLLOWING DAY WITH NO FURTHER EFFECTS. HOWEVER, AN '

j IDENTICAL TRIP OCCURRED 11 DAYS LATER AND MORE EXTENSIVE TROUBLESHOOTING WAS i

UNDERTAKEN. A FAULTY CIRCUIT CARD IN THE CONTROL ROD DRIVE LOGIC CABINET WAS jf
; DETERMINED TO BE THE CAUSE OF THE TWO TRIPS. THE CARD WAS REPLACED, AND THE ROD

DRIVE SYSTEM IS NOW OPERATING PROPERLY.

( 43) BYRON 1 DOCKET 50-454 LER 85-039
FEEDWATER PUMP SPEED CONTROLLER SWITCHOVER PROCEDURE ERROR.
EVENT DATE: 040205 REPORT DATE: 042285 NSSS: WE TYPE: PWR

9
(MSIC 194784) ON 4/2/85 AT 2:10 PM CST, THE REACTOR TRIPPED ON LOW SG LEVEL. PER

: BYRON GENERAL PROCEDURE 100-3 (POWER ASCENSION), THE MASTER FREDWATER PUMP SPEED
| CONTROLLER WAS PLACED FROM MANUAL CONTROL INTO AUTOMATIC CONTROL. IMMEDIATELY

THE 15 FEEDWATER PUMP (TURRINE DRIVEN) SPEED AND FLOW RATE SEGAN TO OSCILLATE.
j THE UNIT OPERATOR. NOTICING THIS TRANSIENT, PLACED THE SPEED CONTROLLER BACK IN

[
MANUAL CONTROL IN AN ATTEMPT TO DAMPEN THE OSCILLATIONS AND BRING THE PUMP UNDER-
CONTROL. THESE OSCILLATIONS CAUSED THE HIGH PRESSURE STEAM SUPPLY STOP VALVE TO
CLOSE. ELIMINATING THE PUMPING CAPABILITY OF THE PUMP. THE UNIT OPERATOR
SUCCESSFULLY STARTED THE 1A MOTOR DRIVEN FERDWATER PUMP, BUT IT TRIPPED ON LOW!

I SUCTION PRESSURE. THE REACTOR THEN TRIPPED DUE TO 1C STEAM GENERATOR LO-2 LEVEL.
THE 1A MOTOR DRIVEN FREDWATER PUMP LOW SUCTION PRESSURE WAS DUE TO A THROTTLED

| CONDENSATE POLISHING SYSTEM SUPPLY VALVE. IT INDICATED OPEN SUT HAD A BROKEN
VALVE STEM KEY AND THE VALVE WAS THROTTLED 205 OPEN. THIS STARVED THE FERDPUNP,

SUCTION. IT WAS DETERMINED THAT THE MASTER FERDWATER PUMP SPEED CONTROLLER4

! SHOULD NOT BE PLACED IN AUTOMATIC UNTIL THE MAIN FERDWATER REGULATING VALVES ARE
IN SERVICE AND THE MAIN FREDWATER ISOLATION VALVES ARE OPEN. THE BYRON GENERAL4

PROCEDURE MAS BEEN REVISED ACCORDINGLY. THIS EVENT, THE LOSS OF A FEEDWATER
j PUMP, NAS OCCURRED BEFORE AT BYRON (LER #85-031-00).

( 44) BYRON 1 DOCKET 50-454 LER 85-044
FAILURE TO ENTER LCO ACTION STATEMENT.4

; EVENT DATE: 040385 REPORT DATE: 042585 NSSS: WE TYPE: PWR
' VENDOR: COPES-VULCAN, INC.

(NSIC 194597) A TECH SPEC LCO ACTION REQUIREMENT WAS NOT INITIATED WHEN
MAINTENANCE WAS STARTED ON A CONTAINMRNT ISOLATION VALVE. AS A RESULT, THE

: APPROPRIATE SURVEILLANCE WHICH VERIFIES VALVE ISOLATION TIME UPON COMPLETION OF
'

MAINTENANCE WORK WAS NOT PERFORMED IN A TIMELY MANNER. OPERATING PERSONNEL WILL
BE ISSUED REQUIRED READING REGARDING CLARIFICATION OF CONDITIONS WHICH MAKE AN

{ ISOLATION VALVE IMOPERABLE, AND TESTING REQUIRED TO DECLARE IT OPERABLE.
|

1

! ( 45] SYRON 1 DOCKET 50-454 LER 85-045
i REACTOR COOLANT SAMPLE AFTEE POWER CHANGE PERFORMED LATE.
j EVENT DATE: 041085 REPORT DATE: 050385 NSSS: WE TYPE: PWR
I

i (NSIC 194786) ON APRIL 10, 1985, BYRON UNIT 1 REACTOR TRIPPED PROM A POWER OF
! 285. IN ACCORDANCE WITH TECH SPEC 3/4.4.0, TABLE 4.4-4, STEP 4-5, A REACTOR
I COOLANT SAMPLE SHOULD HAVE BEEN DRAWN AND ANALYSED SETWEEN TWO AND SIX HOURS I

FOLLOWING THE TRIP. CONTRARY TO THE TECM SPEC, THE SAMPLE WAS TAKEN 7 HOURS, 45
MINUTES AFTER THE REACTOR TRIP. THE RESPONSIBLE FOREMAN DID NOT INSTRUCT THE
COUNTING ROOM TECNNICIANS TO REVIEW THE APPLICABLE SURVEILLANCE THAT HAD BREN
INITIATED. TO PREVENT A RECURRENCE OF TMIS EVENT, THE TECHNICIANS WILL SE
INSTRUCTED ON A PERIODIC BASIS BY THE FOREMAN TO READ ALL SURVEILLANCE PROCEDURES

i

x



_

15

THAT ARE INITIATED AND PLACED IN THE COUNTING ROOM. IN ADDITION, A FILE
ORGANItER HAS BEEN PLACED IN THE STATION COUNTING ROOM FOR INITIATED SURVEILLANCE
PROCEDURES.

[ 46] BYRON 1 DOCKET 50-454 LER 85-046
REACTOR TRIP ON LO-LO STEAM GENERATOR LEVEL.
EVENT DATE: 042185 REPORT DATE: 050385 NSSS: WE TYPE: PWR
VENDOR: WESTINGHOUSE ELECTRIC SUPPLY COMPANY

(NSIC 194852) WITH THE PLANT OPERATING IN MODE 1 A REACTOR TRIP OCCURRED DUE TO
STEAM GENERATOR LO-2 LEVEL. THE STEAM GENERATCR LEVEL DROP WAS CAUSED BY AN
AUXILIARY RELAY STICKING IN THE ENERGIEED POSITION DURING A FEEDWATER ISOLATION
VALVE SLAVE RELAY SURVEILLANCE AND PRODUCING AN ACTUAL ISOLATION OF THE FEEDWATER
CONTROL VALVES. THE REACTOR TRIP PRODUCED A VOLTAGE FLUCTUATION ON THE ESF BUS
SUPPLYING A CONTROL ROOM VENTILATION INTAKE RADIATION MONITOR. THIS CAUSED THE

( RADIATION MONITOR TO ENTER AN INTERLOCK CONDITION WHICH IN TURN PLACED THE
! CONTROL ROOM VENTILATION SYSTEM IN THE MAKE-UP MODE. THE POWER FAILURE SETPOINTS

ON THE RADIATION MONITORS ARE BEING LOWERED TO MAKE THE MONITORS LESS SENSITIVE
TO VOLTAGE SWINGS (SEE ALSO LER 85-036-00). THE FAULTY RELAY WAS SUBSEQUENTLY

f REPLACED AND THE SYSTEM RETESTED SUCCESSFULLY.

[ 47] BYRON 1 DOCKET 50-454 LER 85-048
AUTO START OF MAIN CONTROL ROOM VENTILATION FAN.
EVENT DATE: 042485 REPORT DATE: 051785 NSSS: WE TYPE: PWR
VENDOR: GENERAL ATOMIC CO.

(NSIC 194505) RADIATION MONITOR OPR32J (MAIN CONTROL ROOM OUTSIDE AIR INTAKE 'A')
WENT INTO THE INTERLOCK MODE DUE TO A HIGH VACUUM ALARM CAUSED BY A DIRTY
PARTICULATE FILTER. THIS CAUSED THE A TRAIN OF THE MAIN CONTROL VENTILATION
SYSTEM TO TRANSFER TO ITS ESF CONFIGURATION. RADIATION CHEMISTRY AND TECHNICAL
STAFF PERSONNEL WILL REVIEW, AND REVISE IF NECESSARY. THE CURRENT FILTER CHANGE
INTERVAL TO PREVENT RECURRENCE OF THIS EVENT. MAIN CONTROL ROOM VENTILATION
SYSTEM ACTUATIONS HAVE OCCURRED DUE TO ERRANT FILTER CHANGE PROCEDURES AND ONE
HAS OCCURRED BECAUSE OF A DIRTY PARTICULATE FILTER (LER 85-037).

[ 48] BYRON 1 DOCKET 50-454 LER 85-049
AUTO START OF MAIN CONTROL ROOM VENTILATION SYSTEM.
EVENT DATE: 042485 REPORT DATE: 052085 NSSS: WE TYPE: PWR

(NSIC 194506) THE TRAIN A MAIN CONTROL ROOM VENTILATION SYSTEM TRANSFERRED TO THE
MAKEUP MODE OF OPERATION, WHICH IS ITS ESP CONFIGURATION. THE CAUSE OF THIS

|
ACTUATION IS UNKNOWN SINCE NO AUTOMATIC START INPUT SIGNALS WERE IDENTIFIED. THE |

CONTROL ROOM VENTILATION ISOLATION WAS RESET AND VENTILATION WAS RETURNED TO
NORMAL OPERATING STATUS. SIMILAR EVENT: 454/84-035.

[ 49] BYRON 1 DOCKET 50-454 LER 85-055
INOPERABILITY OF 2 CONTAINMENT ISOLATION VALVES (FLOOR DRAINSI.
EVENT DATE: 051585 REPORT DATE: 061285 NSSS: WE TYPE: PWR
VENDOR: XOMOX CORP.

(NSIC 194647) THE UNIT 1 CONTAINMENT FLOOR DRAIN ISOLATION VALVES WERE DECLARED
INOPERABLE WHEN THE XOMOX VALVE MANUFACTURER REPORTED THAT THEY COULD NOT BE
CONSIDERED SEISMICLY QUALIFIED AS ACTIVE VALVES DURING A SEISMIC EVENT. THE
PLANT WAS IN MODE 1 AT 505 POWER AT THE TIME OF NOTIFICATION. THE VALVES WERE
TAKEN OUT OF SERVICE IN THE CLOSED POSITION AND LCOAR 1805 6.3.1A WAS INITIATED.
THE PLANT CONTINUED TO OPERATE AS NO SAFETY SYSTEM WAS AFFECTED OR REDUCED IN ITS
ABILITY TO OPERATE DURING AN ACCIDENT. A JUSTIFICATION FOR INTERIM OPERATION

,
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(JIO) WAS VERBALLY APPROVED BY THE NRC TO ALLOW INTERMITTENT OPENING OF THE
VALVES DURING PLANT OPERATION. XOMOX SUPPLIED DRAWINGS FOR INSTALLATION OF
BRACKETS ON THE VALVES THAT WOULD BRING THEM WITHIN SPEC. A MODIFICATION WA5
PERFORMED ON THESE VALVES TO INSTALL THE BRACKETS AND THE VALVES RETURNED TO
SERVICE.

[ 50) BYRON 1 DOCKET 50-454 LER 85-056
UNANALYSED CONDITION AFFECTING AUX BUILDING ENVIRONMENT.
EVENT DATE: 051585 REPORT DATE: 061285 NSSS: WE TYPE: PWR

(NSIC 194648) THE STATION WAS NOTIFIED BY CECO ENGINEERING THAT A RUPTURE OF
EITHER THE COMMON BLOWDOWN LINE TO THE CONDEN5ER OR A HIGH-ENERGY, AUX STEAM
SYSTEM LINE COULD PRODUCE AN UNACCEPTABLY HARSH ENVIRONMENT IN THE AUX BLDG. A
RUPTURE OF THE BLOWDOWN LINE HAD BEEN PREVIOUSLY EVALUATED AND FOUND TO BE
ACCEPTABLE. BUT THE MAXIMUM BLOWDOWN FLOW ASSUMED WAS 15 GPM PER SG. MORE RECENT
EMPHASIS ON MAINTAINING PROPER SECONDARY CHEMISTRY HAS LED TO NORMAL BLOWDOWN
FLOWRATES OF 60 TO 90 GPM PER SG. A RUPTURE OF THE COMMON LINE WHILE OPERATING
AT THESE HIGHER FLOWRATES COULD CAUSE AUX BLDG TEMPERATURES TO EVENTUALLY EXCEED
EQUIPMENT QUALIFICATION TEMPERATURES IF THE BREAK IS NOT ISOLATED. FURTHER
REVIEW OF THIS FINDING REVEALED THAT A SIMILAR HARSH ENVIRONMENT COULD BE
PRODUCED BY nOSTULATED LINE BREAKS IN THE AUX STRAM SYSTEM. MODIFICATIONS ARE
BEING PROVIDED TO PROTECT THE AFFECTED EQUIPMENT. THE NRC HAS ALLOWED CONTINUED,
NORMAL OPERATION OF THE BLOWDOWN SYSTEM AND AUX STEAM SYSTEM THROUGH 8-31-85 IF
PERSONNEL ARE POSTED IN THE AUX BLDG TO DETECT A RUPTURE IF ONE SHOULD OCCUR.

[ 511 BYRON 1 DOCKET 50-454 LER 85-059
HOURLY FIRE WATCH DELAYED DUE TO SECURITY COMPUTER FAILURE.
EVENT DATE: 051785 REPORT DATE: 061495 NSSS: WE TYPE: PWR

(NSIC 194649) ON 5-17-85 A SECURITY COMPUTER FAILURE REQUIRED DUAL VERIFICATION
THAT SECURITY DOORS WERE LEFT SHUT AND LOCKED BY THE FIRE WATCH PATROLS. TO
PROVIDE THIS DtrAL VERIFICATION AT 2210 HRS A SECURITY SUPERVISOR DIRECTED 2 FIRE
WATCH PATROLS TO BE COMBINED AND THE 2 FIRE WATCHE5 TO WALK THE COMBINED ROUTE
JOINTLY BELIE 11NG THE TIME CONSTRAINTS COULD BE MET IN PLACE OF ASSIGNING
SEPARATE SECU.,ITY OFFICERS. THIS RESULTED IN ONE OF THE TWO PATROL's NORMAL
ROUNDS BEING PERFORMED 36 MINS LATE. THE FIRE WATCH PATROL, HAD BREN ESTABLISHED
DUE TO PENETRATIONS IN THE PLANT'S FIRE BARRIERS DUE TO CONSTRUCTION WORK IN
PROGRESS. TO PREVENT RECURRENCE, THE LOCKS ON THE SECURITY DOORS HAVE BEEN
CHANGED TO A SELF-LOCKING VARIETY, ELIMINATING THE REQUIREMENT OF DUAL
VERIFICATION ON A SECURITY COMPUTER OUTAGE. SECURITY SUPERVISOR 5 MAVE BREN
DIRECTED AGAINST REVISING THE ESTABLISHED FIRE WATCH ROUTES WITHOUT APPROVAL OF
THE STATION'8 FIRE MARSHAL. THE INSTALLED FIRE DETECTION INSTRUMENTATION SYSTEMS
FOR THE AFFECTED AREAS WERE OPERABLE, INSURING THAT PLANT SAFETY WAS NOT
AFFECTED. THERE HAS BREN 1 PRIOR INSTANCE OF FIRE WATCH PATROLS BRING DELAYED
DUE TO A SECURITY COMPUTER FAILURE. THIS WAS REPORTED IN LER 85-021.

[ 52) BYRON 1 DOCKET 50-454 LER 85-058
MISSED HOURLY FIRE WATCH.
EVENT DATE: 051985 REPORT DATE: 061485 N655: WE TYPES PWR

(NSIC 194710) ON MAY 19, 1985 AT 1410 WHILE IN MODE 3. ONE HOURLY FIRE WATCH
PATROL WA5 NOT CONDUCTED DUE TO A PERSONNEL ASSIGNMENT ERROR BY THE DUTY SECURITY
SERGEANT. UPON SHIFT TURNOVER, AFTER DISMISSING ~THE OFF-GOING FIRE WATCH PATROLS
ONE OF THE ON COMING FIRE WATCHES WA8 INCORRECTLY ASSIGNED ALTERNATE DUTIES
WITHOUT RELIEF ASSIGNED TO CONDUCT THE FIRE WATCH. WHEN THE FIRE WATCHES' LOG 5
WERE REVIEWED BETWEEN ROUNDS THE OMISSION WAS DETECTED AND ADDITIONAL PERSONNEL
ASSIGNED. APPROPRIATE DISCIPLINARY ACTIONS WERE TAKEN AGAINST THE SERGEANT
INVOLVED. ADDITIONALLY TO PRECLUDE RECURRENCE AN ADDITIONAL SECURITY SERGEANT HA8

I
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BEEN ASSIGNED TO SOLELY SUPERVISE AND INSURE PROPER FIRE WATCH PERFORMANCE. THE
FIRE WATCHES WERE IN EFFECT DUE TO PENETRATIONS IN THE STATION'S FIRE BARRIERS
FROM CONSTRUCTION WORK IN PROGRESS. ONE PRIOR OCCURRENCE OF A MISSED FIRE WATCH
DUE TO A LACK OF PERSONNEL WAS REPORTED IN LER 84-001-00.

! $3] BYRON 1 DOCKET 50-454 LER 85-054
REACTOR TURBINE TRIP DUE TO LOW LUBE OIL RESERVOIR.
EVENT DATE: 052485 REPORT DATE: 062185 NSSS: WE TYPE: PWR
VENDOR: WESTINGHOUSE ELECTRIC CORP.

(NSIC 194708) ON MAY 24, 1985 AT 0903, WITH UNIT 1 OPERATING AT 50 PERCENT POWER,
A REACTOR TRIP OCCURRED DUE TO A TURBINE TRIP. THE TURBINE TRIPPED ON LOW AUTO
STOP OIL PRESSURE. DUE TO FOULED RETURN LINE STRAINERS AND INADEQUATE OVERFLOW
CAPACITY, THE MAIN TURBINE LUBE OIL RESERVOIR OVERFLOWED CAUSING THE RESERVOIR
LEVEL TO DROP. THIS CAUSED THE MAIN TURBINE OIL PUMP TO CAVITATE. AS A RESULT
OF THIS EVENT AN INSPECTION AND CLEANING PROGRAM FOR THE RETURN LINE STRAINERS
HAS BEEN ESTABLISHED. IN ADDITION, A MODIFICATION HAS BEEN INITIATED TO INCREASE
THE OVERFLOW CAPACITY OF THE OIL RETURN SYSTEM.

[ 54] BYRON 1 DOCKET 50-454 LER 85-057
MISSED FIRE WATCHES DUE TO AUXILIARY BUILDING AIRBORNE ACTIVITY.
EVENT DATE: 052885 REPORT DATE: 061785 NSSS: WE TYPE: PWR

(NSIC 194709) ON MAY 28, 1985 FIRE WATCH PATROLS WERE RESTRICTED PROM PERFORMING
THEIR ASSIGNED ROUNDS OF THE AUXILIARY BUILDING. THE RESTRICTIONS RESULTED FROM
ALARA CONCERNS DUE TO A RELEASE OF GASEOUS RADIATION WHILE PERFORMING A VENTING
OF THE VOLUME CONTROL TANK OF THE CHEMICAL AND VOLUME CONTROL SYSTEM. DUE TO THE
AIRBORNE ACTIVITY ALARMS RECEIVED, PERSONNEL ACCESS TO THE AUXILIARY BUILDING WAS
RESTRICTED TO ALLOW THE SHORT-LIVED ACTIVITY TO DECAY AND THE AFFECTED LEVELS TO
BE SURVEYED AND RELEASED TO NORMAL USAGE. UPON RESTORATION, NORMAL FIRE WATCHES
WERE RESUMED.

( 55] CALLAWAY 1 DOCKMT 50-483 LER 85-011
MANUAL REACTOR TRIP DURING LOSS OF STARTUP TRANSFORMER.
EVENT DATE: 022285 REPORT DATE: 032585 NSSS: WE TYPE: PWR
VENDOR: GENERAL ELECTRIC CO.

(NSIC 194795) DURING A REACTOR STARTUP ON 2/22/85, THE REACTOR WAS MANUALLY
TRIPPED AND EMERGENCY DIESEL GENERATOR (D/G) "B" AUTOMATICALLY STARTED AND LOADED
WHEN THE STARTUP TRANSFORMER WAS LOST. THE REQUIRED SAFETY-RELATED EQUIPMENT
PERFORMED AS DESIGNED DURING THE INCIDENT. THE STARTUP TRANSFORMER WAS TRIPPED
OFF BY AN INTERLOCK BETWEEN THE TRANSFORMER AND ITS DELUGE SYSTEM DUE TO WATER
LEAKAGE INTO THE HAND PULL STATION FOR THE DELUGE SYSTEM. POWER WAS LOST TO THE
MOTOR / GENERATOR SETS WHICH SUPPLY POWER TO THE CONTROL RODS THUS PkEVENTING ROD
MOVEMENT. MHEN THE OPERATORS ATTEMPTED TO MOVE RODS IN AND NO MOVEMENT OCCURRED.
THE REACTOR WAS MANUALLY TRIPPED. THE MAUAL REACTOR TRIP IS CONSIDERED
APPROPRIATE OPERATOR ACTION FOR WHICH NO CORRECTIVE ACTION IS HECESSARY. THE
PULL STATION WAS REPLACED AND SEALED AND THE TRANSFCRMER/DELUGF SYSTEM INTERLOCK
HAS BEEN MODIFIED SUCH THAT THE TRANSFORMER MUST BE TRIPPED BEFORE THE DELUGE
SYSTEM WILL ACTUATE.

[ 56] CALLAWAY 1 DOCKET 50-483 LER 85-019
LOW STEAMLINE PRESSURE CAUSES SAFETY INJECTION ACTUATION.
EVENT DAIE: 033085 REPORT DATE: 042985 NSSS: WE TYPE: PWR

(NSIC 194737) ON 3/30/85 AT APPROXIMATELY 0613 CST AN INADVERTENT SAFETY
INJECTION ACTUATION WAS INITIATED FROM A LOW STEAMLINE PRESSURE SIGNAL. AN
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UNUSUAL EVENT WA5 DECLARED AT 0620 AND THE FEDERAL, STATE. AND LOCAL AGENCIES
WERE NOTIFIED IN ACCORDANCE WITN ENERGENCY PLAN PROCEDURE 5. THE APPROPRIATE
PROCEDURAL STEPS WERE FOLLOWED TO ASSURE THE PLANT WA5 IN A STABLE CONDITION AND
THE UNU5UAL EVENT WAS TERMINATED AT 0639. THE ATNOSPNERIC STRAN DUMP VALVES WERE
BEING CONTROLLED IN AUTOMATIC WITN MANUAL ADJUSTMENTS TO THE STEAN PRESSURE
SETPOINTS IN ORDER TO SUSTAIN TME DESIRED PRINARY SY5 TEN COOLDOWN RATE DURING A
PLANNED SHUfDOWN. TME REACTOR NAD BREN SNUTDOWN AT 0230 ON 3/30/05. WNEN THE
REACTOR OPERATOR ADJUSTED TME STEAM DUMP VALVES, THE STEAN PRES 5URE DECREASED ON
THE ORDER OF 10 TO 15 P.S.I. THE STRAN PRES 5URE SIGNAL FED INTO TNE ENGINEERED
SAFETY FEATURE LOGIC IS RATE SENSITIVE AND AMPLIFIED BY A FACTOR OF 10. TNUS.
THE 10 TO 15 P.S.I. DECREASE IN STRAN PRESSURE APPEARED TO BE A 100 OR 150 P.S.I.
DECREASE, WHICH WAS SUFFICIENT TO CAUSE A SAFETY INJECTION.

I 571 CALLAWAY 1 DOCKET 50-403 LER 85-021
INADEQUATE SEI5NIC QUALIFICATION OF CLASS IE BATTERIES.
EVENT DATE: 040485 REPORT DATE: 050605 NSSS: WE TYPE: PWR
VENDOR: GOULD-NATIONAL BAIT

(NSIC 1945133 ON 4-4-85 UNION ELECTRIC WAS NOTIFIED OF A POTENTIAL PROBLEN
CONCERNING THE SPACING BETWEEN TNE CLASS 15 BATTERIES AND THE BATTERY RACK 5.
THIS NOTIFICATION WAS A FOLLOW-UP EFFORT ON AN EVENT AT LASALLE PLANT. THE
LETTER DESCRIBING TNIS POTENTIAL PROBLEN GAVE A RECONNENDED SPACING OF A MAX OF
1/4 INCH GAP BETWEEN TME BATTERY END CELLS AND THE BATTERY RACK BND STRINGERS.
THIS RECOMMENDATION WAS BASED ON SPACING USED DURING 3EI5NIC TESTING CONDUCTED BY
GNS BATTERIES INC. UPON NOTIFICATION, UE TOOK PROMPT CONSERVATIVE ACTION TO
ENSURE SPACING MRT TWE CRITERIA SPECIFIED. FIRE RETARDANT PLYWOOD SPACERS WERE
INSTALLED BETWEEN TME BATTERY END CELLS AND THE BATTERY RACK BND STRINGERS.
CONCURRENTLY, EVALUATIONS WERE INITIATED TO DETERMINE IF THIS CRITERIA WAS
APPLICABLE TO CALLAWAY. TNESE EVALUATIONS WERE A JOINT EFFORT OF UNION ELECTRIC
AND BECNTEL CORP. ON 4-25-85, IT WAs DETERMINED TNAT THE SPACING REQUIREMENTS
WERE APPLICABLE TO TME CALLAWAY PLANT BATTERIES AND TMEREFORE REPORTABLE UNDER 10
CFR 50.73(Alt 2)(V). THE INNEDIATE ACTION TAKEN ON 4-4-05 WA5 CONSIDERED
SUFFICIENT TO RESOLVE THE PROBLENs NOWEVER, A MODIFICATION REQUEST IS BRING
EVALUATED TO PROVIDE PERMANENT SPACERS.

! $8] CALLAWAY 1 DOCKET 50-403 LER 85-022
REACTOR TRIPS FOLLOWING CRD MOTOR-GENERATOR OUTPUT BREAKER TRIP.
EVENT DATE: 041005 REPORT DATE: 051005 MSSS: WB TYPE: PWR

(NSIC 194650) ON 4-10-85 TNE PLANT WAS IN MODE 3 WITH THE SNUTDOWN BANKS
WITMDRAWN AND ROD DRIVE POWER BRING SUPPLIED BY MOTOR GENERATOR SBT 82. AT 1400
CST THE OUTPUT BREAKER FOR NG SET 82 TRIPPED OPEN CAUSING TME SNUTDOWN BANKS TO
DROP. UPON OBSERVING THE ENUTDOWN BANKS DROP, THE REACTOR OPERATOR MANUALLY
OPENED TME REACTOR TRIP BREAKERS WNICH RESULTED IN A FEEDWATER ISOLATION. THE
OPERATORS RECOVERED FROM TME TRIP PER PLANT PROCEDURES AND STABILIBED PLANT
CONDITIONS. AM. INVESTIGATION INTO TNE INCIDENT REVEALED TNAT THE EXCITER
OVERCURRENT RELAYS FOR BOTN NG SETS WERE PICKED UP. AN EXCITER OVERCURRENT
CONDITION ALONG WITN A BUS OVERVOLTAGE CONDITION TRIP 5 TME NG SBT OUTPUT BREAKER.
THE INVE5TIGATION COULD NOT VERIFY THE PRESENCE OF A BUS OVERVOLTAGE CONDITION
AT THE TIME OF TNE INCIDENT SINCE TME BUS OVERVOLTAGE RELAY WAS DE-ENERGISED BY
THE TRIP. TO PREVENT RECURRENCE. TME PICKUP SETTING ON THE EXCITER OVERCURRENT
RELAYS WILL BE INCREASED.

[ 591 CALLAWAY 1 DOCKET 50-483 LER 55-023
INADVERTENT ENGINEERED SAFETY FEATURES ACTUATION.
EVENT DATE: 041385 REPORT DATE: 051305 NS55: WE TYPES PWR
OTHER UNITS INVOLVED: BYRON 1 (PWR)

WOLF CREEK 1 (PWR)
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VENDOR: GENERAL ATOMIC CO.

(NSIC 194696) ON 4/13/85, 4/17/85, AND 5/6/85 CONTAINMENT PURGE ISOLATION SIGNALS
(CPIS) AND INADVERTENT CONTROL ROOM V8NTILATION ISOLATION SIGNALS (CRVIS) WERE
RECEIVED. ALL SAFETY EQUIPMENT FUNCTIONED AS DESIGNED. IN ALL THREE EVENTS, IT
IS BELIEVED THAT THE CPIS'S AND CRVIS'S RESULTED FROM A FAULTY VACUUM TRANSDUCER
IN CONTAINMENT RADIATION MONITOR GT-RE-31. THE FAULTY VACUUM TRANSDUCER CAUSED
AN ERRONEOUS HIGH RADIATION SIGNAL WHICH INITIATED THE CPIS'S AND CRVIS'S. THIS
SAME PROBLEM HAS ALSO BREN IDENTIFIED AT THE WOLF CREEK PLANT AND THE BYRON
PLANT. A JOINT EFFORT BETWEEN THE THREE PLANTS AND THE VENDOR (GA TECHNOLOGIES,
INC.) HAS RESULTED IN A NEWLY DESIGNED TRANSDUCER. A CALLAWAY MODIFICATION
PACKAGE HAS BEEN INITIATED TO CHANGE OUT THE VACUUM TRANSDUCER TO THIS MORE
RELIABLE TYPE WHEN THEY BECOME AVAILABLE. IN THE INTERIM A PLANT WORK REQUEST WAS
INITIATED TO REPLACE THE FAULTY VACUUM TRANSDUCER WITH A NEW LIKE KIND VACUUM
TRANSDUCER. THERE WAS NO DAMAGE TO PLANT EQUIPMENT OR RELEASE OF RADIOACTIVITY
AS A RESULT OF THESE INCIDENTS.

[ 60] CALLAWAY 1 DOCKET 50-483 LER 85-025
SFURIOUS INTERMEDIATE RANGE HI FLUX SIGNAL CAUSES REACTOR TRIP AND ESF ACTUATION.
EVENT DATE: 050685 REPORT DATE: 060385 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: INDIAN POINT 3 (PWR)
VENDOR: WESTINGHOUSE ELECTRIC CORP.

(NSIC 194797) ON 5/6/85 AT 2115 CDT A REACTOR TRIP, FEEDWATER ISOLATION, AND
AUXILIARY FEEDWATER ACTUATION OCCURRED DURING A REACTOR STARTUP. THE PLANT WAS
IN MODE 2, STARTUP, AT THE TIME OF THE EVENT. THE REACTOR TRIP WAS INITIATED BY
A SPURIOUS INTERMEDIATE RANGE HI FLUX SIGNAL THAT WAS CAUSED BY A BLOWN FUSE IN
THE EX-CORE NEUTRON MONITORING CHANNEL SE-NI-36. THE SPURIOUS HI FLUX SIGNAL
ALSO INITIATED AN AUTOMATIC TRANSFER OF CHARGING PUMP SUCTION FROM THE VOLUME
CONTROL TANK TO THE REFUELING WATER STORAGE TANK. THE FUSE WAS REPLACED AND BY
0947 ON 5/7/85 NORMAL REACTOR STARTUP WAS COMMENCED. DISCUSSIONS WITit
WESTINGHOUSE ELECTRIC CORPORATION HAVE INDICATED THAT A POSSIBLE LEAK PATH EXISTS
FOR AN ALTERNATING CURRENT TO BE SUPERIMPOSED ONTO THE DIRECT CURRENT IN THE LOG
AMPLIFIER. THE RESULTANT CURRENT FLOW COULD THEN BE SUFFICIENT TO BLOW THE
CONTROL POWER FUSE. UNTIL A PERMANENT SOLUTION IS IDENTIFIED A TEMPORARY
PROCEDURE CHANGE HAS BEEN MADE WHICH WILL REMOVE THE TEST SIGNAL TO THE LOG
AMPLIFIER DURING REACTOR STARTUPS.

[ 61] CALLAWAY 1 DOCKET 50-483 LER 85-027
RHR SURVEILLANCE PROCEDURE HAS ERROR.
EVENT DATE: 053085 REPORT DATE: 062885 NSSS: WE TYPE: PWR

(NSIC 194817) AT 1030 CDT ON 5/30/85, IT WAS DISCOVERED THAT SURVRILLANCE
PROCEDURE, OSP-E-P001A, REQUIRED BY TECH SPEC 3.5.2 TO VERIFY RESIDUAL HEAT
REMOVAL (RHR) PUMP 'A' OPERABILITY, ISOLATED TWO OF THE FOUR REACTOR COOLANT
SYSTEM COLD LEG INJECTION PATHWAYS. THIS RENDERS BOTH EMERGENCY CORE COOLING
SYSTEMS (ECCS) INOPERABLE SINCE FOUR LEG INJECTION FROM RHR IS ASSUMED IN THE
SAFETY ANALYSIS. IMMEDIATE CORRECTIVE ACTION WAS TO INITIATE A TEMPORARY CHANGE
NOTICE FOR OSP-EJ-P001A TO ALLOW SURVEILLANCE TESTING WHILE MAINTAINING RHR TRAIN
'B' LINE-UP TO 4 COLD LEG INJECTION PATHWAYS. THE SURVEILLANCE WAS
SATISFACTORILY COMPLETED ON 5/30/85. THIS INCIDENT OCCURRED AS A RESULT OF
MISINTERPRETING OPERABILITY CRITERIA FOR THE RHR SYSTEM. FORMERLY, ONE RHR TRAIN
WAS DEEMED TO INCLUDE INJECTION FOR ONLY 2 OF 4 COLD LEGS. THIS FORMER CRITERIA
HAD AFFECTED ALL SURVEILLANCES PERFORMED PRIOR TO 5/30/85. TO PREVENT
RECURRENCE, OPERATIONS PERSONNEL WERE INFORMED OF THE NEW INTERPRETATION AND
PROCEDURE REVISIONS FOR BOTH TRAINS WERE INITIATED. THIS EVENT DID NOT PRESENT A
SIGNIFICANT SAFETY CONCERN SINCE THE PROCEDURE DID NOT PREVENT OTHER PORTIONS OF
THE ECCS TO PERFORM AS DESIGNED.

_ _ _ _ _ _ _ _ _ .
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[ 62] CALVERT CLIFFS 1 DOCKET 50-317 LER 85-002
REACTOR TRIP ON LOW STEAM GENERATOR WATER LEVEL CONDITION RESULTING FROM A
TEMPORARY LOSS OF MAIN FEEDWATER.
EVENT DATE: 020585 REPORT DATE: 030785 NSSS: CE TYPE: PWR

(NSIC 194176) AT 1658 ON 2-5-85, CALVERT CLIFFS UNIT 1 REACTOR TRIPPED FROM 1005
POWER ON A LOW SG WATER LEVEL CONDITION CAUSED BY A TEMPORARY REDUCTION AND
SUBSEQUENT LOSS OF MAIN FEEDWATER FLOW. THE UNIT 1 AUX BLDG OPERATOR INCORRECTLY
DEENERGIEED A PORTION OF THE FEEDWATER REGULATING SYSTEM WHILE ATTEMPTING TO
DEENERGIEE ell INSTRUMENT AIR COMPRESSOR. THIS CAUSED THE STEAM GENERATOR FEED
PUMPS TO SLOW DOWN EVEN THOUGH REACTOR POWER REMAINED AT 1005. REALIEING HE HAD
CPENED THE WRONG BREAKER, THE AUX BLDG OPERATOR RESHUT THE BREAKER TO THE
DEENERGIEED PORTION OF THE FEEDWATER REGULATING SYSTEM. THIS SENT THE ACTUAL
1005 FEEDWATER DEMAND SIGNAL TO THE SG FEED PUMPS SPEED CONTROL SYSTEM AND CAUSED
THE SG FEED PUMPS TO RAPIDLY ACCELERATE. THIS EXTREME TRANSIENT CAUSED THE SG
FEED PUMPS TO TRIP ON LOW SUCTION PRESSUkE. UNIT 1 THEN TRIPPED ON LOW SG WATER
LEVEL.

[ 63] CALVERT CLIFFS 1 DOCKET 50-317 LER 85-007 J
HPSI INJECTION LEGS' FLOW IMBALANCED.
EVENT DATE: 041585 REPORT DATE: 051585 NSSS: CE TYPE: PWR
OTHER UNITS INVOLVED: CALVERT CLIFFS 2 (PWR)

(NSIC 194763) AT 1120 ON 4/15/85 DURING THE PERFORMANCE OF UNIT 1 SURVEILLANCE
TEST STP-0-67-1, THE HIGH PRESSURE SAFETY INJECTION (HPSI) SYSTEM (BQ) INJECTION *

LEGS' FLOW RATES WERE OUTSIDE THE TECH SPEC 4.5.2.H REQUIREMENT OF 170 > OR EQUAL
TO 5 GPM TO EACH OF THE FOUR (4) LEGS. WHILE IN MODE 5 ON 4/27/85 AT 2115
DURING THE PERFORMANCE OF STP-0-67-2, UNIT 2 EXPERIENCED A SIMILAR OCCURRENCE.
MAINTENANCE PERSCNNEL ADJUSTED THE LIMIT SWITCHES OF THE UNIT 2 THROTTLE VALVES
TO OBTAIN THE REQUIRED BALANCED FLOW RATES. SIMILAR EVENTS WERE REPORTED IN LERS
50-317/83-64, 50-318/93-64 AND 50-317/84-16. CHANGE TO THE TECH SPECS WILL BE
INCORPORATED WITH CHANGES ASSOCIATED WITH THE UNIT 1 CYCLE 8 RELOAD SUBMITTAL TO
REQUIRE A MINIMUM ADDITIVE FLOW RATE FOR THE LOWEST THREE (3) INJECTION LEG
FLOWS. THE UNIT 1 VALVES WILL BE SET FOR PULL OPEN WHEN TH3 TECH SPEC CHANGES
ARE IMPLEMENTED. A SAFETY ANALYSIS HAS BEEN SATISFACTORILY PERFORMED USING THIS
NEW FLOW RATE. THE RESULTJ OF THE 4/15 AND 4/24 TESTS WOULD HAVE SATISFACTORILY
MET THE HPSI FLOW REQUIREMENTS OF THE NEW TECH SPEC.

[ 64] CALVERT CLIFFS 1 DOCKET 50-317 LER 85-006
UGS REMOVAL WITHOUT FUEL HANDLING SUPERVISOR PRESENT.

,

EVENT DATE: 041885 REPORT DATE: 051685 NSSS: CE TYPE: PWR

(NSIC 194764) ON APRIL 18, 1995 THE PLANT WAS SHUTDOWN IN MODE 6 PRIOR TO
REFUELING. REACTOR DISASSEMBLY WAS IN PROGRESS WITH THE NEXT SCHEDULED EVOLUTION
BEING REMOVAL OF UPPER GUIDE STRUCTURE (UGS) FROM THE REACTOR VESSEL. MAINTENANCE
PERSONNEL REMOVED THE UGS FROM THE REACTOR VESSEL WITHOUT A FUEL HANDLING
SUPERVISOR (FHS) PRESENT TO MONITOR THE EVOLUTION, THIS VIOLATED TECH SPEC

6.2.2.E WHICH REQUIRES A FHS TO BE PRESENT DURING EVOLUTIGHS WHICH CONSTITUTE A
CORE ALTERATION. TO PREVENT RECURRENCE OF THIS EVENT, THE PROCEDURES FOR REMOVAL
AND INSTALLATION OF THE UGS HAVE BEEN MODIFIED TO REQUIRE THAT THE FHS SIGN THE
PROCEDURE ONCE ON STATION TO MONITOR INSTALLATION CR REMOVAL OF THE UGS.

[ 65] CALVERT CLIFFS 2 DOCKET 50-318 LER 85-005
INADVERTENT REFUELING WATER TANK LOW LEVEL TRIP CAUSES RECIRCULATION ACTUATION.
EVENT DATE: 052385 REPORT DATE: 062185 NSSS: CE TYPE: PWR
VENDOR: MAGNETROL, INC.

(NSIC 194821) AT 1631 ON MAY 23, 1985, DURING SURVEILLANCE TESTING OF TLE

1

_ _ _
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REFUELING WATER (RWT) TANK LOW LEVEL TRIP INPUT TO THE ENGINEERED SAFETY FEATURES
ACTUATION SYSTEM (ESFAS). INSTRUMENT TECHNICIANS INADVERTENTLY INITIATED A
RECIRCULATION ACTUATION SIGNAL (RAS). THE RAS AUTOMATICALLY INITIATES OPERATION
OF THE EQUIPMENT REQUIRED TO MAINTAIN A CONTINUOUS SOURCE OF COLD WATER FOR
CONTAINMENT SPRAY AND FOR EMERGENCY CORE COOLING UPON LOW LEVEL IN THE RWT. THE
TECHNICIANS VIOLATED A PRECAUTION IN THE PROCEDURE, WHICH STIPULATES THAT ONLY
ONE CHANNEL SHALL BE IN TEST AT A TIME, BY HAVING ONE CHANNEL IN TEST AND
PERFORMING EVOLUTIONS ON ANOTHER CHANNEL THAT CAUSED THE RAS INITIATION. IN
ADDITION, THE TECHNICIANS DID NOT ADHERE TO VERBAL DIRECTION FROM THE SUPERVISOR
THAT HE BE INFORMED PRIOR TO TESTING IN ORDER THAT HE COULD BE PRESENT.
PERSONNEL ACTION WAS TAKEN WITH THE TECHNICIANS INVOLVED, AND ALL INSTRUMENT
TECHNICIANS HAVE BEEN COUNSELED ON THIS LER. THE RAS WAS RESET AT 1640, MAY 23,
1985, AND THE EVENT WAS TERMINATED.

[ 661 CATAWBA 1 DOCKET 50-413 LER 95-018
DIESEL GENERATOR AND TURBINE DRIVEN AUXILIARY FEEDWATER PUMP CONCURRENTLY
INOPERABLE.
EVENT DATE: 030785 REPORT DATE: 040585 NSSS: WE TYPE: PWR

(NSIC 194686) ON KARCH 7, 1985, AT 0910 HOURS. THE TRAIN A DIESEL GENERATOR

CONTROL POWER BATTERIES WERE PLACED ON EQUALIEE CHARGE FOLLOWING MAINTENANCE ON
THE BATTERIES, RENDERING TRAIN A DIESEL GENERATOR INOPERABLE. ALSO AT 0910 HOURS
ON MARCH 7, 1985 THE TURBINE DRIVEN AUXILIARY PEEDWATER PUMP WAS DECLARED
INOPERABLE SO THAT A REQUIRED PERIODIC PUMP PERFORMANCE TEST COULD BE PERFORMED.
FROM 0910 HOURS TO 1945 HOURS ON MARCH 7, 1985 TRAIN A DIESEL GENERATOR AND THE
TURBINE DRIVEN AUXILIARY FEEDWATER PUMP WERE CONCURRENTLY INOPERABLE. PERSPMNEL
FAILED TO RECOGNIEE THE CONSEQUENCES OF PLACING THE BATTERIES ON EQUALIEE CHARGE.
THEREFORE, THIS INCIDENT IS CLASSIFIED AS A PERSONNEL ERROR. AT 1945 HOURS ON
MARCH 7, 1985, AFTER REALIEING THAT THE DIESEL GENERATOR WAS INOPERABLE, THE
BATTERIES WERE PLACED BACK IN SERVICE. TERMINATING THE INCIDENT. ALSO, AVAILABLE

POWER SOURCE OPERABILITY CHECK WAS PERFORMED AS REQUIRED BY TECH SPEC 3.8.1.1.A.
UNIT 1 WAS AT 301 REACTOR POWER AT THE TIME OF THE INCIDENT. THIS INCIDENT 15
REPORTABLE PURSUANT TO 10 CFR 50.73(A)(2)(1)(B).

[ 67] CATAWBA 1 DOCKET 50-413 LER 85-019
INOPERABLE STEAM CENERATOR CHANNEL NOT TRIPPED WITHIN ONE HOUR.
EVENT DATE: 030785 REPORT DATE: 040585 NSSS: WE TYPE: PWR
VENDOR: WESTINGHOUSE ELECTRIC CORP.

(NSIC 194186) ON 3-7-85, AT 1630 HRS, SG C LEVEL CHANNEL 4 WAS FOUND TO BE
INOPERABLE DURING THE PERFORMANCE OF THE ANALOG CHANNEL OPERATIONAL TEST CHANNEL
4. PER TECH SPECS, POWER OPERATION CAN PROCEED PROVIDED THE INOPERABLE CHANAEL IS
PLACED IN THE TRIP CONDITION WITHIN 1 HR OF THE DISCOVERY OF ITS INOPERABILITY.
POWER OPERATION CONTINUED, BUT THE CHANNEL WAS NOT TRIPPED UNTIL 3-8-85, AT 0700
HRS. THIS INCIDENT IS CLASSIFIED AS A PERSONNEL ERROR. THE TECHNICIAN
PERFORMING THE TEST AND HIS SUPERVISOR FAILED TO RECOGNIEE THE INOPERABLE CHANNEL
AS A POTENTIAL TECH SPEC VIOLATION, AND DID NOT IMMEDIATELY NOTIFY THE
APPROPRIATE PERSONNEL SO THAT CORRECTIVE ACTION COULD BE TAKEN. THIS INCIDENT IS
REPORTABLE PURSUANT TO 10 CFR 50.73, SECTION (A)(2)(I)(Bl.

[ 68] CATAWBA 1 DOCKET 50-413 LER 35-021
INOPERABLE TURBINE-DRIVEN AUXILIARY FEEDWATER PUMP.
EVENT DATE: 031385 REPORT DATE: 041285 NSSS: WE TYPE: PWR

(NSIC 194687) ON MARCH 13, 1985, AT APPROXIMATELY 1215 HOURS, DURING PERFORMANCE
OF THE TURBINE LRIVEN AUXILIARY FEEDWATER PUMP (CA PUMP NO. in OPERABILITY TEST.
IT WAS DISCOVERED THAT CA PUMP NO. 1 HAD ACTUALLY FAILED THE PREVIOUS OPERABILITY
TEST PERFORMED ON MARCH 9, 1985. THEREFORE, CA PUMP HO. 1 WAS TECHNICALLY
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INOPERABLE FROM MARCH 7, 1985, AT 0910 HOURS, UNTIL THE OPERABILITY TEST WAS
COMPLETED WITH ACCEPTABLE RESULTS ON MARCH 13, 1985, AT 1300 HOURS. CATAWBA UNIT
1 WAS IN MODE 1 AT 494 REACTOR POWER WHEN THIS INCIDENT WAS DISCOVERED. AFTER
DISCOVERY OF THIS INCIDENT, CA PUMP HO. 1 WAS DECLARED INOPERABLE AND THE UNIT
COMMENCED REDUCING REACTOR POWER AT 10% PER HOUR. THIS INCIDENT IS REPORTABLE
PURSUANT TO 10 CFR 50.73, SECTION (A)(2)(I)(B) AND 10 CFR 50.72, SECTION
(B)(1)(1)(A). WHEN THE CA PUMP NO. 1 OPERABILITY TEST WAS PERFORMED ON MARCH 9,

1985 THE INDIVIDUAL PERFORMING THE TEST COMPARED THE PUMP HEAD PRESSURE
ACCEPTANCE CRITERIA TO THE PUMP DISCHARGE PRESSURE INSTEAD OF THE CALCULATED PUMP
HEAD PRESSURE. THIS RESULTED IN CA PUMP NO. 1 BEING DECLARED OPERABLE WHEN IN
FACT, IT WAS INOPERABLE. THEREFORE, THIS INCIDENT IS CLASSIFIED AS A PERSONNEL
ERROR.

( 69] CATAWBA 1 DOCKET 50-413 LER 85-023
REACTOR POWER EXCEEDS SEVENTY-FIVE PERCENT POWER DURING TESTING.
EVENT DATE: 032985 REPORT DATE: 042985 NSSS: WE TYPE: PWR

(NSIC 194032) ON 3-29-85 AT 1625 HRS, REACTOR FOWER EXCEEDED 755. AT THE TIME, .

ONLY 2 OF 3 REQUIRED TEST RUNS FOR REACTOR COOLANT (RC) SYSTEM FLOW HAD BEEN
PERFORMED TO MEET THE ACCEPTANCE CRITERIA SPECIFIED IN THE CALIMETRIC REACTOR
COOLANT FLOW MEASUREMENT PERIODIC TEST. THIS TEST IS CONDUCTED TO COMPLY WITH
TECH SPEC 4.2.3.2, WHICH REQUIRES THAT RC SYSTEM FLOW BE WITHIN CERTAIN LIMITS.
THE TEST WAS BEING PERFORMED IN ANTICIPATION OF INCREASING REACTOR POWER ABOVE
755 AFTER THE REQUIRED POWER ESCALATION TESTING AT THE 755 PLATEAU WAS COMPLETED.
REACTOR POWER WAS BEING BROUGHT TO APPROX 74.55 BY DEBORATING THE RC SYSTEM, TO

PERFORM THE REQUIRED TESTING AT THIS PLATEAU. THE THERMAL BEST ESTIMATE, FROM

THE OPERATOR AID COMPUTER WAS BEING OBSERVED SINCE IT IS THE MOST ACCURATE
INDICATION OF REACTOR POWER. HOWEVER, AT 1600 HRS, THERMAL BEST ESTIMATE STOPPED
TRENDING UPWARD AND INDICATED AN INCORRECT REACTOR POWER DUE TO SOFTWARE
PROBLEMS. DUE TO PERIODIC DEBORATION, REACTOR POWER INCREASED, BUT THERMAL BEST
ESTIMATE DID NOT REFLECT THIS. THEREFORE, THIS INCIDENT IS CLASSIFIED AS A DESIGN
DEFICIENCY. WHEN THE SOFTWARE PROBLEM WAS RECOGNISED, REACTOR POWER WAS
DECREASED, AND BY 2352 HRS, WAS BELOW 755. THIS INCIDENT IS REPORTABLE PURSUANT
TO 10 CFR 50.73(A)(2)(I)(B).

I 70) CATAWBA 1 DOCKET 50-413 LER 85-025
REACTOR TRIP DUE TO STEAM GENERATOR LOW-LOW LEVEL.
EVENT DATE: 041585 REPORT DATE: 051585 NSSS: WE TYPE: PWR

(NSIC 194808) ON APRIL 15, 1985 AT APPROXIMATELY 0522 HOURS, THE UNIT 1 REACTOR
TRIPPED DUE TO A LOW-LOW LEVEL SIGNAL FROM STEAM GENERATOR (3/G) 'A'. THE
LOW-LOW LEVEL WAS CAUSED BY INSUFFICIENT MAIN FEEDWATER FLOW TO S/G 'A'. DURING
POWER ESCALATION TESTING, THE MAIN STEAM FLOW TRANSMITTERS WERE NOT CALIBRATED AS

REQUIRED BY PERIODIC TEST PT/1/5/4150/16 UNIT LOAD STEADY STATE. THIS RESULTED
IN MAIN STEAM FLOW BEING APPROXIMATELY 101 HIGHER THAN CONTROL ROOM INDICATION.
PRIOR TO THE REACTOR TRIP, THE OPERATOR HAD BEEN EXPERIENCING VIBRATION PROBLEMS
WITH MAIN FEEDWATER PUMP TURBINE 'A'. IN AN EFFORT TO MAINTAIN S/G LEVELS, THE
NUCLEAR CONTROL OPERATOR PLACED FIRST PUMP 'B' AND THEN FEEDWATER REGULATING
VALVES 1CF27 AND 1CF28 IN MANUAL. THE OPERATOR ATTEMPTED TO MAINTAIN A
DECREASING S/G "A" LEVEL BY INCREASING FEEDWATER FLOW TO A VALUE APPROXIMATELY 45
GREATER THAN MAIN STEAM FLOW PROM S/G "A". SINCE THE OPERATOR WAS NOT AWARE OF
THE ERROR IN CONTROL ROOM INDICATION OF MAIN STEAM FLOW, FEEDWATER FLOW TO S/G
"A" WAS ACTUALLY ABOUT 75 LOWER THAN MAIN STEAM FLOW. THIS CAUSED S/G "A" LEVEL
TO DECREASE TO LOW-LOW LEVEL SETPOINT OF SOS WHICH RESULTED IN A REACTOR TRIP.
THIS INCIDENT IS CLASSIFIED AS AN ADMINISTRATIVE ERROR SINCE ADEQUATE
ADMINISTRATIVE CONTROLS DID NOT EXIST TO ENSURE THAT TRANSMITTERS WERE CALIBRATED
AFTER TESTING WAS COMPLETED AT EACH POWER PLATEAU, OR PERSONNEL WERE MADE AWARE
OF THE SPECIFIC AMOUNT OF MISMATCH.
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[ 71) CATAWBA 1 DOCKET 50-413 LER 85-026
LOW PIT WATER LEVEL DURING SERVICE WATER SWAPOVER TO STANDBY POND.
EVENT DATE: 042285 REPORT DATE: 052285 NSSS: WE TYPE: PWR
VENDOR: ALLIS CHALMERS

(NSIC 194701) ON APRIL 22, 1985 AT 1310 HOURS. THE NUCLEAR SERVICE WATER (NSW)
SYSTEM ALIGNED TO THE STANDBY NUCLEAR SERVICE WATER POND (SNSWP). THE ASSURED
SUCTION SOURCE. ON PUMPHOUSE PIT B LOW-LOW LEVEL. THE LOW-LOW LEVEL OCCURRED
WHEN VALVE 1RN48, "NSW PUMPHOUSE PIT B ISOLATION FROM SNSWP", WAS BEING OPENED
FROM THE CONTROL ROOM TO FACILITATE PERFORMANCE OF THE NSW SYSTEM FLOW BALANCE 10
THE SNSWP. THE VALVE STROKED TO THE INTERMEDIATE POSITION, WHILE CONTROL ROOM
INDICATIONS INCORRECTLY SHOWED THE VALVE AS BEING FULLY OPEN. THE NORMAL SUCTICN
FROM THE LAKE WAS SUBSEQUENTLY ISOLATED WITH NEW PUMP 1 B STILL OPERATING. THUS
CAUSING A DECREASE IN PIT LEVEL TO THE LOW-LOW LEVEL SETPOINT. A SUBSEQUENT
INVESTIGATION REVEALED THAT THE TORQUE SWITCH FOR VALVE 1RN48 WAS SET TO THE LOW
END OF ALLOWABLE TOLERANCE. THIS SETTING DID NOT ALLOW 1RN48 TO COMPLETELY OPEN.
ALSO, THE " CLOSED" INDICATION FOR 1RN48 WAS NOT FUNCTIONING PROPERLY, LEADING
THE OPERATOR TO BELIEVE THAT THE VALVE WAS FULLY OPEN, RATHER THAN IN
INTERMEDIATE POSITION. THEREFORE, THIS INCIDENT IS CLASSIFIED AS A COMPONENT
MALFUNCTION. UNIT 1 WAS IN MODE 5. COLD SHUTDOWN, AT THE TIME OF THE INCIDENT.
THIS INCIDENT IS REPORTABLE PURSUANT TO 10 CFR 50.73, SECTION (A)(2)(IV), AND 10
CFR 50.72 SECTION (B)(2)(II).

I 72] CATAWBA 1 DOCKET 50-413 LER 85-029
IMPROPER CLEARANCES BETWEEN THE VITAL BATTERIES.
EVENT DATE: 042385 REPORT DATE: 052385 NSSS: WE TYPE: PWR
VENDOR: GOULD-NATIONAL BAIT

(NSIC 194504) ON 3-19-85 DUKE POWER COMPANY WAS ADVISED OF A POTENTIAL
MANUFACTURER'S DEFICIEN0Y CONCERNING INSTALLATION CLEARANCES IN THE VITAL
INSTRUMENTATION AND COPFROL POWER SYSTEM BATTERIES. THE MANUFACTURER'S (GNB
BATTERIES, INC.) DRAWINGS DETAILING INSTALLATION OF THE SEISMIC RACKS INDICATE
THAT A MINIMUM CLEARANCE OF 1/8 INCH MUST BE MAINTAINED BETWEEN THE END CELL AND
THE END STRINGER. THIS IS ACTUALLY A TYPICAL DIMENSION, AND ACCORDING TO GNB THE
DRAWINGS SHOULD INDICATE A 0-1/4 INCH CLEARANCE RANGE. THE BATTERIES THAT WERE
INSTALLED IN ACCORDANCE WITH THE DRAWINGS HAD NO DOCUMENTED MAXIMUM CLEARANCE
R EQUIR EMENT , AND UPON INSPECTION IT WAS NOTED THAT THE END CLEARANCE EXCEEDED 1/4
INCH IN SEVERAL AREAS. THE POSSIBILITY OF BATTERY FAILURE DURING A SEISMIC EVENT
EXISTS IN INSTALLATIONS WITH EXCESSIVE END CLEARANCES, DUE TO IMPACT OF THE END
CELL AGAINST THE END STRINGER AND RESULTANT FAILURE OF CELL JAR INTEGRITY. A
TEMPORARY MODIFICATION WAS INITIATED AND PERMANENT MODIFICATION WILL BE MADE TO
CORRECT THE SPACING OF THE END CELLS.

[ 73] CONNECTICUT YANKEE DOCKET 50-213 LER 85-010
FAILURE OF SERVICE WATER VALVE MOTOR OPERATORS.
EVENT DATE: 082484 REPORT DATE: 052085 NSSS: WE TYPE: PWR
VENDOR: LIMITORQUE CORP.

(NSIC 194740) DURING SURVEILLANCE TESTING ON AUGUST 28, 1984 WITH THE PLANT SHUT
DOWN FOR A PLANNED REFUELING AND MAINTENANCE OUTAGE, BOTH MOTOR-OPERATED SERVICE
WATER OUTLET ISOLATION VALVES, FOR THE COMPONENT COOLING WATER HEAT EXCHANGERS,
FAILED TO OPERATE WHEN ENERGIEED. PER PLANT SURVEILLANCE PROCEDURE, BOTH VALVES
ARE REQUIRED TO CLOSE WITHIN NINETY (90) SECONDS. BOTH MOTOR OPERATORS WERE
IMMEDIATELY REPAIRED AND RETESTED SATISFACTORILY. THIS EVENT IS REPORTABLE
PURSUANT TO 10CFR$0.73(A)(2)(V)(D). ONE VALVE FAILED DUE TO A BROKEN GEAR LIMIT
SWITCH ROTOR CAUSED BY CYCLIC FATIGUE. THE CAUSE FOR THE OTHER VALVE FAILURE HAS
NOT BREN DETERMINED.

. .
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[ 74] CONNECTICUT YANKEE DOCKET 50-213 LER 85-003
LOW REACTOR COOLANT FLOW TRIP SETPOINT.
EVENT DATE: 021285 REPORT DATE: 031285 NSSS: WE TYPE: PWR

(MSIC 194717) WHILE AT 1004 POWER, TWO CHANNELS OF THE LOW REACTOR COOLANT FLOW
;! TRIP LOGIC OF THE REACTOR PROTECTION SYSTEM WERE DISCOVERED TO HAVE TRIP
I SBTPOINTS THAT WERE NOT IN ACCORDANCE WITH TECH SPECS. THE TECH SPEC STATES THAT

| THE LOW REACTOR COOLANT FLOW TRIP SHALL BE SET AT GREATER THAN OR EQUAL TO 905 OF
| NORMAL LOOP FLOW. THE IMMEDIATE CORRECTIVE ACTION TAKEN WAS TO REDUCE POWER ,

| BELOW THE PS PERMISSIVE (845 POWER) TO ALLOW RECALIFRATION OF AFFECTED TRIP LOGIC !

j RELAYS. THE ROOT CAUSE OF THE TRIP SETPOINT ERROR WAS INADEQUATE DEFINITION OF
4 TME ACCEPTANCE CRITERIA IN THE CALIBRATION PROCEDURE. ADDITIONAL CORRECTIVE
i ' ACTION WHICH WILL BE TAKEN INCLUDES (1) CLARIFICATION OF THE ACCEPTANCE CRITERIA i

| IN THE INSTRUMENT AND CONTROL PROCEDURES USED TO SET THE LOW FLOW TRIP SETPOINT ,

BEFORE THESE PROCEDURES ARE USED AGAIN, (2) REVIEW OF ALL SURVIILLANCES BY MAY 1, !
i 1985 TO DETERMINE WHICM PROCEDURES MUST HAVE THEIR ACCEPTANCE CRITERIA UPGRADED
I AND CLARIFIED, AND (3) TRENDING THE RCS FLOW RATE.

! 75) CONNECTICUT YANKEE DOCKET 50-213 LER 85-004
DRIFT OF OVERPOWER TRIP SETPOINTS FOR TWO POWER RANGE CHANNEL 5.'

j EVENT DATE: 021485 REPORT DATE: 031385 MSSS: WE . TYPE: PWR
j VENDOR: WESTINGHOUSE ELECTRIC CORP.

(NSIC 194825) DURING PERFORMANCE TESTING OF THE NUCLEAR INSTRUMENTATION SYSTEM ,

i (NIS), A REACTOR OPERATOR DISCOVERED THAT THE OVERPOWER TRIP SETPOINTS FOR TWO OF
THE FOUR POWER RANGE CHANNELS WERE ABOVE TECH SPEC LIMITS. THE IMMEDIATE
CORRECTIVE ACTION TAKEN WAS TO VERIFY CALIBRATION OF THE TRIP SETPOINTS. THE

, PLANNED LONG-TERM CORRECTIVE ACTION IS TO VERIFY THE SRTPOINTS' ' POWER SUPPLIES
! AND OTHER PARAMETERS ASSOCIATED WITH THE MIS.-THE SETPOINT POTENTIOMETERS ON

THESE CHANNELS WILL BE REPLACED. SIMILAR EVENTS - 213/84-b2? AND 213/84-209.'

i
.

) [ 76] CONNECTICUT YANKEE DOCKET 50-213 LER 85-007
'

REACTOR TRIP DUE TO RECIRCULATION VALVE OPENING ON RUPTURE OF AIR LINE.;

! EVENT DATE: 031285 REPORT DATE: 041285 MSSS: WE TYPE: PWR
i
' (NSIC 194656) ON MARCH 12, 1985 A REACTOR TRIP OCCURRED WHILE THE PLANT WAS ,

OPERATING AT 505 POWER. THIS UNPLANNED TRIP WA5 INITIATED BY A FAILUPE OF A
STRAM GENERATOR FEEDWATER PUMP RECIRCULATION CONTROL VALVE WHICH RESULTED IN
INCREASED RECIRCULATION FLOW AND A DECREASE IN THE FERDWATER PUMP SUCTION HEADER

; PRESSURE. SUB5EQUENTLY, PLANT LOAD WAS REDUCBD IN AN ATTEMPT TO RESTORE THE

|
FERDWATER PUMP SUCTION PRES 5URE, HOWEVER, THE RESULTANT INCREASE IN THE REACTOR ;

COOLANT SYSTEM PRESSURE EXCEEDED THE PRE 85URIRER HIGN PRESSURE REACTOR TRIP,

[ SBTPOINT. AUTOMATIC INITIATION OF THE REACTOR PROTECTION SYSTEM WAS FOLLOWED BY
MANUAL ACTUATION OF THE REACTOR AND TURSINE TRIP BUTTONS. TME FAILURE OF THE ;

RECIRCULATION VALVE IN THE OPEN POSITION WAS DETERMINED TO BE CAUSED BY A
FRACTURE OF THE CONTROL AIR SUPPLY LINE TO THE VALVE OPERATOR INDUCED BY HIGH
CYCLE FATIGUE. IMMEDIATE CORRECTIVE ACTION TAREN INCLUDES REPLACEMENT OF THE
CONTROL AIR LINE. PLANNED LONG TERM CORRECTIVE ACTION INVOLVE 5 IMPLEMENTATION OF
A PLANT DESIGN CHANGE TO UPGRADE THE RECIRCULATION VALVE CONTROL AIR SUPPLY LINE
DESIGN. A SIMILAR EVENT OCCURRED ON THE HEATER DRAIN TANK NORMAL LEVEL CONTROL
VALVE APPROXIMATELY FIVE YEARS AGO.

,

| [ 77| CONNECTICUT YANKEE DOCKET 50-213 LER 85-009 )
!

| FIRE DOOR FOUND INOPERABLE.
! BYENT DATE: 031495 REPORT DATE: 041285- NS55: WE TYPE: PWR I
|

(MSIC 194657) WITN THE PLANT OPERATING AT 25 PERCENT POWER, A FIRE DOOR
SEPARATING A SAFETY RELATED FROM A NON-5AFETY RELATED ARE% "AS DISCOVERED WITH AN

i

k
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INOPERABL3 LATCHING MECHANISMS. A FIRE WATCH WAS ESTABLISHED (HOURLY PATROL)
UNTIL THE DOOR WAS REPAIRED AND RETURNED TO SERVICE. SINCE THE LENGTH OF TIME
THE HATCH WAS INOPERABLE COULD NOT BE DETERMINED, IT IS ASSUMED IT hAS GREATER
THAN THE PERIOD OF TIME ALLOWED BY TECH SPEC, SECTION 3.22.F. AND THIS INCIDENT
IS REPORTABLE UNDER 10CFR50.73(Al(2)(I).

[ 78) CONNECTICUT YANKEE DOCKET 50-213 LER 85-008
CONTAINMENT CABLE VAULT FIRE PROTECTION SYSTEM TEST.
EVENT DATE: 032085 REPORT DATE: 041285 NSSS: WE TYPE: PWR
VENDOR: STONE E WEBSTER ENGINEERING CCRP.

(NSIC 194165) WHILE PERFORMING THE ANNUAL TEST OF THE FIRE PROTECTION SYSTEM FOR
THE CONTAINMENT CABLE VAULT, THE ACTUATION OF THE CARBON DIOXIDE SYSTEM DID NOT
SHUT OFF THE CONTAIHMENT CABLE VAULT EXHAUST FAN. THE SCHEMATIC DRAWING FOR THE
FAN CONTROLS SHOWS THAT BOTH THE SUPPLY AND EXHAUST FAN ARE CONTROLLED BY THE
SAME CIRCUIT BREAKER (52) AND CONTACTOR (29). IN THE EVENT OF A CARBON DIOXIDE
SYSTEM ACTUATION, THE CONTACTOR WOULD TRIP THEM BOTH OFF, AS WELL AS CLOSE THE
ELECTRO-PNEUMATICALLY CONTROLLED INTAKE DAMPER. IN REALITY, THE EXHAUST FAN WAS
WIRED DIRECTLY TO THE LINE SIDE OF THE CONTACTOR AFTER THE CIRCUIT BREAKER
THEREBY VOIDING ANY CONTROL THE CONTACTOR MAY HAVE HAD OVER THE EXHAUST FAN'S
OPERATION. IMMEDIATE CORRECTIVE ACTION TAKEN WAS TO CORRECTLY WIRE THE EXHAUST
FAN CONTROLS TO KATCH DESIGN DOCUMENTS AND THEN TO VERIFY THAT THE FAN WOULD
OPERATE AS REQUIRED.

[ 79) CONNECTICUT YANKEE DOCKET 50-213 LER 85-011
KANUAL TRIP FOLLOWING TWO DROPPED CONTROL RODS.
EVENT DATE: 051685 REPORT DATE: 061485 NSSS: WE TYPE: PWR

(NSIC 194741) WHILE OPERATING AT 1005 POWER, THE OPERATOR WAS KANUALLY MOVING
CONTROL RODS WHEN ALARMS AND INDICATORS SHOWED TWO CONTROL RODS HAD DROPPED AND
AN AUTOMATIC LOAD RUNBACK HAD BEEM INITIATED. OPERATORS KANUALLY TRIPPED THE
REACTOR AND TURBINE. IMMEDIATE INVESTIGATION FOUND NO APPARENT CAUSE FOR THE
DROPPED RODS, AND THEY WERE SUCCESSFULLY EXERCISED. THE REACTOR WAS RETURNED TO
CRITICALITY ABOUT 13 HOURS AFTER THE TRIP. SIMILAR INCIDENTS HAD OCCURRED THREE
TIMES-AUGUST 1969, NOVEMBER 1969, AND NOVEMBER 1980. ABNORMAL OCCURRENCE NO.
69-11, ABNORMAL OCCURRENCE NO. 69-18, AND LER NO. 80-16/32 WERE ALL MANUAL PLANT
TRIPS PRECEDED BY THE DROPPING OF CONTROL ROD PAIRS.

( 80) CONNECTICUT YANKEE DOCKET 50-213 LER 85-012
REACTOR COOLANT PUMP HEAT DETECTORS SURVEILLANCE TEST NOT PERFORMED.
EVENT DATE: 052085 REPORT DATE: 061985 NSSS: WE TYPE: PWR

(NSIC 194826) DURING A REVIEW OF SURVEILLANCE PROCEDURES AS A RESULT OF LER
50-213/85-003-00 LOW REACTOR COOLANT FLOW TRIP SETPOINT ON 5/20/85, IT WAS
DISCOVERED THAT THE TECH SPEC SURVEILLANCE FREQUENCY REQUIREMENT WAS NOT BEING
MRT IN THE PERFORMANCE OF PROCEDURE SUR 5.5-26, REV. 2, PERIODIC CHANNEL
FUNCTIONAL TEST OF THE REACTOR COOLANT PUMP HEAT DETECTORS. THE TECH SPEC
REQUIRES THAT THE FIRE DETECTION INSTRUMENTS BE DEMONSTRATED OPERABLE AT LEAST
ONCE PER 6 MONTHS BY THE PERFORMANCE OF A CHANNEL FUNCTIONAL TEST IF ACCESSIBLE.
IF INACCESSIBLE (I.E., IN CONTAINMENT), THE INSTRUMENT SHOULD BE DEMONSTRATED
OPERABLE DURING EACH COLD SHUTDOWN EXCEEDYNG 24 HOURS UNLESS PERFORMED IN THE
PREVIOUS 6 MONTHS. ALSO REQUIRED IS A 6 MONTH CHECK OF THE SUPERVISORY CIRCUIT.
DUE TO MISINTERPRETATION OF THE TECH SPEC WHEN THE PROCEDURE WAS ORIGINATED, THE
SURVEILLANCE WAS ONLY BEING PERFORMED DURING PLANT SHUTDOWNS (REFUELING OUTAGES).
IT SHOULD BE NOTED THAT THE PROCEDURE ITSELF WAS NOT INCORRECT BUT THE FREQUENCY
WITH WHICH IT WAS IMPLEMENTED WAS. AS THIS DOES NOT COMPLY WITH THE SURVEILLA.!CE

| RFQUIREMENTS OF TECH SPEC 4.15 E.1 AND E.2 THIS EVENT IS REPORTABLE PER
|
l

|

|
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I 10CFR50.73(A)(2)(1)(B). AS A RESULT OF THE DISCOVERY. THE REQUIRED SURVEILLANCE
4 OF THE SUPERVISORY CIRCUIT WAS IMMEDIATELY PERFORMED.

l

l [ $1] COOK 1 DOCKET 50-315 LaR 85-000

INOPERABLE LOW PRESSURE CARBON DIOXIDE SYSTEMS.
EVENT DATE: 031485 REPORT DATE: 041285 N555: WE TYPE: PWR

(MSIC 194674) ON MARCH 14, 1985 AT APPROXIMATELY 1615 NOURS, WITN UNIT 1 AT 100
PERCBNT REACTOR THERMAL POWER. IT WA5 DISCOVERED THAT TME LOW PRESSURE CARBON
DIOXIDE FIRE SUPPRESSION SYSTEMS FOR THE U-1 AB AND CD BMERGENCY DIEdEL GENEPATOR
ROOMS WERE REMOVED FROM SERVICE WITHOUT PROFER FIRE WATCH COVERAGE. THE FIRE;

| WATCM COVERAGE EMPLOYED CONSISTED OF A ROVING INSPECTION AT A FREQUENCY OF OWCE
EVERY THIRTY MINUTES. IN ADDITION, A 3BCURITY GUARD WA5 PO5TED IN THE AREA
THROUGNOUT THE ENTIRE IMCIDENT. A CONTINUOUS FIRE WATCN, NOWEVER, WAS NOT

,

ESTABLISHED AS REQUIRED BY TECM SPEC 3.7.9.3.5. ON MARCN 13, 1985 AT 0900 NOUR5i

j THE ENTRANCE DOOR 5 TO THE UNIT 1 AB AND CD EMBRGENCY DIESEL GENERATOR ROOME WERE

| REMOVED TO ALLOW INSTALLATION OF NEW DOORS. THE REMOVAL OF TMF5B DOORS RENDERED
TNB LOW PRES 5URE CARBON DIOXIDE FIRE SUPPRESSION SYSTEMS INCPERABLE FOR THE
ARBAS INVOLVED. THE BAROR WAS RECONGI5ED AT APPROXIMATETA 1615 NOUR5 ON P%RCH
14, 1985. THE CAUSE OF THIS INCIDENT WA5 PERSONNEL ERROR. IT WAS NOT RECOCW13RD
TNAT REMOVAL OF TWE DOORS MADE THE LOW PRESSURE CARBON DIOXIDE FIRE SUPPRESSION
SYSTEMS I> OPERABLE. TMOSE INDIVIDUALS INVOLVED ARE N3W AWARS OF TAE REQUIREMENTS

* OF TECH SPEC 3.7.9.3 AND NAVE BBBN COUNSELED ON THE NECESSITY TO ACCURATELY
DEFINE TECH SPEC LIMITATIONS WNEN INITIATING JOS ORDERS.

l

i ( 82) COOK 1 DOCKET 50-315 LER 85-011
! CJ4TAINNENT PURSE PROCEDURE DOES NOT AGREE WITH TECHNICAL SPECIFICATIONS. .

'

EVENT DATE: 040785 REPORT DATE: 050785 NS55: WE TYPE: PWR
OTNER UNITS INVOLVED: COOK 2 (PWR) |

j
'

(NSIC 194761) ON 04/07/05 AT 2035 NOURS WITH UNIT I IN MODE 3 (NOT STANDBY) IN
! PREPARATION FOR A REFUBLING OUTAGE. A CONTAINMENT PURGE WAS SEGUN IN ACCORDANCE

'

WITN AN APPROVED PROCEDURE WNICM ESTABLISMED MORE THAN DNE PURGE SUPPLY AND
! BKNAUST PATN. TECM SPEC 3.6.1.7 ONLY ALLOWS ONE PUEGE BUPPLY AND EXEAUST PATM

WNEP IM MODES 1 - 4. AT 2155 QN 04/07/25 THE CONTAINMENT PURGE WAS REDUCED TO
ONE SUPPLY AND EXMAUST PATM AFTEP THE OA DUTY SNIFT TECNNICAL ADVISOR DISCOVEd&D
THE DISPARITY BETWEEN THE SYSTEM LINE UP AND TNE TECM SPEC 5. TRE PROCEDURB5 POR

! CONTAINMENT PURGE NAVE BEEN CKANCED FOR BOTN UNIT 5 TO INCORPORATE TN4 TECM SPEC
' LIMITATIONS. BASED ON ALL INFORMATION AVAILABLE AT THAT TIME, ALL OF TME
1 CONTAINMENT PURGE ISOLATION VALVE 5 WERE OPERABLE DURIh3 TNIS EVENT AND WOULD MAVE
*

BREN CAPABLE OF CLO5ING ON CONTAINMENT ISOLATION SIGNAL. SUB8EQUENT LEAL TESTING
CONDUCTED IN ACCORDANCE WITN THE REQUIREMENTS OF 10 CFK 50 APPENDIX J (TYPE B & C

j TESTING) REVEALED EXCESSIVE SEAT LEAKAGE ON VCR-105, WHICH WAS PART OF THE
' OPERATING PURGE PATN. THE DETAILS OF TNAT EVENT WILL BR DISCUSSED IF A SEPARATE *

LER.

[
i

[ 83) COf4 1 DOCKct 50-315 LER 85-013
;

FIPE DOOR P /4 RED OPEF.; g ,

EVENT DATE: 440785 REPORT DATE: 050785 N185: WE TYPE: PWR
a

(NSIC 194479) ON 4-7-05, AT 1000 NRS, WITH THE RCS IN MODE 2 (NOT STAND 4Y), THE
'; SPRAY ALDITIVE TANK ROOM FIRE DOOR (IEER/DR), NO. 529, WA5 FOUND BLOCKED OPEN

WITNOUT FIRE WATCM COVERAGE AS REQUIRED BY TECM SPEC 3.7.10.A. THE BLOCKAGEq

CONSISTED OF A LEAD BRICK POSITIONED ON THE FLOOR PREVENTING DOOR CLO5URE. IT
WAS PROMPTLY REMOVED UPON DISCOVERY AND THE DOOR RETURNED TO OPERABLE STATUS.
THE FIRE DETECTION SYSTEM IN THE AREA WAS OPERATIONAL AT ALL TIMES. PERSONNEL
RB5FONSIBLE FOR POSITIONING THE BLOCKAGE COULD NOT BE DETERMINEC. CONSEQUENTLY,

f

i

i

i

i
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MO PREVENTATIV3 ACTION WAS TAKEN. THERE WERE NO ADVERSE CONSEQUENCES DUE TO THIS |
TNCIDENT.

I 84) COOK 1 DOCKET 50-315 LER 85-014
MISSED HOURLY IhSPECTIONS OF INOPERABLE FIRE SEALS.
IVENT DATE: 040785 REPORT DATE: 050785 NSSS: WE TYPE: PWR

(NSIC 194480) ON 4-7-95, AT 1730 HRS, MITH TME RCS IN MODE 3 (HOT STANDBY), A
FIRE WATCH WAS UNASLE TO CONDUCT INSPECTIONS OF SEISMIC GAP FIRE BARRIER SEALS AD
REQUIRED BY TECH SPEC 3.7.10. THE INCIDENT OCCURRED DUE TO A BROKEN LOCKING
MMCHANISM OF FTRE DOOR NO. 325 (IEEE/DR). ENTRY WIS GAINED TO THE AREA AND THE
REQUIRED ;NIPECTIONJ 3 TARTED AT 2230 HRS, 4-7-85. THE FIRE DETECTION SYSTEM IN
THE AD>\ WAS OPERATIONAL AT ALL TIMES. THER3 WERE NO ADVERSE CONSEQUENCES DUE TO
THIC 1%CIDsN1.

[ 85] COOK 1 DOLKET 50-315 LER 85-015
CONTAINMEEt PURGE ISOLATICN OCCURS.
IVEWT DATE: 040885 REPORT DAT5: 050735 NSSS: WE TYPE: PWR
OTHFR UNITS INVOLVED: COOK 2 (PWR)
VSADOR: E5ERLINE INSTRUMENi' CORv.

(MSIC 1946'1) ON APR 8, 9 AND 11, 1985 WITH THE RCS IN MODE 3 (HOT STANDBY),
SEVERAL ETURIOUS h1GH ALARMS WERE RECEIVED ON THE LOWER CONTAINKENT RADIATION
MONITOR PARTICULATE CMANNELS, ERS 1301 AND EPS 1401, THAT RESULTED IN A
CONTAIr% INT ISOLATION, AN AUTOMATIC ACTUAT70N OF AN ESP. REVIEW OF THE DATA FROM
THE RADIATION F9NITORS REVEAIED THAT AT CERTAIN INPUT COUNT RATES A JUKP IN COUNT
RATE WOULT OCCUR WITH NO IMORE%SE IN CONTAINHENT AIRBORNE RADIOACTIVITY. THE
J!JhP IN CouAT MATE RESULTED IN A SPURIOUS ALARM CAUSING THE AUTOMATIC CLOSURE OF
THE CONT 714'ENT PURGE ISOLATION VALVE . TO PREVENT RECURRENCE, EBERLINE CORP HAS
SUPPLITD Mr PLANT WITH NTW PROGRAM CHIPS WITH THE CORRECTION TO THE SOFTWARE.
THESE HAVE BEFN INSTALLE3 IN THE LOWER CONTAINMENT MONITORS AND HAVE BERN TUSTED
SATISF%O10RILY.

[ 86] COOK 1 DOC 3RT 50-315 LER 85-012
MISSED JURVIILLANCES REQUIRED BY TECH SPECS.
EVENT JATE: 041085 !.dPORT DAT&s 050)$5 NSoS WE TYPE: PWR

(NSic 194478) ON 8 10-85 AT ABotrT Of 00 HRS WIT!! TI'E UNIT IN MODP 3 (HOT STANDBY)
FOR AN A3NORMALLY EXTEMPED PCRIOD IN PREPARATION IOR A REFUBLING OUTAGE, CONTROL
OF CONTAINMENT ACCESS WAS TRANSFERRED FROM THE CONfpOL ROGM TO SECURITY PERSONNEL
POSTED AT THE CCNTAINMENT AIR LOCKS. THE UNIT SUPERVISOR (EENIOR REACTOR
OPERATOR LICENSED) MISINTERPRETED A PLAl'T INSTRUCTION WHICH RESULTED IN THE
SECURITY PERSONNEL NOT BEING INSTRUCTED TO DOCUMWWT PERFORMANCE OF THE
CONTAINMENT AIR LOCK SEAL VISUAL INSPRCTION AND THE CONTAINMENT CLEANLINESS
INSPECTION R3 QUIRED BY TELL SPECS DURING HODE 3 OPERATION. THE t'* TIT SUPERVISOR
(SENIOR REACTOR OPERATOR LICENSED) FROM THE FOLLOWING SHIFT REALISFD THIS
MISINTERPRETATION AT ABOUT 1350 HRS AFTER A REVIEW OF THE PLANT INSTRUCTION. AT
THIS TIME DOCUMENTATION OF TME SURVEILLANCES WAC DESUMED. A LETTER WAS WRITTEN
TO OPCRATICNS PRRSONNEL EMPHASIETHG THE REQUIREMENTS OF CONTAINMENT ACCESS. NO

| ALVERSE SAFETY CONSEQUENCJS RESULTED FROM THIS EVENT.
I

( 87] COOK 1 DOCK.T 50-315 LER 85-016
LOSS OF CONTAIMMENT INTJ3PTTY.
EVENT DATF 041285 PJPO; * ', ATE: 050985 NSSS: WE TYPE: PWR

I (NSIC 194914) ON 04-12--85 AT 1030 HOURS, WITH IHR REACTOR COOLANT SYSTEM IN MODE
3 (HOT STANDBY. AN EQUIPMENT CLEARANCE WAS BEING PLACED ON THE RESIDUAL HEATj

,
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REMOVEL SYETEN FOR REST 3AATICN FOLLOWING A MYDRO TEST. A VENT INSIDE CONTAIIN(ENT
WAR OPENED TC DRAIF THE :(EADER, SINULTAMBCUSLY A VENT WAS OPENED CUTSIDE'

e CudTAINNENT TO DRAIM THE NEAT EXCNANGERS. THIS CREATED A POTENTIAL FLOW PATM
' FROM Ih&IDE TO OUT&IDE CONTAINMENT. THIS IS NONCONSERVATIVE WITN RESPECT TO TECM

SPEC 3.6.1.1. TME TOTAL TIME OF THIS EVOLUTION WAS 45 MINUTES. THE POTENTIAL 1
'

FOR OSTAINING THIS FLOWPATM ALSO EXISTED DURING PREPARATION FOR THE TEST, )'

NOWEVER, IT WAS NOT NOTED AT THAT TIME. TO PREVENT RECURRENCE THE NYDRO'

i PROCEDURE MAS BREM REVISED TO: 1) REQUIRE ThE EQUIPMENT CLEARANCE TO INCLUDE
{ GUIDANCE ON BOTN THE INSTALLATION AND REMOVAL OF THE SLANK FLANGES UTILIBED TO
| CONDUCT THE TEST. AND 2) "NCLUDE AN ADDITIONAL P*ECAUTION ON NAINTAINING i

! CONTAINNENT INTEGRITY DURING THE TEST.

[ 08] COOK 1 * sCKET 50-315 LBR 85-010

: INOPERABLE FIRE BARRIER IN AUX FEED PUMP ROOMS.
EVENT DATE: 041685 REPORT DATE: 051305 NSSS: WE TDPE: PWR
OTNER UNITS INYCtVED: COOK 2 (PWR)

4

(NSIC 194482) ON 4-16-85 AT 1146 NRS WITN UNIT 1 IN MODE 5 (COLD SMUTDOWW) AND
'

j UNIT 2 IN MODE 1 AT 955 REACTOR TMERMAL POWER, IT WAS DISCOVEEED DURING SYSTEN
j WALKDOWW5 FOR FLOW DIAGR AM VERIFICATIOWS THAT THE FIRE SEALANT MATERIAL WAS

AB5ENT FRON 2 FLOOR PENETRATIONS (IEEE/5EAL). THE LACK OF SEAL MATERIAL
CONSTITUTES AN INOPERABLE FIRE BARRIER A8 ADDRESSED IN TECM SPEC 3.7.10. A FIRE
WATCM WAS INNEDIATELY POSTED IN TME AFFECTED AREAB. THE PENETRATIONS WERE BOTN O'

INCN PIPE SLEEVES, LOCATED IN EACH OF THE TURSINE-DRIVEN AUX FRED PUNP (TDAFP) _
+

I ROONS. TME OPEN PENETRATIONS WERE SEALED AND DECLARED OPERABLE ON 4-17-85, AND '

WERE ADDED TO TME SURVAILLANCE PROGRAM. THE SUBJECT PENETRATIONS WERE NOT
PREVIOUSLY IDENTIFIEP DURING IHSPECTIONS OF THE PENETRATIONS IN THE TDAFP ROONS.

3 TNESE OPEN PENETRATIONS DID NOT AFFECT THE OPERABILITY OF THE FIRE SUPPRESSION
) SYSTEM, AS TWE TDAFP ROOME ARE PROTECTED BY A WATER SUPPRESSION BY& TEM. TME |

LIKELINSOD OF A FIRE PROPAGATING THROUGH THE OPEN PENETRATIONS WAS MINIMAL DUE TO ,

A LOW COMBUSTISLE NATERIALS LOADING IN THE AREA SELOW THE AFFECTED FIRE SONE.
FREVIOUS SIMILAR EVENTS INCLUDE 316/05-06.

t

; [ 89) COOK f DOCKET 50-315 LER 85-017
CONTAIhMENT PENETRATIONS FAIL TYPE B AND C LEAK TESTS.

| EVENT DATE: 041785 REPORT C%TE: 050985 N555: WE TYPE: PWR

(NSIC 194481) ON 4-17-05 AT 0250 HR5 WITH THE RCS IN MODE 5 (COLD SMUTDOWW). THE
ACCUMULATED LEAKAGE FOUND WHILE PERFORMING THE TYPE 5 AND C LEAK RATE TESTS ON,

CONTAINMENT PENETRATIONS EXCEEDED THE LCO VALUE (0.60 LA) OF TECH SPEC 3.6.1.2.5.,

| THOSE CONTAINNENT ISOLATION VALVES THAT EXMISIT EXCESSIVE LEAK RATES ARE BEING
! REPAIRED AND RETESTED TO ENSURE THE COMBINED LEAR RATES ARE WITNIN ALLOWABLE
! LIMITS. TNE 5 AFD C LEAK RATE TESTING 18 STILL IN PROGRE8d AND WILL NOT BE
! COMPLRTED UNTIL THE END OF THE REFUELING OUTAGE. THIS IS AN INTERIM REPORT. THE
t FINAL REPORT WILL BB SUBMITTED BY 10-1-05, FOLLOWING COMPLETION OF THE 5 AND C
! LEAK RATE TESTS. PREVIOUS OCCURRENCES OF A SIMILAR NATURE INCLUDE, 315/03-072,
| 315/02-058, 315/81-025, 316/01-010, 315/01-011, 316/79-053, 315/79-034: AND
I 316/79-020.
1
!

| [ 90) COOK 1 DOCKET 50-315 LER 85-020

( INADVERTENT ISOLATION OF LOW PRES 5URE CARBON DIOXIDE SYSTEM.
i EVENT DATE: 042905 REPORT DATE: 052405 NSSS: WE TYPE: PWR
!

(MSIC 194404) ON 4-29-85 AT 0825 HRS, WITH THE RCS IN MODE 6 (REFU4 LING). THE LOW
I PRES 8URE CARBON DIOXIDE FIDE SUPPRESSION 5YSTEM (IEEE/KQ) FOR QUADRANT ONE OF TME

REACTOR CABLE TUNNEL, WAS ISOLATED WITHOUT FIRE WATCH COVERAGE AS REQUIRED BY
,

' TECM 8PEC'3.7.9.3. THE SYSTEM WAS RETURNED TO NORMAL AT 1120 NRS, 4-29-05 AFTER
IT WA5 DISCOVERED TO HAVE BEEN INADVERTENTLY ISOLATED. THE INCIDENT OCCURRED DUE

- - - - - . - - - - - - - - - --- - _ - - - . - _ _ - - - - . - -- .
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f TO PERSOMMEL ERROR. IT WAS THE RSSULT OF3 1) UNFAMILIARITY WITH THE LOW PRESSURE
CARBON DIOXIDE FIEF SUPPRESSION SYSTEM ISOLATION POINTS, AND 2) INADEQUATE
COMMUNICATIONS EETWEE.4 CRAFT PERSONNEL REQUESTING THE ISOLATION AND SECURITY
PERSONNEL WFO CARRIED OUT THE REQUEST. WHILE THE FIRE PROTECTION SYSTEM WAS
ISOLATED FOR APPROX 3 HRS, THE FIRE L3TECTION SYSTEM REMAINED OPERABLE.

I CONSEQUENTLY, IT IS CONCLUDED THAT THERE WAS NO SUBSTANTIAL DEGRADATION OF FIRE
P&OTECTION CAPABILITY DUE TO THIS EVENT. THOSE INDIVIDUALS INVOLVED ARE NOW
AWARE OF CORRECT ISOLATION POINTS FOR AREAS WITHIN THE REACTOR CABLE TUNNEL AND
HAVP. PEEN COUNSELLLD ON THE IMPORTANCE OF PROPEP CONTROL OF THE LOW PRESSURE
CARBON DIOXIDE FIRE SUPPRESSION SYSTEM. PREVIOUS OCCURRENCES OF A SIMILAR NATURE,

IPCLUDE: 316/S4-009 ANL 316/84-027.

( 911 COOK 1 DOCKET 50-315 LER 85-021
| DILUTION OF REACTOR COOLANT SYSTEM BORON CONCENTRATION.

& VENT DAIE: 042985 REPOAT DATE: 052485 NSSE: WE TYPE: PWR

(NSIC 194762) ON APRIL 29, 1985, AT 0422 HOURS WITH THE UNIT IN MODE 6
(REFUELING), THE CJNTROL ROOM OPERATOR TRANSFERRED WATER FROM THE REFUELING WATER
STORAGE TANK (RWST) TC THE REACTOR COOLANT SYSTEM (RCS). THE RCS BORON
CONCENTRATION WAS 2084 PPM WHILE THE RWST BORON CONCENTRATION WAS 2069 PPM.
LITERAG INTERPRETATION CONCLUDES THAT THIS IS A DILUTION OF THE RCS. THE REACTOR
NESSEL FLOW REQUIPEMENT, SPECIPIED IN TECH SPEC 3.1.1.3, WAS NOT VERIFIED PRIOR
TO THE DILUTION. THE ACTION STATEMENT REQUIRES IMMEDIATE SUSPENSION OF ALL BOPON
CONCENTRATION REDUCTION ACTIVITIES. THE DILUTION WAS INITIALLY IDENTIFIED BY THE
NRC RESIDENT INSPECTOR ON MAY 1, 1985. CONSEQUENTLY, THE ACTION STATEMENT
REQUIREMENTS WERE NOT MET. THERE WERE NO ADVERSE SAFETY CONSEQUENCES DUE TO THIS
INCIDENT. TECH SPEC 3.9.1 REQUIRES A. BORON CONCENTRATION OF > OR = 2000 PPM FOR
ADEQUATE SHUTDOWN MARGIN. THIS REQUIREM3NT WAS SATISFIED THROUGHOUT THE EVENT.
TO PREVENT RECURRFNCF., THE PROCEDURE FOR FILLING THE REACTOR REFUELING CAVITY HAS
BEEN REVISED TO INCLUDE VERIFICATION / DOCUMENTATION OF THE REACTOR VESSEL FLOW IN
THE EVENT A RCS DILUTION OCCURS.

[ 92] COOK 1 DOCKET 50-315 T.1R 85-023
TRAVEL OF HEAVY LOAD OVER SPENT FUEL.
EVENT DATE: 050285 REPORT DATE: 053185 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: COOK 2 (PWR)

t

(NSIC 194486) ON 5.2-85 WITH THE UNIT 1 RCS IN MODE 6 (REFUELING) AND UNIT 2
REACTOR Ih MCDE 1 (POWER OFERATION) AT 1005 THERMAL POWER, DISCUSSIONS WFRE BEING
HELD REGARDING AUX BLDG CRANE 'IEEE/CRF) TRAVEL LIFITS. IT BECAME APPARENT TFAT

i THE DESIGNATION OF THE AUX BLDG CRANE LOAD BLOCK AS A ' HEAVY LOAD' *UNDER
NUREG:06121 WAS NOT GENERALLY KNOWN. CONSEQUENTLY, NOVEMENT OF THE LOAD BLOCK
OVER RACKS CONTAINING FUEL OCCURRED ON AT LEAST ONE OCCASION WHEN THE CRANE WAS
USED AS A WORK PLATFORM TO FACILITATE REPAIRS TO AUK BLDG HIGH DAY LIGHTS IN
8-84. NO LOADS OTHEk THAN THE LOAD BLOCK WERE MOVED. .THIS EVENT MAY NOT BE IN

i COMPLIANCE WITH THE REQUIREMENTS OF TECH SPEC 3.9.7. AN EVALUATION IS CURRENTLY
BEING PERFORMED TO DETERMINE IF, IN FACT, THE LOAD BLOCK PCSTULATED LCAD DROP
IMPACT ENERGY EXCEEDS THE LIMIT OF TECH SPEC 3.9.7. THE DEFINITION OF THE LOAD
BLOCK AS BEING A HEAVY LOAD WAS NOT SPECIFICALLY EMPPASISED IN PLANT PROCEDURES.
AS A PRECAUTIONARY MEASURE, CAUTIONS ARE BEING ADDED TO APPLICABLE PLANT
PROCEDURES AND WILL BE IN PLACE BY 6-15-06. ADDITIONALLY, A MEMO HAS BREN ISSUED
TO ALL PLANT DEPARTMENT HEADS AND MAINTENANCE DEPARTMENT 3MPLOYEES WHICH CLEARLY.
DESCRIBES THE LOAD BLOCK ' HEAVY LOAD'.DESIGNATICN. ,, ,

[ 93] COOK 1 DOCKET 50-315 LER 85-024
INOPERABLE FIR 3 3ARRIER IN THE CONTROL ROOM CABLE VAULT.
EVENT DATE: 050785 PEPORT DATE: 060685 NCAS: NE ' TYPE: PWR

.

$

k

| \ *

! '

i '

s
t



-e .
. . . . . _ . . .. ...

1
4

1

| 30

i

(MSIC 194612) ON 5-7-85 AT 1039 HRS WITH UNIT 1 IN MODE 5, OPERATIONS PERSONNEL
DISCOVERED A DEFECTIVE FIRE SEAL IN THE CEILING OF THE CONTROL ROOM CABLE VAULT.2

THE DEFECTIVE FIRE SEAL CONSTITUTED AN INOPERABLE FIRE BARRIER AS ADDRESSED IN
i TECH SPEC 3.7.10. CONTINUOUS FIRE WATCH COVERAGE WAS ESTABLISHED AT 1039 HRS,

] 5-7-85. THE SEAL MAS DECLARED OPERABLE AT 1334 HRS FOLLOWING TEMPORARY REPAIRS.
PERMANENT REPAIRS WERE COMPLETED ON 5-17-85. THE DEFECT CONSISTED OF AN UNSEALED
NOLE, OF APPROX 0.75 INCHES IN DIAMETER. DISCUSSIONS WITH ALL GROUPS WHO WERE

,

WORKING'IN THIS AREA AND A REVIEW OF SELECTIVE DOCUMENTATION COULD NOT POSITIVELY
IDENTIFY THE GROUP RESPONSIBLE FOR BREACHING THIS PENETRATION. HOWEVER, AN
4-18-85, INSPECTION OF THE PENETRATIONS IN THIS FIRE EONE DID NOT IDENTIFY THIS'

DEFICTENCY. TO PREVENT RECUFRENCE, THE MANAGEMENT OF BOTH CONSTRUCTION AND
MAINTENANCE DEPARTMENTS HAVE BREN REQUESTED TO REVIEW TMIS EVENT WITH SUPERVISORY;

PERSONNEL RESPnNSIBLE FOR PERFORMING SIMILAR WORK. SINCE THE OPEN PENETRATION
WAS LOCATED IN THE CEILING OF THE PROTECTED AREA AND WOULD HAVh HAD A MINIMAL
EFFECT ON THE CO2 CONCENTRATION WITHIN THAT AREA AND THE FIRE DETECTION SYSTEM
WAS OPERABLE THROUGHOUT THE PERIOD IN QUESTION, IT IS CONCLUDED THAT THERE WAS NO

,

APPRECIABLE DEGRADATION OF THE CONTROL ROOM CABLE VAULT FIRE SUPPRESSION SYSTEM.i

PREVIOUS SIMILAR EVENTS INCLUDE: 316/65-006 AND 315/85-018.
I

( 94] CRYSTAL EIVER 3 DOCKET 54-302 LER 84-023
DEVIATION FROM ADMINISTRATIVE CONTROLS FOR LOW TEMPERATURE OVERPRESSURIEATION
PROTECTION.
EVENT DATE: 121184 REPORT DATH: 053185 MSSS: HW TYPE: PWR

,

!

(NSIC 194655) THE SAFETY EVALUATION REPORT PREPARED BY THE NRC IN SUPPORT OF
LICENSM AMENDMENT 21 DESCRIBES SRVERAL ADMINISTRATIVE CONTROLS TO PREVENT LOW
TEMPERATURE OVERPRESSURIEATION EVENTS AT CRYSTAL RIVER UNIT 3. SUBSEQUENT TO

i C0hMITTING TO THOSE CONTROLS, FLORIDA POWER CORPORATION IDENTIFIED ON DECEMBER
11, 1934 THAf TH&f ARE IN CONFLICT WITH SOME EXISTING PLANT PRACTICES. IT SHOULD
PE NOTED THAT OThER ACMINISTRATIVE CONTROLS ARE IN PLACE THAT NA4R SUCCESSFULLY
PREVENTED LOW TEMPERATORE OVERPRESSURIEATION EVENTS. CORRECTIVE ACTIONS INCLUDE
SUBMISSION OF A REQU5ST FOR CHANGE TO APPLICABLE TECH SPECS. A SUPPLEMENT TO
THIS LER DESCRIBINC OT1tER AREAS OF CONFLICT WILL BE SUBMITTED. LER 84-023 IS
SUBMITTED VOLUNTARILY FOR INFORMATION. .

* [ 95] CRYSTAL RIVER 3 DOCKET 50-302 LIR 85-003
FAILURE TO FULLY INSPECT STEAM GENERATOR TUBE.
EVENT DATE: 040385 REPORT DATE: 050685 NSSS: BW TYPE: PWR

(NSIC 194668) ON APRIL 3 1985, IT FAS DETERMINED THAT A 1980 INSERVICE
'

INI/ECTION OF THE "B" ODCE THROUGH STEAM GENERATOR HAD NOT FULLY EXAMINED THE4

ENTIRE LENGTH OF THE G2NERATOR TUBES AS REQUIRED BY TECH SPEC 4.4.5.4.A.S. THE,

l CAUSE OF TH: EVENT WAS FAILURE BY TESTING PERSONNEL TO RECOGNIEE THAT COMPLETE
PaNETRATION OF THE WATER ENTRY RBGION WAS REQUIRED. COMPLETE PENETRATION WAS NOT

' POSSIBLE DUE TO DAHAGE UP THE TUBES IN 1978. A PROPOSED CHANGE TO THE TECH SPEC
HAS BFsN SUBitITTEL TO MODIFY THE STEAM GENERATOR TUBE INSPECTION REQUIREMENTS.

I

; [ 36| DAVIS-DESSC 1 DCCKET 50-346 LER 85-005
FIFDWAIRR LEVEL CONTROLLER FAILS CAUSING LOW STEAM GENERATOR LEVEL.'

EVENT DATE: 01J185 REPORT DATE: 041885 NSSS: BW TYPE: PWR
;

1 VENDOR: BAILEY MRfER COMPANY
;
'

(NSIC 194818! ON MARCH 21, 1985, DAVIS-6 ESSE UNIT 1 WAS DECREASING POWER IN
PREPARATION FOR A MAINTENANCE OUTAGE. AT 1954 HOURS ON MARCH 21, 1985, THE UNIT
WA.1 AT APPROXIMATELY 28 PERCENT POWER WHEN AN ERRONEOUS SIGNAL IN THE INTEGRATED
CONTROL SYSTTM CAUSED RAPID OSCILLATIONS IN THE MAIN FREDWATER SYSTEM, WWICM

,

RESULTED IN A STEAM AND FERD%ATER RUPTURE CONTROL SYSTEM ACTUATION ON LOW OTSG'

LEVEL. THE REACTOR WAS TRIPPED BY THE ANTICIPATORY REACTOR TRIP SYSTEM. THE
4

i

!

,!
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APPARENT CAUSE OF THE ERRONEOUS INTEGRATED CONTROL SYSTEM SIGNAL KAS FOUND TO BE
A FAULTY CONTROLLER IN THE FEEDWATER LEVEL CONTROL CIRCUIT FOR MAIN FEEDWATER
LOOP e2. THE FAULTY CONTROLLER WAS REPLACED. A MODIFICATION TO THE PLANT
SHUTDOWN PROCEDURE, PP 1102.10 WILL BE SUBMITTED TO HELP REDUCE THE
SUSCEPTIBILITY TO FEED PUMP OSCILLATIONS, DUE TO EITHER DEFECTIVE MODULES 05
CONTROL OSCILLATIONS BY PLACING THE OPERATING MAIN FEED PUMP INTO MANUAL PRIOR TO
REACHING LOW LEVEL LIMITS.

[ 97| DAVIS-BESSE 1 DOCKET 50-346 LER 85-006
FAILURE OF CONTROL ROD DRIVE E-3 TO MEET TRIP TIME.
EVENT DATE: 032285 REPORT DATE: 041985 NSSS: BW TYPE: PWR
VENDOR: DIAMOND POWER SPECIALTY CORP.

(NSIC 194809) DURING ROD DROP TIME TESTING ON MARCH 22, 1985 THE CONTROL RCD AT
CORE LOCATION F-3 FAILED TO MEET THE TECH SPEC REQUIREMENT OF 1.58 SECONDS.
SUBSEQUENT DISASSEMBLY OF THE CONTROL ROD DRIVE MECHANISM REVEALED A SETSCREW
FRAGMENT HAD JAMMED INSIDE, PREVENTING DI8 ENGAGEMENT OF THE LATCHING ASSEMBLY.
THIS SETSCREW WAS DETERMINED TO HAVE FALLEN FROM A CONTROL ROD DRIVE MECHANISM
HANDLING IOOL. A LEAF SPRING IRCERNAL TO THE CONTROL ROD DRIVE MECHANISM WAS
FOUND TO BE BROKEN. THIS FAILURE DID NOT AFFECT THE DRIVE'S OPERATION, ALTHOUGH
IT COULD POTENTIALLY HAVE CAUSED A FAILURE SIMILAR TO THE SETSCREW. THE MOST
PROBABLE CAUSE OF THIS LEAF SPRING BREAKAGE IS MECHANICAL INTERFERENCE WITH THE
CONTROL ROD DRIVE MECHANISM INTERNALS. INDICATIONS ON A DRIVE COMPONENT, AND
INSPECTIONS WHICH REVEALED FIVE LEAP SPRINGS TO BE IMPROPERLY SEATED, SUPPORT
THIS CONCLUSION. CORRECTIVE ACTION TAKEN INCLUDES REPLACEMENT OF THE E-3 CONTROL
RCD DRIVE MECHANISM, INSPECTION AND EXERCISING OF THE REMAINING LEAF SPRINGS,
INSPECTION OF CONTROL ROD HANDLING TOOLS, AND MODIFICATIONS TO CONTROL ROD DRIVE
MECHANISM TOOLS AND PROCEDURES. FURTHER ANALYSIS IS BEING CONDUCTED.

[ 98) DAVIS-BESSE 1 DOCKET 50-346 LER 85-007
AUXILIARY FEED PUMP TURBINE HAS RESPONSE TIME PROBLEMS.
EVENT DATE: 032385 REPORT DATE: 041985 NSSS: BW TYPE: PWR
VENDOR: WOODWARD GOVERNOR COMPANY

(NSIC 194820) ON MARCH 23, 1985, THE POST TRIP REVIEW OF A STEAM AND FEEDWATER
RUPTURE CONTROL SYSTEM TRIP FROM 255 RATED THERMAL POWER, NOTED AN APPARENT
RESPONSE TIME PROBLEM FOR AUXILIARY FEEDWATER PUMP 1-2. INVESTIGATION DETERMINED
THAT THERE WERE A COUPLE OF CONTRIBUTING FACTORS, INCLUDING AN IMPROPERLY SIEED
SPEED BUSHING IN A NEW GOVERNOR INSTALLED ON AUXILIARY FEED PUMP TURBINE 1-2. IN
ADDITION, A STEAM AND FEEDWATER RUPTURE CONTROL SYSTEM LOGIC CHANGE ALSO MADE
DURING THE 1984 REFUELING OUTAGE, WAS A POSSIBLE CAUSE OF WATER FLOW FORCES IN
THE MAIN STEAM CROSf0VER SUPPLY LINES WHICH WAS LOOSENING HANGERS AND DAMAGING
SUPPORTS. CHANGES WERE MADE TO ENSURE THE RESPONSE TIME REQUIREMENT WOULD BE
MET, AS WELL AS TO REDUCE THE WATER PLOW FORCES. THE EVENT WAS REPORTABLE PER *

10CFR50.73(A1(2)(II)(A).

[ 99) DIABLO CANYON 1 DOCKET 50-275 LER 85-013
TWO LOAD SEQUENCER TIMERS MISSET.
EVENT DATE: 043085 REPORT DATE: 060785 NSSS: WE TYPE: PWR

(NSIC 194814) AT 2309 PDT, APRIL 30, 1985, UNIT 1 ENTERED MODS 4 WITH TWO ESF
TIMER SETTINGS OUTSIDE ACCEPTABLE LIMITS AS SPECIFIED IN TABLE 4.8-2 OF THE TECH.
SPECS. THESE TIMERS ARE SPECIFIED IN THE TECH SPECS FOR SURVEILLANCE OF DIESEL
GENERATORS, AND SHOULD HAVE RESULTED IN DG 1-3 BEING DECLARED INOPERABLE FOR
MODES 1-4. THIS CONDITION IS NOT PERMITTED BY TECH SPEC 3.0.4. THIS EVENT WAS
CAUSED BY PERSONNEL ERROR. PLANT PERSONNEL FAILED TO VERIFY THAT THE TIMERS HAD
BEEN RESET IN ACCORDANCE WITH SURVEILLANCE TEST PROCEDURE (STP) M-13B,
" ENGINEERED SAFEGUARDS AUTOMATIC TIMERS SETTING VERIFICATION." THIS EVENT WAS

|

|

|
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DISCOVERED ON MAY 10, 1985, DURING A REVIEW OF OUTSTANDING PROBLEM REPORTS. TO
PREVENT RECURRENCE, APPROPRIATE PERSONNEL RECEIVED ADDITIONAL TRAINING ON THE
IMPORTANCE OF VERIFYING DATA. STP M-135 WAS REVISED TO REQUIRE TESTING PERSONNEL
TO DECLARE THE APPLICABLE DIESEL GENERATOR INOPERABLE PER TECH SPEC REQUIREMENTS
IF AN OUT OF TOLERANCE CONDITION OR A FAILURE IS DISCOVERED DURING PERFORMANCE OF
THE PROCEDURE.

[100| DIABLO CANYON 1 DOCKET 50-275 LER 85-014
INVERTER TRANSFORMER FAILS CAUSING SCRAM.
EVENT DATE: 051885 REPORT DATE: 061885 NSSS: WE TYPE: PWR
VENDOR: SOLA ELECTRIC COMPANY

(NSIC 194748) AT 0714 PDT, MAY 18, 1985 WHILE IN MODE 1 (POWER OPERATION), UNIT
1 HAD A REACTOR TRIP FOLLOWED BY A SAFETY INJECTION. ALL AUTOMATIC EQUIPMENT
RESPONDED AS DESIGNED EXCEPT FOR DIESEL CENERATOR 1-3 WHICH FAILED TO MAINTAIN
SPEED (SEE SPECIAL REPORT SR 85-04 DATED JUNE 17, 1985). THE PLANT WAS
STABILIEED IN MODE 3 (HOT STANDBY) IN ACCORDANCE WITH PROCEDURES. ALL SYSTEMS
AND EQUIPMENT AFFECTED BY THIS EVENT WERE RETURNED TO NORMAL OPERATION. THIS
EVENT WAS CAUSED BY THE FAILURE OF THE SLAVE 2.5 KVA REGULATING TRANSFORMER FOR
INSTRUMENT INVERTER IY-1-3. THE FAILED TRANSFORMER WAS REPLACED WITH A SPARE AND
THE INVERTER WAS RETURNED TO SERVICE. THIS WAS THE SIXTH EMERGENCY CORE COOLING
SYSTEM (ECCS) ACTUATION CYCLE TO DATE THAT HAS RESULTED IN THE DISCHARGE OF WATER
INTO THE REACTOR COOLANT SYSTEM. ON JUNE 6, 1985 FIVE SNUBBERS ON THE STEAM
LINES TO THE AUXILIARY FEEDWATER PUMP WERE FOUND TO BE INOPERABLE. THE TURBINE
DRIVFN AUXILIARY FEEDWATER PUMP WAS DECLARED INOPERABLE IN ACCORDANCE WITH THE
TECH SPECS. AN INVESTIGATION OF THE SNUBBER DAMAGE HAS SHOWN THAT IT WAS CAUSED
BY A WATER-HAMMER TRANSIENT. CONDENSED WATER WAS IN A STEAM SUPPLY LINE DURING
THE TURBINE-DRIVEN AUXILIARY FEEDWATER PUMP START ON LO-LO STEAM GENERATOR LEVEL
FOLLOWING THE REACTOR TRIP AND SAFETY INJECTION OF MAY 18, 1985. MORE DETAIL ON
THE SNUBBER DAMAGE WILL EE PROVIDED IN A SUPPLEMENTAL REPORT WHEN THE FINAL
ENGINEERING EVALUATION HAS BEEN COMPLETED.

[101] DRESDEN 2 DOCKET 50-237 LER 84-006 REV 1
UPDATE ON LPCI ROOM SUBMARINE DOOR NOT CLOSED.
EVENT DATE: 020884 REPORT DATE: 080984 NSSS: GE TYPE: BWR

(NSIC 194563) DURING NORMAL OPERATION, THE EAST LPCI CORNER ROOM SUBMARINE DOOR
TO THE TORUS BASEMENT WAS FOUND OPEN AND UNATTENDED, IN VIOLATION OF THE TECH
SPECS, SAFETY SIGNIFICANCE WAS MINIMAL SINCE THE OPERABILITY OF LPCI OR CORE
SPRAY WAS NOT AFFECTED. THE DOOR WAS PROBABLY LEFT OPEN 5Y CONTRACTOR PERSONNEL.
THE DOOR WAS IMMEDIATELY CLOSED AND SECURED, AND SIGNS WERE HUNG EMPHASIEING THE
TECH SPEC REQUIREMENTS. THIS REPORT IS SUBMITTED AS A RESULT OF AN INVESTIGATION
WHICH REVEALED THAT THE EVENT IS REPORTABLE PER 10 CFR 50.73(A)(2)(1)(B).
ORIGINALLY THE EVENT WAS MISTAKENLY CLASSIFIED AS NON-REPORTABLE. REVIEW OF THE
CIRCUMSTANCES WHICH LED TO THE MISCLASSIFICATION INDICATE THAT STATION PERSONNEL
INVOLVED WERE NOT COMPLETELY FAMILIAR WITH THE RECENT CHANGES TO 10 CFR 50.73.
ALL PERSONNEL DIRECTLY INVOLVED IN DETERMINING REPORTABILITY WILL RECEIVE
ADDITIONAL TRAINING.

[102] DRESDEN 2 DOCKET 50-237 LER 84-003 REV 1
UPDATE ON CORE SPRAY VALVE FAILURE.
EVENT DATE: 022184 REPORT DATE: 091984 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: DRESDEN 3 (BWR)
VENDOR: LIMITORQUE CORP.

(NSIC 194160) DURING NORMAL OPERATION, CORE SPRAY VALVE M02-1402-25A FAILED TO
OPERATE FROM THE CONTROL ROOM. SAFETY SIGNIFICANCE WAS MINIMAL SINCE THE
REDUNDANT CORE SPRAY 'B' LOOP WAS OPERABLE TO PROVIDE CORE COOLING. CAUSE OF THE
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EVENT WAS A MECHANICAL FAILURE OF THE GEAR HOUSING OF THE VALVE, PROBABLY CAUSED
BY MECHANICAL OVERLOAD DURING OPERATION. A CONTRIBUTING FACTOR TO THIS OVERLOAD
IS THE VALVE CONTROL CIRCUITRY, WHICH CAN ALLOW THE VALVE TO REPEATEDLY CLOSE
AFTER ALREADY BEING CLOSED. THIS CREATES A HAMMERING EFFECT ON THE VALVE AND
OPERATOR. WORK REQUESTS (WR 33853 AND 34302) HAVE BEEN WRITTEN TO MODIFY THE
EXISTING CIRCUITRY TO PREVENT THIS EFFECT. THE MODIFICATION FOR UNIT 2
(M12-2-84-9) WILL BE COMPLETED DURING THE FALL 1984 REFUELING OUTAGE. THE
MODIFICATION FOR UNIT 3 (M12-3-84-9) WILL BE COMPLETED DURING THE FALL 1985'

OUTAGE. FINALLY AS INTERIM CORRECTIVE ACTION UNTIL THE VALVE CONTROL CIRCUITRY
IS MODIFIED, CAUTION CARDS WERE PUT ON THE 1402-25A AND 8 VALVES FOR BOTH UNITS 2
AND 3. THESE CAUTION CARDS WILL WARN THE OPERATOR NOT TO HOLD ONTO THE CONTROL
SWITCH WHEN CLOSING THESE VALVES IN ORDER TO LIMIT ANY HAMMERING EFFECT.

[103) DRESDEN 2 DOCKET 50-237 LER 85-018
SERVICE WATER SAMPLE MIS 3ED.
EVENT DATE: 041585 REPORT DATE: 051385 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: DRESDEN 3 (BWR)

(NSIC 194567) DURING UNIT 2 STARTUP FOLLOWING A REFUEL OUTAGE, AND NORMAL UNIT 3
OPERATIONS, A RADI ATION CHEMISTRY TECHNICI AN (RCT) FAILED TO OBTAIN SERVICE WATER
EFFLUENT SAMPLES FOR ACTIVITY LEVEL ANALYSIS UNTIL 6 HRS AFTER THE TECH SPEC
LIMIT OF 12 HRS HAD EXPIRED. THE RCT WAS RETRAINED ON SAMPLING REQUIREMENTS, IN
PARTICULAR ON THOSE SAMPLES THAT HAVE RECENTLY BEEN ADDED TO THE LIST OF REQUIRED
SAMPLES. IN ADDITION, THE RCT ROUTINE CHECKLIST HAS BREN REVISED TO INCLUDE ALL
OF THE CURRENTLY REQUIRED SAMPLES, IN ORDER TO PREVENT FUTURE SIMILAR OCCURRENCES
BY OTHERS.

[104] DRESDEN 2 DOCKET 50-237 LER 85-023
TESTING ERROR CAUSES REACTOR SCRAM ON MSL RADIATION MONITOR TRIP.
EVENT DATE: 050285 REPORT DATE: 052985 NSSS: GE TYPE: BWR

(NSIC 194467) DURING UNIT 2 SHUTDOWN, MAIN STEAM LINE (MSL) RADIATION MONITOR
SCRAM AND ISOLATION FUNCTIONAL TEST (DOS 1700-1) WAS PERFORMED AND A FULL SCRAM
OCCURRED WHEN THE 'D' CHANNEL MSL RADIATION MONIFOR WAS TRIPPED. THE 'D' CHANNEL
TRIP PRODUCED THE EXPECTED HALF SCRAM HOWEVER, A 'C' CHANNEL TRIP ALSO OCCURRED
RESULTING IN THE REACTOR SCRAM. BOTH CHANNELS dERE RESET AND 'D' CHANNEL WAS
TRIPPED AGAIN WITH ONLY THE HALF SCRAM OCCURRIPlG. THE 'C' CHANNEL WAS TESTED
AGAIN AND THE EXPECTED HALP SCRAM OCCURRED ANT WAS RESET HOWEVER, A SECOND HALF
SCRAM OCCURRED 7 SECS LATER. THE 'C' CHANNEL MSL MONITOR WAS INSPECTED AND IT
WAS DETERMINED THAT THE MONITOR PRODUCES A S'/URIOUS TRIP SIGNAL DURING
PERFORMANCE OF DOS 1700-1 AT LOW POWER LEVELS. THE SIGNAL IS PRODUCED FOLLOWING
SATURATION OF THE MSL RADIATION MONITOR'S INDICATOR. A CAUTION CARD WAS PLACED
ON THE 'C' MSL RAD MONITOR TO PROVIDE INSTRUCTIONS TO ALLOW AMPLE TIME FOR THE
MONITOR TO RETURN TO ITS NORMAL SETTING A PROCEDURE INQUIRY WAS WRITTEN TO
ENSURE THE PROCEDURE REFLECTS THE TIME REQUIRED FOR THE INDICATION TO RETURN TO
NORMAL.

[105} DRESDEN 3 DOCKET 50-249 LER 84-018 REV 1
UPDATE ON REACTOR SCRAMS ON LOW WATER LEVEL.
EVENT DATE: 102084 REPORT DATE: 121284 NSSS: GE TYPE: BWR
VENDOR: COPES-VULCAN, INC.

,

GENERAL ELECTRIC CO.
]

(NSIC 194161) UNIT 3 WAS AT STEADY POWER ON 10-20-84 WITH 3A FEEDWATER REGULATING
VALVE (FWRV) IN AUTO WHEN THE REACTOR SCRAMMED BECAUSE OF LOW WATER LEVEL.
APPARENT ROOT CAUSE OF SCRAM WAS DECIDED AS A MASTER CONTROLLER PROBLEM SINCE A
BAD SWITCH WAS FOUND IN THE RESET CIRCUITRY OF THE CONTROLLER. THE MASTER
CONTROLLER WAS REPLACED AND THE REACTOR WAS STARTED UP USING 3B FWRV. ON 11-2-84

|
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THE 3A FWRV WAS AGAIN PLACED IN AUTO AND AFTER A FEW HRS HAD TO BE TAKEN OUT OF ,

SERVICE. THE STEM TO DISC WAS FOUND SEPARATED DUE TO A CRACK IN THE STEM. THE
i STEM-DISC ASSEMBLY WAS REPLACED WITH AN ADDED PROTECTION OF WELDING THE STEM TO

THE DISC FOR THIS NEW ASSEMBLY TO PREVENT FUTURE SEPARATION. DURING THE REACTOR ,

SCRAM, HOWEVER, CRD J-7 ONLY SCRAMMED FROM POSITION 48 TO 46. A MINIMAL SAFETY
SIGNIFICANCE RESULTED SINCE THE REACTOR SHUTDOWN AS ANALYSED PER TECH SPEC

!

! 3.3.A.I. REASON FOR CONTROL ROD NOT INSERTING TO POSITION 00 WAS DUE TO THE DISC
SEPARATING FROM THS STEM IN THE 112 MANUAL VALVE. MORE DETAILS ON THIS CRD J-7
CAN BE FOUND IN DEVIATION REPORT #12-3-04-49. THE LAST SIMILAR FWRV OCCURRENCE

] WAS REPORTED BY DEVIATION REPORT c12-3-03-39.
i

s

| [106] DRESDEN 3 DOCKET 50-249 LER 85-013
J REACTOR BUILDING VENT AND REFUELING FLOOR RAD MONITORS HAVE INCORRECT SETPOINTS.

EVENT DATE: 051685 REPORT DATE: 061085 MSSS: GE TYPE: BWR

(NSIC 194603) DURING NORMAL OPERATION IT WAS DISCOVERED THAT BOTH CHANNELS OF ARM
3-1705-16 WERE SET TO TRIP AT 120 MR/HR WHICH IS IN EXCESS OF THE TECH SPEC LIMIT !

(3.2.D.4) OF 100 MR/HR. THE REACTOR BLDG VENTILATION SYSTEM WAS ISOLATED
IMMEDIATELY AND THE EFFLUENT FLOW WAS REDIRECTED TO THE STANDBY GAS TREATMENT
(SBGT) SYSTEM. SUBSEQUENTLY, THE MONITORS WERE RECALIBRATED AND THE REACTOR BLDG
VENTILATION AND SSGT SYSTEMS WERE RETURNED TO NORMAL. THE CAUSE WAS DETERMINEDi

! TO BE PERSONNEL ERROR. THE INSTRUMENT USED TO CALIBRATE THE ARM DETECTORS WAS
'

IMPROPERLY CALIBRATED. NO NEGATIVE SAFETY CONSEQUENCES RESULTED. THE REFUELING
FLOOR RADIATION LEVEL REMAINED BELOW THE TECH SPEC LIMIT FOR THE DURATION OF THE;

i EVENT (1600 HRS ON 5-15-85 THROUGH 1025 HRS ON 5-16-05). THE LAST SIMILAR
j OCCURRENCE (I.E., BOTH ARM CHANWELS SET TO TRIP AT GREATER THAN 100 MR/NR) IS

REPORTED IN LER 80-12 ON DOCKET 50-249.

i [107] FARLEY 1 DOCKET 50-348 LER 85-002
REACTOR TRIP FOLLOWING INADVERTENT RAPID LOAD REJECTION.
EVENT DATE: 031385 REPORT DATE: 041285 NSSS: WE TYPE: PWR

| VENDOR: NAMCO CONTROLS

(NSIC 194180) AT 0050 ON 3-13-85. THE REACTOR TRIPPED DUE TO LOW-LOW WATER LEVELS i

,' IN SGS 18 AND 1C. THE LOW-LOW SG WATER LEVELS WERE CAUSED BY A RAPID LOAD
REDUCTION ANO RESULTING SHRINK OF SG LEVELS. THE LOSS OF LOAD WAS DUE TO A

j SPURIOUS ACTUATION OF A LIMIT SWITCH ON A MSIV WHICH CAUSED THE MAIN TURBINE
GOVERNOR AND INTERCEPT VALVES TO CLOSE. THE PLANT OPERATORS IMPLEMENTED

) FNP-1-EEP-0 (REACTOR TRIP OR SAFETY INJECTION) AND FNP-1-ESP-0.1 (REACTOR TRIP
j RESPONSE) PLACING THE UNIT SAFELY IN MODE 3. ALL SAFETY SYSTEMS FUNCTIONED AS
j DESIGNED. THE LIMIT SWITCH WAS REPLACED AND ALL MSIV LIMIT SWITCH
i TURBINE / REACTOR TRIP FUNCTIONS WERE VERIFIED PRIOR TO RETURNING TO OPERATION ON
| 3-15-85.
1
,

[108] FARLEY 1 DOCKET 50-348 LER 85-007
INOPERABLE FIRE DOOR.
EVENT DATE: 041185 REPORT DATE: 051085 NSSS: NE TYPE: PWR

* OTHER UNITS INVOLVED: FARLEY 2 (PWR)

(NSIC 1944941 AT 0005 ON 4-011-85 FIRE DOOR 401 WAS DECLARED INOPERABLE AND
COULD NOT BE REPAIRED WITHIN 7 DAYS. THEREFORE, THIS SPECIAL REPORT IS SUBMITTED

f IN ACCORDANCE WITH THE REQUIREMENTS OF TECH SPEC 3.7.12. TECH SPEC 3.7.12
i REQUIREMENTS FOR VERIFYING THE OPERABILITY OF FIRE DETECTORS ON AT LEAST ONE SIDE
#

OF THE NON-FUNCTIONAL FIRE BARRIER AND ESTABLISHING AN HOURLY FIRE WATCH WERE
j MET. THE FIRE DOOR WAS DECLARED INOPERABLE DUE TO A LOOSE AUTO-CLOSURE MECHANISM
1 AND LOOSE ASTRAGAL. WHILE ATTEMPTING TO REPAIR THE DOOR, ADDITIONAL PROBLEMS

WERE FOUND AND IT WAS DETERMINED THAT THE DOOR ASSEMBLY SHOULD BE REPLACED. A
| NEW DOOR ASSEMBLY HAS BREN ORDERED AND IS EXPECTED TO BE RECEIVED ON 6 24-85.
!

}
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REPAIRS WILL BE COMPLETED AS SOON AS PRACTICABLE AFTER THE DOOR HAS BEEN
RECEIVED. FIRE WATCH REQUIREMENTS CONTINUE TO BE MET AND A FIRE WATCH WILL BE
MAINTAINED UNTIL THE DOOR IS REPLACED AND DETERMINED FUNCTIONAL.

[109] FARLEY 1 DOCKET 50-348 LER 85-004
CONTAINMENT AIR LOCK DOORS OPEN.
EVENT DATE: 041585 REPORT DATE: 051585 NSSS: WE TYPE: PWR

(NSIC 194493) AT 1020 ON 4-15-85 DURING CORE ALTERATIONS, IT WAS DISCOVERED THAT
BOTH DOORS OF THE CONTAINMENT AUX AIR LOCK WERE OPEN. TECH SPEC 3.9.4 REQUIRES
THAT AT LEAST ONE DOOR OF EACH AIR LOCK BE CLOSED. UPON DISCOVERY, CORE

ALTERATIONS AND MOVEMENT OF IRRADIATED FUEL IN CONTAINMENT WERE SUSPENDED
IMMEDIATELY. BOTH AUX AIR LOCK DOORS WERE CLOSED AND CORE ALTERATIONS RESUMED AT
1035 ON 4-15-85. AN INVESTIGATION REVEALED THAT A WORKER HAD EXITED CONTAINMENT
VIA THE AUX AIR LOCK AT 0630 ON 4-15-85. THE WORKER UTILIEED THE AUX AIR LOCK
IMPROPERLY AND LEFT BOTH DOOKS OF THE AIR LOCK OPEN. THE DOORS REMAINED OPEN

UNTIL THEY WERE' DISCOVERED AT 1020. TO PREVENT RECURRENCE, A CAUTION TAG WAS

PLACED ON THE INTERIOR DOOR OF THE AUX AIR LOCK. THIS TAG STATED THAT THE AUX
AIR LOCK WAS TO BE USED ONLY IN AN EMERGENCY AND THE TAG WAS MAINTAINED ON THE
DOOR UNTIL CORE ALTERATIONS HAD BEEN COMPLETED. THE INDIVIDUAL INVOLVED IN THIS
INCIDENT HAS BEEN COUNSELED CONCERNING PROPER UTILIEATION OF THE AUX AIR LOCK.

[110] FARLEY 1 DOCKET 50-348 LER 85-005
ALL CHARGING PUMPS WERE INOPERABLE.
EVENT DATE: 041585 REPORT DATE: 050985 NSSS: WE TYPE: PWR

(NSIC 194770) AT 0237 ON 4/15/85, DURING CORE ALTERATIONS. IT WAS RECOGNIEED THAT
THE TECH SPEC 3.1.2.1 REQUIREMENT FOR A BORON INJECTION FLOWPATH THROUGH AN
OPERABLE CHARGING PUMP AND THE TECH SPEC 3.1.2.3 REQUIREMENT FOR AN OPERABLE
CHARGING PUMP WERE NOT MET BECAUSE ALL OF THE CHARGING PUMPS HAD BEEN TAGGED OUT.
A BORON INJECTION FLOW PATH VIA THE RESIDUAL HEAT REMOVAL PUMP WAS AVAILABLE.
UPON DISCOVERY, TECH SPEC ACTION STATEMENTS WERE COMPLIED WITH IN THAT CORE
ALTERATIONS WERE SUSPENDED IMMEDIATELY. ON 4/14/85, IN ACCORDANCE WITH TECH SPEC
REQUIREMENTS, ONLY ONE CHARGING PUMP (THE 1A CHARGING PUMP) WAS OPERABLE. THE

SHIFT SUPERVISOR AUTHORIEED A TAGGING ORDER FOR REPAIR OF SEVERAL VALVES ON THE
CHARGING LINE WHICH, AT 2242, MADE THE 1A CHARGING PUMP INOPERABLE. FUEL
MOVEMENT BEGAN AT 2303. AT APPROXIMATELY 0200 ON 4/15/85, THE SHIFT SUPERVISOR
REQUESTED A REVIEW OF TAGGING ORDERS AFFECTING THE BORON INJECTION FLOW PATHS.
AT 0237, THIS REVIEW DETERMINED THAT NO CHARGING PUMPS WERE OPERABLE. ACTIONS
WERE TAKEN TO RESTORE THE 1A CHARGING PUMP TO OPERABILITY AND THESE WERE
COMPLETED AT 0424 ON 4/15/85. THIS EVENT WAS CAUSED BY PERSONNEL ERROR. THE

SHIFT SUPERVISOR FAILED TO PERFORM A SUFFICIENTLY DETAILED REVIEW OF THE TAGGING
ORDER BEING AUTHORIEED. THE SHIFT SUPERVISOR INVOLVED IN THIS INCIDENT HAS BEEN
COUNSELED.

[111] FARLEY 1 DOCKET 50-348 LER 85-008
ISOLATION OF A AND B TRAIN RHR SUCTION VALVES DUE TO SINGLE CAUSE.
EVENT DATE: 050685 REPORT DATE: 060585 NSSS: WE TYPE: PWR

(NSIC 194771) AT 0925 ON 5/6/85, BOTH TRAINS OF THE RESIDUAL HEAT REMOVAL SYSTEM
(RNR) AND THE OVERPRESSURE MITIGATION SYSTEM (OMS) WERE MADE INOPERABLE BY A
COMMON CAUSE. AT 0920 ON 5/6/85, THE SUCTION VALVE FOR THE "A" TRAIN RHR SYSTEM

CLOSED. ATTEMPTS TO OPEN THE VALVE FROM THE MAIN CONTROL BOARD WERE UNSUCCESSFUL
AND THE OPERATORS STOPPED THE "A" TRAIN RHR PUMP. SIMILARLY, THE SUCTION VALVE

FOR THE "B" TRAIN RHR SYSTEM CLOSED. ATTEMPTS TO OPEN THIS VALVE FROM THE MAIN
CONTROL BOARD WERE UNSUCCESSFUL AND THE OPERATORS STOPPED THE "B" TRAIN RHR PUMP

AT 0925. CLOSING OF THESE VALVES ALSO ISOLATED THE OMS RELIEF VALVES. POWER WAS

REMOVED FROM THE TWO VALVES AND THEY WERE MANUALLY OPENED ALLOWING THE "A" TRAIN

l

!
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RHR PUMP TO BE RE-STARTED AT 1012 ON 5/6/85 AND THE "B" TRAIN RHR PUMP TO BE
RESTARTED AT 1020. THIS RESTORED BOTH TRAINS OF RHR AND OMS TO OPERABILITY.
THIS EVENT WAS CAUSED BY PROCEDURAL INADEQUACY AND PERSONNEL ERROR. POWER WHICH
HAD BEEN PROCEDURALLY REMOVED FROM THE VALVES WAS INCORRECTLY RESTORED WHILE AN
AUTO CLOSE SIGNAL FROM THE RCS PRESSURE TRANSMITTERS WAS PRESENT.

[112) FARLEY 2 DOCKET 50-364 LER 85-008
REACTOR TRIP CAUSED BY OPERATOR ERROR.
IVENT DATE: 032885 REPORT DATE: 042285 NSSS: WE TYPE: PWR

(NSIC 194683) AT 0427 ON 3-28-85, THE REACTOR TRIPPED DUE TO LOW-LOW LEVEL IN
STEAM GENERATOR 2A. PRIOR TO THE TRIP, REACTOR PONER HAD BERN REDUCED TO 244 IN
PREPARATION FOR THE TURBINE OVERSPEED TEST AND THE STEAM GENERATOR LEVELS WERE

j BEING CONTROLLED MANUALLY USING THE MAIN FEED REGULATING VALVES AND 28 STEAM
GENERATOR FEED PUMP (SGFP). A TECHNICIAN, WHILE TROUBLESHOOTING A PROBLEM WITH
THE 2A SGFP, WAS ASSIGNED TO PULL PRINTED CIRCUIT CARDS C8-230 AND C8-231 FROM
7300 PROCESS CONTROL CABINET NUMBER EIGHT. HOWEVER, NE MISTAKENLY PULLED CARDS
C8-231 AND C8-232. PULLING CARD C8-232 CAUSED THE 2B SGFP TO SLOW TO

r APPROXIMATELY 3000 RPM, REDUCING STEAM GENERATOR FEED FLOW AND CAUSING STEAM
GENERATOR LEVELS TO DECREASE. UPON RECEIPT OF STEAM GENERATOR LEVEL DEVIATION

: ALARMS, MANUAL CONTROL OF 28 SGFP WAS TAKEN, BUT OPERATORS WERE UNABLE TO PREVENT
THE STEAM GENERATOR LEVELS FROM DECREASING TO THE LOW-LOW LEVEL REACTOR TRIP
SETPOINT. FOLLOWING THE TRIP, THE OPERATORS IMPLEMENTED FNP-2-EEP-O ( R EACTOR
TRIP OR SAFETY INJECTION) AND FNP-2-ESP-0.1 (REACTOR TRIP RESPONSE). ENSURING
THAT THE UNIT WAS SAFELY IN MODE 3. ALL SAFETY SYSTEMS FUNCTIONED AS DESIGNED.
THIS EVENT WAS CAUSED BY PERSONNEL ERROR. THE TECHNICIAN INVOLVED HAS BREN
COUNSELED CONCERNING HIS ACTION.

,

i

[113] FERMI 2 DOCKET 50-341 LER 85-006
i DIVISION I SGTS AND FIRE PROTECTION SYSTEM INOPERABLE DUE TO MAINTENANCE ERRORS.

EVENT DATE: 040785 REPORT DATE: 052485 NSSS: GE TYPE: BWR

) (NSIC 194589) DIVISION I OF THE STANDBY GAS TREATMENT SYSTEM (SGTS) AND ITS'

ASSOCIATED CARBON DIOXIDE FIRE PROTECTION SYSTEM WERE NOT RECOGNIERD AS BEING
INOPERABLE FOR APPROX 15 DAYS AND 13 DAYS, RESPECTIVELY. THE PLANT WAS IN
OPERATIONAL CONDITION 5 AND CORE ALTERATIONS WERE PERFORMED DURING THIS TIME THUS
VIOLATING TECH SPECS. THE CAUSE WAS FAILURE TO PROPERLY ALIGN BOTH SYSTEMS WHEN
RETURNED TO SERVICE FOLLOWING MINOR MODIFICATIONS. A MEMO DESCRIBING THE
INCIDENT AND ITS CAUSED HAS BEEN PLACED ON THE REQUIRED READING LIST FOR LICENSED
OPERATORS AND THE PROCEDURE FOR RETURNING SYSTEMS TO SERVICE IS BEING REVISED TO

.

MORE EXPLICITLY DISCUSS VERIFICATIONS REQUIRED TO ENSURE SYSTEM OPERABILITY.

[114] FERMI 2 DOCKET 50-341 LER 85-007
TWO GRAB SAMPLES MISSED DURING RADWASTE DISCHARGE.
EVENT DATE: 042485 REPORT DATE: 052485 NSSS: GE TYPE: BWR
VENDOR: GENERAL ATOMIC CO.

(NSIC 194590) ON 2 OCCASIONS BETWEEN APR 23 AND 25, 1985, TECH SPEC 3.3.7.11.B
WAS VIOLATED IN THAT GRAB SAMPLES WERE NOT TAKEN WITHIN THE REQUIRED 8 HR PERIOD
WHEN DISCHARGING EFFLUENT FROM THE CIRCULATING WATER RESERVOIR DECANT LINE WITH
THE RADIATION MONITOR INOPERABLE. THE CAUSES OF THESE VIOLATIONS WERE FAILURE TO
RECOGNIEE THE REQUIREMENT TO SAMPLE IN ONE INSTANCE AND FAILURE TO ALLOW FOR
DELAYS IN OBTAINING THE SAMPLE IN THE OTHER INSTANCE. PERSONNEL INVOLVED EITHER
HAVE OR WILL BE REQUIRED TO REVIEW THE EVENTS AND THEIR CAUSES. IN ADDITION, A
PROCEDURE TO GOVERN THE PERFORMAFCE OF TECH SPEC SURVEILLANCES AND ACTION
STATEMENTS BY CHEMISTRY SECTION P.3RSONNEL HAS BERN WRITTEN AND APPROVED.

4

|

|
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[115] FERMI 2 DOCKET 50-341 LER 85-008
MAINTENANCE WORK CAUSES TWO SPURIOUS IRM TRIPS AND REACTOR SCRAMS.
EVENT DATE: 042585 REPORT DATE: 052585 NSSS: GE TYPE: BWR

(NSIC 194591) ON 4-25-85, WITH THE PLANT IN itODE 5 AND CONTROL ROD DRIVE
REFURBISHMENT UNDERWAY BENEATH THE REACTOR VESSEL, THE RPS WAS ACTUATED TWICE
WHEN WORKERS BUMPED AN IRM CABLE, CAUSING A FALSE UPSCALE TRIP ON IRM H (RPS
CHANNEL B2). THIS UNANTICIPATED HALF-SCRAM COMBINED, WITH AN ANTICIPATED
HALF-SCRAM IN RPS A FROM MAINTENANCE ON THE MAIN STEAM LINE RADIATION MONITORS,
PRODUCED A FULL SCRAM SIGNAL. ALL SYSTEMS RESPONDED AS EXPECTED TO THE SCRAM.

! THE IRM' TRIP RESULTED FROM THE RESPONSE OF THE IRM DETECTOR TO THE CHANGE IN
CAPACITANCE CAUSED BY THE SLIGHT DEFORMATION OF THE CABLE INSULATION WHEN THE
CABLE WAS BUMPED. BECAUSE THIS OCCURS ONLY WHERE THERE IS A LOT OF WORK UNDER
THE VESSEL, IRM TRIPS DUE TO BUMPING THE CABLES ARE NOT EXPECTED TO OCCUR DURING

{ NORMAL OPERATION AND HAVE NOT OCCURRED SINCE THE CONTROL ROD DRIVE REFURBISHMENT
WAS COMPLETED.

[116] FERMI 2 DOCKET 50-341 LER 85-009 ,

CONTROL ROD DRIVE FRICTION TESTING PERFORMED WITH RPS SHORTING LINKS INSTALLED.
EVENT DATE: 042685 REPORT DATE: 052685 NSSS: GE TYPE: BWR

(NSIC 194592) ON 4-26-85 AT 0940 HRS, WITH THE PLANT IN OPERATIONAL CONDITION 5
AND CONTROL ROD DRIVE FRICTION TESTING IN PROGRESS, CONTROL ROOM PERSONNEL
SUSPENDED TESTING WHEN THEY NOTED THAT THE CONDITION 5 SURVEILLANCE LOG INDICATED
THE RPS SHORTING LINKS WERE NOT REMOVED AS REQUIRED BY TECH SPEC 3.9.2.C. ALL

CONTROL RODS WERE INSERTED OR VERIFIED TO BE FULLY INSERTED AND PERSONNEL WERE
DIRECTED TO SUSPEND CORE ALTERATIONS. PLANT STAFF REVIEWED TECH SPECS 3.9.2 AND
3.9.3 WITH THE RESIDENT INSPECTOR AND NRR IN WASHINGTON TO RESOLVE AN APPARENT
CONFLICT BETWEEN SPEC 3.9.2.C AND SURVEILLANCE REQUIREMENT 4.9.2.D. THE PLANT
WAS LATER INFORMED THAT NRR'S INTERPRETATION OF SPEC 3.9.2.C REQUIRED THAT THE
SHORTING LINKS BE REMOVED DURING SINGLE CONTROL ROD WITHDRAWALS. THE NUCLEAR
SHIFT SUPERVISOR AUTHORIEED REMOVAL OF THE SHORTING LINKS AT 0130 ON 4-27 AND

I CONTROL ROD DRIVE FRICTION TESTING RECOMMENCED AT 0545 HRS THAT DAY. THIS EVENT
WILL BE REVIEWED WITH ALL LICENSED PERSONNEL AND A TECH SPEC CHANGE WILL BE
REQUESTED TO RESOLVE THE CONFLICT BETWEEN SPECS 3.9.2 AND 4.9.2.

[117] FERMI 2 DOCKET 50-341 LER 85-010
NUMEROUS PERSONNEL ERRORS CAUSE FOUR REACTOR SCRAMS AND ONE CONTAINMENT ISOLATION.
EVENT DATE: 042785 REPORT DATE: 052885 NSSS: GE TYPE: BWR
VENDOR: AMPHENOL

(NSIC 194620) ON APRIL 27, 1985, AT 0844 HOURS WHILE IN OPERATIONAL CONDITION 5,
AN RPS TRIP OCCURRED CAUSED BY AN APRM *E" UPSCALE TRIP. WITHIN A FEW SECONDS OF
RESETTING THE TRIP, A SECOND TRIP OCCURRED FROM THE SAME CAUSE. AFTER RESETTING
THE SECOND TRIP, A THIRD WAS CAUSED BY A SCRAM DISCHARGE VOLUME HIGH WATER LEVEL
SIGNAL. WHEN MARKING THE EVENTS ON THE APRM CHART RECORDER PAPER, ANOTHER RPS
TRIP WAS CAUSED BY THE RECORDER DOOR STRIKING THE "B" BACKUP MANUAL SCRAM
PUSMBUTTON. AN OPERATOR SENT TO RESET THE "B" MANUAL SCRAM BREAKER RESET BOTH
"A" AND "B" RESULTING IN NUMEROUS ISOLATIONS AND ACTUATIONS. THE RECORDER DOOR
HAS BEEN MODIFIEDs ALL OPERATORS WILL BE CAUTIONED TO ENSURE PROPER COMMUNICATION
PROCEDURES ARE FOLLOWED AND THE LPRM CABLE 5 WHICH CAUSED THE SPURIOUS APRM
SIGNALS ARE BEING REPAIRED.

[118] FERMI 2 DOCKET 50-341 LER 85-011
NOISE FROM TEST EQUIPMENT CAUSES TWO REACTOR SCRAMS.
EVENT DATE: 042785 REPORT DATE: 052785 NSsS: GE TYPE: BWR

(NSIC 194621) ON 4-27-85, AT 1106 HRS AND 1406 HRS, TWO RPS ACTUATIONS OCCURRED

. _ . . . _ , - - _
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FROM SOURCE RANGE MONITOR (SRM) UPSCALE TRIPS. THE PLANT WAS IN OPERATIONAL
CONDITION 5 WITH THE RPS SHORTING LINKS REMOVED. ALL CONTROL RODS WERE FULLY
INSERTED AT THE TIME OF THE RPS ACTUATIONS. THE SRM UPSCALE TRIPS WERE CAUSED BY
A RADIO FREQUENCY SIGNAL GENERATED BY TEST EQUIPMENT SEING USED TO TROUBLESHOOT *

IRM CIRCUITRY LOCATED IN THE SAME CABINET AS THE SRM CIRCUITRY. A PRECAUTION IS
BEING ADDED TO THE APPROPRIATE PROCEDURE TO PREVENT A RECURRENCE.

!

[119) FERMI 2 DOCKET 50-341 LER 85-013
SECONDARY CONTAINMENT NOT ESTABLISHED PRIOR TO STARTING CORE ALTERATIONS. '

EVENT DATE: 042785 REPORT DATE: 052885 N555: GE TYPE: BWR
;

(NSIC 194623) ON THE MORNING OF 4-28-85 WITH THE PLANT IN OPERATIONAL CONDITION 5
AND CONTROL ROD DRIVE FRICTION TESTING-IN PROGRESS, OPERATORS BBCAME AWARE THAT3

I SECONDARY CONTAINMENT INTEGRITY HAD NOT BREN MAINTAINED DURING CORE ALTERATIONS,
AS REQUIRED BY TECH SPEC 4.6.5.1.A. FOR A PERIOD.0F APPROX 7 HRS ON 4-27. PLANT
PERSONNEL MISINTERPRETED THE WORDING OF SURVEILLANCE PROCEDURE 24.000.03 AND
INCORRECTLY CONSIDERED A SECONDARY CONTAINMENT DIFFERENTIAL PRES 5URE OF O.100"
VAC WATER CUAGE (WG) TO MEET THE ACCEPTANCE CRITERION OF VACUUM GREATER THAN OR,

EQUAL TO -0.125" VAC WG. TO PREVENT RECURRENCE OF THIS EVENT, PROCEDURE'
,

24.000.03 HAS BEEN REVISED TO CLARIFY THE WORDING OF THE ACCEPTANCE. CRITERION AND i

#

j THE SETPOINTS ON THE ANNUNCIATORS FOR HIGH AND LOW DIFFERENTIAL PRES 5URE MAVE
BEEN REVISED TO ENSURE MORE RELIABLE ANNUNCIATION, THIS EVENT WILL BE REVIEWED
WITH ALL LICENSED PERSONNEL THROUGH THE REQUIRED READING PROGRAM AND THE

. REQUALIFICATION TRAINING PROGRAM.
1

[120] FERMI 2 DOCKET.50-341 LER 85-012
i REACTOR SCRAMS DURING RPS SHORTING LINK INSTALLATION. i
$ EVENT DATE: 042885 REPORT DATE: 052885 N555: GE TYPE: BWR

'
.

(NSIC 194622) ON 4-28-85 AT 0132 HRS WITH THE PLANT IN OPERATIONAL CONDITION 5, A
i REACTOR SCRAM OCCURRED DURING INSTALLATION OF THE RPS SHORTING LINK 5. A SECOND
i SCRAM OCCURRED SOON AFTER RESET OF THE FIRST SCRAM, WHILE THE SECOND SHORTING
| LINK WAS BEING INSTALLED IN PANEL H11-P611. THE ROOT CAUSE OF THESE SCRAM 5 NAS '

; PERSONNEL FAILURE TO COMPLY WITH WRITTEN PROCEDURES. THE LATEST REV OF THE
PROCEDURE REQUIRED THE OPERATOR TO INSTALL ONE LINK IN PANEL M11-P609 THEN ONE IN

j H11-P611 THEN ANOTHER IN P609 AND ANOTHER IN P611. INSTRAD, WORKING TO AN
A EARLIER VERSION OF THE PROCEDURE, THE OPERATOR IN5fALLED THE 2 LINKS FOR PANEL

P609 AND THEN ATTEMPTED TO INSTALL THE 2 LINKS FOR PANEL P611. THE 2 SCRAM 5
'

i OCCURRED WHILE THE 2 LINKS IN PANEL P611 NERE BEING INSTALLED. TO PREVENT'

RECURRENCE, THIS EVENT IS BRING REVIEWED WITH ALL LICENSED PERSONNEL.
I

!
'

[121] FERMI 2 DOCKET 50-341 LER 85-014*

INADVERTENT RPS ACTUATION WHILE VALVING IN REACTOR LEVEL REFERENCE LEG.
EVENT DATE: 050185 REPORT DATE: 053185 M555: GE TYPE: BWR

(NSIC 194838) ON MAY 1, 1985. WITH THE PLANT IN OPERATIONAL CONDITION 5 AND NO
,

| CORE ALTERATIONS IN PROGRESS, AM RPS ACTUATION OCCURRED ON AN ERRONEOUS
| INDICATION OF REACTOR VESSEL LEVEL 3. THE PLANT RE5PONDED A5 DESIGNED,
j- INITIATING A FULL SCRAM AND ISOLATION SIGNALS FOR VALVE GROUPS 4, 13, AND 15. A
i SIMILAR EVENT WAS REPORTED IN LER 85-005-00. THE SCRAM OCCURRED WHEN PERSONNEL

MISINTERPRETED THE PROCEDURE FOR VALVING REACTOR LEVEL INSTRUMENT (C32-N0045)
SACK INTO SERVICE. THE PRES 5URE DIFFERENCE BETWEEN THE REFERENCE LEG AND THE
INSTRUMENT UNDER TEST CAUSED A PERTURBATION IN THE INDICATED LEVEL WHEN THE
INSTRUMENT WAS VALVED BACK IN. THE PROCEDURE MAS BREN FURTHER REVISED TO CLARIFY
THE IMPORTANCE OF PRESSURISING THE LEVEL INSTRUMENTS BEFORE RETURNING THEM TO
SERVICE. ALSO, A MOCKUP NAS BREN CONSTRUCTED TO AID IN TRAINING THE INSTRUNENT
REPAIRMEN .IN THE PROPER TECHNIQUE FOR RETURNING THE INSTRUMENTS TO SERVICE.

r

.
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TRAINING WILL BE STARTED AS SOON AS MORE SUITABLE VALVES CAN BE INSTALLED IN THE
MOCKUP.

[122] FERMI 2 DOCKET 50-341 LER 85-015
INADVERTENT ACTUATION OF REACTOR WATER LEVEL INSTRUMENTS WHILE VALVING IN
REFERENCE LEG.
EVENT DATE: 050685 REPORT DATE: 053185 NSSS: GE TYPE: BWR

(NSIC 194624) ON 5-6-85 AT 1401 HRS, A FULL SCRAM SIGNAL WAS GENERATED WHILE
RESTORING A REACTOR VESSEL LEVEL INSTRUMENT TO SERVICE FOLLOWING CALIBRATION.
THE PLANT WAS IN OPERATIONAL CONDITION 5 WITH ALL CONTROL RODS INSERTED AND NO
CORE ALTERATIONS IN PROGRESS. THE SCRAM WAS CAUSED BY AN ERRONEOUS INDICATION OF
LOW REACTOR VESSEL WATER LEVEL (LEVEL 3) RESULTING FROM A PRESSURE TRANSIENT
INDUCED BY INCORRECT VALVING TECHNIQUE. CORRECTIVE ACTION IDENTIFIED IN 2
PREVIOUS SIMILAR LERS (85-005 AND 85-014) HAD NOT BEEN COMPLETED AT THE TIME OF
THIS EVENT BUT IS EXPECTED TO PREVENT RECURRENCE OF THIS EVENT. THE CORRECTIVE

ACTION INCLUDES CLARIFICATION OF THE PROCEDURE FOR VALVING IN THE INSTRUMENTS
(COMPLETED 5-11) AND TRAINING IEC PERSONNEL IN PROPER VALVING TECHNIQUE ON A
MOCKUP OF THE VALVES AND INSTRUMENTS (IN PROGRESS AT THIS TIME). ONLY PERSONNEL

TRAINED IN THE PROPER VALVING TECHNIQUE ARE NOW PERMITTED TO VALVE REACTOR VESSELj
: LEVEL INSTRUMENTS IN ANL OUT OF SERVICE.

[123] FERMI 2 DOCKET 50-341 LER 85-016

REACTOR SCRAM DUE TO INSTRUMENT VALVING ERROR.
EVENT DATE: 050985 REPORT DATE: 061085 NSSS: GE TYPE: BWR

(NSIC 194707) A SCRAM AND SEVERAL PRIMARY CONTAINMENT ISOLATIONS OCCURRED ON MAY
9, 1985 WHILE THE REACTOR WAS IN THE REFUELING MODE WHEN A NON-LICENSED OPERATOR
PERFORMED IMPROPER VALVING ON A REACTOR WATER LEVEL INSTRUMENT. HE WAS ATTEMPTING
TO REMOVE A TEMPORARY NITROGEN SUPPLY THAT HAD BEEN USED TO SUPPLY A SIMULATED
REFERENCE LEG SIGNAL FOR THE FLOOD UP RANGE WATER LEVEL INSTRUMENTATION WITH THE
VESSEL HEAD NOT INSTALLED. APPROPRIATE PERSONNEL ARE BEING INFORMED OF THE EVENT
VIA A REQUIRED READING LIST. A MORE PERMANENT TYPE INSTALLATION WITH APPROPRIATE
PROCEDURES FOR ITS USE IS PLANNED TO PREVENT RECURRENCE.

[124] FITEPATRICK DOCKET 50-333 LER 85-010

INADVERTENT LIFTING OF FUEL ASSEMBLY FROM REACTOR CORE.
EVENT DATE: 042185 REPORT DATE: 051485 NSSS: GE TYPE: BWR
VENDOR: GENERAL ELECTRIC CO.

(NSIC 194584) DURING A REFUELING OUTAGE, WHILE CONDUCTING CONTROL ROD DRIVE
MAINTENANCE, A FUEL ASSEMBLY WAS INADVERTENTLY LIFTED FROM THE REACTOR VESSEL
WITH THE FUEL SUPPORT GRAPPLE. VISUAL CONTACT WITH THE FUEL SUPPORT GRAPPLE HAD
BEEN LOST AS A RESULT OF A GRAPPLE AIR LEAK. THE REACTOR BLDG VENTILATION WAS
ISOLATED AND THE STANDBY GAS TREATMENT SYSTEM HAD BEEN PLACED IN OPERATION PRIOR
TO THE EVENT. A SAFETY LINE WAS ATTACHED TO THE FUEL ASSEMBLY AND THE FUEL
ASSEMBLY WAS THEN TRANSPORTED TO THE SPENT FUEL POOL. THE INCIDENT PROBABLY
WOULD NOT HAVE OCCURRED HAD THE OPERATOR STOPPED HOIST MOTION AS SOON AS VISUAL
CONTACT WITH THE GRAPPLE WAS LOST. ALL LICENSED OPERATORS HAVE BEEN COUNSELLED
ON THIS INCIDENT AND THE IMPORTANCE OF STOPPING MOVEMENT OF REFUELING EQUIPMENT
WHEN VISUAL CONTACT IS LOST.

[125] FITZPATRICK DOCKET 50-333 LER 85-012
PERSONNEL ERRORS CAUSE TWO REACTOR SCRAMS DURING SHUTDOWN.
EVENT DATE: 050385 REPORT DATE: 053085 NSSS: GE TYPE: BWR

(NSIC 194586) DURING A SCHEDULED OUTAGE FOR MAINTENANCE, 2 REACTOR SCRAMS
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OCCURRED WITHIN AN APPROXIMATE PERIOD OF 8 HRS
REACTOR PRESSURE VESSEL LEVEL INSTRUMENTSTHE OPERATORS WERE PERFORMING A VALVE LINEUP ON INSAT THE TIME OF THE FIRST EVENT,

.

TRUMENT ROOT VALVES FOR
LEVEL SIGNAL TO THE RPS WERE THE

TO SENSE A FALSE LOW IMPROPERLY VALVED IN, INSTRUMENTS THAT GENERATE THE LOW
.

A FALSE LOW REACTOR LEVEL SIGNAL GENERATED A REACTOLEVEL SIGNAL AND GENERATE A TRIP SIGNAL TO THE RPSCAUSING THE LEVEL INSTRUMENT
SECOND SCRAM EVENT,

DUE TO AN INSTRUMENT TECHNICIAN BACKFILLING AN INS
IN THE.

WITH THE INSTRUMENTS WHICH GENERATE A SCRA
R SCRAM

TRUMENT LINE WHICH IS COMMON
INITIAL ACTION WAS TO RESET THE SCRAMS.M ON REACTOR VESSEL LOW LEVEL. THE
WERE COUNSELLED ON THE EVENTS. THE OPERATORS AND TECHNICIANSINVOLVED

[126] FITEPATRICK
NINE INOPERABLE SNUBBERS FOUND. DOCKET 50-333 LER 85-011EVENT DATE: 050685

REPORT DATE: 051785 NSSS: GEVENDOR:

BERGEN-PATTERSON PIPE SUPPORT CORPORATIONTYPE: BWR
GRINNELL INDUSTRIAL PIPING, INC.

INSIC 194585) DURING THE 1985 REFUEL OUTAGE,SNUBBERS WAS
PERFORMED AS REQUIRED BY TECH SPEC 4 FUNCTIONAL TESTING OF HYDRAULIC

DETERMINED TO BEFOUND WITH LOCKUP AND BLEED RATES OUTSIDE THE ACC.6.I.3.
NINE $NUBBERS WERE

EPTANCE RANGE AND WEREINOPERABLE.

1 GRINNELL SNUBBER WAS FOUND TO HAVE AIR ENTRAPPE5 Uh!TS WERE FOUND TO HAVE IMPROPER LOCKUP AND
BLEED RATE SETTINGS.

VALVE BODY DUE TO A SCORED CYLINDER TO VALVE BOSNUBBER WAS AN OBSOLETE DESIGN. D IN THE
DY TUBE AT THE LENE FITTING.

THE RECIRC., POPPET SPRING LODGED BETWEEN THE VALVE POPPET AN3 BERGEN-PATERSON SHUBBERS WERE FOUND WITH ATHIS

CONTROL ROD DRIVES, D VALVE BODY.
SNUBEERS WERE OVERHAULED, RHR AND CORE SPRAY SYSTEMS.SNUBBERS WERE ON

HYDRAULIC SNUBBERS WERE FUNCTIONALLY TESTED PERTESTED SPARE UNITS WERE INSTALLED IN PLACE OF TTO BE LATER USED AS SPARES.
ALL INOPERABLE

REBUILT AND FUNCTIONALLYHE FAILED UNITS.
SATISFACTORY RESULTS. ALL REMAINING

TECH SPEC SECTION 4.6.I.3, WITH

[127] FITEPATRICK

GENERIC SETPOINT DRIFT OF PRESSURE SWITCHES DOCKET 50-333LER 85-014EVENT DATE: 051185
REPORT DATE: 061085

.

NSS3: GE
(NSIC 194617) TYPE: BWR

FUNCTIONAL / CALIBRATION SURVEILLANCE TEST REACWITH THE PLANT SHUTDOWN FOR REFUELING ANDWHILE PERFORMING A128A WAS
FOUND TO ACTUATE AT 81 TOR HIGH PRESSURE LC SWITCH,

IS 50 LESS THAN GR EQUAL TO P LESS THAN OR EQUALTHE OPERATING TECH SPEC TABLE 3.2-3 VALUE
PSIG. 02 PS

02 PS
128 B WAS FOUND TO ACTUATE AT 82 PSIG75 PSIG.

THE REDUNDANT SWITCHPERMISSIVE FOR OPENING THE LPCI VALVESTHESE SWITCHES SERVE AS A
.

MODE IS 10MOV25 A &
LESS THAN 450 PSIG. INITIATED PROVIDED A LOCA SIGNAL IS NOT PRESENTB WHEN THE SHUTDOWN COOLING
SUCCESSFULLY PER THE SURVEILLANCE PROCEDURETHE SWITCHES WERE IMMEDIATELY RECALIBRATED AND TESAND REACTOR PRESSURE IS
OF ONCE PER WEEK WAS ALSO ESTABLISHED FOR TRENAN INCREASED SURVEILLANCE FREQUENCY

TED.

TESTS HAVE BEEN COMPLETED SINCE THE 5-11D OBSERVATION.
FOUR SURVEILLANCEESTABLISHED BAND OF 62 (54-70) -85

PSIG HAS BEEN OBSERVED. OCCURRENCE AND NO DRIFT OUTSIDE THEI BEHAVIOR.
,

SURVEILLANCE FREQUENCY. SWITCHES WILL BE RETURNED TO THE REQUIRED MONTHLYDUE TO THIS SATISFACTORYFUNCTIONAL|

I [128] FT. CALHOUN 1
VIAS ACTUATION DUE TO RADIATION. DOCKET 50-285
EVENT DATE: LER 85-001030385

REPORT DATE: 040285 NSSS: CE
(NSIC 1941703 TYPE: PWR
ACTUATION SIGNALON 3-3-85 AT 0112 HRS.

BY RADIATION MONITOR RM-060 OCCURREDAN ACTUATION OF THE VENTILATION ISOLATION
(VIAS)

OCCURRED COINCIDENT WITH NORMAL PURGING OF THE RETHE ACTUATION
VENTILATION HOOD IN PREPARATION FOR DRAWING A D

.

ACTOR COOLANT SAMPLE LINEIN A
EPRESSURIZED REACTOR COOLANT
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SAMPLE. THE GASES RELEASED FROM THE LIQUID SAMPLE WERE DRAWN, AS DESIGNED,
THROUGH THE VENTILATION HOOD INTO THE AUX BLDG VENTILATION SYSTEM AND INTO THE
VENTILATION DISCHARGE STACK. RM-060 OPERATES TO ANALYSE IODINE-131 IN GA5BOUS
EFFLUENTS. THE MONITOR RESPONDED TO RADIONUCLIGES OTHER THAN I-131 AND INITIATED
THE VIAS. SAMPLING OF REACTOR COOLANT WAS IMMEDIATELY SUSPENDED. THE ACTIVITY
INDICATED BY RM-060 RAPIDLY DECREASED AFTER SAMPLING WAS STOPPED. RM-060 WAS

RESET AT 0115 HRS ON 3-3-85. THREE MINS AFTER VIAS WAS INITIATED. THERE WERE NO
OPERATOR ERRORS OR VIOLATIONS OF PROCEDURES. REACTOR COOLANT SAMPLING PROCEDURB5
INCLUDING SAMPLE PURGE TIME 3 WERE REVIEWED FOR ADEQUACY AND FOUND TO BE ,

i APPROPRIATE. OTHER LERS WRITTEN AS A RESULT OF VIAS ACTUATIONS ARE AS FOLLOW 5:
,

84-005, 84-006, 84-007, 84-010, 84-014, 84-017, 84-018, 84-019, 84-023, 84-024,
AND 84-025.

,

4

|
[129] FT. CALHOUN 1 DOCKET 50-285 LER 85-002

UNPLANNED ACTUATION OF CONTAINMENT ISOLATION SYSTEM.
EVENT DATE: 030685 REPORT DATE: 040885 NSSS: CE TYPE: PWR

(NSIC 194666) DURING NORMAL PLANT OPERATION AT 1005 POWER, AN UNPLANNED ACTUATION
OF THE VENTILATION ISOLATION ACTUATION SIGNAL (VIAS) OCCURRED AT 1735 ON MARCH 6,
1985. THE VIAS, AN ENGINEERED SAFETY FEATURE (ESF), WAS INITIATED BY CONTAINMENT
STACK PARTICULATE MONITOR RM-061. FOLLOWING RECEIPT OF THE VIAS, EMERGENCY
PROCEDURE EP-11 (HIGH RADIOACTIVITY) WAS IMPLEMENTED. PER EP-11 THE DAMPERS AND

i FANS OF THE AUXILIARY BUILDING VENTILATION SYSTEM WERE CYCLED THROUGH VARIOUS
LINEUPS TO TRY AND IDENTIFY THE SOURCE OF THE HIGH AIRBORNE ACTIVITY. ON THE;
MORNING OF MARCH 7, 1985, A SMALL REACTOR COOLANT LEAK WAS IDENTIFIED AT THE

r

; SUCTION OF THE *B" CHARGING PUMP. THE PUMP WAS SHUT DOWN, ISOLATED AND DRAINED.
A MAINTENANCE ORDER WAS ISSUED AND THE PUMP SUCTION LINE WAS REPAIRED. FOLLOWING
THE REPAIRS, NORMAL VENTILATION WAS RESTORED TO THE AUXILIARY BUILDING. THE VIAS
TRIP SIGNAL WAS RESET AT 1917 ON MARCH 7, 1985. QUANTITATIVE ANALYSBS OF GRA5
AIR SAMPLES AND VENTILATION STACK PROCESS MONITOR READINGS INDICATED THAT NO TECH
SPEC OR 10CFR20 LIMITS WERE EXCEEDED. NO OPERATOR ERRORS OCCURRED. ALLj
ENGINEERED SAFETY FEATURES FUNCTIONED AS DESIGNED.

[130] FT. CALHOUN 1 DOCKET 50-285 LER 85-003
TWO VENTILATION ISOLATIONS.
EVENT DATE: 032185 REPORT DATE: 041985 NSSS: CE TYPE: PWR

(NSIC 194813) DURING NORMAL PLANT OPERATION AT 1005 POWER, TWO UNPLANNED
ACTUATIONS OF THE VENTILATION ISOLATION ACTUATION SIGNAL (VIAS) DCCURKED AT 1338
NOURS ON MARCH 21, 1985, AND AT 0817' HOURS ON MARCH 22, 1985. EACH VIAS, AN

ENGINEERED SAFETY FEATURE (ESP), WAS INITIATED BY CONTAINMENT STACK PARTICULATE
MONITOR RM-061. BOTH ACTUATIONS OCCURRED AS A RESULT OF THE PERFORMANCE OF THE
SAME TASK. PRIOR TO THE INCIDENT, SPENT RESIN HAD BEEd TRANSFERRED FROM
PURIFICATION ION EXCHANGER A (CH-8A) TO THE SPENT RESIN STORAGE TANK (SRST). AT
THE TIME OF THE VIAS, THE OPERATOR WAS DRAINING THE REMAINDER OF THE FLU 5N WATER;

FROM CH-8A IN ACCORDANCE WITH OPERATING INSTRUCTION OI-CH-6, SPENT RESIN'

TRANSFER. IN BOTH INCIDENTS, SOME OF THE RADIOACTIVE GA5 NITROGEN FROM THE ION
l EXCHANGER CARRIED THROUGH THE DRAIN LINE TO THE SPENT REGENERANT TANKS (5RT'5).

THE SRT'S ARE VENTED TO THE VENTILATION EXHAUST DUCT WORK, AND THUS, RM-061
DETECTED THE HIGHER THAN BACKGROUND RADIATION LEVELS IN THE PLANT STACK AND '_

INITIATED THE VIAS. PEAK ACTIVITY FOR THE FIRST INCIDENT REACHED APPROXIMATELY
10,000 CPM, AND APPROXIMATELY 5,000 CPM FOR THE SECOND. IN BOTH CASES, THE ION
EXCHANGER DRAIN WAS IMMEDIATELY ISOLATED AND THE RADIATION MONITOR READINGS
DECREASED TO NORMAL. VIAS WAS RESET AT 1530 HOURS ON MARCH 21, 1985, AND AT 1004
HOURS ON MARCH 22, 1985, AFTER RM-061 RADIATION MONITOR READING 5 DECREASED BELOW
THE ALARM SETPOINT.

!

_ __ _ - __. - __ , _ _ ___ _ . _ _ - - ,
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[131| FT. ST. VRAIN DOCKET 50-267 LER 80-041 REV 2
UPDATE ON DRIFT IN CIRCULATOR SEAL PRESSURE SWITCH.
EVENT DATE: 072480 REPORT DATE: 062283 NSSS: GA TYPE: HTGR

9

(NSIC 194602) 1 OF 12 HELIUM CIRCULATOR SEAL MALFUNCTION PRESSURE DIFFERENTIAL
SWITCH UNITS WAS DISCOVERED TO HAVE A TRIP POINT OUTSIDE THE LIMITS OF LCO 4.4.1
TABLE 4.4-3. DURING AUGUST'S TESTING, 4 OF THE 12 SWITCH UNITS WERE FOUND TO
TRIP OUTSIDE THESE LIMITS. THESE ARE REPORTABLE PER TECH SPECS AC 7.5.2(B11 AND
AC 7.5.2(B12. SIMILAR REPORTS ARE RO'S 77-47, 78-27, 79-32, 79-56, 80-07, 80-16,
80-20, 80-026, AND 80-34. ITT BARTON MODEL 289 PRESSURE DIFFERENTIAL SWITCHES
FAILED TO ACTUATE AT TRIP POINT DUE TO DIRT ACCUMULATION IN ELECTRICAL SWITCHES.

'

THE ITT BARTON PRESSURE DIFFERENTIAL INDICATING SWITCHES WERE REPLACED WITH ITT
BARTON MODEL 752 PRESSURE TRANSMITTERS AND BISTABLE TRIP MODULES (MODEL PT-3D,
MANUFACTURED BY GENERAL ATOMIC CO) VIA CHANGE NOTICE 1110.

1

[132] FT. ST. VRAIN DOCKET 50-267 LER 80-047 REV 1
UPDATE ON SHUTDOWN DUE TO INOPERABLE SNUBBERS.
EVENT DATE: 082580- REPCRT DATE: 102783 NSSS: CA TYPE: HTGR

(NSIC 194601) A SCHEDULED SURVEILLANCE SHOWED SEVERAL HYDRAULIC SNUBBERS TO BE
INOPERABLE. NINE OF THE SNUBBERS COULD NOT BE REPAIRED IN THE 72 HR PERIOD
ALLOWED BY LCO 4.3.10, AND AN ORDERLY SHUTDOWN BEGAN. THE REACTOR WAS MANUALLY
SCRAMMED AT 1740 HRS ON 8-29-80. THE SHUTDOWN WAS REQUIRED BY LCO 4.3.10 AND
REPORTABLE PER TECH SPEC AC 7.5.2(512. INVESTIGATION REVEALED THAT CONSTANT
SUPPORT HANGERS (SPRING HANGERS) WERE NOT PROPERLY ADJUSTED FOR THE HOT POSITION
AND WERE NOT CARRYING THE APPROPRIATE LOADS. THE AFFECTED SNUBBERS WERE

3 REPAIRED, READJUSTED, OR REPLACED AS REQUIRED AND THE PLANT WAS SHUTDOWN IN
ACCORDANCE WITH THE REQUIREMENTS OF LCO 4.3.10. REPAIRS WERE COMPLETED DURING
SCHEDULED MAINTENANCE SHUTDOWN PERIOD. THE SURVEILLANCE INTERVAL WAS ADJUSTED TO
31 DAYS PLUS OR MINUS 255.

I [133] FT. ST. VRAIN DOCKET 50-267 LER 80-051 REV 1
UPDATE ON DRIFT IN CIRCULATOR SEAL PRESSURE SWITCHES.
EVENT DATE: 092280 RSPORT DATE: 060683 NSSS: GA TYPE: HTGR

(NSIC 194600) DURING TESTING, 5 OF 12 HELIUM CIRCULATOR SEAL MALFUNCTION PRESSURE
| DIFFERENTIAL SWITCH UNITS WERE DISCOVERED TO HAVE A TRIP POINT OUTSIDE THE LIMITS
1 OF LCO 4.4.1, TABLE 4.4-3. THESE ARE REPORTABLE PER TECH SPECS AC 7.5.2(531 AND

AC 7.5.2(B)2. SIMILAR REPORTS ARE RO'S 77-47, 78-27, 79-32, 79-56, 80-07, 80-16,
80-20, 80-26, 80-34, AND 80-41. ITT BARTON MODEL 289 PRESSURE DIFFERENTIAL
SWITCHES FAILED TO ACTUATE AT TRIP POINT DUE TO DIRT ACCUMULATION IN ELECTRICAL
SWITCHES. THE ITT BARTON PRESSURE DIFFERENTIAL INDICATING SWITCHES WERE REPLACED
WITH ITT BARTON MODEL 752 PRESSURE TRANSMITTERS AND BISTABLE TRIP MODULES (MODEL
PT-3D, MANUFACTURED BY GENERAL ATOMIC CO) VIA CHANGE NOTICE 1110.

i

[134] FT. ST. VRAIN DOCKET 50-267 LER 80-062 REV 1
! UPDATE ON FAILURE OF PURIFICATION ISOLATION VALVE.'

EVENT DATE: 102280 REPORT DATE: 112383 NSSS: GA TYPE: HTCR

| (NSIC 194599) THE ISOLATION VALVE FOR THE 'A' PURIFICATION TRAIN (HV-2301) WOULD
NOT CLOSE EITHER ELECTRICALLY OR BY THE MANDJACK AND WAS THEREFORE CONSID2 RED
INOPERABLE AT THAT TIME. THE VALVE WAS OPERATED BY MEANS OF THE HANDJACK AND WAS |
MANUALLY CLOSED. THIS EVENT IS REPORTABLE PER TECH SPEC AC 7.5.2(A)9. SIMILAR
RO'S: 77-09, 77-12. THE CAUSE OF THE VALVE FAILURE COULD NOT BE DETERMINED AT |THE TIME. FOLLOW-UP INVESTIGATION AND TESTING OF HV-2301 REVEALED NO BINDING OR
OTHER MECHANICAL PROBLEMS INDICATING A POSSIBLE LACK OF KNOWLEDGE / EXPERIENCE IN
THE OPERATION OF A VALVE OF THIS TYPE. HV-2301 WAS TESTED DURING A SUBSEQUENT
REFUELING OUTAGE AND FOUND TO BE OPERABLE, EITHER ELECTRICALLY OR MANUALLY.

..- , , . .. , . __. -
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[135] FT. ST. VRAIN DOCKET 50-267 LER 80-072 REV 1
UPDATE ON PRESSURE SWITCN SET POINT DRIFT.
EVENT DATE: 111780 REPORT DATE: 060603 NSSS: GA TYPE: HTGR

h (NSIC 194515) DURING TESTING, 3 OF THE 12 HELIUM CIRCULATOR SEAL MALFUNCTION
l PRESSURE DIFFERENTIAL SWTTCH UNITS WERE DISCOVERED TO HAVE A TRIP POINT OUTSIDE

THE LIMITS OF LCO 4.4.1 TABLE 4.4-3. THESE ARE REPORTABLE PER TECH SPECS AC
7.5.2(B)1 AND AC 7.5.2(B)2. SIMILAR REPORTS ARE RO'S 77-47, 78-27, 79-32, 79-56,
80-07, 80-16, 80-20, 80-26, 80-34, 80-41, AND 80-51. ITT BARTON MODEL 289

a

PRESSURE DIFFERENTIAL SWITCHES FAILED TO ACTUATE AT TRIP POINT DUE TO DIRT'

i ACCUMULATION IN ELECTRICAL SWITCHES. THE ITT BARTON PRESSURE DIFFERENTIAL
i INDICATING SWITCHES WERE REPLACED WITH ITT BARTON MODEL 752 PRESSURE TRANSMITTERS

AND BISTABLE TRIP MODULES (MODEL PT-3D, MANUFACTURED BY GENERAL ATOMIC CO.) VIA
CHANGE NOTICE 1110.

i 1136] FT. ST. VRAIN DOCKET 50-267 LER 80-074 REV 3
UPDATE ON LEAKY SPRINKLER SYSTEM VALVE.
EVENT DATE: 121080 REPORT DATE: 010981 NSSS: GA TYPE: HTGR"

(NSIC 194516) THE FIXED WATER SPRAY SYSTEM FOR THE AUX BOILER ROOM WAS TAKEN OUT
OF SERVICE FOR REPAIR OF A PILOT VALVE, WHICH WAS CAUSING A NUISANCE ALARM IN THE

i CONTROL ROOM. THIS RESULTED IN OPERATION IN A DEGRADED MODE PERMITTED BY LCO
4.10.5 AND IS REPORTABLE PER TECH SPEC AC 7.5.2(B12. THE NUISANCE ALARM WAS,

CAUSED BY LEAKAGE PAST THE PILOT VALVE SEAT, DUE TO NORMAL CORROSION AND SETTLING
,

OF SEDIMENT FROM THE FIRE WATER. THE CORROSION WAS REMOVED FROM THE VALVE AND
THE VALVE AND SYSTEM WERE RETURNED TO SERVICE. VALVE IS AN AUTOMATIC SPRINKLER
CORP. MODEL 8153. RETARD CHAMBER IS A MODEL A-2.

[137] FT. ST. VRAIN DOCKET 50-267 LER 84-005 REV 2
UPDATE ON CORROSION OF WIRES IN PRESTRESSED CONCRETE REACTOR VESSEL (PCRV)
TENDONS.
EVENT DATE: 032784 REPORT DATE: 103084 NSSS: GA TYPE: HTGR

(NSIC 194517) CORROSION OF SELECT WIRES NEAR THE ANCHOR WASHER ENDS WITHIN THE
PRESTRESSING TENDONS OCCURRED AS A RESULT OF MOISTURE AND OXYGEN IN THE VICINITY
OF THE ANCHOR ASSEMBLY. IN ADDITION, THE CORROSION INHIBITING AGENT WAS
APPARENTLY EITHER NEVER APPLIED ADEQUATELY TO SOME WIRES OR REMOVED AT SOME STAGE
DURING THE FABRICATION, INSTALLATION, OR OPERATION PHASE SO THAT CONDITIONS
FAVORABLE TO LOCAL CORROSION ATTACK WERE PRESENT AT THIS LOCATION. THE RESULTS
FROM CORROSION ANALYSIS INDICATE THAT MOISTURE IS A COMMON ELEMENT IN THE

{ CORROSION ATTACK. THE SCOPE OF THE TENDON SURVEILLANCE PROGRAM IS CURRENTLY
BEING INCREASED TO MONITOR THE ADEQUACY OF THE NEW CORROSION PROTECTION METHODS4 '

1 TO BE PROVIDED FOR THE PCRV PRESTRrs3ING COMPONENTS, AND ASSURE THAT THE REQUIRED
PRESTRESSING FORCES ARE SUSTAINED TakOUGHOUT THE OPERATIONAL LIFE OF THE PLANT.#

) A MEETING HAS BEEN REQUESTED WITH THE NRC TO DISCUSS THE BASIS FOR THIS IROGRAM.

1 [138] FT. ST. VRAIN DOCKET 50-267 LER 84-008 REV 1
UPDATE ON CONTROL ROD INSERTION FAILURES.
EVENT DATE: 062384 REPORT DATE: 103084 NSSS: GA TYPE: HTGR

l (NSIC 194459) MOISTURE IN CRD MOTOR AREA. THE PLANT PROTECTIVE SYSTEM INITIATED
AN AUTOMATIC SCRAM UPON EXCEEDING THE FLOATING HIGH PRESSURE TRIP POINT IN THE
PRESTRESSED CONCRETE REACTOR VESSEL. THE REACTOR WENT SUBCRITICAL IMMEDIATELY
FOLLOWING THE AUTOMATIC SCRAM ACTION, BUT IT WAS NOTED THAT 6 OF THE 37 CONTROL

l ROD PAIRS HAD FAILED TO AUTOMATICALLY INSERT. THE SIX ROD PAIRS WERE DRIVEN INTO
THE CORE WITHIN 20 MINS FOLLOWING THE EVENT. THE CAUSE OF THE 6 CONTROL ROD
AUTOMATIC INSERTION FAILURES IS BELIEVED TO BE DUE TO THE MIGRATION OF MOISTURE
FROM THE PCRV INTO THE CRD MOTOR AREA.

i

, _ . ._ - - _ - .- ._ .- .- -, . -- _- - - _ , .
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[139] FT. ST. VRAIN DOCKET 50-267 LER 84-008 REV 2
UPDATE ON FAILURE OF 6 CONTROL ROD PAIRS TO INSERT.
EVENT DATE: 062384 REPORT DATE: 031285 NSSS: GA TYPE: HTGR

(NSIC 194053) CAUSE - UNDER INVESTIGATION. THE PLANT PROTECTIVE SYSTEM (PPS)
INITIATED AN AUTOMATIC SCRAM UPON EXCEEDING THE FLOATING HIGH PRESSURE TRIP POINT
IN THE PRESTRESSED CONCRETE REACTOR VESSEL (PCRV). PRIOR TO THE HIGH PRESSURE
TRIP, AN ORDERLY SHUTDOWN FROM 405 POWER WAS IN PROGRESS DUE TO HIGH PRIMARY
COOLANT MOISTURE LEVELS FOLLOWING AN AUTOMATIC TRIP ACTION ON "A" HELIUM
CIRCULATOR. THE NORMAL DEPRESSURIIATION FLOWPATH BECAME BLOCKED CAUSING THE
EVENTUAL HIGH PRESSURE TRIP. THE AUTOMATIC ACTUATION OF THE PPS SCRAM CIRCUITRY
IS BEING REPORTED UNDER SECTION 50.73(A)(2)(IV). THE REACTOR WENT SUBCRITICAL
IMMEDIATELY FOLLOWING THE AUTOMATIC SCRAM ACTION, BUT IT WAS NOTED THAT 6 OF THE
37 CONTROL ROD PAIRS HAD FAILED TO AUTOMATICALLY INSERT. THE SIX ROD PAIRS WERE
DRIVEN INTO THE CORE WITHIN 20 MINUTES FOLLOWING THE EVENT. THE REACTOR REMAINED
SUBCRITICAL THROUGHOUT THE EVENT. THE CONDITIONS OF THIS EVENT ARE UNDER
INVESTIGATION TO DETERMINE THE POTENTIAL IMPACT ON THE AUTOMATIC SAFE SHUTDOWN
FUNCTION OF THE CONTROL ROD SYSTEM. THEREFORE, THIS EVENT IS ALSO BEING REPORTED

UNDER SECTION 50.73(A)(2)(V) FOR ITS POTENTIAL IMPACT IN PREVENTING AN AUTOMATIC
SAFE SHUTDOWN.

[140] FT. ST. VRAIN DOCKET 50-267 LER 84-011
DRIFT IN SIX ULTRASONIC PIPE RUPTURE DETECTORS.
EVENT DATE: 101284 REPORT DATE: 111184 NSSS: GA TYPE: RTGR

(NSIC 194460) INSTRUMENT DRIFT. DURING THE PERFORMANCE OF A SCHEDULED
SURVEILLANCE TEST, 5 OF 12 ULTRASONIC DETECTORS FOR STEAM PIPE RUPTURE UNDER THE
PRESTRESSED CONCRETE REACTOR VESSEL, AND 1 OF 12 ULTRASONIC DETECTORS FOR STEAM
PIPE RUPTURE OUTSIDE THE PCRV WERE FOUND OUT OF TOLERANCE LIMITS. RELATED LERS:
81-012, 82-040, AND 82-051. THE MICROPHONES FOUND OUT OF TOLERANCE WERE ADJUSTED
TO ACCEPTABLE VALUES, AND THE SURVEILLANCE WAS SUCCESSFULLY COMPLETED.

[1411 FT. ST. VRAIN DOCKET 50-267 LER 84-011 REV 1
UPDATE ON DRIFT IN SIX ULTRASONIC DETECTORS.
EVENT DATE: 101284 REPORT DATE: 020885 NSSS: GA TYPE: HTGR

(NSIC 194518) DURING A SCHEDULED SURVEILLANCE TEST, 5 OF 12 ULTRASONIC DETECTORS
FOR STEAM PIPE RUPTURE UNDER THE PRESTRESSED CONCRETE REACTOR VESSEL (PCRV), AND
1 OF 12 ULTRASONIC DETECTORS FOR STEAM PIPE RUPTURE OUTSIDE THE PCRV WERE FOUND
OUT OF TOLERANCE LIMITS. IT WAS DETERMINED THAT A CONDITION EXISTED WHICH COULD
HAVE PREVENTED THE FULFILLMENT OF A SAFETY FUNCTION NEEDED TO MITIGATE THE
CONSEQUENCES OF AN ACCIDENT AND IS REPORTABLE PER 10 CFR 50.72(B)(2)(III) AND 10
CFR 50.73(A)(2)(V). THE ULTRASONIC DETECTORS ARE DESIGNED TO IDENTIFY THE
SPECIFIC SECONDARY COOLANT LOOP WITHIN THE REACTOR BLDG CONTAINING A STEAM LEAK
BY DETECTING AND TRIPPING AT TWICE NORMAL BACKGROUND NOISE LEVEL. ACTUATION OF
THE ULTRASONIC DETECTORS IN COMBINATION WITH HIGH REACTOR BLDG PPESSURE OR
TEMPERATURE INITIATES A LOOP SHUTDOWN. INSTRUMENT DRIFT IS A GENERIC PROBLEM FOR
THESE DETECTORS, AND THE PROBLEM IS PRESENTLY UNDER INVESTIGATION THROUGH
ENGINEERING ANALYSIS. RELATED LERS 81-012, 82-040, AND 82-051.

[142] FT. ST. VRAIN DOCKET 50-267 LER 84-012
RESERVE SHUTDOWN MATERIAL RELEASED FROM HOPPER.
EVENT D7TE: 110584 REPORT DATE: 120484 NSSS: GA TYPE: HTGR

(NSIC 194462) UNKNOWN. WITH THE REACTOR SHUTDOWN FOR CONTROL ROD DRIVE
INSPECTION AND MAINTENANCE, THE RESERVE SHUTDOWN HOPPER OF CONTROL ROD DRIVE AND

| ORIFICE ASSEMBLY (CRDOA) 821 WAS FUNCTIONALLY TESTED IN THE HOT SERVICE FACILITY
'

PER SR 5.1.2C-X, " RESERVE SHUTDOWN ASSEMBLY FUNCTIONAL TEST". DURING PERFORMANCE

I
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OF THE TEST, IT WAS DISCOVERED THAT ABOUT 40 POUNDS OF RESERVE SHUTDOWN MATERIAL
(40 WEIGHT PERCENT BORON) HAD BEEN DISCHARGED FROM THE HOPPER ASSEMBLY. THE
RESERVE SHUTDOWN HOPPER IS DESIGNED TO RELEASE APPROX 80 LBS. OF MATERIAL
CONTAINING NEUTRON ABSORBING BORON CARBIDE INTO THE CORE UPON RUPTURE OF THE
HOPPER RUPTURE DISC. THE FAILURE OF THE CRDOA #21 HOPPER ASSEMBLY TO DISCHARGE
AN ACCEPTABLE AMOUNT OF RESERVE SHUTDOWN MATERIAL DUPING PERFORMANCE OF SR
5.1.2C-X IS BEING REPORTED PURSUANT TO THE REQUIREHENTS OF 10 CFR 50.73(A)(2)(V).
AN INVESTIGATION IS PRESENTLY UNDERWAY TO DETERMINE WHY SOME OF THE RESERVE |

SHUTDOWN MATERIAL WAS RETAINED INSIDE THE CRDOA #21 HOPPER ASSEMBLY. |

|

[143] FT. ST. VRAIN DOCKET 50-267 LER 84-013
TWO HOT SERVICE FACILITY RADIATION MONITORS FAIL.
EVENT DATE: 111384 REPORT DATE: 121384 NSSS: GA TYPE: HTGR

(NSIC 194461) POWER SUPPLY AND ALARM FAILURES. BOTH HOT SERVICE FACILITY (HSF)
AREA RADIATION MONITORS WERE INOPERABLE FOR A PERIOD OF TIME LONGER THAN THAT
ALLOWED BY TECH SPEC LCO 4.4.3. EACH INSTRUMENT CONSISTS OF A DETECTOR AND A
LOCAL ALARM DEVICE WITH READOUT IN THE CONTROL ROOM. RIS-93250-3 WAS INOPERABLE
DUE TO LOSS OF ITS POWER SUPPLY. THIS MONITOR WAS UNABLE TO DETECT RADIATION AND
UNABLE TO ANNUNCIATE ABOVE-NORMAL RADIATION LEVELS. THE SECOND DETECTOR TO
BECOME INOPERABLE, RIS-93251-3, WAS STILL ABLE TO DETECT NORMAL AND ABOVE NORMAL
RADIATION LEVELS, AND THE CONTROL ROOM READOUT AND ALARM FUNCTIONS REMAINED
OPERABLE. HOWEVER, THE LOCAL ALARM WAS INOPERABLE. RIS-93250-3 AND RIS-93251-3
WERE BOTH REPAIRED AND RETURNED TO SERVICE.

[144] FT. ST. VRAIN DOCKET 50-267 LER 85-001
WELDING MACHINE CAUSES SCRAM.
EVENT DATE: 012685 REFORT DATE: 022585 NSSS: GA TYPE: HTGR

(NSIC 194520) THE SCRAM OCCURRED AS A RESULT OF A WELDING MACHINE BEING STARTED
USING THE HIGH FREQf!ENCY START NORMALLY USED IN GAS TUNGSTEN ARC WELDING. THE
WELDING MACHINE WAS IN CLOSE PROXIMITY TO THE NEUTRON FLUF DETECTORS. AN
ELECTROMAGNETIC FIELD WAS CREATED WHICH AFFECTED THE FLUX DETECTOR WIRES NEARBY,
RESULTING IN A READING OF GREATER THAN 5 DECADES PER MIN. THE WELDING MACHINE WAS
TURNED OFF, AND THE ERRATIC INDICATION STOPPED. ALL WELDING MACHINES USED IN THE

PLANT HAVE HAD THE HIGH FREQUENCY START DISARMED. PROCEDURE REVISIONS WILL BE
IMPLEMENTED TO ENSURE THAT THE HIGH FREQUENCY START WILL BE DISARMED PRIOR TO USE
IN THE REACTOR BLDG DURING REACTOR STARTUP OR POWER OPERATION.

[145] GINNA DOCKET 50-244 LER 85-004
LOSS OF INSTRUMENT BUS RESULTS IN ACTUATION OF ENGINEERED SAFETY FEATURE.
EVENT DATE: 032685 REPORT DATE: 042685 NSSS: WE TYPE PWR
VENDOR: WESTINGHOUSE ELECTRIC CORP.

(NSIC 194742) ON MARCH 26, 1985 AT 1021 HOURS WHILE THE REACTOR WAS IN COLD
SHUTDOWN, A SAFETY INJECTION (SI) ACTUATION SIGNAL WAS GENERATED WHEN A HIGH
CONTAINMENT VESSEL (C.V.) PRESSURE BISTABLE WAS TRIPPED AS A RESULT OF A
MOMENTARY LOSE OF INSTRUMENT BUS 1C. WHILE WORK ON PROTECTION CHANNEL #3 WAS IN
PROGRESS, PERSONNEL WERE CLOSING VITAL BUS TIE 14 TO 16 IN PREPARATION FOR
ELECTRICAL WORK ON BUS 14 UNDERVOLTAGE RELAYS. SINCE ONE PROTECTION CHANNEL WAS
IN THE TRIP MODE, MOMENTARY LOSS OF POWER TRIPPED THE SECOND PROTECTION CHANNEL
THUS COMPLETING THE 2/3 LOGIC FOR HIGH CONTAINMENT VESSEL PRESSURE SIGNAL. ON
THE SAME DAY AT 1125 HOURS, WITH THE REACTOR IN COLD SHUTDOWN, A SECOND SAFETY
INJECTION ACTUATION SIGNAL WAS GENERATED FROM PRESSURIEER PRESSURE SIGNAL GREATER
THAN 2000 PSIG AND LOW STEAM LINE PRESSURE LESS THAN 514 PSIG. CALIBRATION OF
DELTA T SP1 (OVER TEMPERATURE SETPOINT) IN PROTECTION CHANNEL #3 (PRESSURIEER
PRESSURE CHANNEL DEFEATED) %As IN FROGRESS WHILE 1A DIESEL GENERATOR SUPPLYING
BUS 14 AND 18 WAS BEING T.dMOVID FROM SERVICE AND NORMAL SUPPLY BEING RESTORED.

4
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DURING THIS TRANSFER MOMENTARY LOSS OF POWER TRIPPED ANOTHER S.I. UNBLOCK RELAY
WHICH COMPLETED A 2/3 LOGIC UWBLOCK OF S.I. PLUS LOW STEAM LINE PRESSURE < 514
PSIG, CAUSING S.I.

[146] GINNA DOCKET 50-244 LER 85-005
TESTING ERROR RESULTS IN ACTUATION OF THE REACTOR PROTECTION SYSTEM.
IVENT DATE: 040585 REPORT DATE: 050385 MSSS: WE TYPE: PWR
VENDOR: ROSEMOUNT ENGINEERING COMPANY

| WESTINGHOUSE ELECTRIC CORP.
!

| (NSIC 194743) ON APRIL 5, 1985 WHILE THE REACTOR PROTECTION CHANNEL 3
OVERTEMPERATURE DELTA T TRIP BISTABLE AND OVERPOWER DELTA T TRIP BISTABLE WERE IN

1 THE TRIPPED MODE, IN ACCORDANCE WITH THE APPLICABLE STEPS OF A CALIBRATION

; PROCEDURE. THE LEADS OF A RESISTANCE TEMPERATURE DETECTOR IN REACTOR PROTECTION
CHANNEL 4 WERE OPENED. THIS RESULTED IN OVERPOWER DELTA T AND OVERTEMPERATURE'

DELTA T REACTOR TRIP SIGNALS BEING GENERATED. THE CAUSE OF THE EVENT HAS BERN
ATTRIBUTED TO UTILITY PERSONNEL PERFORMING RESISTANCE TEMPERATURE DETECTOR

I FAILURE RESPONSE TESTING WITHOUT PROCEDURAL GUIDANCE. THIS EVENT OCCURRED WHILE
THE REACTOR WAS IN THE HOT SHUTDOWN MODE WITH ALL CONTROL RODS FULLY INSERTED AND
THE PRIMARY BORON CONCENTRATION GREATER THAN 2000 PPM. THE REACTOR TRIP BREAKERS
OPENED ON ACTUATION OF THE REACTOR TRIP SIGNAL.

1

[147] GINNA _ DOCKET 50-244 LER 85-006
INADVERTENT REACTOR TRIP DURING FEEDWATEP FLOW BISTABLE CALIBRATION.
EVENT DATE: 040685 REPORT DATE: 050685 NSSS: WE TYPE: PWR

(NSIC 194468) ON 4-6-85 WHILE PERFORMING A PLANT STARTUP FROM A REPUELING OUTAGE
WITH REACTOR POWER AT APPROX 55, A REACTOR TRIP OCCURRED WITH A SUBSEQUENT

. TURBINE TRIP. THE REACTOR TRIP WAS THE RESULT OF THE 'B' SO LEVEL, WHICH WAS
i BEING MANUALLY CONTROLLED, REDUCING BELOW 30% NARROW RANGE LEVEL WHILE A

FEEDWATER FLOW LESS THAN STRAM FLOW BISTABLE WAS IN THE TRIPPED POSITION, PER THE
j APPLICABLE STEPS OF A CALIBRATION PROCEDURE. THE SG LEVEL WAS BEING MANUALLY

CONTROLLED BETWEEN 305 AND 395 WHILE THE CALIBRATION WAS BEING COF.PLETED. ALL
SYSTEMS OPERATED AS DESIGNED AND THE REACTOR WAS STABILIEED AT HOT SHUTDOWN,

CONDITIONS.

[148] GINNA DOCKET 50-244 LER 85-007
'

MAIN TURBINE FAILS TO TRIP FOLLOWING REACTOR TRIP.
EVENT DATE: 040685 REPORT DATE: 050685 NSSS: WE TYPE: PWR,

I VENDOR: PARKER HANNIFIN CORP.
WESTINGHOUSE ELECTRIC CORP.

(NSIC 1944693 ON 4-6-85, WHILE OPERATING AT 125 REACTOR POWER WITH THE TURBINE
; LATCHED AND BEING BROUGHT UP TO SYNCHRONOUS SPEED, A REACTOR TRIP OCCURRED. THE
: TURBINE FAILED TO TRIP AUTOMATICALLY AND ALSO FAILED TO TRIP FROM ACTUATION OF
. THE MANUAL TURBINE TRIP PUSHBUTTON ON THE MAIN CONTROL BOARD. THE TURBINE WAS
! SUBSEQUENTLY MANUALLY TRIPPED LOCALLY LESS THAN 1 HIN FOLLOWING THE REACTOR TRIP.
, THE REACTOR TRIP WAS THE RESULT OF THE 'B' SG LEVEL, WHICH WAS BEING MANUALLY
' CONTROLLED, REDUCING BELOW 175 NARROW RANGE LEVEL. THE FAILURE OF THE TURBINE TO

TRIP WAS'DUE TO MECHANICAL BINDING OF THE 20ET TRIP SOLENOID AND TO THE
''

ADJUSTMENT OF A MECHANICAL STOP FOR THE TRIPPER BAR ACTUATED BY THE 20AST TRIP ~ '

SOLENOID. THE TRIP SOLENOID FAILURE MECHANISMS HAVE BREN REPAIRED AND THEi

SOLENOIDS HAVE BEEN SUCCESSFULLY TESTED.

I

I

!
!

i

I
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[149] GINNA DOCKET 50-244 LER 85-008
AUTOMATIC ACTUATION OF REACTOR PROTECTION SYSTEM ON LOW STEAM GENERATOR LEVEL.,

EVENT DATE: 040785 REPORT DATE: 050785 NSSS: WE TYPE: PWR

! (NSIC 194470) ON 4-7-85, WHILE CONTROLLING SG LEVELS IN MANUAL AND TRANSFERRING
CONTROL FROM THE BYPASS VALVES TO THE MAIN FEEDWATER REGULATING VALVES, THE

REACTOR TRIPPED ON LOW SG LEVEL. THE CAUSE OF THE RE*.CTOR TRIP HAS BEEN
'

ATTRIBUTED TO OPERATIONS PERSONNEL BEING UNABLE TO KAINTAIN SG LEVELS ABOVE THE
TRIP SETPOINTS WHILE TRANSFERRING LEVEL CONTROL, STMILAR EVENT: 244/85-007.j

[150] GINNA DOCKER 50-244 LER 85-009
CONDENSER BYPASS VALVE OPENS CAUSING FREDWATER PUMP AND MAIN TURBINE TRIPS. ,

EVENT DATE: 040885 REPORT DATE: 050885 NSSS: WE TYPE: PWR !
'

VENDOR: BUSSMANN MFG (DIV OF MCGRAW-EDISON)4

i NATIONAL ACME COMPANY
(

i STRUTHERS DUNN, INC.
'

| WESTINGHOUSE ELECTRIC CORP.
I
j (NSIC 194718) ON APRIL 8, 1985, A LOAD REDUCTION WAS IN PmCC**:S IN PREPARATION
! FOR A TURBINE OVERSPEED TRIP TEST. DURING A SECONDARY SYSTEM PRESSURE TRANSIENT,
i THE CONDENSATE BYPASS VALVE AUTOMATICALLY OPENED WHICH EVENTUALLY RESULTED IN A
! MAIN FEEDWATER PUMP TRIP. CAUSING THE TURBINE TO TRIP. DUE TO THE PLANT COOLDOWN

THE "A" STEAM GENERATOR LEVEL REDUCED BELOW THE 175 LOW LEVEL TRIP SETPOINT AND A'

REACTOR TRIP OCCURRED. THE CAUSE OF THE EVENT HAS BREN ATTRIBUTED TO THE
CONDENSATE BYPASS VALVE SWITCH BEING IN THE AUTOMATIC POSITION, RATHER THAN THE
CLOSED POSITION. NO PROCEDURAL CONTROLS WERE PRESENT FOR THE SWITCH POSITION

j PRIOR TO 305 REACTOR POWER. A PROCEDURE CHANGE HAS BREN INITIATED TC IMPROVE
] CONTROL OF THE BYPASS VALVE POSITION AT LOW POWER. ;

.

[151] GINNA DOCKET 50-244 LER 85-010 |
SOURCE RANGE CHANNEL RELAY FAILS CAUSING AUTOMATIC ACTUATION OF REACTOR |i

} PROTECTION SYSTEM.
' EVENT DATE: 040885 REPORT DATE: 050885 MSSS: WE TYPE: PWR
1 VENDOR: WESTINGHOUSE ELECTRIC CORP.
4

j (NSIC 194719) ON APRIL 8, 1985, DURING AN OPERATIONAL TEST OF THE NUCLEAR
i INSTRUMENTATION SYSTEM INTERMEDIATE RANGE CHANNEL M-35, A VARIABLE TEST SIGNAL
; WAS APPLIED IN ACCORDANCE WITH THE APPLICABLE STEPS OF PROCEDURE PT-6.2 (N.I.S.
! INTERMEDIATE RANGE CHANNELS.) UPON REACHING THE REACTOR TRIP SETPOINT THE "B"

REACTOR TRIP BREAKER OPENED WITH NO ANNUNCIATION OF A REACTOR TRIP "FIRST OUT."
A COMPUTER PRINTOUT WAS USED TO VERIFY THE SOURCE OF THE REACTO3 TRIP. THE CAUSE

i OF THE EVENT HAS BREN ATTRIBUTED TO A FAULTY RELAY COIL IN THE "B" TRAIN LOGIC
FOR NIS SOURCE RANGE CHANNEL N-31 WHICH IS PHYSICALLY LOCATED ADJACENT TO AN

3

INTERMEDIATE RANGE RELAY WHICH WAS ACTUATED DURING THE TESTING. THE FAULTY COIL
ALLOWED INTERMITTENT OPENING OF A RELAY CONTACT IF THE RELAY WAS VIBRATED. THE
RELAY FAILURE WAS IN THE SAFE DIRECTION AND AT NO TIME WAS A SAFETY FUNCTION4

INOPERABLE.

i

.[152] GINNA DOCKET 50-244 LER 85-011
CONDENSER LEAK RESULTS IN TURBINE TRIP / SCRAM.
EVENT DATE: 041185 REPORT DATE: 051085 NSSS: WE TYPE: PWR

. VENDOR: NATIONAL ACME COMPANY
STRUTHERS DUNN, INC.
WESTINGHOUSE ELECTRIC CORP.

(NSIC 194720) ON APRIL 11, 1985 AN INVESTIGATION WAS BEING CONDUCTED TO DETERMINE
THE SOURCE OF A CIRCULATING WATER LEAK IN THE MAIN TURBINE CONDENSER. WITH
CONDENSER. VACUUM DECREASING A MANUAL TURBINE TRIP WAS ATTEMPTED. THE FIRST OF

-, , . . . - . . - . - . . _- , . - . - - . . _ .-_. - -
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TWO ACTUATIONS OF THE MANUAL TURBINE TRIP PUSHBUTTON FAILED TO RESULT IN A
TURBINE TRIP. THIS HAS BEEN ATTRIBUTED TO THE ADJUSTMENT OF A MECHANICAL STOP ON,

THE AUTO STOP TRIPPER BAR. DURING THE SUBSEQUENT POWER REDUCTION A REACTOR TRIP'

OCCURRED AS THE RESULT OF THE COMBINATION OF THE TURBINE BEING TRIPPED, LOW
CONDENSER VACUUM, AND REACTOR POWER BEING ABOVE THE P-7 PERMISSIVE. ONLY THE "B"

' REACTOR TRIP BREAKER OPENED ON THE REACTOR TRIP SIGNAL. THIS WAS DETERMINED TO ,

'
BE DUE TO SEPARATE VACUUM PRESSURE SWITCHES FOR RACH REACTOR TRIP TRAIN. AN
INVESTIGATION IS BEING UNDERTAKEN TO REVIEW THE SINGLE PRESSURE SWITCH PER
REACTOR TRIP TRAIN DESIGN.

,

[153) GINNA DOCKET 50-244 LER 85-012
POTENTIAL FOR INOPERABLE CONTAINMENT CHARCOAL FILTERS DURING A LOCA.
EVENT DATE: 050685 REPORT DATE: 060485 NSSS: WE TYPE: PWR
VENDOR: GILBERT ASSOCIATES, INC.

I
1 (NSIC 194827) THE TWO CONTAINMENT CHARCOAL FILTERS AND THE ASSOCIATED FAN COOLERS
i WERE DISCOVERED, AS A RESULT OF AN ENGINEERING EVALUATION, TO BE INOPERABLE UNDER

LARGE BREAK LOCA CONDITIONS. THERE WERE NO ADVERSE CONDITIONS THAT RESULTED
DURING NORMAL OPERATION OR FOR OTHER ACCIDENT CONDITIONS. PORTIONS OF THE FILTER
DISCHARGE DUCTS WERE LOCATED IN THE BASEMENT OF CONTAINMENT AND MAY BE FLOODED
AFTER THE RWST HAS BREN EMPTIED TO CONTAINMENT. ACCESS PORTS AND DAMPERS WERE
OPENED AT APPROPRIATE LOCATIONS TO REESTABLISH THE REQUIRED AIR FLOWS FOR

; FILTRATION, MIXING AND COOLING AND THE FILTERS WERE RETURNED TO OPERABILITY.

'

[154] GRAND GULF 1 DOCKET 50-416 LER 85-014
MAIN STEAM LINE FLOW CHANNEL INOPERABLE LONGER THAN TECH SPEC LIMIT.
EVENT DATE: 040185 REPORT DATE: 050185 NSSS: GE TYPE: BWR

(NSIC 1941871 ON 4-1-85, DURING THE PERFORMANCE OF AN 18 MONTH CALIBRATION, A
CHANNEL 'A' MAIN STEAM LINE HIGH FLOW ISOLATION ACTUATION INSTRUMENT WAS REMOVED
FROM SERVICE LONGER THAN THE 2 HR TIME ALLOWED BY TECH SPECS. THE TRIP SYSTEM
WAS NOT PLACED IN THE TRIP CONDITION WHEN THE LIMIT WAS NOT MET. THE CHANNEL WAS
CUT OF SERVICE FOR APPROX 3.5 HRS. THE CAUSE OF TME EVENT WAS A COMMUNICATION

, ERROR BETWEEN THE TECHNICIAN AND THE SHIFT SUPERVISOR.
!

[155] GRAND GULF 1 DOCKET 50-416 'LER 85-013
! REACTOR SCRAM ON HIGH WATER LEVEL.
| EVENT DATE: 040385 REPORT DATE: 050285 NSSS: GE TYPE: BWR
' VENDOR: CUTLER-HAMMER

(NSIC 194688) ON 4/3/85 THE REACTOR SCRAMMED ON HIGH WATER LEVEL DURING STARTUP
TESTING WHEN A FAILED LEVEL CHANNEL SELEC?OR SWITCH CAUSED AN INCORRECT LEVEL
SIGNAL TO BE APPLIED TO THE FEEDWATER SYSTEM MASTER LEVEL CONTROLLER. THE 8IGNAL
INDICATED LOW REACTOR WATER LEVEL WHICH CRJATED A DEMAND FOR MORE FREDWATER FLOW.
THE INCREASE IN LEVEL DUE TO INCREASED FREDWATER FLOW WAS NOT NOTICED IN TIME TO
PREVENT A HIGH LEVEL SCRAM SIGNAL. THE SWITCH WAS REPLACED AND PRECAUTIONARY
STEPS WERE ADDED TO THE OPERATING INSTRUCTIONS TO PRECLUDE A RECURRENCE OF THIS,

TYPE OF EVENT.'

[156] GRAND GULF 1 DOCKET 50-416 LBR 85-016
REACTOR SCRAM DUE TO MAIN STEAM LINE ISOLATION.
EVENT DATE: 040785 REPORT DATE: 050785 NS8S: GE TYPE: BWR

|VENDOR: ROSEMOUNT, INC. i

(NSIC 194188) ON 4-7-85, THE REACTOR SCRAMMED DUE TO A FULL MAIN STRAM LINE
ISOLATION. A SURVEILLANCE CALIBRATION WHICH PRODUCES A MAIN STEAM LINE (M8L)
ISOLATION SIGNAL NAS BRING CONDUCTED ON DIV 1 MAIN STEAM LINE FLOW. A FAULTY

.

I
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PRESSURE TRANSMITTER IN DIV 2 PRODUCED AN ERRONEOUS MSL ISOLATION SIGNAL. THE
TWO SIGNALS TOGETHER RESULT IN A FULL MSL ISOLATION SIGNAL WHICH PRODUCED THE
ISOLATION AND SUBSEQUENT SCRAM. BOTH MSL LOW PRESSURE TRANSMITTERS ON DIV 2 WERE !

EXAMINED, AND TRANSMITTER N076D WAS FOUND TO HAVE WATER ON THE TERMINATION SIDE.
THE N076D TRANSMITTER TERMINALS WERE CORRODED CAUSING A POOR CONNECTION. THE
TRANSMITTER FAILS LOW WHICH EXPLAINS THE FALSE 'MSL LOW PRESSURE' SIGNAL. THE
CAUSE OF THE WATER ACCUMULATION WAS NOT DETERMINED.

[157] GRAND GULF 1 DOCKET 50-416 LER 85-019
FOUR RWCU ISOLATIONS ON HIGH DIFFERENTIAL FLOW SIGNALS.
EVENT DATE: 051785 REPORT DATE: 061785 NSSS: GE TYPE: BWR

(NSIC 194783) ON MAY 17, MAY 18, MAY 29, AND JUNE 4 AT 2145, 0510, 1405, AND 1925
RESPECTIVELY, THE REACTOR WATER CLEANUP SYSTEM (RWCU) ISOLATED DUE TO HIGH
DIFFERENTIAL FLOW SIGNALS. THE PLANT WAS IN HOT SHUTDOWN ON MAY 17, MAY 18, AND
JUNE 4, AND WAS OPERATING AT APPROXIMATELY 90 PERCENT POWER ON MAY 29. THE CAUSE
OF THE ISOLATIONS ON MAY 17 AND 18 WAS NOT DETERMINED. AN INSPECTION SUBSEQUENT
TO THE EVENT REVEALED NO PROBLEMS. THE ISOLATION ON MAY 29 CAN BE ATTRIBUTED TO
TWO FILTER /DEMINERALIIER POST STRAINER FLUSH VALVES WHICH WERE FOUND ERRONEOUSLY
OPEN CAUSING A DEVIATION OF THE NORMAL FLOW PATH AND, AS A RESULT, A DIFFERENTIAL
FLOW. THE REASON THE VALVES FERE OPEN WAS NOT DETERMINED. THE OPERATOR WHO LAST
MANIPULATED THE VALVES RESIGNED FOR OTHER REASONS BEFORE ADMINISTRATIVE ACTION
WAS CONSIDERED. ON JUNE 4, DURING A PLANT SHUTDOWN, REACTOR PRESSURE DROPPED TO
75 PSIG. ONE RWCU FILTER AND PUMP IS NORMALLY REMOVED FROM SERVICE AT 100 PSIC.
THE REACTOR PRESSURE DROPPED TO 75 PSIG PRIOR TO REMOVAL OF ONE FILTER AND PUMP
RESULTING IN A DIFFERENTIAL FLOW ISOLATION DUE TO A LOSS OF SUCTION PRESSURE TO
BOTH RWCU PUMPS.

[158] HATCH 1 DOCKET 50-321 LER 81-052 REV 1
UPDATE ON DEFECTIVE INVERTER TEMPERATURE SWITCHES.
EVENT DATE: 062181 REPORT DATE: 123184 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: HATCH 2 (BWR)
VENDOR: EXIDE INDUSTRIAL DIV

(NSIC 194555) 'B' LPCI INVERTER R44-5003 TRIPPED ON 4 SEPARATE OCCASIONS ON HIGH
TEMP RESULTING IN LOSS OF POWER TO 'B' RECIRCULATION SUCTION AND DISCHARGE VALVES
AND LPCI INJECTION VALVE (MAKING RHR B LOOP INOP). UNIT 2 'B' LPCI INVERTER
2R44-S003 TRIPPED WHILE SEPARATELY BACKSEATING RECIRCULATION SUCTION AND
DISCHARGE VALVES 2B31-F023B AND F031B, RESPECTIVELY. THE RECIRCULATION VALVES
AND LPCI INJECTION VALVE HAD NO POWER MAKING RHR B LOOP INOPERABLE. TRIPPING OF
R44-5003 AND 2R44-S003 WAS ATTRIBUTED TO DEFECTIVE THERMAL TEMPERATURE SWITCH (ES)
IN THE INVERTER LEG (S). BY 7-13-81 ALL DEFECTIVE THERMAL TEMPERATURE SWITCHES
WERE REPLACED IN THE INVERTER LEGS OF R44-5003 AND 2R44-5003.

[159] HATCH 1 DOCKET 50-321 LER 83-003
INCORRECT TECHNICAL SPECIFICATION.
EVENT DATE: 010583 REPORT DATE: 012083 NSSS: GE TYPE: BWR

(NSIC 194152) ON 1-5-83, THE NRC NOTIFIED GEORGIA POWER COMPANY OF AN INCORRECT
PAGE (3.5-9) IN UNIT 1 TECH SPECS. THIS PAGE UNDER TECH SPEC 3.5.F.1 STATES 6 OF
7 INSTEAD OF 7 OF THE AUTOMATIC DEPRESSURIEATION VALVES SHALL BE OPERABLE.
RECORDS SHOW WRONG REVISION TO PAGE 3.5-9 WAS ISSUED ON 8-1-80. A REVIEW OF ALL
AFFECTED DEVIATIONS HAS ENSURED NO VIOLATION OF THE CORRECT TECH SPECS PAGE. THE
CAUSE OF THIS EVENT WAS ATTRIBUTED TO PERSONNEL ERROR. PERSONNEL REPLACED
ILLEGIBLE PAGES WITH LEGIBLE PAGES, INSERTING WRONG REVISION FOR PAGE 3.5-9.
RESPONSIBLE PERSONNEL WERE COUNSELED. THE CORRECT REVISION FOR TECH SPECS PAGE
3.5-9 WAS ISSUED BY DOCUMENT CONTROL DEPARTMENT ON 1-5-83.
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(160] HATCH 1 DOCKET 50-321 LER 83-092 REV 1
UPDATE ON DEGRADED FIRE BARRIERS IN 10 SUBSYSTEMS.
EVENT DATE- 100483 REPORT DATE: 102004 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: NATCH 2 (BWR)

(NSIC 194156) DURING PERFORMANCE OF ' FIRE BARRIER PENETRATION SEAL AND FIRE
DAMPER SURVEILLANCE PROCEDURE (HNP-1-3366 UNIT 1 AND HNP-2-3366 UNIT 2) TEN PLANT
SUBSYSTEMS HAD DEGRADED FIRE BARRIERS. THUS, THE PLANT WAS UNABLE TO MEET

REQUIREMENTS OF UNIT 1 TECH SPEC 3.13.6 AND UNIT 2 TECH SPECS 3.7.7. FIRE
WATCHES WERE ESTABLISHED FOR THE AFFECTED AREAS. THIS REPETITIVE EVENT WAS LAST

^

REPORTED ON LER 50-321/1982-075. THE CAUSE OF THESE EVENTS HAS BREN DETERMINED
l TO KAVE BERN DUE TO IMPROPER INSTALLATION. THE CORRECTIVE ACTION IS TO REPAIR,

REPLACE, OR INSTALL ADEQUATE FIRE BARRIERS IN ALL AFFECTED FIRE BARRIERS.

1

[161] HATCH 1 DOCKET 50-321 LER 83-109 REV 1
UPDATE ON MAINTENANCE ERROR CAUSING DEGRADED FIRE BARRIER.
EVENT DATE: 111483 REPORT DATE: 102584 NSSS: GE TYPE: BWR
VENDOR: NELSON ELECTRIC

(NSIC 194158) ON 11-14-83 PLANT PERSONNEL DETERMINED THAT SILICONE FOAM MAD BREN
APPLIED AS A SUBSTITUTE FOR NBLSON BLOCKS IN NELSON FRAMES 1R43-182B1 AND
1R43-18252, THUS DEGRADING THE FIRE PROTECTION CAPABILITY OF BOTH PENETRATIONS.

THIS EVENT IS CONTRARY TO THE REQUIREMENTS OF TECH SPECS SECTION 3.13.6. A FIRE
WATCH WAS ESTABLISHED PER TECH SPECS SECTION 3.13.6, ACTION A. THE CAUSE OF THIS
EVENT IS CONTRACTOR PERSONNEL FAILING TO FOLLOW PROCEDURE. THE SILICONE FOAM WAS
REMOVED FROM THE PENETRATIONS. THEY WERE THEN RETURNED TO THEIR DESIGN
CONFIGt'I ATION AND SATISFACTORILY VISUALLY INSPECTED PER THE ' INSTALLATION AND

j REPAIR OF FIRE BREAKS AND PENETRATIONS: FIRE BARRIERS AND SEALS' PROCEDURE
(MNP-6908) AND RETURNED TO SERVICE ON 12-06-83.

[162] HATCH 1 DOCKET 50-321 LER 83-105 REV 1
UPDATE ON SETPOINT DRIFT OF S SAFETY / RELIEF VALVES.
EVENT DATE: 111583 REPORT DATE: 100584 NSSS: GE TYPE: BWR;

VENDOR: TARGET ROCK CORP.
!

' (NSIC 194157) ON 11-15-83, PLANT PERSONNEL WERE NOTIFIED THAT DURING A
SAFETY / RELIEF VALVE (SRV) BENCH TEST AT WYLE LAB, 8 OF 11 SRV'S (1521-F013 A, B,
D, F. H. J, K & L) DID NOT LIFT WITHIN THE SPECIFIED SETPOINT PLUS OR MINUS 15 AS

1EQUIRED BY TECH SPECS SECTION 2.2.A.1.B. PLANT OPERATION WAS NOT AFFECTED.;

*'HIS IS A REPETITIVE EVENT AS LAST REPORTED ON LER 50-321/82-099 IN RESPECT TO.

VALVES 1821-F013 F AND H. THE VALVES FAILED DUE TO A STUCK PILOT DISC, AND/OR
LACK OF PROPER CLEARANCE OF THE PILOT ROD IN THE LABYRINTH SEAL ARBA. THE VALVES
WERE DISASSEMBLED AND CLEANED. THE LABYRINTH SEAL AREA WAS INSPECTED AND ALL
DISCREPANCIES WERE CORRECTED. THE VALVES WERE REASSEMBLED AND FUNCTIONALLY
TESTED SATISFACTORILY.

[163] HATCH 1 DOCKET 50-321 LER 85-020
PROCEDURAL ERROR OF HATCH 2 WITH RESPECT TO TECH SPECS.
EVENT DATE: 041585 REPORT DATE: 051485 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: MATCH 2 (BWR)

(NSIC 194576) ON 4-15-85 WITH UNIT 1 AT 2436 MWT (1005 POWER) AND UNIT 2 SHUTDOWN
FOR REFUELING, PLANT PERSONNEL DETERMINED THAT A SPECIAL PURPOSE PROCEDURE WHICH
HAD BEEN WRITTEN TO DIRECT THE IMPLEMENTATION OF A DCR ON UNIT 2'S STANDBY GAS
TREATMENT SYSTEM (SBGT) WOULD HAVE ALLOWED UNIT 1 TO OPERATE FOR A SHORT PERIOD
OF TIME CONTRARY TO THE PROVISIONS OF TECH SPECS SECTION 3.7.B.1. THE ERROR IN
THE PROCEDURE WAS DETECTED PRIOR TO ITS BEING USED IN THE FIELD. THE PROCEDURE
WAS REVISED TO RESOLVE THE ERROR.
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1164] HATCH 1 DOCKET 50-321 LER 85-011
STANDBY GAS TREATMENT INITIATION DUE TO INCORRECT RESTART OF BATTERY CHARGER.

'

EVENT DATE: 042485 REPORT DATE: 052185 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: HATCH 2 (BWR),

(NSIC 194575) ON 4-24-85 AT 0500 CST, UNIT 1 WAS IN STEADY-STATE OPERATION 2423
MWT (APPROX 1005 POWER) AND UNIT 2 WAS IN REFUEL WITH NO FUEL IN THE VESSEL WHEN
THE 'A' TRAIN OF THE SBGT SYSTEMS FOR EACH UNIT STARTED. THIS ESF ACTUATION WAS
NOT PART OF A PRE-PLANNED SEQUENCE. THUS, THIS EVENT IS REPORTABLE PER THE

REQUIREMENTS OF 10CFR 50.73(A)(2)(IV). EACH 'A' TRAIN OF SBGT WAS RETURNED TO
NORMAL STATUS IMMEDIATELY. THE BATTERY CHARGER WAS CORRECTLY PLACED IN SERVICE

! LATER THE SAME DAY. THIS ACTUATION WAS DUE TO INADBQUATE SPECIAL INSTRUCTIONS
! WHICH FAILED TO GIVE DETAILED INSTRUCTIONS FOR RETURNING A BATTERY CHARGER TO
| SERVICE. INE ATTEMPT TO PLACE THE CHARGER IN SERVICE RESULTED IN A LOW VOLTAGE

DIP ON THE CHARGER'S AC POWER SUPPLY DUE TO THE HIGH CURRENT DRAWN WHEN THE '2A'
; BATTERY CHARGER TRIED TO START AND ASSUME ITS OUTPUT LOAD AT THE SAME TIME. THIS

LOW VOLTAGE DIP IN THE SUPPLY POWER MOMENTARILY DE-ENERGIEED THE 'A' TRAIN SBGT
,

RELAY FOR RACH UNIT (THIS AC SUPPLY POWER IS COMMON TO THE NORMALLY ENERGIEED
; RELAY WHICH DE-ENERGIEES TO START THE 'A' TRAIN OF SBGT FOR EACH UNIT, AND
| ACTIVATES THE HIGH RADIATION REFUELING FLOOR ALARM IN THE CONTROL ROOM). THESE
'

SPECIAL INSTRUCTIONS WERE FOR ONE TIME USE HENCE, CORRECTIVE ACTION TO PREVENT

RECURRENCE IS NOT REQUIRED.

[165] HATCH 1 DOCKET 50-321 LER 85-017
; POSSIBLE SEISMIC OVERLOADING OF CABLE TRAY SUPPORT DURING AN EARTHQUAKE.
j EVENT DATE: 051585 REPORT DATE: 052885 NSSS: GE TYPE: BWR

OTHER UNITS INVOLVED: HATCH 2 (BWR)j

(NSIC 194725) ON 05/15/85, GEORGIA POWER COMPANY (GPC) WAS INFORMED BY ITS
ARCHITECT / ENGINEERS THAT ONE OF THE CABLE TRAY SUPPORTS (I.E., SUPPORT NO. 33
LOCATED IN THE CABLE SPREADING ROOM) IN PLANT HATCH WAS A POTENTIALLY SIGNIFICANT
SAFETY HAEARD. ON 05/23/85, AFTER EVALUATING THE ARCHITECT / ENGINEERS REPORT,;

'

THIS EVENT WAS DETERMINED TO BE REPORTABLE PER THE REQUIREMENTS OF 10CFR21.
DURING THE RECENT SEISMIC RE-EVALUATIONS IT WAS FOUND THAT DURING AN OPERATING
BASIS EARTHQUAKE (OBE) OR SAFE SHUTDOWN EARTHQUAKE (SSR) THE BASE CONNECTION FOR
CABLE TRAY SUPPORT NO. 33 COULD EXPERIENCE LOADING IN EXCESS OF THAT GIVEN IN THE
PL?NT OPERAPILITY CRITERIA. THE ARCHITECT / ENGINEER WAS UNABLE TO EXACTLY*

DEIEk.77NR kHETHER OR NOT THE SEISMIC LOADING WOULD EXCBED THE STRUCTURAL CAPACITY
! OF THIS SUPPORT. HOWEVER, IT WAS DETERMINED THAT THE DESIGN DURING AN ANALYEED

EARTHQUAKE WOULD BE MARGINAL. THE CAUSE OF THIS EVENT WAS A DESIGN ERROR BY THE
,

; ARCHITECT / ENGINEER. CABLE TRAY SUPPORT NO. 33 WAS REDESIGNED AND THE
MODIFICATIONS WERE MADE SUCH THAT SUPPORT NO. 33 MRT THE CRITERIA ON THE NEW

| DESIGN ON 04/30/85. THUS, CABLE TRAY SUPPORT NO. 33 NET ALL OPERABILITY
: REQUIREMENTS AND FSAR CRITERIA, PRIOR TO THE ARCHITECT / ENGINEER NOTIFICATION OF
' THIS DEFICIENCY. CABLE TRAY SUPPORT NO. 33 WAS SUCCESSFULLY FUNCTIONALLY TESTED

ON 05/20/85. NUMEROUS SAFETY RELATED CABLES ARE SUPPORTED IN THIS TRAY.
t

|

[166] HATCH 1 DOCKET 50-321 LBR 85-016
RCIC FAILS TO DELIVER RATED FLOW.
EVENT DATE: 051985 REPORT DATE: 060785 MSSS: GE TYPE: BWR
VENDOR: GENERAL ELECTRIC CO.

|
|

| (NSIC 194613) AT APPROX 1220 CDT ON 5-19-85 WITH THE PLANT OPERATING AT APPROX '

l 2134 MWT (885 POWER), AND DURING PERFORMANCE OF THE MONTHLY 'RCIC PUMP
OPERABILITY' PROCEDURE (HNP-1-3405), PLANT PERSONNEL DETERMINED THAT THE RCIC

| PUMP (1851-C001) DELIVERED ONLY 900 PSIG AT 400 GPM, WHEN REACTOR PRESSURE WAS
960 PSIG. THIS EVENT IS CONTRARY TO THE REQUIREMENTS OF TECH SPECS SECTION
4.5.E.1.C. AN IMMEDIATE INVESTIGATION SHOWED THAT THE RCIC SYSTEM'S AUTOMATIC
CONTROL AMPLIFIER CONTROL CIRCUIT BOARD (1551-K616) MAD FAILED WHICH RESULTED IN j
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REDUCED TURBINE SPEED. SUBSEQUENT TO THE INVESTIGATION, THE CIRCUIT BOARD WAS
REPLACED. THE RCIC SYSTEM WAS THEN SATISFACTORILY FUNCTIONALLY TESTED AND
RETURNED TO SERVICE PER THE 'RCIC PUMP OPERABILITY' PROCEDURE (HNP-1-3405) AT
1345 CDT ON 5-19-85. THIS 30 DAY LER IS REQUIRED BY 10CFR 50.73(A)(2)(1)(B),
BECAUSE THIS EVENT SHOWS THAT THE PLANT WAS OPERATED IN A CONDITION PROHIBITED BY
TECH SPECS SECTION 3.5.E.1.A.

[167] HATCH 2 DOCKET 50-366 LER 85-002
REACTOR PROTECTION SYSTEM LOGIC ACTUATION DUE TO SPURIOUS NOISE.
EVENT DATE: 042985 REPORT DATE: 052985 NSSS: GE TYPE: BWR

(NSIC 194498) ON 4-29-85 AT 0450 CDT AND AT 2045 CDT WHILE PLANT PERSONNEL WERE
INSERTING FUEL IN THE VESSEL, A SPURIOUS RPS LOGIC ACTUATION OCCURRED (NO SCRAM
OCCURRED SINCE ALL OF THE CONTROL RODS WERE ALREADY INSERTED). IN BOTH CASES, THE
RPS TRIPS WERE RESET IMMEDIATELY. BOTH EVENTS WERE DUE TO SPURIOUS ELECTRICAL
NOISE IN AN INTERMEDIATE RANGE MONITOR (IRM) CHANNEL (IN THE FIRST EVENT THE 'E'

IRM CHANNEL WAS RESPONSIBLE AND IN THE SECOND EVENT THE 'D' IRM CHANNEL WAS
RESPONSIBLE). DURING FUEL MOVEMENT, THE RPS SHORTING LINKS ARE REMOVED. IN THIS
CONFIGURATION, ONE IRM SPURIOUS TRIP WILL RESULT IN A FULL RPS LOGIC ACTUATION.
THUS, MAKING UNPLANNED SPURIOUS RPS LOGIC ACTUATIONS MORE PREVALENT DURING CORE
ALTERATIONS. SIMILAR EVENTS (1.E., RPS ACTUATION DUE TO SPURIOUS ELECTRICAL
NOISE IN THE NEUTRON MONITORING SYSTEM) HAVE OCCURRED AS REPORTED VIA LERS
50-321/84-23 AND 50-366/85-015. THERE ARE NO FURTHER ACTIONS PLANNED FOR THIS
EVENT.

[168] HATCH 2 DOCKET 50-366 LER 85-019
TESTING ERROR CAUSES REACTOR WATER CLEANUP ISOLATION.
EVENT DATE: 042985 REPORT DATE: 052785 NSSS: GE TYPE: BWR

(NSIC 194633) AT 1330 CDT ON 4-29-85 WITH THE UNIT IN COLD SHUTDOWN FOR
REFUELING, PLANT PERSONNEL WERE PERFORMING THE 18 MONTH 'RWCU SYSTEM ROOM AMBIENT
AND DELTA T INSTRUMENT FT E C' PROCEDURE. DURING THIS TEST, OPERATIONS PERSONNEL
NOTED THAT THE RWCU PRIMARY CONTAINMENT INBOARD ISOLATION VALVE 2G31-F001
ISOLATED. THE ISOLATION SIGNAL WAS RESET, AND THE VALVE RE-OPENED AT APPROK 1335
CDT. AFTER AN INVESTIGATION, PLANT PERSONNEL DETERMINED THAT THE RWCU VALVE

ISOLATION WAS DUE TO AN INCORRECTLY LABELED RESISTANCE TEMPERATURE DETECTOR
(RTD). THE RTD IDENTIFIED AS 2G31-N062H SHOULD HAVE BEEN LABELED 2G31-N062E.
CONSEQUENTLY, WHEN PLANT PERSONNEL JUMPERED THE TRIP FUNCTION (TO PREVENT THE
ISOLATION FROM OCCURRING WHILE THE TEST WAS BEING PERFORMED) FOR 2G31-N062H, AND
THEN ACTUALLY HEATED 2G31-N0625, 2G31-F001 ISOLATED ON A HIGH RWCU PUMP ROOM
TEMPERATURE SIGNAL. THE MISLABELING OF THE RTD WAS THE RESULT OF PERSONNEL ERROR
BY A PERSON OR PERSONS UNKNOWN. IT IS POSTULATED THAT THE INCORRECT LABELING
ERROR OCCURRED DURING INITIAL RTD INSTALLATION ON 8-26-84. INCORRECT LABELING OF
THE RTD DID NOT AFFECT ITS OPERABILITY.

[169] HATCH 2 DOCKET 50-366 LER 85-017
MOLDED CASE BREAKER SETPOINTS TOO HIGH. )
EVENT DATE: 043085 REPORT DATE: 053085 NSSS: GE TYPE: BWR |

(NSIC 194632) ON 4-30-85 AND 5-1-G5 DURING PERFORMANCE OF THE ' MOLDED CASE
BREAKERS PROTECTING THE PRIMARY CONTAINMENT PENETRATION CONDUCTORS SURVEILLANCE *
PROCEDURE (HNP-2-3850), PLANT PERSONNEL NOTED THAT MOLDED CASE CIRCUIT BREAKERS
(MCCB) HAD TRIP SETPOINTS AND/OR BREAKER LOCATIONS THAT WERE CONTRARY TO THE
SPECIFIED SETPOINTS AND/OR SPECIFIED LOCATIONS OF TECH SPECS TABLE 3.8.2.6-1.
THE AS-FOUND SETPOINTS OF THE BREAKERS WERE STILL SUFFICIENTLY LOW SO THAT THE
CONDUCTORS WOULD STILL HAVE ADEQUATE MARGINS OF PROTECTION. THE CAUSES WERE
INADEQUATE INSTRUCTIONS Fdh PERFORMING MAINTENANCE ON THE BREAKERS (I.E.,
ADJUSTING THE TRIP SETPOINT WHEN THE BREAKER WAS RETURNED TO SERVICE), AMD

!
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IMPLEMENTING A DESIGN CHANGE REQUEST (DCR). AN AMENDMENT TO THE TECH SPECS
CORRECTED THE BREAKER SETPOINTS. A REQUEST WAS INITIATED TO CHANGE THE TECH
SPECS SPECIFIED LOCATION OF THE BREAKERS FOR 2E51-F007 AND 2E41-F002. THE
BREAKER SETTINGS WERE CORRECTED IN THE FIELD.

[170] HATCH 2 COCKET 50-366 LER 85-014
INADEQUATE TEST PROCEDURE RESULTS IN ADS VALVE 3 OPENING.
EVENT DATE: 051085 REPORT DATE: 060785 NSSS: GE T1PE: BWR

(NSIC 194631) ON 5-10-85 AT 0443 CDT, WITH THE REACTOR IN COLD SHUTDOWN FOR A
REFUELING OUTAGE, AND DURING PERFORMANCE OF THE ' ADS LSFT' PROCEDURE PLANT
PERSONNEL NOTED THAT THE 7 SAFETY RELIEF VALVES (SRV'SI WHICH SERVE AN AUTOMATIC
D2PRESSURIEATION SYSTEM (ADS) FUNCTION (2B21-F013 A, C, E. H. K, L, AND M3
OPENED. WHEN THE ADS VALVES OPENED, REACTOR WATER LEVEL DECREASED FROM 195
INCHES (REFERENCE INSTRUMENT EERO) TO APPROX 153 INCHES (REFERENCE I)!STRUMENT
EERO). WITH REACTOR WATER LEVEL AT 195" THE MAIN STEAM OUILET NOEELES WERE
COVERED. THUS. WHEN THE ADS VALVES OPENED, REACTOR WATER DRAINED VIA THE MAIN

| STEAMLINE TO THE TORUS. THIS EVENT WAS THE RESULT OF HNP-2-3252-E BEING
| INADEQUATE. HNP-2-3252-E DID NOT FULLY ADDRESS THE NEED TO FZFFORM CERTAIN STEPS

OF THE PROCEDURE IN A TIMELY MANNER, ALL THE STEPS SHOULD HAVE BEEN PERFORMED IN
LESS THAN 2 MINS, OTHERWISE THE ADS LOGIC TIMERS WOULD TIME OUT AND OPEN THE ADS
Siv'S. HNP-2-3252-E WAS REVISED TO INCLUDE OPENING THE LINKS FOR THE ADS SRV'S
WHICH WILL PRECLUDE THEIR OPENING ON AN ADS INITIATION SIGNAL DURING PERFORMANCE
OF THE PROCEDURE. THERE HAVE BEEN PAST EVENTS WHERE ESF ACTUATIONS OCCURRED DUE
TO INADEQUATE PROCEDURE REVS (REFER TO LERS 50-366/84-009, AND 85-023).

[171] HATCH 2 DOCKET 50-366 LER 85-023
TESTING ERROR RESULTS IN LOW PRESSURE COOLANT INJECTION ACTUATION.
EVENT DATE: 051585 REPORT DATE: 060785 NSSS: GE TYPE: BWR

(NSIC 194634) ON 5-15-85 AT 0640 CDT WITH THE REACTOR MODE SWITCH IN THE SHUTDOWN
POSITION AND THE UNIT SHUTDOWN, IEC PERSONNEL IN THE PROCESS OF PERFORMING THE
' CHANNEL LOGIC RESPONSE TIME' PROCEDURE CAUSED A LPCI SYSTEM ACTUATION TO OCCUR.
THE PROCEDURE MISTAKENLY CALLED FOR A JUMPER TO BE PLACED BETWEEN AA3 AND AA4 IN
PANEL 2H11-P617, WHEN IN FACT IT SHOULD HAVE CALLED FOR THE JUMPER TO BE PLACED
BETWEEN AA3 AND AA4 IN PANEL 2H11-P627. AT THE TIME OF THE EVENT, RHR PUMP 'C'
WAS RUNNING IN THE SHUTDOWN COOLING MODE. THE IMPROPERLY INSTALLED JUMPER
INITIATED A LOOP 'A' LOCA SIGNAL WHICH CAUSED RHR ? UMPS 'B' AND 'D' TO START IN
THE LPCI MODE AND INJECT WATER FROM THE TORUS INTO THE REACTOR PRESSURE VESSEL
(RPV). OPERATIONS PERSONNEL IMMEDIATELY SECURED ALL RHR PUMPS AND THE IEC
PERSONNEL INVOLVED TERMINATED THEIR TEST. AFTER REVIEWING AND CORRECTING THE
UNCOMPLETED PORTION OF THE PROCEDURE, PLANT PERSONNEL SUCCESSFULLY COMPLETED IT.

[172] INDIAN POINT 2 DOCKET 50-247 LER 85-004
FEEDWATER REG VALVE FAILURE CAUSE LOW SG LEVEL.
EVENT DATE: 030685 REPORT DATE: 040485 NSSS: WE TYPE: PWR
VENDOR: POTTER & BRUMFIELD

(NSIC 194167) ON 3-6-85 WHILE THE REACTOR WAS AT 100% POWER AND DURING A PERIODIC
SURVEILLANCE TEST TO DETERMINE THE OPERABILITY OF THE STEAM LINE PRESSURE
BISTABLES, A REACTOR TRIP OCCURRED. THE RPS WAS ACTUATED BY A FEEDWATER

FLON/ STEAM FLOW MISMATCH SIGNAL IN COINCIDENCE WITH A LOW SG LEVEL SIGNAL. THE
TRIP OCCURRED DURING THE PROCESS OF SWITCHING SG LEVEL CONTROL CHANNELS, AND IS
ATTRIBUTED TO FAULTY RELAYS WHICH CAUSED A FEEDWATER REGULATING VALVE TO FUNCTION
IMPROPERLY. THERE WERE NO SAFETY CONSEQUENCES, AS THE RPS FUNCTIONED IN
ACCORDANCE WITH ITS DESIGN AND TRIPPED THE REACTOR WHEN THE MISMATCH OCCURRED.
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i [173] INDIAN POINT 2 DOCKET 50-247 LkR 85-005
I FAILURE OF MAIN FEFDWATER REGULATING VALVE AND TRIP OF MAIN FEEDWATER PLMPS.

EVENT DATE: 032685 REPORT DATE: 042385 N555: WE TYPE: PWR
YENDOR: BAILEY METRR COMPANY

COPES-VULCAN, INC.
INGERSOL-RAND CO.

(NSIC 194828) ON MARCH 26, 1985 DURING A PREPLANNED POWER DESCENT NBCPSSAkY TO
REPAIR THE FEEDWATER REGULATING VALVE FCR STRAN GENERATOR #23 MAIN SOILER;

'

FEEDWATER PUMPS #21 AND 22 TRIPPED. FME OPERATCR MANUALLY TRIPPED THE REACTOR
AND STABILISED CONDITIONS AT NOT 3HUTDOWN. THE POWER OUTPUT WAS 227 NME AT THE,

: TIME OF THE OCCURRENCE. VISUAL INSPECTION OF THE REGULATING VALVE REVEALED A
' VALVE POSITIONER MISALIGNMENT. ALSO, THE VALVE SNAFT MAD BROOME LOOSE AT THE

VALVE OPERATOR AND.WAS BEING DRIVEN CLOSED BY IT5 OWN WEIGHT AND VIBRATION. THE
VALVE SHAFT WAS BACE-TMREADED SEVERAL TURN 5 INTO TME VALVE OPERATOR ( COPES-WLCAN ;

; D-100-16013) AND A LOCKING DEVICE TIGHTENED, WHICM ELIMINATED THE PROBLEM. '

{ ALTHOUGH THE CAUSE OF THE EVENT COULD WOT BE IDENTIFIED, IT APPEARS THAT A

| PRESSURE TRANSIENT IN THE FREDWATER SYSTEN MAY HAVE CAUSED THE FRECMATER PUMPS TO
TRIP DUE TO ACTUATION OF THE MIGN PRESSURE SWITCH ON THE DISCMARGE PRESSURE SIFE3

^

OF THE PUMPS. THE EVENT WAS REVIEWED AND IT WAS DETERMINED THAT ALTHOUGH IT
REPRESENTED AN UNPLANNED SHUTDOWN OF THE REACTOR, THERE WERE NO 5AFETY
IMPLICATIONS ASSOCIATED WITH THE LOSS OF BOTH MAIN BOILER FERDWATER PUMP 3. THE4

REGULATING VALVE WAS R2 PAIRED AND THE PLANT RETURNED TO FULL POWER OPERATION.q
,

[174] INDIAN POINT 3 DOCKMT 50-286 LER 85-004 ,

FAILURE OF INTERMEDIATE RANGE DETECTOR GIVES 3 SCRANS. 1

EVENT DATE: 032005 REPORT DATE: 041585 MSSS: WE TYPE: PWR
IVENDOR: BUSSMANN MFG (DIV OF MCGRAW-EDISON)

WESTINGHOUSE ELECTRIC CORP.

j (NSIC 194571) ON 3-20-85, DURING PLANT STARTUP, CONTROL FOWER FUhES FOR NUCLEAR
} INSTRUMENTATION INTERMEDIATE RANGE CHANNEL 36 (I.R. 3C) FAILED RESULTING IN 3 .

REACTOR TRIPS. THE REACFOR WA5'SU5 CRITICAL AT THE TIME OF RACM TMIP. IT APPEARS
] THAT INTERMITTENT CURRENT LEAKAGE ACROSE A TEST SWITCH CAUSED THE FUSES TO FAIL.
~

IT IS 3TILL UNDER INVESTIGATION. ALL EQUIPMENT ASSOCInTED WITH THE REACTOR TRIPS *

i OPERATED CORRECTLY.

i [1751 KEWAUNEE DOCKET 50-305 LER 85-008
'

INADVERTENT START OF BOTH DIEF3L GENERATOR 5.
EVENT DATE: 022585 REPORT DATE: 032785 N555: WE TYPE: PWR

i (NSIC 194670) AT 1647 ON FEBRUARY 25, 1985, WITH TME PLANT IN A REFUELING
j SHUTDOWN CONDITION, ALARM 47001-34, " CONDENSER LOW VACUUM TUABINE TRIP",
j MOMENTARILY CLEARED AND THEN ALARMED AGAIN. FOLLOWING TH:5 BOTN DIESEL
i GENERATORS STARTED. AFTER INVESTIGATING THE CAUSE. THE DIESEL GENERATORS WERE ,

SECURED. INVESTIGATION REVEALED THAT THESE TWO EVENTS WERE CAUSED BY MAINTENANCE
j TO THE TURBINE TRIP MECMANISM LOCATED ON THE TliRb!NE PEDE8TAL. DURING THIS
~

MAINTENANCE THE TUR3INE MANUAL TRIP / RESET LEVER WA8 NOf(ENTARILY PLACED IN THE
I LATCH POSITION ALLOf;NG TURBINE AUTO STOP OIL PRESSURE TO INCREASE TO THE POINT
j WHERE THE TffRBINE TRIP PRESSURE SWITCNRS WERE RESBT. THIS CLEARED THE CONDENSER
i LCH VACUUM TURBINE TRIP ALARM. TWE LEVER WAS THEN PLACED IN TNE TRIP POSITION
. ALLOWING THE AUTO STOP OIL PRES 5URE TO DECREASE. AS THE PRES 5URE FELL BELOW 45
| PSIG, THE CONDENSER LOW VACUUM TURSINE TRIP SIGNAL AND DIESEL GBWERATOR START

SIGNALS WERE INITIATED. TO PREVENT REOCCURRENCE, THE DIESEL GENERATOR START
SIGNAL FROM A TUR8IFE TRIP WILL SE REMOVED FRON SERVICE AS PART OF THE $NUTDOWN

' EVOLUTION DURING EXTENDED OUTAGES AND RETURNED TO SERVICE PRIOR TO UNIT START-UP.
THIS EVENT KAD MININAL IMPACT ON PLANT ACTIVITIES.,

i

. .-- - -, , - - - - . - . , , - , - - - ,- ,- - . - - - . - . - - ---



. _ _ = _ . - .- = _ __ _

i

|
|

55

(1761 K2WAUNE8 DOCKET 50-305 LER 85-012
INADVCRTENT RF40 TOR TRIP DURING INT 2RM3DIATE RANGE DETECTOR CALIBRATION.

|; VENT DATE: 041085 REPORT DATE: 051085 NCSS: WE TYPE: PWR |
VENDORP WESTINGHOUSE ELECTPIC CORP.

{

I(NSIC 194477) AT 1522 OM 9-10-85, WITH THE PLANT IN THE HOT SHUTDOh4 OPERATING
MOOE PREPAMING TO START JP FOLLOkiNG A REFUELING OUTAGE, A REACTOR TRIP OCCURRED
DURING PERFORMANCE OF THE SURVhILLANCE PROCLDURE TO CALIBRATE THE INTERMEDIATE
RP.NGE NUCLNAR INSTRUMENTATION CHANNELS. THE TRIP WAS CAUSED BY THE P-6 PELAY
CMA.TT ERING , WHICH TAS INTRODUCCD THROUGH THE GROUNLING OF THE TEST EQUIPMENT.
THE CHATTERING BISTABLE CAUSED THE CONTROL POWER FUSES FOR INTERMEDIATE RANGE

'

CMANNEL N35 DETECTOk TO BLOW. THIS COMPLETED THE ONE OUT OF TWO ACTUATION LOGIC
?OR AN IMfERMEDIATE RANGE HI FLUX FEACTOR TRIP. IMMEDIATE ACTIONS WERE TAKEN TO
STOP THE IN PROGRESS DILUTION AhL VERIFY THE REACTOR TRIP. CONSIDERATION IS
BEING GIVEN TO PURCHASING A NEW FORTABLE PIC0 AMMETER TO PREVENT A RECURRENCE OF
THIS EVENT. THE REACTOR WAS IN THE SHUTDOtN CONDITION WITH THE CONTROL BANKS'

INS 2RTED PRIOR TO THE EVENT AND THE APS FORFORMED AS DESIGNED.

(177! KEWAUNEE DOCKET 50-305 LER 85-013
INFLUENCT OF HEAT TRACING ON H1LkOGTN MONITOR OPERABILITY.
EVENT DATE: 050585 REPORT PATL4 061285 NSSSt WE TYPE: PWR6

(NSIC 194831) #HILE PERFORMING SP 56C-093, " CONTAINMENT HYDROGEN MONITOR
OPERATIONAL TEET," THE HEAT TRACING CIRCUIT ON TH3 SUCTION LINE TO THE 1A
CONTAINMENT HYD30 GEN ANALYSER WAS DISCOVERED IHOPERABLE. INVESTIGATION REVEALED

i THAT Td!S "nNDITION HAD EXZSTED SINCE APRIL 4, 1985. ON APRIL 4, 1985, THE SHIFT
SUPERVISOR 2ESUED A WCRK REQUEST TO REPAIR THE INOPERABLE HEAT TRACING CIRCUIT.
THE SHIFT SUPEPVISOR WAS AWARE OF THE RECENTLY ISSUED TECH SPEC (3/3/85)

'

REGARDING HYDROGEN MONITOR OPEEBILITY HOWEVER, THE LOSS OF ONE TRAIN OF REDUNDANT
HEAT TRACING. ALTHOUGH DEGRADIWG THE SYSTEM, DID NOT CLEARLY RENDER THE HYDROGEN
MONITOR INOPERABLE. CORRECTIVE ACTIONS WERE NOT COMPLETED DUE TO THE
UNAVAILABILITY OF SPARE PAR'lS, AND ON MAY 5 THE FAILED HEAT TRACING CIRCUIT WAS

'
DISCOVERFD AGAIN. AT THIS TIME MANAGZMENT EVALUATIONS CONSERVATIVELY CONCLUDED
THAT THE 14-DAY LCO ON HYDROGEN MONITOR OPERABILITY HAD 3EEN EXCEEDED AND
PREPARATIONS FOR AN ORDERLY SEUTDOWN COMMENCED. REPAIRS WERE COMPLETED IN THREE
HOURS AND A POWER REDUCTION WAS NOT kEQUIRED. FURTHER EVALUATION CONCLUDED THAT
PLANT OPERATION WAC WITHIN TECH SP1CS AS THE REDUNDANT TRAIN'S, HEAT TRACED,
SUCTION LINE COULD HAVE BEEN VALVED INTO THE 1A H2 MONITOR. CORRECTIVE ACTIONS
WILL INCLUDE ROUTING THIS LER TO ALL SRO'S FOR REVIEW AND PROVIDING TRAINING TO
OPERATICNS PERSONNEL.

'

[178) I-A SALLE 1 DOCKET 50-373 LER 85-033
NOBLE GAS SAMPLE SBGT SYSTEM MISSED.
EVENT DATE: 040285 REPORT DATE: 042585 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: LA SALLE 2 (BWR)

(NSIC 193819) ON 4-1-35, UNIT 1 STANDBY CAS TREATMENT SYSTEM WAS RUN FROM 1855
HRS TO 1405 HRS ON 4-2-85. BY THE END OF THE RUN A NOBLE GAS GRAB SAMPLE HAD NOT
BEEN OBTAINED IN VIOLATION OF TECH SPEC 4.11.2.1.2. RAD CHEM WAS NOTIFIED PRIOR
TO THE STARTUP OF THE STANDBY GAS TREATMENT SYSTEM BUT WAS NOT NOTIFIED PRIOR TO
THE SYSTEM SHUTDOWN AS REQUIRED BY LOP-VG-02, STEP F.1.C. THE RAD CHEM
TECHNICIAN RECORDED THE INITIAL CALL IN THE LOG BOOK AND IT WAS NOT IDENTIFIED
;INTIL 1600 HR5 ON 4-2 APPROX 2 HRS AFTER THE SYSTEM WAS SHUT DOWN. THE SYSTEM
OPERATED FOR 19 MRS WITHOUT A GRAB SAMPLE TAKEN. THE WIDE RANGE GAS MONITOR
OPERATED DURING THE EVENT AND PROVIDED A CONTINUOUS RECORD OF THE NOBLE GAS
RELEASE. THE MISSED SAMPLE AFFECTS ONLY THE OFF SITE DOSE CALCULATION WHICH USES
IDENTIFICATION OF SPECIFIC ISOTOPES FOR CALCULATION PURPOSES FOR NOBLE GAS
RELEASE. THERE WAS NO INCREASE IN ACTIVITY DURING THE EVENT. PREVIOUS LERS:
373/84-048, 83-002, 82-041, 82-007.

,
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[179] LA SALIE 1 DOCKET 50-373 LER 85-038
'CR VENTILATICN ISOLATED WHEN AMMONIA DETECTOR TAPE BROKE.
'

EVENT DATE: 041285 REPORT DATE: 050885 N855: GE TYPE: BWR
OTHER UNITS INVOLVED: LA SALLE 2 (BWR) ,

' VENDOR: M D A SCIENTIFIC, INC.

(NSIC 194132) AT 1030 HRS ON 4-12-85, THE CONTROL ROOr RECEIVED A 'HIGN
j CHLORINEn.MMONIA CONCENTkATION' ALARM FOR THE 'A' TRAIN OF THE CONTROL ROOM / AUX
; ELECTRIC EQUIPMENT ROOM NVAC SYSTEM. ALL RB5ULTING AUTOMATIC E8F DAMPER
1 ACTUATIONS OCCURRED SATISFACTORILY. AT THE TIME OF THIS EVENT THE 'B' TRAIN WAS
1 IN OPERATION AND THE 'A' TRAIN WAS IDLE. UNIT 1 WAS IN OPERATIONAL CONDITION 3

AT 05 POWER AND UNIT 2 WAS IN OPERATIONAL CONDITION 4 AT 05 POWER. THE
INSTRUMENT MAINIEWANCE PERSONNEL WHO WERE DISPATCHED TO INVESTIGATE THE ALARM,

DISCOVERED THAT THE CHEMCASSETTE OF AN AMMONIA DETECTOR FOR THE 'A' TRAIN
i(OXY-VC125A/B) MAD A BROKEN TAPE, CAUSING THE ALARM AND DAMPER ACTUATIONS. THE'

i BROKEN TAPE WAS REPAIRED AND THE INSTRUMENT WAS RETURNED TO SERVICE. THE 'A' t

j TRAIN OF THE SYSTEM WAS RETURNED TO ITS PREVIOUS LINE-UP. SINCE THE ESF DAMPER
ACTUATIONS PLACCD THE SYSTEM IN A CONSERVATIVE CONFIGURATION AND SINCE 'A' TRAIN

;^
WAS NOT IN SERVICC, NO ADVERSE EFFECTS RESULTED FROM THIS EVENT.

[180) LA SALLE 1 DOCKET 50-373 LER 85-040
CONTROL ROOM HVAC AMMONIA DETECTOR FAILS.i

I EVENT DATE: 042385 REPORT DATE: 052185 N555: GE TYPE: BWR
! OTHER UNITS INVOLVED: LA SALLE 2 (BWR)

} VENDOR: M D A SCIENTIFIC, INC.

(NSIC 194636) ON 4-23-85 AND ON 5-5-85, THE CONTROL ROOM RECEIVED ALARMS FOR

| 'HIGN CHLORINE / AMMONIA CONCENTRATION' FOR THE 'A' TRAIN OF THE CONTROL ROOM / AUX
ELECTRICAL EQUIPMENT ROOM NVAC SYSTEM. IN BACM CASE THE ALARM WAS CAUSED BY A
JAMMED CNEMCASSETTE TAPE IN THE 'B' AMMONIA DETECTOR OF THE 'A' TRAIN, AND;

' RESULTED IN ESF DAMPER ACTUATION 5 TO ISOLATE THE 'A' TRAIN FROM OUTSIDE AIR AND
i INITIATE RECIRCULATING AIRFLOW THROUGH CNARCOAL FILTERS. INSTRUMENT MAINTENANCE !

' PERSONNEL CLEARED THE JANS AND RESTORED NORMAL DETECTOR OPERATION FOLLOWING EACN
EVENT.' FOLLOW-UP TROUBLESNOOTING IDENTIFIED MALFUNCTIONING CAPSTANS AS A,

I PROBABLE CAUSE FOR THE RECENT TAPE-JAMMING EVENTS. THE CAP 8 TANS WERE INSPECTED
AND CLEANED, RESULTING IN PROPER DETECTION OPERATION. SIMILAR EVENT: 373-84-066.

!

[181] LA SALLE 1 . DOCKET 50-373 LER 85-0413
'

SPURIOUS AUTO-START OF EMERGENCY MAKE-UP FAN.
| EVENT DATE: 050585 REPORT DATE: 053085 N555: GE TYPE: BWR

OTHER UNITS INVOLVED: LA SALLE 2 (BWR)
I

q (NSIC 194499) THE FAN (OVC03CA) POR THE 'A' EMERGENCY MAKE-UP TRAIN OF CONTROL
ROOM AUX ELECTRICAL EQUIPMENT ROOM MVAC (VC/VE) STARTED FOR NO APPARENT REASON.g'
INVESTIGATION BY STATION PERSONNEL COULD FIND NOTHING WRONG WITH THE FAN OR ITS

i CONTROL CIRCUITRY. NO SURVEILLANCE OR MAINTENANCE ACTIVITIES WHICH COULD MAVE
| AFFECTED TNE FAN WERE IN PROGRESS. THE TRIP NAS RESET AND THE FAN SECURED. THIS
' FAN SUBSEQUENTLY TESTED SATI5FACTORILY DURING ROUTINE SURVEILLANCE TESTING.

; [182) LA SALLE 1 DOCKET 50-373 LER 85-043
: CHLORINE DETECTOR SPURIOUSLY ACTUATES.

EVENT DATE: 050005 REPORT DATE: 060605 N855: GE TYPE: BWR
OTHER UNITS INVOLVED: LA 5ALLE 2 (BWR)
VENDOR: WALLACE & TIERMAN,' INC.

i (NSIC 194637) AT 1938 NR5 ON 5-0-85, THE CONTROL ROOM RECEIVED AN ALARM FOR 'HIGN t
"CHLORINE / AMMONIA CONCENTRATION' FOR THE 'B' TRAIN OF.TME CONTROL ROOM AUX

ELECTRICAL EQUIPMENT ROOM MVAC SYSTEM. THE ALARM RESULTED IN A SIGNAL FOR ESF
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|DAMPER OPERATIONS TO IEOLATE THE 'B' TRAIN FROM OUTSIDE AIR AND TO INITIATE
RECIPCULATING AIR FLOW THROUGH CHARCOAL FILTERS. THE 'B' TRAIN WAS NOT IN USE, SO
ALL ESF DAMPERS WEkE ALREADY IN THMIR ACTUATED STATE. THE CAUSE FOR THIS EVENT
WAS A FALSE ACTUATION OF 1 OR BOTH OF THE CHLOKINE DETECTORS OF THE 'B' TRAIN.
INVESTIGATION REVEALED 2 POSSIBLE CAUSES: SETTLING IN OF NEW PARTS ON THE 'B'
DETECTOR, OR A LOW ELECTROLYTE DRIP RATE OM THE 'A' DETECTOR. BOTH DETECTORS
WERE RESET NITHIN 5 MINS AFTER ACTUATION, RESULTING IN PROPER DETECTION OPERATION
WITH NO FURTHER PROBLEMS. UNIT 1 WAS AT 96% FOWER AND UNIT 2 WAS IN COLD
SHUTDOWN AT THE TIME OF THE EVENT. .

[193) LA SALLE 1 DOCKET 50-373 LER 85-044
CONTROL ROOM CNI.ORINL DEFECTOR ACTUATES .
EVENT DATE: 050985 REPORT DATE: 060785 NSSS: GE TYPE: BWR
OTHER UNITS INVO'.V E D : LA SALLE 2 (BWR)
VENDOR: WALLACE & TIERMAN, INC. '

, 4

(NSIC 194630) At 2159 PR3 ON 5-9-85 BOTH CHLORINE DETECTORS FOR OR5 *B' TRAIN OF
THE CONTROL RCOM/ AUX ELECFRICAL EQUIPMENT ROOM HVAC SYSTEM ALARMED SIMULTANEOUSLY
RESULTING IN ESF DAMPER OPERATIONS. NO DEFINITE CAUSE FOR THE ACTUATIONS COULD
BE FOUND, BUT IT IS BELIEVED THAT THE3E DETECTORS ARE SUSCEPTIBLE TO

RADIO-FREQUENCY INTERFERENCE. BOTH DETECTORS WERE RESET AND OPERATED PROPEELY.
THE POTENTIAL FOR RADIO-FREQUENCY INTERFERENCE WILL BE INVESTIGATED UNDER ACTION
ITEM REC 0RD 373-200-85-00072. NO CONSEQUENCES LESULTED FROM THIS EVENT. SIMILAR
EVENTS: 373/85-042: 373/84-083 AND 373/85-007.

T

[184] LA SALLE 2 DOCKET 50-374 LER 85-019
INSTALLATION ERROR AND BLOWN FUSES CAUSE CONTAINMENT ISOLATION.
EVENT DATE: 041285 REPORT DATE: 050985 NSSS: GE TYPE: BWR
VENDOR STATIC-O-RING

(NSIC 194184) AT 1639 ON 4-12-85, A UNIT 2 GROUP I ISOLATION OCCURRED ON TRIP
SYSTEM A WHEN O.0.S. 82-481-85 WAS CLEARED TO PLACE MAIN CONCENSER LOW VALUUM
PRESSURE SWITCHES 2B21-N056A AND 2B21-N056C BACK IN SERVICE FOR TESTING. SINCE AN
ISOLATION SIGNAL WAS ALREADY PRESENT ON TRIP SYSTEM B DUE TO MAIN STEAM LINE HI
FLOW SWITCHES 2E31-N008B, 2831-N009B, 2E31-N0108, AND 2E31-N011B BEING IMPROPERLY
WIRED UP AND RETURNED TO SERVICE TO PERMIT POST INSTALLATION TESTING, %HE PCIS
GROUP I RECEIVED A FULL ISOLATION SIGNAL. THREE PLOWW FUSES WERE REPLACED IN THE
MAIN CONDENSER LOW VACUUM LOGIC TRAIN AND THE TRIP ON THE A CHANNEL WAS CLEARED
ON 4-13-85. A WIRING CORRECTION WAS MADE FOR MAIN STEAM LINE HI FLOW SWITCHES
2E31-N008B, 2E31-N009, 2E31-N010B. AND 2E31-N011B AND THE TRIP ON THE 'B' CHANNEL
WAS CLEARED ON 4-15-85. Ar THE TIME OF THIS OCCURRENCE LASALLE UNIT 2 WAS IN
OPERATING CONDITION 4, COLD SHUTDOWN.

[185] LA SALLE 2 DOCKET 50-374 LER 85-016
DEFECTIVE PROCEDURE CAUSED MISSED VALVE SURVEILLANCM.
EVENT DATE: 041885 REPORT DATE: 043085 NSSS: GE TYPE: BWR

[ VENDOR: ROCKWELL MANUFACTURI4G COMPANY
|

| (NSIC 194183) ON 4-18-84, IT WAS DISCOVERED THAT VALVE 2E51-F091, RCIC STEAM
SUPPLY TO RHR ST3AM CONDENSING MODE WARMUP EfPASS, dAS LISTED IN THE BODY OF
OPERATING SURVEILLANCE PROCEDURE, LOS-RI-Q2, BUT DID NOT HAVE A PLACE FOR
RECORDING STROKE TIME AND INITIALS ON THE DATA SHEET. THE 6-6-84, REVISION OF
THE PROCEDURE INCLUDED A CHANGE OVER FROM T1E GLD DATA SHEET FORMAT TO A FORMAT
USED BY THE WANG WORD PROCESSING S7 STEM. SAPARATE DATA SHEETS ARE PROVIDED FOR
IACH UNIT WITH THE ONLY DIFFERENCE BEING THE ADDITION OF THIS VALVE ON THE UNIT 2
DATA SHEET. IT WAS MISTAKENLY LEFT OFF THE UNIT 2 DATA SHEET AND PROOFREADING
DID NOT CATCH THE ERROR. THE SURVEILLANCE WAS RUN TWICE BETWEEN THE TIME OF THE
REVISION AND THE TIME OF DISCOVERY OF THE ERROR (8-28-84 AND l'2-15-84). NO DATA
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WAS TAKEN ON THE VALVE ON 8-28-84 BUT WAS INCLUDED IN THE COMMANT SECTION ON*

12-15-84. A PROCEDURE REVISION IS IN PROGRESS TO CORRECT THE OMISSIOll.

k

[186] LA SALLE 2 DOCKET 50-374 LER 85-020
SERVICE WATER SAMPLE MISSED.

: EVENT DATE: 042485 REPORT DATE: 051785 NS5S: GE TYPE: BWR
!

'

(NSIC 194639) THE UNIT 2 SERVICE WATER WAS NOT SAMPLED FOR APPROX 12 HRS AFTER ,

ITS MONITOR WAS DECLARED INOPERABLE AT 1830 HRS, 4-23-85. THE RAD CHEM FOPEMAN
HAD MISTAKENLY TOLD THE RADIATION CHEMISTRY TECHNICIAN TO SAMPLE THE UNIT 2 'A''

RHR SERVICE WATER, WHICH THE RCT DID. THIS WAS CONTRARY TO TECH SPEC 3.3.7.10
WHICH REQUIRES ONCE/8 HR SAMPLING. WHEN THE ERROR WAS DISCOVERED DURING THE
SUBSEQUENT SHIFT TURNOVER AT 0600 HRS, 4-24-85, AN PCT WAS DISPATCHED TO THE'

! CORRECT SAMPLE POINT. THIS SAMPLE AND THOSE TAKEN EVERY 8 HRS UNTIL 0600 HRS,
4-26-85 WAS ANALYEED AND NONE SHOWED ANY CONTAMINATION. THE MONITOR WAS DECLARED

,

OPERABLE AT 0810 HPS, 4-26-85. AT THE TIME OF THIS EVENT, UNIT 2 WAS IN MODE 4

i AT 05 POWER. THE RESPONSIBLE RAD CHEM FOREMAN WAS COUNSLLED BY THE RAD CHEM
SUPERVISOR AS TO THE FOREMAN'S RESPONSIBILITIES WHEN COMMUNICATING A VERBAL
MESSAGE. A RAD CHEM DEPARTMENT MEMO PROVIDING ADDITIONAL GUIDANCE FOR EFFECTIVE
VERBAL COMMUNICATION WILL BE ISSUED.

[187] LA SALLE 2 DOCKET 50-374 LER 85-021
RCIC TEMPERATURE LEAK DETECTOR MISWIRED.
EVENT DATE: 050385 REPORT DATE: 052995 NSSS: GE TYPE: BWR
VENDOR: GORDON, CLAUD S. CO.

(NSIC 194640) ON 3-25-85 WITH UNIT 2 IN COLD SHUTDOWN WHILE PERFORMING AN
I INSTRUMENT SURVEILLANCE, IT WAS DETERMINED THAT THE DIV II MIGH AREA TEMPERATURE

TRIP UNIT FOR RCIC LEAK DETECTION SYSTEM DID NOT RESPOND TO TEMPERATURE CHANGES
AT THE SENSOR. FURTHER INVESTIGATION ON 5-3-85 SHOWED THAT LABELS FOR 2 CABLES,

WERE SWAPPED WHILE ENROUTE TO THE CONTROL ROOM TRIP UNITS. AS A RESULT, AMBIENT
! TEMPERATURE SENSOR, 2E31-N0045 WAS WIRED TO DELTA TEMPERATURE TRIP UNIT,
i 2E31-N603s, WHILE INLET DELTA TEMPERATURE SENSOR 2E31-N00">B WAS WIRED TO AMBIENT

TEMPERATURE TRIP U?.T. 2E31-N6025. THE AS INSTALLED LOCATIOli OF 2E31-N0055
BEING ADJACENT TO THE INLET AIR DUCT RATHER THAN IN THE AIR STREAM DID NOT RESULT
IN A LOSS OF THE AMBIENT TEMPERATURE SENSING LOOPS. BOTH DIV I AND II AMBIENT'

| TRIP UNITS WERE OPERATIONAL AT ALL TIMES. A SPECIAL TEST OF THE REMAINING
* AVAILABLE LD SENSORS SHOWED PROPER TEMPRRATURE RESPONSE. SNESORS IN THE MAIN
! STEAM TUNNEL WILL BE TESTED PER MODIFICATION M-1-2-04-177. A MECHANISM WILL BE

DEVELOPED TO INSURE THAT ALL LD LOCAL TEMPERATURE SENSORS ARE HEAT CHECKED ON A
! PERIODIC BASIS FOR CORRECT WIRING.

[188] LA SALLE 2 DOCKET 50-374 LER 85-022
REACTOR SCRAM DUE TO SP1KE ON IRM.

; EVEFT DATE: 051085 REPORT DATE: 060585 NSS5: GE TYPE: BWR

. (NSIC 194046) ON MAY 10, 1985, UNIT 2 NAS IN COLD SHUTDOWN WITH A HALF SCRAM
PRESENT DUE TO WORK BEING PERFORMED ON THE "B" MAIN STRAM LINE PROCESS RADIATION

f MONITOR. AT 0424 HOURS, IRM C SPIKED HIGH, INITIATING A FULL SCRAM SIGNAL.
I CAUSE WAS DUE TO EQUIPMENT FAILURE. WORK IS STILL IN PROGRESS TO DETERMINE THE

EKACT CAUSE OF THE SPIKES ON IRN C. MAINTENANCE DEPARTMENT BELIEVES THE PROBLEM
IS IN THE CABLING AND/OR CONNECTORS OF IRM C.

[189] LACROSSE DOCKET 50-409 LER 83-009 REV 1
UPDATE ON 480V BREAKER FAILS THREE TIMES. I

EVENT DATE: 113083 REPORT DATE: 122004 NSSS: AC TYPE: BWR '

VENDOR: ALLIS CHALMERS

i

!
;
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(MSIC 194561) FOLLOWING PREVENTIVE MAINTENANCE, THE 480V BUS 1A MAIN FRED
BREAKER, 452 M1A, WAS REINSTALLED. THE 400V TIE BREAKER WAS CLOSED AND THE 400Y
BUS 18 MAIN FEED BREAKER, 452 M15, WAS OPENED, IN PREPARATION FOR PREVENTIVE

. MAINTENANCE. 452 M1A THEN TRIPPED. BOTH EMERGENCY DG'S STARTED AND SUPPLIED
ESSENTIAL BUSSES FOR APPROX 15 MINS. THE PLANT WAS SHUTDOWN FOR REFUELING AT THE

' TIME. 452 M1A SUBSEQUENTLY TFIPPED ON 2 ADDITIONAL OCCASIONS. EXTENSIVE
TROUBLESHOOTING WAS CONDUCTED ON BREAKER 452 M1A. THE DETERMINED PROBLEM WAS WITH,

'

THE BREAKER STATIC TRIP DEVICE MAGNETIC ACTUATOR. THE MAGNETIC ACTUATOR WAS
R.1PLACED WITH A SPARE. A NEWER MODEL MAGNETIC ACTUATOR WAS INSTALLED ON 452 M1A

' AND SIMILAR..LA1600 BREAKERS. PERIODIC VOLTAGE-DROPOUT CHECKS WILL BE PERFORMED ON
ALLIS-CRALMERS LA600 BREAKERS IN USE PER MANUFACTURER'S RECOMMENDATION.<

i

J

[190) LACROSSE DOCKET 50-409 LER 85-009
INADVERTENT SCRAM DURING SHUTDOWN DUE TO SEAL INJECTION SYSTEM LEAK.
EVENT DATE: 042185 REPORT DATE: 051385 NSSS: AC TYPE: BWR
VENDOR: CRAWFORD. FITTING CO.

|

(MSIC.193987) AN APPROX 5 GPM LEAK DEVELOPED IN THE SEAL INJECT SUPPLY LINE TO
j THE CONTROL ROD DRIVE MECHANISMS WHEN A HIGH PRESSURE HOSE BETWEEN A FLOW ORIFICE
~

AND ITS TRANSMITTER RUPTURED. AN UNUSUAL EVENT WAS CONSERVATIVELY DECLARED AND A
REACTOR SMUTDOWN COMMENCED FROM APPROX 0.55 POWER. DURING THE SHUTDOWN, THE'
REACTOR SCRAMMED DUE TO NUCLEAR INSTRUMENTATION CH. 6 WHEN THE OPERATOR
DOWNSCALED ITS RANCE SWITCH TOO QUICKLY. CH. 6 IS A WIDE RANGE CHANNEL WITH ITS
TRIP POINT SET AT APPROX 775 OF THE SELECTED SCALE. THE UNUSUAL EVENT WAS4

TERMINATED WHEN THE HOSE CONNECTION WAS PLUGGED. THE DESIGN OF THE LINE BETWEEN
THE ORIFICE AND TRANSNITTER WILL BE EVALUATED.

! '

[191] LACROSSE DOCKET 50-409 LER 85-011
i LOW REACTOR WATER LEVEL DUr TO FEEDWATER CONTROL FAILURES.
! EVENT DATE: 042785 REPORT DATE: 052085 NSSS: AC TYPE: BWR

VENDOR: FOXBORO CO., THE

(NSIC 194596) ON 4-27-85, WATER LEVEL CONTROL EXHIBITED ERRATIC BEHAVIOR. IT WAS
DECIDED TO SWITCH TO THE OTHER REACTOR PEEDWATER PUMP (RFP). DURING NORMAL
OPERATION, 1 OF 2 RFP't<IS RUNNING. PUMP FLOW IS CONTROLLED BY VARYING THE
AMOUNT OF COUPLING BETWFSN A CONSTANT SPEED MOTOR (MO) AND THE PUMP. AT 0714
THE 1A RFP HYDRAULIC COUPLING PUMP AND THE 1A RFP WERE STARTED. THE 1A AND 1B
RFP'S WERE PARALLELED IN, AUTOMATIC CONTROL. THE OPERATORS PUT 18 RFP TO MANUAL
AND STARTED BACKING IT DONN, BUT THE 1A RFP DID NOT PICK UP THE LOAD AS IT SHOULDa

] KAVE. THE OPERATORS STARTED INCREASING THE SPEED ON THE 15 RFP, BUT THE REACTOR
| SCRAMMED ON LOW WATER LEVEL, BEFORE THE 1B RFP RESPONDED. THE NOMINAL LOW WATER
4 LEVEL SCRAM SETPOINT (JC) IS 12 INCHES BELOW NORMAL OPERATING LEVEL. ALL

EMERGENCY SYSTEMS FUNCTIONED PROPERLY. THE REACTOR;FEEDWATER FLOW CONTROLLER
,

RESET TIME WAS REDUCED. THE DEAD BAND WIDTH AND GAIN.WERE ADJUSTED ON THE 18 RFP
COUPLING CONTROLLER AMPLIFIER (AMP). THE 1A RFP AHPLIFIER WAS CHECKED OUT AND
APPEARED TO OPERATE SATISFACTORILY, BUT WAS PEFLACED WITH A SPARE AS A PRECAUTION.

1 s.

(192] LACROSSE DOCKET 50-409 LER 85-012
| REACTOR PARTIAL SCRAM DUE TO LOWER CONTROL ROD DRIVE MECKANISM. LOW OIL LEVEL.
I EVENT DATE: 051785 - . REPORT DATE: 060785 NSSS: AC' TYPE: BWR

VENDOR: ROYAL INDUSTRIES, INC.

|

(NSIC 194645) A REACTOR PARTIAL SCRAM OCCURRED DUE TO A LOW-GAS OR OIL SIGNAL
FROM A CONTROL ROD DRIVE MECHANISM (CRDM). .DURING A' PARTIAL SCRAM, THE CENTER 13
CONTROL RODS ARE AUTOMATICALLY INSERTED, RENDERING THE REACTOR SUBCRITICAL. THE .
LOW GAS PRESSURE ALARM AND SCRAM SETPOINTS WERE DETERMINED TO BE TOO HIGH ON.
CRDM's IN POSITIONS 8 AND 21. THE SETPOINTS WERE NEAR NORMAL OPERATING PRESSURE.
IT IS BELIEVED THAT THE ACCUMULATOR PRESSURE ON CRDM NO. 8 OR 21 DECREASED OVER

'
,
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TIME UNTIL THE LOW PRESSURE SETPOINT WAS REACHED, RESULTING IN THE PARTIAL SCRAM.
THE SWITCHES MAY HAVE BEEN DISTURBED WHEN THE MECHANISMS WERE REINSTALLED DURING4

THE RECENT REFUELING OUTAGE. THE SETPOINTS WERE ADJUSTED. AN INTERNAL OIL LEAK
ON THE CRDM IN POSITION 12 WAS FOUND TO'BE DUE TO A SMALL METAL CHIP IMBEDDED IN i

1 OF THE 2 SCRAM SOLENOIDS' VALVE SEAT, WHICH ALLOWED OIL FLOW PAST THE SEAT. |

THIS CONDITION COULD HAVE CAUSED A CRDM LOW OIL LEVEL PARTIAL SCRAM, BUT IS
CONSIDERED A LESS LIKELY SCRAM CAUSE, SINCE A CRD CHARGING PUMP HAD BREN RUNNING

,

PERIODICALLY TO MAINTAIN SYSTEM PRESSURE. THE SPARE MECHANISM WAS INSTALLED IN
POSITION 12. )

(193] LIMERICK 1 DOCKET 50-352 LER 85-053
FAILURE TO PERFORM HOURLY FIRE WATCH.
EVENT DATE: 041585 REPORT DATE: 061185 NSSS: GE TYPE: BWR

(NSIC 194704) ON APRIL 15, 1985 WITH THE UNIT IN COLD SHUTDOWN, THE REQUIRED
HOURLY FIRE WATCH WAS NOT PERFORMED WITHIN THE ALLOTED TIMES FOR SWITCHGEAR ROOM

'428 (CONTROL ENCLOSURE ELEVATION 239). THIS AREA WAS PATROLLED AT 9:19 A.M. AND
WAS NOT INSPECTED AGAIN UNTIL 10:58 A.M., 99 MINUTES AFTER THE FIRST INSPECTION.
DURING THIS TIME AN UNPLANNED SECURITY COMPUTER OUTAGE PREVENTED ACCESS TO THE
SWITCHGEAR ROOM. THIS AREA NAS BRING PATROLLED DUE TO AN INOPERABLE CONDUIT SEAL
AND TECH SPEC 3.7.7 WHICH REQUIRES AN HOURLY FIREWATCH. THIS EVENT WAS
DISCOVERED ON MAY 10, 1985 WHILE CLOSING A MAINTENANCE REQUEST FORM AND REVIEWING
FIREWATCH DOCUMENTATION.

[194) LIMERICK 1 DOCKET 50-352 LER 85-047
THREE INSTRUMENTATION CHECK VALVE BYPASS VALVES OPEN.
EVENT DATE: 042085 REPORT DATE: 052185 NSSS: GE TYPE: BWR

(NSIC 194626) WITH CORRECTIVE MAINTENANCE BEING PERFORMED ON EXCESS FLOW CHECK
VALVE (XV-51-103D) IN LPCI DIFFERENTIAL PRESSURE TRANSMITTER INSTRUMENT PIPING,
IT WAS DETERMINED THAT THE EXCESS FLOW CHECK VALVE WAS EFFECTIVELY IMO.'3RABLE IN
THAT ITS ONE-EIGHTH-INCH MANUAL BYPASS VALVE MAS OPEN. ADDITIONAL INSPECTION
IDENTIFIED OPEN BYPASS VALVES ON EXCESS FLOW CHECK VALVES (XV-43-1038) IN THE

,| RECIRCULATION PUMP SEAL PURGE INSTRUMENT PIPING AND (SV-42-1F0658) IN THE REACTOR
PRESSURE VESSEL INSTRUMENT PIPING. THE EXCESS FLOW CHECK VALVES ACT TO ISOLATE

! THEIR INSTRUMENT LINES IN THE EVENT OF INSTRUMENT LINE BREAKS. TECH SPEC 3.0.4,
REQUIRING THE MEETING OF APPLICABLE ACTION STATEMENTS UPON PLANT ENTRY INTO AN
OPERATIONAL CONDITION, WAS NOT SATISFIED SINCE ACTION STATEMENT 3.6.3.5 REGARDING
EXCESS FLOW CHECK VALVE OPERABILITY WAS NOT SATISFIED UPON ENTRY INTO THE STARTUP
MODE ON 4-1-85.

[195] LIMERICK 1 DOCKET 50-352 LER 85-046
MAINTENANCE ERROR CAUSES REACTOR SCRAM.
EVENT DATE: 042385 REPORT DATE: 052385 NSSS: GE TYPE: BWR

(NSIC 194625) ON 4-23-85, WITH UNIT 1 IN COLD SHUTDOWN WITH ALL CONTROL RODS IN,
A REACTOR FULL SCRAM SIGNAL OCCURRED. CAUSE OF THE EVENT WAS FAILURE TO PROPERLY
REMOVE A REACTOR LEVEL INSTRUMENT FROM SERVICE. A DIFFERENTIAL PRESSURE
DEVELOPED IN THE INSTRUMENT'S SENSING CHAMBERS AS THE RESULT OF A CLOSED

| EQUALIERR VALVE AND A LEAKING INSTRUMENT FITTING. THE DIFFERENTIAL PRESSURE
DEVELOPED APPROX 3 HRS AFTER THE INSTRUMENT WAS VALVED OUT OF SERVICE AND WAS
SUFFICIENT TO GENERATE A CHANNEL 82 SCRAM SIGNAL. THIS SIGNAL WAS GENERATED AT

i THE SAME TIME THAT A SURVEILLANCE TEST WAS BEING PERFORMED ON THE CHANNEL A2
' SCRAM LOGIC. GENERATION OF AN A2 AND A B2 SCRAM SIGNAL COMPLETED THE LOGIC

REQUIRED FOR A FULL SCRAM.'

|
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[196] LIMERICK 1 DOCKET 50-352 LER 85-048
BLOWN FUSE CAUSES ESF ISOLATIONS.
EVENT DATE: 043085 REPORT DATE: 052285 NSSS: GE TYPE: BWR
VENDOR: BUSSMANN NFG (DIV OF MCGRAW-EDISON)

(NSIC 194627) ON 4-30-85 WITH UNIT 1 IN THE COLD SHUTDOWN CONDITION, A BLOWN FUSE
' (5 SMP) IN THE NUCLEAR STEAM SUPPLY SHUTOFF SYSTEM INBOARD LOGIC RESULTED IN

ISOLATION OF THE REACTOR WATER CLEANUP SYSTEM, PRIMARY CONTAINMENT INSTRUMENT GAS
SYSTEM, REACTOR ENCLOSURF VENTILATION SYSTEM, AND RHR SHUTDOWN COOLING SYSTEM.
THE FUSE WAS REPLACED AND ALL AFFECTED SYSTEMS WERE RETURNED TO NORMAL OPERATION.,

NO CAUSE COULD BE FOUND. SIMILAR EVENT: 352-85-000,

8

[197] LIMERICK 1 DOCKET 50-352 LER 85-049
TESTING ERROR CAUSES MSIV ISOLATION.
EVENT DATE: 050185 REPORT DATE: 052185 NSSS: GE TYPE: BWR

;

!

(NSIC 194628) ON 5-1-85, WITH THE UNIT IN COLD SHUTDOWN, A SIGNAL ISOLATED THE
'A', 'B', AND 'D' MAIN STEAM ISOLATION VALVES AND THE INBOARD MAIN STEAM LINE
DRAIN VALVE. THIS SIGNAL WAS GENERATED BY THE PRIMARY CONTAINMENT INTEGRITY
SYSTEM, AN ESF. ALL OF THE MSIV'S WERE CLOSED AT THE TIME. THEREFORE, THIS
ISOLATION SIGNAL DID NOT AFFECT THE POSITION OF THESE VALVES: MOWEVER, THE MAIN
STEAM LINE INBOARD DRAIN VALVE DID CLOSE FROM THIS SIGNAL AS DESIGNED. THE
ISOLATION SIGNAL OCCURRED WHEN IEC TECHNICIANS PERFORMING A TURBINE CONTROL VALVE
FAST CLOSURE TEST INADVERTENTLY BLEW A FUSE IN THE TURBINE MAIN STOP VALVE (MSV)

j CONTROL LOGIC. THE MSV'S WERE IN THE CLOSED POSITION, PRIOR TO THE FUSE BLONINGs
HOWEVER, 3 OF THE MSV'S OPENED WHEN THE CIRCUIT WAS INTERRUPTED. THE OPENING OF
THESE VALVES IN CONJUNCTION WITH LOW CONDENSER VACUUM COMPLETED THE MSIV AND
DRAIN VALVE ISOLATION LOGIC. THE FUSE WAS REPLACED AND THE ISOLATION WAS RESET.

[198] LIMERICK 1 DOCKET 50-352 LER 85-050
MAIN CONTROL ROOM CHLORINE DETECTOR FAILS.
EVENT DATE: 050685 REPORT DATE: 060585 MSSS: GE TYPE: BWR

I VENDOR: M D A SCIENTIFIC, INC.

(NSIC 194629) ON 5-6-85 AT 7:48 PM, WITH THE UNIT IN COLD SHUTDOWN, AN ESF
4 ACTUATION OCCURRED. FAILURE OF THE 'D' CONTROL ROOM CHLORINE DETECTOR CAUSED THE
, NORMAL VENTILATION SYSTEM TO ISOLATE AND THE 'B' TRAIN OF THE CONTROL ROOM
j EMERGENCY FRESH AIR SYSTEM (AM ESF SYSTEM) TO START. THE SAMPLE TAPE IN THE
j DETECTOR INSTRUMENT HAD BROKEN, CAUSING THE ANALYSER TO INDICATE FULL SCALE. THE

TAPE WAS REPAIRED, THE ANALYSER WAS TESTED AND RETURNED TO SERVICE, AND THEi

ISOLATION WAS RESET. PREVIOUS OCCURRENCES HAVE BEEN REPORTED AS LBR'S 84-000,
,

1 84-010, 84-028, 84-033, 84-046, 85-029, 85-030, 85-031, AND 85-042. VARIOUS
; MODIFICATIONS TO THE DETECTOR INSTRUMENT HAVE BREN IMPLEMENTED. SEVERAL MORE ARE

{
UNDER INVESTIGATION. THERE WERE NO ADVERSE EFFECTS AS A RESULT OF THIS EVENT.

[199] LIMERICK 1 DOCKET 50-352 LER 85-052
INADVERTENT MOTOR START OF THE D-13 DIESEL GENERATOR.

l EVENT DATE: 050685 REPORT DATE: 060785 NSSS: GE TYPE: BWR !
I

I

(NSIC 194730) ON MAY 6, 1985 AT APPROXIMATELY 8:45 A.M. WITH UNIT 1 IN COLD
SHUTDOWN, AN INADVERTENT MOTOR START OF THE D-13 EMERGENCY DIESEL GENERATOR
OCCURRED DURING AN INVESTIGATION OF FALSE PROTECTIVE RELAY TARGET ACTUATIONS. TO
DETERMINE THE AMOUNT OF VIBRATION NECESSARY TO ACTUATE A RELAY TARGET, THE D-13
DIESEL OUTPUT BREAKER COMPARTMENT DOOR WAS STRUCK. WHEN THE DOOR WAS STRUCK,
CONTACTS ON THE D-13 SWITCHGEAR INTERPOSING RELAY WHICH BYPASS THE DIESEL
GENERATOR OUTPUT BREAKER CLOSING LOGIC, CLOSED, ENERGIEING THE D-13 OUTPUT
BREAKER CLOSING COIL. CLOSING OF THE OUTPUT BREAKER APPLIED 4KV LINE VOLTAGE TO
THE GENERATOR STATOR PRODUCING ENOUGH TORQUE TO ROTATE THE DIESEL ENGINE. THE

I

|

|
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DIESEL ENGINE STARTING SEQUENCE WAS COMPLETED AND THE ENGINE REACHED RATED SPEED.
THE D-13 DIESEL GENERATOR WAS DECLARED INOPERABLE IN ORDER TO INSPECT FOR
POTENTIAL INSULATION DAMAGE. FOLLOWING TESTING OF THE GENERATOR INSULATION
SYSTEM AND COMPLETION OF A LOAD TEST, THE DIESEL GENERATOR WAS DECLARED OPERABLE.
THERE HAVE BEEN NO PREVIOUS SIMILAR OCCURRENCES.

(200] LIMERICK 1 DOCKET 50-352 LER 85-054
'B' DIESEL GENERATOR SPRINKLER INOPERABILITY.
EVENT DATE: 051785 REPORT DATE: 061485 NSSS: GE TYPE: BWR

(NSIC 194712) ON MAY 17, 1985, DURING THE PERFORMANCE OF SURVEILLANCE TEST
ST-2-022-613-1 WHICH TESTS DIESEL GENERATOR SMOKE, HEAT, AND INFRARED FLAME
DETECTORS, THE ACTUATION RELAY IN THE 'B' DIESEL GENERATOR FIRE SUPPRESSION
RELEASE CONTROL PANEL (RCP) 10C976 DID NOT ACTIVATE THE DELUGE VALVE ALONG WITH
THE AUDIO / VISUAL ALARMS WHEN ITS HEAT DETECTORS WERE ACTUATED. INVESTIGATION
REVEALED THAT THE CONTACTS OF THE PANEL'S ACTUATION RELAY HAD BEEN TAPRD WITH
ELECTRICAL TAPE, RENDERING THE ACTUATION RELAY INOPERABLE. CONSEQUENTLY, THIS
CAUSED THE 'B' DIESEL GENERATOR SPRINKLER SYSTEM AND NOTIFICATION SYSTEM TO BE
INOPERABLE AND RESULTED IN THE FAILURE TO COMPLY WITH TECH SPECS 3.7.6.2 AND
3.3.7.9 SINCE NO FI3E WATCH HAD B2EN ESTABLISHED. THIS PANEL IS BELIEVED TO HAVE
BEEN OPERABLE PRIOR TO MARCH, 1985. SMOKE AND FLAME DETECTION WITHIN THE 'B'

DIESEL GENERATOR AREA WAS OPERABLE DURING THE TIME PERIOD THE SPRINKLER SYSTEM
WAS BELIEVED TO BE INOPERABLE. ADDITIOFALLY, HAD A FIRE OCCURRED DURING THAT
PERIOD, THE CAPABILITY STILL EKISTED FOR MANUAL INITIATION OF THE SPRINKLER
SYSTEM. THIS EVENT IS THE RESULT OF AN ERROR BY UNIDENTIFIED PERSONNEL. THE
TAPE WAS REMOVED FROM THE CONTACTS AND ST-2-022-613-1 WAS SATISFACTORILY
COMPLETED.

[201] MAINE YANKEE DOCKET 50-309 LER 85-003
REACTOR SCRAM DURING INSTRUMENT REPLACEMENT.
EVENT DATE: 043085 REPORT DATE: 053085 NSSS: CE TYPE: PWR
VENDOR: SIGMA INSTRUMENTS, INC.

(NSIC 194671) ON APRIL 30, 1985, WHILE OPERATING AT 965 POWER AN AUTOMATIC
REACTOR TRIP ON LOSS OF LOAD OCCURRED DUE TO MAIN TURBINE TRIP. THE MAIN TURBINE
TRIP RMSULTED FROM AN INSTRUMENT AND CONTROLS TECHNICIAN'S INCORRECT VERIFICATION
OF CONTACT POSITIONS IN PROTECTIVE CIRCUITRY FOR THE TURBINE DRIVEN MAIN FEED
PUMP. HE MISTAKENLY COMPLETED THE PUMP'S LOW SUCTION PRESSURE TRIP PATH WITH A
TEST METER. THE MAIN TURBINE TRIPS AUTOMATICALLY ON A TURBINE DRIV 7N MAIN FEED
PUMP TRIP. PLANT SAFETY SYSTEMS RESPONDED NORMALLY FOLLOWING THE TRIP. PROPER
TESTING TECHNIQUES HAVE BEEN REVIEWED AND THEIR IMPORTANCE STRESSED TO INSTRUMENT
AND CONTROLS PERSONNEL TO PREVENT SIMILAR EVENTS.

[202) MAINE YANKEE DOCKET 50-309 LER 85-005
LACK OF ADMINISTRATIVE CONTROLS ON CONTAINMENT INTEGRITY VALVES.
EVENT DATE: 052285 REPORT DATE: 060785 NSSS: CE TYPE: PWR

(NSIC 194757) ON MAY 8, 1985 SEVERAL VENTS AND DRAINS ON PRIMARY COMPONENT
COOLING (PCC) PIPING, FOR THE REACTOR CONTAINMENT AIR RECIRCULATION AND
PENETRATION COOLERS, WERE DETERMINED TO BE LACKING THE ADMINISTRATIVE CONTROLS
NECESSARY FOR CONTAINMENT INTEGRITY (CI) BARRIERS. THE VENTS AND DRAINS WERE
FOUND CLOSED AND THE ASSOCIA TED REDUNDANT CONTAINMENT INTEGRITY VALVES WERE
OPERABLE, ENSURING CONTAINMENT INTEGRITY. THE VENTS AND DRAINS WERE NOT

IDENTIFIED ON ENGINEERING DRAWINGS NOR IN PROCEDURES AS CONTAINMENT INTEGRITY
VALVES, THEREFORE, THEY WERE NOT MAINTAINED UNDER APPROPRIATE ADMINISTRATIVE
CONTROLS, AS REQUIRED BY THE MAINE YANKEE FINAL SAFETY ANALYSIS REPORT. PRIMARY
COMPONENT COOLING SYSTEM nPERABILITY WAS NOT AFFECTED BY THIS EVENT. TEMPORARY,

ADMINISTRATIVE CONTROLS WERE ESTABLISHED BY VERBAL INSTRUCTION TO PERSONNEL

:
|

|
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ENTERING THE CONTAINMENT, UNTIL PROCEDURES AND ENGINEERING DRAWINGS COULD BE
REVISED. TO PREVENT RECURRENCE, ENGINEERING PERSONNEL WILL PERFORM A WALKDOWN OF
ALL SYSTEMS PENETRATING THE CONTAINMENT, DURING THE UPCOMING REFUELING, TO VERIFY
THERE ARE NO OTHER VENTS OR DRAINS THAT ARE CONTAINMENT INTEGRITY BARRIERS.

[203) MCGUIRE 1 DOCKET 50-369 LER 85-008
FAILURE TO COMPLY WITH WIRING SEPARATION CRITERIA /ESF ACTUATION.
EVENT DATE: 020685 REPORT DATE: 050985 NSSS: WE TYPE: PWR*

(NSIC 194699) ON FEBRUARY 6, 1985, IT WAS DISCOVERED THAT THE UNIT 1 REACTOR TRIP
SWITCHGEAR WIRING DID NOT SATISFY SEPARATION CRITERIA REQUIRED FOR SAFETY-RELATED,

CIRCUITS. A SINGLE WIRE OF TRAIN "A" WAS ROUTED WITH TRAIN "B" WIRING DURING THE'

INSTALLATION OF A MODIFICATION IN MARCH, 1984. WHILE THIS ERROR WAS BEING
,

CORRECTED, AN ELECTRICIAN ACCIDENTALLY ACTUATED A LIMIT SWITCH INSIDE THE REACTOR
! TRIP BREAKER CABINET ("A")..AND INITIATED A FEEDWATER ISOLATION SIGNAL. THE !

'

CAUSE OF THE WIRING ERROR HAS BEEN ATTRIBUTED TO AN ADMINISTRATIVE / PROCEDURAL
DEFICIENCY, WHILE THE FEEDWATER ISOLATION (ESP) SIGNAL WAS CAUSED BY PERSONNEL
ERROR. CORRECTIVE ACTIONS WILL ADDRESS PROCEDURAL ENHANCEMENTS TO BETTER CONTROL

'! WIRING CHANGES.

[204] MCGUIRE 1 DOCKET 50-369 LER 85-010
PERSONNEL AIRLOCK INTEGRITY NOT ASSURED.
EVENT DATE: 032085 REPORT DATE: 041985 NSSS: WE TYPE: PWR

; (NSIC 194684) ON MARCH 20, 1985 DURING PERFORMANCE OF THE LOWER CONTAINMENT
; PERSONNEL LOCK LEAK RATE TEST, IT WAS DISCOVERED THAT THE KEYSWITCH FOR THE DOOR

ON THE REACTOR SIDE OF THE CONTAINMENT PERSONNEL AIRLOCK WAS IN THE * BYPASS"
POSITION. THIS CREATED THE POSSIBILITY THAT BOTH AIRLOCK DOORS COULD BE OPEN AT
THE SAME TIME, THEREBY VIOLATING CONTAINMENT INTEGRITY. BOTH DOORS WERE VERIFIED
TO BE CLOSED AND SEALED, AND CONTAINMENT INTEGRITY WAS NOT COMPROMISED. THE

,

CAUSE OF THE EVENT IS ATTRIBUTED TO PROCEDURAL DEFICIENCY, BECAUSE THE

APPROPRIATE PROCEDURES DID NOT REQUIRE A SIGN -OFF STEP TO VERIFY THAT THE
1 INTERLOCK KEY SWITCHES ARE IN THE " ACTIVE" POSITION WHEN RETURNING THE AIRLOCK TO

SERVICE. CORRECTIVE ACTIONS WILL ADDRESS PROCEDURE CHANGES TO ENSURE THAT
INTERLOCK KEY SWITCHES ARE RETURNED TO THEIR " ACTIVE" POSITION PRIOR TO ENTERING
MODE 4.

[205] MCGUIRE 1 DOCKET 50-369 LER 85-017
DIESEL GENERATOR 1A STARTED DUE TO A TRANSMISSION SYSTEM DISTURBANCE.
EVENT DATE: 051585 REPORT DATE: 061485 NSSS: WE TYPE: PWR

(NSIC 194635) ON 5-15-85, DG 1A EXPERIENCED AN INVALID AUTOMATIC START DUE TO A
UNIT BLACKOUT SIGNAL GENERATED BY A MOMENTARY POWER TRANSMISSIONS SYSTEM
ELECTRICAL DISTURBANCE DURING A SEVERE STORM. (DG 1B WAS INOPERABLE AT THE TIME
DUE TO MAINTENANCE REPAIRS). THE UNIT WAS IN MODE 6 WITH ALL FUEL REMOVED FROM

i THE REACTOR CORE AT THE TIME OF THE OCCURRENCE. THIS INCIDENT IS ATTRIBUTED TO
AN UNUSUAL SERVICE CONDITION, DUE TO THE POWER DISTRIBUTION SYSTEM DISTURBANCE
CAUSED BY THE SEVERE WEATHER,'AND A DESIGN DEFICIENCY BECAUSE THE START CIRCUITRY
OF THE DG'S CAUSE THEN TO START ON AN INSTANTANEOUS UNDERVOLTAGE CONDITION.

[206] MCGUIRE 2 DOCKET 50-370 LER 85-007
SPURIOUS OVERCURRENT RELAY ACTUATION CAUSES LOSS OF ESSENTIAL SWITCHGEAR.
EVENT DATE: 032785 REPORT DATE: 042985 NSSS: WE TYPE: PWR
VENDOR: BROWN BOVERI

(NSIC 194845) ON MARCH 27, 1985, AN OVERCURRENT RELAY AT MCGUIRE UNIT 2 ACTUATED
ON A SPURIOUS (NON-EXISTENT) CONDITION, CAUSING A BREAKER TO OPEN AND A RESULTANT

i
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INTERRUPTION OF POWER TO AN ESSENTIAL SWITCHGEAR. UNIT 2 WAS IN MODE 6 AT THE
TIME. THE CAUSE OF THE EVENT IS A COMPONENT MALFUNCTION, BECAUSE THE OVERCURRENT
RELAY CAUSED THE BREAKER TO OPEN WITHOUT AN ACTUAL OVERCURRENT CONDITION.
CORRECTIVE ACTIONS CONSISTED OF REPLACEMENT OF THE RELAY, AND ITS RETURN TO THE
MANUFACTURER FOR INSPECTION.

>

[207] MCGUIRE 2 DOCKET 50-370 LER 85-012
MANUAL REACTOR TRIP DUE TO LOSS OF MAIN FEEDWATER PUMP 2A.

- EVENT DATE: 050885 REPORT DATE: 060785 NSSS: WE TYPE: PWR
VENDOR: WESTINGHOUSE ELECTRIC CORP.

(NSIC 194776) ON 5/8/85 AT 0647, MAIN FEEDWATER (MF) PUMP 2A TRIPPED ON HIGH
DISCHARGE PRESSURE DURING AN ATTEMPT TO SWAP THE PUMP'S STEAM SUPPLY FROM
AUXILIARY STEAM TO MAIN STEAM. AUXILIARY FEEDWATER AUTOSTARTED ON A " LOSS OF
BOTH MAIN FEEDWATER PUMPS" SIGNAL. THE REACTOR WAS MANUALLY TRIPPED, ACCORDING
TO PROCEDURE. THE UNIT WAS IN MODE 1 AT 104 POWER AT THE TIME OF THE TRIP. THE
MAIN TURBINE HAD NOT BEEN PLACED ON-LINE. THE CAUSE WAS DUE TO FAILURES OF THE
FLYBALL GOVERNOR MECHANISM IN THE MF TURBINES SPEED CONTROL SYSTEM.

[208] MILLSTONE 1 DOCKET 50-245 LER 84-005 REV 1,

UPDATE ON SIX LEAKING CONTAINMENT ISOLATION VALVES.t

EVENT DATE: 041484 REPORT DATE: 090484 NSSS: GE TYPE: BWR
VENDOR: CERTIFIED RADIATION INSTRUMEKT CO.

CHAPMAN DIV OF CRANE CO.
CRANE COMPANY
VELAN VALVE CORP.

(NSIC 194564) DURING THE 1984 REFUEL OUTAGE ALL TESTABLE PRIMARY CONTAINNENT
ISOLATION VALVES, CABLE PENETRATIONS AND MANWAYS WERE LOCAL LEAK RATE TESTED. OF

~

THE TOTAL NUMBER OF VALVES, PENETRATIONS AND MANNAYS TESTED, 6 PRIMARY
CONTAINMENT ISOLATION VALVES WERE FOUND TO HAVE LEAKAGE IN EXCESS OF TECH SPECS.
TECH SPEC 4.7.A.3.E REQUIRES THAT NO ONE PENETRATION OR ISOLATION VALVE, EXCEPT
THE MSIV EXCEED A LEAK RATE OF 19.95 SCFM AT 43 PSIG. NO ONE MSIV MAY EXCEED A
LEAK RATE OF 11.5 SCFM AT 25 PSIG. THE 6 PRIMARY CONTAINMENT ISOLATION VALVES
WERE INSPECTED AND FOUND TO HAVE VARIOUS MECHANICAL DEFICIENCIES THAT RESULTED IN
EXCESS LEAKAGE RATES. THE DEFICIENCIES WERE CORRECTED AND THE PRIMARY CONTAINMENT
ISOLATION VALVES SATISFACTORILY RETESTED. SYSTEMS INVOLVED INCLUDE - MSIV'S,
LPCI, REACTOR WATER CLEAMUP AND STANDBY LIQUID CONTROL.

[209] MILLSTONE 1 DOCKET 50-245 LER 84-009 REV 1
UPDATE ON TEN HYDRAULIC SNUBBER FAILURES.
EVENT DATE: 042584 REPORT DATE: 091184 HSSS: GE TYPE: BWR
VENDOR: BERGEN-PATTERSON PIPE SUPPORT CORPORATION

ITT GRINNELL

(NSIC 194565) DURING THE 1984 REFUEL OUTAGE, 10E OF THE TOTAL NUMBER OF HYDRAULIC
SNUBBERS IN USE AT THE PLANT WERE FUNCTIONALLY TESTED. FOR EVERY FAILURE )IDENTIFIED IN THIS REPRESENTATIVE SAMPLE, AN ADDITIONAL 105 WERE FUNCTIONALLY !

TESTED. THIS TESTING CONTINUED UNTIL NO ADDITIONAL INOPERABLE SNUBBERS WERE
DISCOVERED. ADDITIONALLY, ALL SNUBBERS THAT FAILED THE PREVIOUS FUNCTIONAL TEST
DURING THE 1982 REFUEL OUTAGE WERE AGAIN TESTED. OF THE TOTAL NUMBER OF SNUBBERS
TESTED DURING THE 1984 REFUEL OUTAGE. 10 FAILED TO MEET THEIR SPECIFIC DESIGN
ACCEPTANCE CRITERIA. ALL SNUBBERS, HYDRAULIC AND MECHANICAL, WERE VISUALLY
INSPECTED AND FOUND ACCEPTABLE. THE 10 SNUBBERS WERE FURTHER EXAMINED AND FOUND
TO HAVE VARIOUS MECHANICAL AND ADJUSTMENT DEFICIENCIES. THE DEFICIENCIES WERE
CORRECTED AND THE 10 SNUBBERS RETESTED FOR FUNCTIONAL ACCEPTABILITY.

r
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[210] MILLSTONE 2 DOCKET 50-336 LER 85-004
DEGRADATION OF STEAM GENERATOR TUBING.
EVENT DATE: 031485 REPORT DATE: 041285 NSSS: CE TYPE: PWR
VENDOR: COMBUSTION ENGINEERING, INC.

(NSIC 194179) WHILE IN MODE 6 (REFUELING MODE) SCHEDULED INSERVICE EXAMINATION OF
SG TUBING IDENTIFIED THAT SUFFICIENT NUMBERS OF TUBES IN EACH SG HAD FLAWS |
GREATER THAN 405 THROUGH-WALL TO PLACE THE SG'S IN CATEGORY C.3 OF TECH SPEC i

TABLE 4.4-6. THE INSPECTIONS IDENTIFIED THAT THE FLAWS WERE LIMITED TO THE AREA !

OF THE TUBE BETWEEN THE TOP OF THE TUBESHEET AND THE FIRST TUBE SUPPORT. THE
FLAWS HAVE BEEN CHARACTERIEED AS SMALL VOLUME PITS ORIGINATING IN THE SLUDGE PILE
REGION OF THE SG. THIS TYPE DEFECT HAS BEEN IDENTIFIED IN EACH OF THE 2
PRECEDING INSPECTIONS AND WAS ANTICIPATED IN THIS EKAMINATION. ACTIONS TO
MINIMIEE THE FLAW PROGRESSION, INCLUDING CHEMICAL CLEANING OF THE SG SLUDGE PILE
REGION, ARE BEING TAKEN. AS REQUIRED BY TECH SPEC TABLE 4.4-6 AND TECH SPEC
4.4.5.1.2C TUBING EKAMINATIONS ARE CONTINUING. THESE EKAMINATIONS WILL CONTINUEe

UNTIL 1001 OF THE TUBES HAVE BEEN INSPECTED.
,

>

j

[211] MILLSTONE 2 DOCKET 50-336 LER 85-007
INADVERTENT ACTUATION OF CONTAINMENT PURGE VALVES.'

EVENT DATE: 041385 REPORT DATE: 051385 NSSS: CE TYPES PWR
,

(NSIC 194807) THE PLANT WAS IN A REFUELING MODE WITH NO FUEL IN THE REACTOR
VESSEL. DURING A ROUTINE LEAK CHECK SURVEILLANCE ON THE HYDROGEN ANALYEER AND
SAMPLE FAN TO RADIATION MONITOR RM8262A AND RM82625 AN ACTUATION OCCURRED WHJN
THE SAMPLE FAN WAS STARTED WHICH MAS PROCESSED BY THE ENGINEERED SAFEGUARDS
ACTUATION SYSTEM (ESAS) SATISFYING THE 1 OUT OF 4 LOGIC CLOSING THE CONTAINMENT
PURGE VALVES. THE ACTUATION WAS CAUSED BY PLATED PARTICULATE RADIATION WHICH
BECAME LOOSE FROM THE SIDE OF THE SAMPLE PIPE WHEN THE FAN WAS STARTED, BMTERING
THE RADIATION MONITOR AND CAUSING A HIGH LEVEL RADIATION ALARM. THE CONTAINMENT
PURGE VALVES WERE VERIFIED TO BE CLOSED AND THE PARTICULATE RADIATION LEVELS
RETURNED TO NORMAL ON BOTH RADIATION MONITOR CHANNELS. THE CONTAINMENT PURGE
ACTUATION SIGNALS WERE RESET AND THE CONTAINMENT PURGE EXHAUST WAS LINED-UP. IN
ORDER TO PREVENT RECURRENCE THE SURVEILLANCE PROCEDURE HAS BEEN CHANGED WHICH.
INFORMS THE OPERATOR TO BE AWARE OF A POSSIBLE ACTUATION ON THE ESAS WHICH CLOSES
THE CONTAINMENT PURGE VALVES WHEN THE RADIATION MONITOR FAN IS STARTED.

[212] MILLSTONE 2 DOCKET 50-336 LER 85-008 r

PRESSURIEER PIPING DESIGN INADEQUATE FOR SEISMIC LOADS.
'

EVENT DATE: 052485 REPORT DATE: 062185 NSSS: CE TYPE: PWR

(NSIC 194837) DURING THE CURRENT MILLSTONE UNIT 2 REFUELING A ROUTINE SNUBBER
INSPECTION WAS PERFORMED. AS A RESULT OF THIS INSPECTION A LOCKED UP SNUBBER WAS
FOUND ON THE PRESSURIEER VENT PIPING. A DESIGN REVIEW WAS PERFORMED TO DETERMINE
THE IMPACT OF THE LOCKED UP SNUBBER ON THE PIPING SYSTEM. THE NORMAL LOAD
CALCULATION WAS FOUND TO BE ACCEPTABLE, HOWEVER AN ERROR WAS DISCOVERED IN THE
SEISMIC LOAD CALCULATION. THE SEISMIC LOAD SHOWED A SIGNIFICANT INCREASE IN THE
PIPING STRESSES OVER THE ORIGINAL CALCULATION. THIS INCREASE WAS UNEXPECTED. I

INVESTIGATIONS INTO THIS UNEXPECTED RESULT SHOWED THAT THE DATA FOR ADLPIPE
VERSION 1B PROGRAM WAS NOT' INPUTTED PROPERLY INTO THE PROGRAM. THIS ERROR
RESULTED IN THE USE OF INCORRECT DATA BY THE PROGRAM WHICH CAUSED THE LOSS OF THE
SEISMIC QUALIFICATION FOR THIS PIPING. THE INPUT FOR THIS PIPING HAS BEEN |

CORRECTED AND THE PROGRAM HAS BREN RERUN. THE NEW PROGRAM OUTPUT HAS BREN USED
TO ADD TWO PIPING SUPPORTS ON THIS LINE. THESE SUPPORTS ARE COMPLETE AND SEISMIC
QUALIFICATION HAS BEEN REESTABLISHED. A REVIEW OF ALL WORK AT NORTHEAST
UTILITIES PERFORMED USING ADLPIPE VERSION 15 HAS BEEN COMPLETED. NO SIMILAR

| PROBLEMS HAVE BEEN FOUAD WITH OTHER PIPE SYSTEMS. ADLPIPE VERSION 1D IS NOW IN
| USE AT NORTHEAST UTILITIES. VERSION 1D WILL NOT ALLOW A SIMILAR PROBLEM TO OCCUR.
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* IF INPUT TO VERSION 1D IS IMPROPERLY SUPPLIED A FATAL ERROR WILL OCCUR AND THE

PROGRAM WILL NOT RUN.

| (213] NINE MILE POINT 1 DOCKET 50-220 LER 84-012 REV 1
UPDATE ON INADVERTENT START OF DIESEL GENERATOR.
EVENT DATE: 060184 REPORT DATE: 031885 NSSS: GE TYPE: BWR

,

(NSIC 194159) ON 6-1-84, DURING A REFUELING OUTAGE, WORK WAS TO BE DONE ON
BREAKER R1012, WHICH SUPPLIES 4160V POWERBOARD 102. THIS MADE IT NECESSARY TO
BACKFERD POWERSOARD 102 THROUGH 600V POWERSOARD 16. BREAKER R1012 NAS OPENED IN+

PREPARATION FOR THIS MAINTENANCE. IMMEDIATELY THEREAFTER, NEW PROTECTIVE RELAYS
,| SENSED UNDERVOLTAGE ON 4160V POWERBOARD 102. AS A RESULT, TII' BREAKER R1042

TRIPPED, AND DG 102 STARTED AT APPROX 1000 HRS. IMMEDIATE CORP 3CTIVE ACTION
# 'TAKEN INCLUDED RETURNING TO THE NORMAL 115K VOLT SUPPLY ON POWERBOARD 102.

OPERATING PROCEDURES ARE BEING REVIEWED TO DETERMINE IF ANY PROCEDURAL CHANGES;

i ARE REQUIRED WHICH WILL PREVENT THIS TYPE OF EVENT FROM OCCURRING IN THE FUTURE.

[214] NINE MILE POINT 1 DOCKET 50-220 LER 85-005
j TURBINE CONTROL SYSTEM FAILURE CAUSES SCRAM. i
y EVENT DATE: 041685 REPORT DATE: 051685 NSSS: GE TYPE: BWR
a VENDOR: GENERAL ELECTRIC CO.
| MOOG INC.
f

_ (NSIC 194166) DURING NORMAL OPERATION ON 4-16-85 A DISTURBANCE IN THE TURBINE
[ CONTROL SYSTEM RESULTED IN THE PARTIAL CLOSING OF THE TURBINE CONTROL VALVES.
1- THIS THROTTLING ACTION CAUSED REACTOR PRESSURE AND NEUTRON FLUX TO RISE WHICH

RESULTED IN AN AUTOMATIC REACTOR SCRAM DUE TO AN AVERAGE POWER RANGE MONITOR NIGN
FLUX LEVEL. FOUR SECS AFTER THE REACTOR SCRAM NPCI WAS INITIATED DUE TO REACTOR
LOW WATER LEVEL. HOWEVER, ONLY THE NO. 12 SYSTEM ACTUATED DUE TO THE FAILURE OF

} POWER BOARD 11 TO TRANSFER AUTOMATICALLY TO RESERVE POWER. POWER BOARD 11 WAS
'

MANUALLY TRANSFERRED TO RESERVE POWER BY OPERATIONS IN ORDER TO RESTORE ITS
' LOADS. WORK REQUESTS WERE ISSUED TO TROUBLESHOOT THE ELECTRONIC' PRESSURE !

REGULATOR AND TO INVESTIGATE THE CAUSE OF THE FAILURE OF POWER BOARD 11 TO '4

TRANSFER TO RESERVE POWER AUTOMATICALLY AND TO MAKE NEEDED REPAIRS. THE'

4 ELECTRONIC PRESSURE REGULATOR WAS CALIBRATION CHECKED AND THE MOOG VALVE WAS
STROKE CHECKED. NO OBVIOUS OR MEASURABLE DEVIATIONS PROM PROPER OPERATION WEREj

NOTED. THE FILTER IN THE MOOG VALVE ASSEMBLY WAS REPLACED. THE MECHANICAL
j PRESSURE REGULATOR STROKE REQUIRED LUBRICATION OF THE BUSHINGS AS THE STRCKE WAS
| BINDING AND STICKY. THE FAILURE OF POWER BOARD 11 TO TRANSFER WAS TRACED TO

DIRTY AUX AC BREAKER CONTACTS. THESE CONTACTS WERE CLEANED, THE RELAY WAS CHECKED
,

! AND THEN RESTORED TO SERVICE.

[215] NINE MILE POINT 1 DOCKET 50-220 LER 85-007
MAINTENANCE ERROR CAUSES INITIATION OF REACTOR BUILDING EMERGENCY VENTILATION.
EVENT DATE: 042485 REPORT DATE: 052485 MSSS: GE TYPE: BWR

i VENDOR: AMPHENOL
|

| (NSIC 194566) DURING~ NORMAL OPERATION ON 4-24-85 THE AUTOMATIC INITIATION OF THE
i REACTOR BLDG EMERGENCY VENTILATION SYSTEM OCCURRED. THE INITIATION WAS THE

RESULT OF A TECHNICIAN SHORTING A WIRE'IN THE CABLE CONNECTOR TO THE SENSOR FOR
THE EMERGENCY CONDENSER VENTILATION MONITOR NO. 121. THE DAMAGE CAUSED BY THE
SHORTING OF A WIRE IN THE SENSOR CONVERTOR CABLE CONNECTOR-FOR THE NO. 121
EMERGENCY CONDENSER VENTILATION RADIATION MONITOR WAS REPAIRED. AN EXTERNAL 24V
FUSE AND INTERNAL 24 V POWER SUPPLY FUSE BLEW. THE EXTERNAL FUSE WAS REPLACED
AND DUE TO TIME CONSTRAINTS THE ENTIRE POWER SUPPLY AAS REPLACED. THE FAULTY
CABLE CONNECTOR WAS RE-REPAIRED PER THE INITIAL WORK REQUEST. THE CHANNEL 11
RADIATION MONITORING CHANNEL SUPPLIED BY THE SHORTED 24V POWER SUPPLY WAS THEN
SATISFACTORILY RETURNED TO SERVICE.
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[216] NORTH ANNA 1 DOCKET 50-338 LER 85-002 i

POST ACCIDENT NYDROGEN REMOVAL SYSTEM CHECK VALVES NOT TESTED. J

EVENT DATE: 012885 REPORT DATE: 022785 NSSS: WE TYPE: PWR I

t
'

i OTHER UNITS INVOLVED: NORTH ANNA 2 (PWR)
| VENDOR: NUPRO COMPANY

VELAN VALVE CORP.

I(NSIC 194729) ON JANUARY 28, 1985, ENGINEERING PERSONNEL DISCOVERED THAT EIGHT
,

CNBCK VALVES IN THE POST ACCIDENT NYDROGhN REMOVAL SYSTEM THAT IS COMMON TO BOTH !4

! UNITS, NAD NOT BEEN TESTED AS REQUIRED BY THE STATION VALVE INSERVICE TESTING
j PROGRAM. FOUR OF THESE CNBCK VALVES, NYDROGEN ANALYSER DISCNARGE CHECK VALVES,

WERE IN A SYSTEM TNAT IS REQUIRED BY TECM SPEC 3.6.4.1. THESE FOUR NYDROGEN.

ANALYSER CNBCK VALVES WERE TESTED WITH SATI5 FACTORY RESULTS ON FEBRUARY 12, 1985. ''

OF THE REMAINING FOUR CHECK VALVES, ONE WAS FOUND STUCK IN THE OPEN POSITION ;

; WHEN TESTED ON FEBRUARY 15, 1985. AS A RESULT OF THIS INCIDENT, A REVIEW OF THE

STATION VALVE INSERVICE TESTING PROGRAM WAS INITIATED AND SIX ADDITIONAL UNIT 1
1 VALVES THAT MAD. MOT BREN TESTED IN ACCORDANCE WITH THE STATION VALVE INSERVICE

TESTING PROGRAM WERE IDENTIFIED. SUBSEQUENT TESTING DETERMINED THAT Ohm VALVE IN
.TNE RECIRCULATION 5 PRAY SYSTEM WAS INOPERABLE. MAINTENANCE WAS PERFORMED ON THIS
VALVE AND IT WAS RETURNED TO OPERABLE STATUS. THE FAILURE TO TEST VALVES IN
ACCORDANCE WITH THE STATION VALVE INSERVICE TESTING PROGRAM HAS BEEN CLASSIFIED
AS A LOSS OF ADMINISTRATIVE CONTROL IN THAT THE PROVISIONS OF TECH SPEC 6.8.1j

i NAVE NOT BEEN FOLLOWED. TECH SPEC 6.8.1 REQUIRES THE LICENSEE TO ESTABLISH,
IMPLEMENT, AND MAINTAIN WRITTEN PROCEDURES FOR SURVEILLANCE AND TEST ACTIVITIES
OF SAFETY-RELATED EQUIPMENT. THIS EVENT IS REPORTABLE PURSUANT TO

1

j 10CFR50.73(A)(2)(I)(B).
I

k

{ '[217] NORTM ANNA 1 DOCKET 50-338 LER 85-003-
4 FLOODING POTENTIAL NOT PREVIOUSLY EVALUATED. ..

I EVENT DATE: 031985 REPORT DATE: 041885 NSSS: WE TYPES PWR. .

OTHER UNITS INVOLVED: WORTH ANNA 2 (PWR)
|

I (NSIC 194678) A RECENT REVIEW'OF THE NORTH ANNA MAIN DAM AND OTHER HYDRO
} STRUCTURES REVEALED THAT PREVIOUS STUDIES NAD FAILED TO IDENTIFY THE UNIT 3 AND 4

CONSTRUCTION AREA AS A POTENTIAL FLOOD PATH TO THE UNIT 1 AND 2 TURBINE BUILDING.
PARTIAL FLOODING OF THE TURBINE BUILDING IS ADDRESSED BY THE UF5AR. CURRENT

;

| PROCEDURES PROVIDE GUIDANCE FOR ACTION TO BE TAKEN IN RESPONSE TO RISING LAKE ,

LEVEL. LONG TERM CORRECTIVE ACTIONS ARE CURRENTLY BEING DEVELOPED. !

I

i

! (218] NORTH ANNA 1 DOCKET 50-338 LER 85-004
! SERVICE WATER PIPING DEPTM NOT ADEQUATE FO TORMADO MISSILE PROTECTION.

EVENT DATE: 032885 REPORT DATE: 042585 MSSS: NE TYPE: PWR ;

OTHER UNITS INVOLVED: NORTH ANNA 2 (PWR) ,

(NSIC 194679) ON MARCH 28, 1985, WITH BOTH UNITS AT 100 PERCENT POWER, A REVIEW j

OF SURVEY RESULTS DISCLOSED A DEFICIENCY INVOLVING THE SERVICE WATER SYSTEM
'

,

SUPPLY AND RETURN PIPING BETWEEN THE SERVICE WATER PUMPMOUSE AND THE SAFEGUARDS
[

AREA. FOR A LENGTH OF APPROXIMATELY FIFTY LINEAR FRET, THE DEPTH OF COMPACTED
BACKFILL OVER THE PIPING WAS LESS THAN THE SIX FRET REQUIRED FOR TORNADO MISSILE
PROTECTION. THE MINIMUM DEPTM OF BACKFILL OVER THE PIPING WAS TWO AND ONE MALF
FRET. CORRECTIVE ACTIONS WERE INNEDIATELY DEVELOPED AND INITIATED IN ORDER TO

l RE-ESTABLISH A BACKFILL COVERAGE OVER THE AFFECTED PIPING EQUIVALENT TO THE
ORIGINAL DESIGN. THIS WAS COMPLETED BY MARCH 29, 1985. THIS EVENT IS REPORTABLE ;

PUR5UANT TO'10 CFR 50.73 (A)(2)(VII. |

|
|

1

|
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[219] NORTH ANNA 1 DOCKET $0-338 LER 85-005
SURVEILLANCE NOT PERFORMED ON SEISMIC MONITORING INSTRUMENTATION.
EVENT DATE: 050385 REPORT DATE: 052385 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: NORTH ANNA 2 (PWR)
VENDOR: ENGDAHL ENTERPRISES

(NSIC 194492) ON 5-3-85 THE SEMI-ANNUAL FUNCTIONAL TEST ON THE SEISMIC TRIAXIAL
RESPONSE-SPECTRUM RECORDER WAS REQUIRED BUT WAS NOT PERFORMED. THE CONTAINMENT
MAT TRIAXIAL RESPONSE RECORDER IS AN INACCESSIBLE DEVICE WITH A REMOTE
ANNUNCIATOR IN THE MAIN CONTROL ROOM. PRESENT SURVEILLANCE REQUIREMENTS AND
ANSI /ANS STANDARD 2.2, 1978 REQUIRE SEMI-ANNUAL FUNCTIONAL TESTING. BECAUSE THIS
DEVICE IS INACCESSIBLE DURING POWER OPERATION, TESTING EVERY 6 MONTHS WOULD
REQUIRE THE EXTENSIVE USE OF PROTECTIVE CLOTHING, SELF CONTAINED BREATHING
APPARATUS AND LIMITED ACCESS (ALARA CONCEPT). TESTING UNDER THESE CONDITIONS
COULD DAMAGE THIS SENSITIVE EQUIPMENT.

[220] NORTH ANNA 1 DOCKET 50-338 LER 85-006
LOSS OF BOTH FIRE SUPPRESSION WATER SYSTEM HIGH PRESSURE PUMPS.
EVENT DATE: 052885 REPORT DATE: 060685 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: NORTH ANNA 2 (PWR)
VENDOR: CUMMINS ENGINE CO., INC.

(NSIC 194769) ON MAY 28, 1985 AT 0255 HOURS. THE DIESEL-DRIVEN FIRE PUMP, LOCATTID
AT THE SERVICE WATER RESERVOIR, BECAME INOPERABLE WHEN AN ENGINE COOLANT HOSE
RUPTURED DURING THE PERFORMANCE OF THE WEEKLY SURVEILLJRCE TEST. THE MOTOR-DRIVEN
FIRE PUMP, LOCATED AT THE CIRCULATING WATER INTAKE STRUCTURE SCREENWELL, WAS OUT
OF SERVICE AT THE TIME OF THE EVENT. AS A RESULT, BOTH HIGH PRESSURE FIRE PUMPS
WERE INOPERABLE. BACKUP WATER SOURCES WERE AVAILABLE VIA THE WAREHOUSE NO. 5
DIESEL AND ELECTRIC FIRE PUMPS WHILE THE FIRE SUPPRESSION WATER SYSTEM WAS
INOPERABLE. THE MOTOR-DRIVEN FIRE PUMP WAS RETURNED TO SERVICE AT 1235 HOURS ON
MAY 28, 1985 AND THE DIESEL-DRIVEN FIRE PUMP WAS-REPAIRED AND RETURNED TO SERVICE
AT 1429 HOURS ON MAY 28, 1985. THIS EVENT IS REPORTABLE AS A SPECIAL REPORT
PURSUANT TO UNIT 1 TECH SPECS 3.7.14.1 AND 6.9.2.1 AND UNIT 2 TECH SPEC 3.7.14.1
AND 6.9.2.I.

[221] NORTH ANNA 2 DOCKET 50-339 LER 85-004
FORCED SHUTDOWN CAUSED BY INOPERABLE EMERGENCY DIESEL GENERATOR.
EVENT DATE: 031885 REPORT DATE: 041185 NSSS: WE TYPE: PWR
VENDOR: FAIRBANKS MORSE

(NSIC 194587) ON 3-15-85 AT 1221, DURING SURVEILLANCE TESTING. THE '2J' EMERGENCY
DG TRIPPED ON HIGH CRANKCASE PRESSURE AND WAS SUBSEQUENTLY REMOVED FROM SERVICE.
UNIT 2 WAS OPERATING AT 100% STEADY STATE POWER WHEN THIS EVENT OCCURRED. THE
OPERABILITY OF THE REMAINING AC SOURCES WAS VERIFIED PER SURVEILLANCE TESTING
WITHIN 1 HR AND EVERY 8 HRS THEREAFTER AS DELINEATED BY THE ACTION STATEMENT OF
TECH SPEC 3.8.1.1. SINCE THE '2J' DIESEL REQUIRED EXTENSIVE INSPECTION AND
MAINTENANCE, IT COULD NOT BE DECLARED OPERABLE WITHIN THE 72 HRS ALLOWED BY THE
ACTION STATEMENT. A UNIT RAMPDOWN FROM 1005 POWER COMMENCED AT 1145 ON 3-18-85.
AT 1147 THE NRC WAS NOTIFIED OF THE UNIT SHUTDOWN INITIATION IN ACCORDANCE WITH
10 CFR 50.72 (B)(I)(A). THE UNIT WAS PLACED IN MODE 3 AT 1718 ON 3-18-85. THE
REPAIRS OF THE '2J' DIESEL WERE COMPLETED: THE '2J' DIESEL WAS TESTED
SATISFACTORILY AND DECLARED OPERABLE AT 1540 ON 3-19-85.

[222] NORTH ANNA 2 DOCKET 50-339 LER 85-006
REACTOR TRIP DUE TO DE-ENERGIEATION OF VITAL BUS.
EVENT DATE: 042685 REPORT DATE: 050985 NSSS: WE TYPE: PWR
VENDOR: NAMCO CONTROLS

_ -
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f (NSIC 194588) AT 0915 ON 4-26-85 UNIT 2 TRIPPED FROM 1005 POWER WHEN THE 120V AC
VITAL BUS 2-1 WAS INADVERTENTLY DE-ENERGIEED. THE 120V AC VITAL BUS 2-1 SUPPLIES
POWER TO THE RELAY WHICH SENSES THE BREAKER POSITION OF REACTOR COOLANT PUMP 'A'.
WHEN THE 2-1 120V AC VITAL BUS WAS DE-ENERGIEED, THIS RELAY WAS DE-ENERGIEED.

] WHICH CAUSED THE RPS TO SENSE THAT THE 'A' REACTOR COOLANT PUMP BREAKER WAS OPEN.
A REACTOR TRIP SIGNAL WAS GENERATED AS A RESULT OF THE RPS SENSING THE 'A'

REACTOR COOLANT PUMP BREAKER OPEN COINCIDENT WITH REACTOR POWER GREATER THAN 305.
REACTOR COOLANT PUMP 'A' DID NOT ACTUALLY TRIP DURING THIS EVENT. POWER WAS ;

RESTORED TO THE 120V AC VITAL BUS 2-1 WITHIN SECS BY OPERATOR ACTION. ALL PLANT
PARAMETERS RESPONDED AS EXPECTED. THE UNIT WAS RETURNED TO CRITICALITY ON
4-27-85 AND REACHED 1005 POWER 4-30-85.

[223] OCONEE 1 DOCKET 50-269 LER 85-004
GASEOUS WASTE DISPOSAL TANK RELEASED WITHOUT A REDUNDANT SAMPLE ANALYSIS.
EVENT DATE: 032885 REPORT DATE: 042985 NSSS: BW TYPE: PWR

i

(NSIC 194663) ON MARCH 28, 1985 AT 2202 HOURS. THE GASEOUS WASTE DISPOSAL (GWD)
TANK NAS RELEASED WITHOUT A REDUNDANT SAMPLE ANALYSIS. SINCE ONE OF THE TWO
RADIATION MONITORS WAS OUT OF SERVICE, REDUNDANT SAMPLING WAS REQUIRED AND

! FAILURE TO DO SO WAS A VIOLATION OF FOOTNOTE (A) TO TECH SPEC TABLE 3.5.5-2. THE

REASON THE REDUNDANT SAMPLE WAS NOT TAKEN BEFORE THE GWD TANK WAS RELEASED WAS
PERSONNEL ERROR. THE PERSONNEL INVOLVED HAD FORGOTTEN THAT THE MONITOR WAS OUT
OF SERVICE, THEREFORE, DID NOT REALISE A REDUNDANT SAMPLE ANALYSIS WAS REQUIRED.

1 AS SOON AS THE MISTAKE WAS DISCOVERED, THE HPT ANALYEED A REDUNDANT SAMPLE ON THE
REMAINING GAS IN THE GWD TANK. THE RESULTS OF THE SECOND S AMPLE AGREED WITH THE

; RE8ULTS OF THE FIRST SAMPLE (MITHIN TECH SPEC 3.10 LIMITS).

!
} [224] OCONEE 2 DOCKET 50-270 LER 85-001

INADVERTENT ACTUATION OF ENGINEERED SAFEGUARDS SYSTEM.
! EVENT DATE: 030985 REPORT DATE: 040985 NSSS: BW TYPE: PWR
l

| (NSIC 194664) ON MARCH 9, 1985 AT 1536 HOURS, AN INADVERTENT ACTUATION INVOLVING
PART OF THE OCONEE UNIT 2 ENGINEERED SAFRGUARDS (38) 5YSTEM OCCURRED WHILE THE4

UNIT WAS SHUT DOWN FOR REFUELING. THE ACTUATION RESULTED PROM PERSONNEL ERROR IN
} THE TRIPPING OF TWO ANALOG CHANNELS DURING THE ROUTINE CALIBRATION OF REACTOR

COOLANT PRESSURE TRANSMITTERS. THE CALIBRATION PROCEDURE INDICATED THAT ONLY ONE
ANALOG CHANNEL AT A TIME SHOULD BE TRIPPED, BUT COKMUNICATION PROBLEMS

i CONTRIBUTED TO ONE CHANNEL BEING TRIPPED BEFORE ANOTHER COULD BE RESBT.
FOLLOWING THE ACTUATION, THE AFFECTED ES DIGITAL CHANNEL 5 WERE PLACED IN THE4

MANUAL CONTROL MODE IN ORDER TO SHUT DOWN ALL UNNECESSARY ELECTRICAL LOADS ANDi

1 EQUIPMENT. THE CAUSE OF THE ACTUATION WAS SUB8EQUENTLY IDENTIFIED AND ALL
AFFECTED IS CHANNELS AND COMPONENTS WERE RETURNED TO THEIR PROPER STATUS FOR A
REFUELING SHUTDOWN.

] [225] OYSTER CREEK DOCKET 50-219 LER 83-001 REV 1 ,

i UPDATE ON RADWA8TE TANK OVERFLOW AND LEAK TO ENVIRONMENT.
j EVENT DATE: 012383 REPORT DATE: 052985 N858: GE TYPE: BWR
' VENDOR: FISHER CONTROLS CO.
,

(NSIC 194557) CHEMICAL WASTE STORAGE TANK (CWST) 'B' OVERFLOWED INTO A
i SURROUNDING CONCRETE VAULT. RADI0 ACTIVE WATER SEEPED THROUGH VAULT EXTERIOR WALL

'
| CAUSING AN UNMONITORED RELEASE OUTSIDE THE NEW RADWA8TE BLDG. THIS EVENT 18

j REPORTABLE A5 DEFINED IN THE TECH SPEC 8, PARAGRAPH 6.9.2.B.4. A MAXIMUM OF S GAL 8
OF WATER WA5 RELEA8ED AND CONTAINED IN THE IMMEDIATE ARBA. THE SAFETY
SIGNIFICANCE Z8 CONSIDERED TO BE MINIMAL. THE PRIMARY CAUSE OF THE OCCURRENCE IS
ATTRIBUTED TO 2 FACTORS. FIR 8T, FOREIGN MATERIAL WA8 FOUND IN THE AIR PRES 8URE
REGULATOR FOR THE BUBBLER SYSTEM LEVEL INDICATION FOR CW8T 'B'. THIS MATERIAL
CAUSED PARTIAL PLUGGING OF THE REGULATOR WNICH CONTRIBUTED TO THE FAL8E LEVEL

i

|
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INDICATION. SECOND, ON 2-2-83 THE THREADS ON THE BUBBLER SYSTEM CLEAN-OUT CAP
WERE FOUND TO BE LEAKING AIR. THIS RESULTED IN THE TANK LEVEL INDICATION
REMAINING AT 26% FOR 8 HRS WHILE THE TANK LEVEL ACTUALLY ROSE TO 565. A
SECONDARY CAUSE OF THE OCCURRENCE IS ATTRIBUTED TO THE CWST VAULT FLOOR DRAINS
SYSTEM BEING PLUGGED WITH DEBRIS. IF THE FLOOR DRAIN HAD NOT BEEN PLUGGED, THE
RUN TIME ON THE SUMP PUMP FOR THE VAULT'S FLOOR DRAIN SYSTEM WOULD HAVE GIVEN
INDICATION THAT WATER WAS OVERFLOWING INTO THE VAULT. IN ADDITION, THE OPERATORS
DID NOT IDENTIFY THE FALSE LEVEL INDICATION UNTIL AFTER THE TANK OVERFLOWED AND
CONTAMINATED WATER HAD SEEPED THROUGH THE VERY MINOR CRACKS IN THE VAULT'S THREE
FT THICK CONCRETE WALL.

[226] OYSTER CREEK DOCKET 50-219 LER 83-009 REV 1
UPDATE ON LEAKAGE FROM 10 ISOLATION VALVES AND THE DRYWELL HEAD GASKET.
EVENT DATE: 022283 REPORT DATE: 110284 NSSS: GE TYPE: BWR
VENDOR: ATWOOD & MORRILL CO., INC.

(NSIC 194558) LOCAL LEAK RATE TESTING REVEALED THAT 10 CONTAINMENT ISOLATION
VALVES AND 1 GASKET FAILED TO MEET THEIR ACCEPTANCE CRITERIA. THE FAILURE OF
DRYWELL VENT ISOLATION VALVES V-27-3 AND 4 AND DRYWELL HEAD GASKET TO MEET
REQUIRED ACCEPTANCE CRITERIA COULD HAVE RESULTED IN EXCEEDING 10CFR100 LIMITS
DURING DESIGN BASIS ACCIDENT CONDITIONS. ALL OTHER CONTAINMENT ISOLATION VALVES
FAILING LEAK TESTING WERE IN SERIES WITH REDUNDANT VALVES WHICH PASSED.
REPORTABLE PER TECH SPECS PARAGRAPH 6.9.2.A.2. DRYWELL PURGE VALVE V-27-1 STEM
WAS OUT OF ALIGNMENT. OTHER VAVLES HAD DETERIORATION OF INTERNALS. ALL VALVES
WERE EITHER REPAIRED OR REPLACED. ALTHOUGH APPEARING TO BE IN GOOD CONDITION,
THE DRYWELL HEAD GASKET WAS REPLACED. ALL PENETRATIONS PASSED THEIR SUBSEQUENT
LOCAL LEAK RATE TESTS.

[227) OYSTER CREEK DOCKET 50-219 LER 84-0".7 REV 1
UPDATE ON MODIFICATION WORK CAUSING FIFTEEN ISOLATION VALVES TO OPEN.
EVENT DATE: 062784 REPORT DATE: 122484 NSSS: GE TYPE: BWR

(NSIC 194562) A MODIFICATION WAS IN PROGRESS WHICH INVOLVED PLANT COMPUTER SYSTEM
TIE-INS. DURING THE PERFORMANCE OF A PROCEDURE WHICH INVOLVED THE TIE-IN OF
COMPUTER WIRING TO EXISTING PLANT CIRCUITRY, A NEUTRAL ELECTRICAL LEAD WAS
REQUIRED TO BE LIFTED. THIS ACTION CAUSED 15 PRIMARY CONTAINMENT ISOLATION
VALVES, INCLUDING ALL 4 MSIV'S, TO REPOSITION. THE PLANT ALSO EXPERIENCED A HALF
SCRAM AT APPROX THE SAME TIME THAT THESE VALVES CYCLED. THE PREVIOUSLY LIFTED
NEUTRAL ELECTRICAL LEAD AND A FUSE PREVIOUSLY REMOVED WERE RE-INSTALLED. THE
PRIMARY CONTAINMENT ISOLATION VALVES WHICH REPOSITIONED WERE THEN PLACED IN THEIR
PROPER POSITIONS BY OPEEATOR ACTION. AN INTERMEDIATE RANGE MONITOR BELIEVED TO
HAVE CAUSED THE HALF-SCRAM WAS RANGED UP-SCALE, AND THE NEUTRAL ELECTRICAL LEAD
WAS ONCE AGAIN LIFTED. THE RESULTS WERE THE SAME AS BEFORE, EXCEPT THAT NO
HALF-SCRAM OCCURRED. PLANT CONDITIONS WERE RESTORED TO NORMAL. NO VIOLATION OF
THE TECH SPECS OCCURRED SINCE PRIMARY CONTAINMENT INTEGRITY WAS NOT REQUIRED AT
THE TIME OF THE INCIDENT. THE VALVES REPOSITIONEi; DUE TO AN ABNORMAL CURRENT
FLOWPATH WHICH WAS ESTABLISHED THROUGH THEIR SOLENOIDS WHEN THE NEUTRAL LEAD WAS
LIFTED. THIS ABNORMAL FLOW PATH HAS BEEN VERIFIED THROUGH PERFORMANCE OF
ADDITIONAL TESTING ON THE CONTAINMENT ISOLATION VALVE CONTROL CIRCUITRY.

[228: PALISADES DOCKET 50-255 LER 85-001
SAFF Y INJECTION SYSTEM FUNCTIONS BLOCKED.
EVE 1-? DATE: 021285 REPORT DATE: 031985 NSSS: CE TYPE: PWR
VEN L..: EAGLE SIGNAL

(NSIC 194662) ON FEBRUARY 18, 1985 WITH THE PLANT AT 981 POWER, A RELAY FAILURE
WAS IDENTIFIED IN A SAFETY INJECTION SYSTEM (SIS) TEST CIkCUIT. THE FAILED RELAY
BLOCKED AN AUTOMATIC SIS INITIATION OF A PRESSURIEER HEATER TRIP AND A

:
l
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CONCENTRATED BORIC ACID SUPPLY VALVE ACTUATION SIGNAL. THE BLOCKING FUNCTION WAS
INSERTED DURING AN SIS SURVEILLANCE TEST AND FAILED TO CLEAR ON COMPLETION OF THE
TEST. NO SPECIFIC CAUSE FOR THE RELAY FAILURE WAS DETERMINED. A SIMILAR
BLOCKING CIRCUIT IN THE OPPOSITE CHANNEL WAS FOUND TO NOT HAVE ANNUNCIATION
CAPABILITIES FOR THIS TYPE OF FAILURE. A PRECAUTION WAS ADDED TO THE SIS

3

! SURVEILLANCE PROCEDURE TO IDENTIFY THE ACTUATIONS THAT ARE INOPERABLE WITH THE
; BLOCKING RELAY ANNUNCIATOR LIT. A REVIEW OF OTHER TEST PROCEDURES WILL BE

PERFORMED. THE MALFUNCTIONING RELAY WILL BE REPLACED. ANNUNCIATION OF THE
,

I BLOCKING RELAY STATUS WILL BE PROVIDED FOR THE OPPOSITE CHANNEL.
t

[229] PALISADES ^ DOCKET 50-255 LER 85-003
INABILITY TO PERFORM REACTOR INTERNALS VIBRATION MONITORING.

i EVENT DATE: 021885 REPORT DATE: 050785 NSSS: CE TYPE: PWR
VENDOR: HEWLETT-PARKARD CO.

(NSIC 194747) TBCH SPEC SURVEILLANCE REQUIREMENT 4.13(C) REQUIRES REACTOR
.

j INTERNALS VIBRATION MONITORING TO BE PERFORMED, AS A MINIMUM, ONCE PER 7 DAYS FOR
j PHASE I MEASUREMENTS AND ONCE PER 31 DAYS FOR PNASE II MEASUREMENTS. AS A RESULT
a OF NARDWARE FAILURES IN DATA PROCESSING EQUIPMENT, VIBRATION MONITORING WAS NOT

PERFORMED FOR A WEEKLY TEST IN LATE NOVEMBER, 1984 AND HAS NOT BREN OBTAINED, AS'

REQUIRED, SINCE FEBRUARY 11, 1985. THE EQUIPMENT WAS NECESSARY TO RECORD THE
VIBRATION DATA HAS BEEN PROCURED. A VENDOR WAS LOCATED WITH THE CAPABILITY TO

,
REDUCE THE RECORDED DATA. A TECH SPEC CHANGE REQUEST WAS SUBMITTED TO ELIMINATE

! THE REACTOR INTERNALS VIBRATION MONITORING REQUIREMENTS. THE DIRECTOR. NUCLEAR
I REACTOR REGULATION, WAS NOTIFIED OF THE CURRENT DIFFICULTIES WITH VIBRATION

MONITORING AND THE INABILITY TO SATISFY THE SURVEILLANCE REQUIREMENTS.

!

[230] PALISADES DOCKET 50-255 LER 85-005
i STARTUP TRANSFORMER BREAKER FAILS TO CLOSE.
j EVENT DATE: 041485 REPORT DATE: 051385 NSSS: CE TYPE: PWR "

i VENDOR: ALLIS CHALMERS

f (MSIC 194607) ON 4-14-85-AT 0637 DURING A POWER REDUCTION FOR TURBINE CONTROL
PROBLEMS, A TRANSFER OF SAFEGUARDS BUS 1C FAILED TO OCCUR. THE MANUAL ACTUATION

;

j OF TER START-UP TRANSFORMER BREAKER CAUSED THE STATION POWER SUPPLY BREAKER TO
! OPEN BUT FAILED TO CLOSE THE STARTUP BREAKER. THE LOSS OF POWER TO BUS 1C
i INITIATED AN AUTOMATIC EMERGENCY DG START AND LOAD ON BUS 1C. SUBSEQUENT

INVESTIGATION NAS NOT DETERMINED THE CAUSE OF THE FAILURE. NO EQUIPMENT DEFECTS
j OR PROCEDURAL VIOLATIONS MAVE BREN IDENTIFIED. INVESTIGATION OF THE FAILURE IS !

CONTINUING. PROPER MAND SWITCH OPERATION WILL BE DISCUSSED WITH OPERATORS.
| CURRENTLY, BUS 1C IS BEING SUPPLIED BY THE STARTUP TRANSFORMER.' REFERENCE

SIMILAR LER 84-015 AND 85-001.

[231] PALO VERDE 1 DOCKET 50-528 LER 85-010
AUTOMATIC ACTUATION OF FUBL BUILDING AND CONTROL ROOM ESF VENTILATION SYSTEMS. i

BVENT DATE: 022285- REPORT DATE: 032585 NSSS: CE TYPE: PWR

(NSIC 194698) AUTOMATIC ACTUATION OF THE BALANCE OF PLANT ENGINEERED SAFETY
FEATURES ACTUATION SYSTEM (BOP ESFAS) OCCURRED WHEN PLACING THE TRAIN "A"

SEQUSMCER IN MANUAL MODE FROM AUTO MODE. DURING THE TRANSFER FROM AUTO TO
MANUAL, TRAIN "A" FUEL BUILDING ESSENTIAL VENTILATION ACTUATION SIGNAL (FBBVAS)
AND CONTROL ROOM ESSENTIAL FILTRATION ACTUATION SIGNAL (CREFAS) AS WELL AS THE
CROSS-TRIP TO TRAIN "B" FBEVAS AND CREFAS WERE INITIATED. RESETTING BOTH TRAIN
"A" AND "B" CABINETS RETURNED THE SYSTEM TO NORMAL.
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[232] PALO VERDE 1 DOCKET 50-528 LER 85-013
{ INADVERTENT START OF TRAIN "B" DIESEL GENERATOR.
j EVENT DATE: 022385 REPORT DATE: 032585 NSSS: CE TYPE: PWR
*

\
| (NSIC 194803) AN INADVERTENT START OF THE TRAIN "B" DIESEL GENERATOR OCCURRED j

DURING ROUTINE SURVEILLANCE TESTING. THE SURVEILLANCE PROCEDURE, WHICH
|

3 FUNCTIONALLY TESTS THE TRAIN "B" ENGINEERED SAFETY FEATURES ACTUATION SYSTEM
; (ESPAS) SUBGROUP RELAYS ON AN INDIVIDUAL BASIS, INITIALLY CONTAINED AN ERROR IN

THE METHOD FOR TESTING CERTAIN SUBGROUP RELAY CONTACTS. A PROCEDURE CHANGE
NOTICE (PCN) WAS SUBSEQUENTLY GENERATED, BUT THIS TOO WAS ERRONEOUS IN THAT THE
DIESEL GENERATOR "B" " CONTROL MODE" SELECT SWITCH, WHEN IN THE OFF POSITION,
PREVENTS AN AUTO-START OF THE DIESEL UPON DE-ENERGISING THE ASSOCIATED SUBGROUP

i RELAY. THIS WAS PLACED BACK IN THE REMO*.E POSITION. UPON DE-ENERGIEING THE
TRAIN "B" AUXILIARY FERDWATER ACTUATION SYSTEM SUBGROUP RELAY (K113), THE TRAIN
"B" DIESEL GENERATOR AND ITS SUPPORT EQUIPMENT INADVERTENTLY STARTED BUT DID

3 OPERATE CORRECTLY PER DESIGN. ALL ACTUATED EQUIPMENT SUBSEQUENTLY WAS RESTORED
TO NORMAL AND THE PROCEDURAL INADEQUACY CORRECTED. AFTER WHICH THE TEST WAS

j SATISFACTORILY COMPLETED.

[233] PALO VERDE 1 DOCKET 50-528 LER 85-018
DIE 5EL GENERATOR HAS SLOW STARTING TIME.
EVENT DATE: 030505 REPORT DATE: 040485 NSSS: CE TYPE: PWR'
VENDOR: CRAWFORD FITTING CO.

i

(NSIC 194005) THIS SPECIAL REPORT 15 REQUIRED BY PALO VERDE UNIT 1 TECM SPEC
4.8.1.1.3. ON 3/5/85, UNIT 1 DIE 8EL GENERATOR "A" FAILED TO ATTAIN THE REQUIRED
VOLTAGE, FREQUENCY, AND SPEED WITNIN 10 SECONDS (ACTUAL TIME: 10.51 SEC.) PER
TECM SPEC 4.8.1.1.2.A.4 DURING THE PERFORMANCE OF 415T-1DG05. THIS START FAILURE
WA8 THE FIRST FAILURE (ON A PER NUCLEAR UNIT BASIS) IN FOUR (4) VALID TESTS,
PLACING UNIT 1 UNDER THE REQUIREMENTS OF TECH SPEC TABLE 4.8-1 AND THE CRITERIA
OF REGULATORY GUIDE 1.100.C.2.D.(1). ON 3/8/85, UNIT 1 DIESEL GENERATOR "B"

- FAILED TO ATTAIN THE REQUIRED VOLTAGE, FREQUENCY, AND SPEED WITHIN 10 SECONDS
(ACTUAL TIME: 11.6 SEC., 12.55 sEC., AND 12.06 SEC., RESPECTIVELY) PER
SURVEILLANCE TEST 41ST-1DG06 ACCEPTANCE CRITERIA. THIS START FAILURE, HAD IT
BEEN VALID, WOULD NAVE BEEN THE SECOND FAILURE (ON A PER NUCLEAR UNIT BASIS) IN

}3 FIVE (5) VALID TESTS, PLACING UNIT 1 IN A SHORTENED TEST INTERVAL SCHEDULE PER
I TECM SPEC TABLE 4.0-1 AND R.G. 1.108.C.2.D.(2). A DETAILED REVIEW OF THIS EVENT

INDICATES THAT IT WAS NOT A VALID TEST PER R.G. 1.100 AND THEREFORE A SHORTENED
i

! TEST INTERVAL WA8 NOT REQUIRED.

! [234] PALO VERDE 1 DOCKET 50-528 LER 85-009 -
INADVERTENT REACTOR TRIP. ~

j IVENT DATE: 032105 REPORT DATE: 041985 N5SS: CE TYPE: PWR

(NSIC 194697) ON MARCN 21, 1985 AT 1320 AN INADVERTENT REACTOR TRIP OCCURRED
DURING THE PERFORMANCE OF SURVEILLANCE TEST 368T-95302, PLANT PROTECTION SYSTEM
(PPS) FUNCTIONAL TEST. THE CAU55 OF THE INADVERTENT TRIP WAS PERSONNEL ERROR

; A880CIATED WITH A PROCEDURAL DEFICIENCY. THE PP8 FUNCTIONED A8 DESIGNED AND
OPENED THE REACTOR TRIP BREADERS. NO CONTROL ELEMENT A58EMBLIB8 (CEAS) WERE,

j WITMDRAWN OR BRING WITMDRAWM AT THE TIME OF THE TRIP. A PROCEDURE CHANGE NOTICE
,

(PCN) NAS BREN WRITTEN AND IMI LEMENTED IN 368T-98502 PROCEDURE TO CORRECT THE! DEFICIENCY.
.

[235] PALO VERDE 1 DOCKET 50-529 LER 85-024 |) FAILURE TO VERIFY FIRE DOOR PO5ITION. '

EVENT DATE: 041285 REPORT DATE: 051305 NESS: CE TYPE: PWR

(NSIC 194790) DURING THE PERFORMANCE OF THE SURVEILLANCE PROCEDURE (148T-18827,
a

1
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j APPENDIX Al FOR LOCKED FIRE DOORS IT WAS DISCOVERED THAT THERE WERE FIRE DOORS ON
THE LIST THAT WERE UNLCCKED AND REQUIRED TO BE INSPECTED EVERY 24 HOURS INSTEAD

~4 OF EVERY 7 DAYS. WHEN OPERATIONS NOTICED THE DEFICIENCY, A PROCEDURE CHANGE
NOTICE WAS GENERATED TO CORRECT THE PROBLEM BEFORE THE NEXT UNLOCKED FIRE DOOR,

i SURVEILLANCE WAS DUE. THE PROCEDURES HAVE BREN REVISED TO INCLUDE THE CORRECT
DOORS IN THE CORRECT PROCEDURES. THE PERFORMANCE GROUP HAS BEEN INSTRUCTED TO
VERIFY THAT THE DOORS INSPECTED IN THE LOCKED PROCEDURE ARE IN FACT LOCKED DOORS,
NOT UNLOCKED DOORS.

4

j [236] PALO VERDE 1 DOCKET $0-528 LER 85-022
,

AUTOMATIC ACTUATION OF BALANCE OF PLANT ENGINEERED SAFETY FEATURE SYSTEM.
I EVENT DATE: 041385 REPORT DATE: 051385 NSSS: CE TYPE: PWR

(MSIC 194713) AUTOMATIC ACTUATION OF THE FUEL BUILDING ESSENTIAL VENTILATION
SYSTEM (FBEVS) OCCURRED DUE TO A SPURIOUS HIGH RADIATION ALARM ON THE FUEL POOL

,

AREA RADIATION MONITORING UNIT (RU-31). ALL ATTENDANT EQUIPMENT ACTUATED'

SATISFACTORILY. THIS ACTUATION IS CONSIDERED RANDOM AND IS THE FIRST HIGH
RADIATION ACTUATION ON AN AREA MONITOR. SIMILAR ACTUATIONS HAVE OCCURRED ON
PROCESS RADIATION MONITORS AND HAVE BEEN REPORTED.

[237] PALO VERDE 1 DOCKET 50-528 LER 85-028

TESTING ERROR RESULTS IN INADVERTENT ACTUATION OF ENGINEERED SAFETY FEATURES.
EVENT DATE: 041785 REPORT DATE: 051785 NSSS: CE' TYPE: PWR

j (NSIC 194738) WHILE PERFORMING A SURVEILLANCE TEST OF LOCAL OPERABILITY OF THE
| TRAIN 'B' CLASS ELECTRICAL SYSTEM, THE "B" AND "D" BATTERY CHARGERS SUPPLIED BY

THIS SYSTEM WERE NOT PROPERLY VERIFIED AS BEING RETURNED TO SERVICE IN ACCORDANCE
WITH TWO CONSECUTIVE STEPS OF THE PROCEDURE. WHEN THE OPERATOR PERFORMING THE
TEST PROCEEDED WITH THE NEXT STEP, WHICH OPENS AND RECLOSES THE "B" AND "D"
BATTERY BREAKERS, THE ENGINEERED SAFETY FEATURES ACTUATION SYSTEM (ESFAS) 2 OUT

4

OF 4 COINCIDENCE LOGIC WAS ACTUATED DUE TO BEING DE-ENERGIEED. A PROCEDURE
CHANGE NOTICE (PCN) WAS ISSUID AND APPROVED TO PROVIDE ADDITIONAL CLARIFICATION

: TO THE OPERATORS TO PROVIDE POSITIVE DETERMINATION THAT THE BATTERY CHARGERS HAVE
BEEN PROPERLY RETURNED TO SERVICE. WITH THE PCN IN PLACE, THE PROCEDURE WAS

i RERUN WITHOUT INCIDENT.

[238] PALO VERDE 1 DOCKET 50-528 LER 85-031
SPURIOUS ACTUATION OF CONTROL ROOM VENT RADIATION MONITOR.

I EVENT DATE: 041785 REPORT DATE: 051585 NSSS: CE TYPES PWR

f (NSIC 194514) AUTOMATIC ACTUATION OF THE CONTROL ROOM ESSENTIAL FILTRATION
[ ACTUATION SIGNAL OCCURRED DUE TO A SPURIOUS HIGH RADIATION ALARM ON THE RADIATION
i MONITORING UNIT (RU-29). ALL ATTENDANT EQUIPMENT ACTUATED SATISFACTORILY. THE

ROOT CAUSE AND FINAL CORRECTIVE ACTION REGARDING THIS EVENT ARE STILL UNDER
INVESTIGATION AND WILL BE ADDRESSED IN A SUPPLEMENT TO THIS REPORT. SIMILAR
EVENT: 528/85-011.

[239| PALO VERDE 1 DOCKET 50-528 LER 85-021

| LACK OF FIRE PROTECTION DURING MAINTENANCE ACTIVITIES.
; EVENT DATE: 042585 REPORT DATE: 052585 MSSS: CE TYPE: PWR

(NSIC 194598) ON 4-25-85, MAINTENANCE WAS PERFORMED IN CONTAINMENT WHILE THE FIRE
PROTECTICN HEADER WAS ISOLATED. THIS IS IN VIOLATION OF TECH SPEC 3.7.11.4. THE

MAINTENANCE WORK NAD BREN COMPLETED WHEN IT WAS DISCOVERED THAT TNE REQUIRED FIRE
PROTECTION HEADER WAS ISOLATED DURING THE TIME THE MAINTENANCE WAS BRING
PERFORMED. THE MAINTENANCE INVOLVED WELDING, BUT THE JOB WAS MINOR IN MATURE AND
THE PERSONNEL INVOLVED DIDN'T REALIEE THAT THE FIRE PROTECTION HEADER TO THE

|
,
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CONTAINMENT FIRE HOSE STATIONS WAS REQUIRED TO BE IN SERVICE. CORRECTIVE ACTION
INCLUDES: 1) A TECH SPEC REV IS BEING PREPARED FOR SUBMITTAL TO CLARIFY THE
REQUIREMENTS OF TECH SPEC 3.7.11.4 2) THE SHIFT SUPERVISORS HAVE BEEN DIRECTED
TO CONSULT WITH THE FIRE PROTECTION GROUP WHEN EVALUATLING HOT WORK AUTHORIEATION
PERMITS FOR PROPOSED MAINTENANCE IN CONTAINMENT WHILE IN MODES 1, 2, 3, AND 4 TO
ENSURE THAT REQUIRED FIRE PROTECTION MEASURES HAVE BEEN IMPLEMENTED.

[240) PALO VERDE 1 DOCKET 50-528 LER 85-030
DECLARED INOPERABILITY OF BOTH EMERGENCY CORE COOLING SYSTEM TRAINS.
EVENT DATE: 042585 REPORT DATE: 052585 NSSS: CE TYPE: PWR

(NSIC 194652) ON 4-25-85 BOTH EMERGENCY CORE COOLING SYSTEM TRAINS WERE DECLARED
INOPERABLE DUE TO THE INDETERMINATE OPERABILITY OF CONTAINMENT RECIRCULATION SUMP
ISOLATION CHECK VALVES, 1PSIAV0206 OF TRAIN 'A' AND 1PSIBV0205 OF TRAIN *B'.
THESE 2 VALVES HAD BREN DISASSEMBLED AND THE SEATS REPAIRED (LAPPED) DUE TO
SUSPECTED LEAKAGE. THE VALVES WERE NOT, HOWEVER, RETESTED IN COMPLIANCE WITH
SECTION XI OF THE ASME CODE PRIOR TO INITIAL ENTRY INTO MODE 4. TO PREVENT
RECURRENCE OF THIS EVENT, A LIST OF APPLICABLE VALVES COVERED BY SECTION XI OF
THE ASME CODE HAS BEEN PREPARED BY OPERATIONS ENGINEERING. THIS LIST WILL BE
ISSUED TO ALL WORKING GROUPS ASSOCIATED WITH THIS CLASS OF VALVES.

[2411 PALO VERDE 1 DOCKET 50-528 LER 85-037
INVALIDATION OF GRAB SAMPLE DUE TO MOISTURE.
EVENT DATE: 042985 REPORT DATE: 061085 NSSS: CE TYPE: PWR

(NSIC 194800) ON 4/29/85, PALO VERDE UNIT 1 WAS IN MODE 4 AND HAD NOT-REACHED
INITIAL CRITICALITY. THE CONDENSER VACUUM GLAND SEAL EXHAUST MONITOR (IJ) HAD
BEEN DECLARED INOPERABLE ON 4/23/85, AT 1030, DUE TO LOW FLOW ALARMS. GRAB
SAMPLING WAS INITIATED TO COMPLY WITH TECH SPEC ACTION STATEMENTS. DUE TO EXCESS
MOISTURE RESULTING FROM CONDENSATION IN SAMPLE LINES. THE PARTICULATE FILTER WAS
DESTAOYED AND THE IODINE CHARCOAL FILTER CARTRIDGE WAS SATURATED WITH WATER,
WHICH INVALIDATED THE SAMPLE DATA. THEREFORE. TECH SPEC LIMITING CONDITION FOR
OPERATION 3.3.3.9 ACTION STATEMENT 40 WAS VIOLATED. A MOISTURE TRAP AND A NEW
SAMPLE MEDIA WERE INSTALLED IN THE SAMPLE CART ON 4/30/85 AT 1400. THE MOISTURE
TRAP WILL PREVENT MOISTURE FROM ENTERING THE SAMPLE CART AND INVALIDATING THE
SAMPLE AGAIN. A SUPPLEMENT REPORT WILL BE ISSUED WITHIN 30 DAYS TO COMPLETE THIS
EVALUATION.

[242| PILGRIM 1 DOCKET 50-293 LER 83-065 REV 1
UPDATE ON NUMEROUS ISOLATION VALVE LEAKS.
EVENT DATE: 121383 REPORT DATE: 052485 NSSS: GE TYPE: BWR
VENDOR: ANCHOR VALVE CO.

ATWOOD & MORRILL CO., INC.

(NSIC 194560) DURING REFUELING OUTAGE VI ' APPENDIX J LEAK RATE TESTING', 21
PRIMARY CONTAINMENT VALVES WERE FOUND TO HAVE SEAT LEAKAGE IN EXCESS OF THAT
PERMITTED BY TECH SPEC, SECTION 4.7.A.2.F. FOUR ADDITIONAL VALVES WERE REMOVED
PRIOR TO PERFORMANCE OF THE 'AS FOUND LEAK RATES'. THE CAUSE OF THESE EXCESSIVE
LEAKAGE RATES WERE EVALUATED AND THE CORRECTIVE ACTION 15 SPECIFIED. ALL VALVES
HAVE BEE 4 REPAIRED AND TESTED SATISFACTORILY.

(2431 PILGRIM 1 DOCKET 50-293 LER 85-011
ABSOLUTE PRESSURE TRANSMITTERS INCORRECTLY USED FOR CONTAINMENT POST-ACCIDENT
MONITORING.
EVENT DATE: 042485 REPORT DATE: 052485 NSSS: GE TYPE: BWR
VENDOR: ROSEMOUNT ENGINEERING COMPANY

!
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(NSIC 194572) ON 4-24-85, WHILE PERFORMING A CALIBRATION CHECK OF PT 1001-601A &
B, QUESTIONS WERE RAISED ON THE USE OF ABSOLUTE PRESSURE TRANSMITTERS, AS OPPOSED
TO GAUGE PRESSURE TRANSMITTERS, TO MEASURE CONTAINMENT NARROW RANGE PRESSURE FOR
THE PURPOSE OF POST-ACCIDENT MONITORING. FURTHER INVESTIGATION AND ANALYSIS
IDENTIFIED THAT 2 ABSOLUTE PRESSURE TRANSMITTERS ARE INSTALLED, AS OPPOSED TO THE
REQUIRED (REF.: REG GUIDE 1.97, REV 3) GAUGE PRESSURE TRANSMITTERS. THE CAUSE
OF THE ABSOLUTE, AS OPPOSED TO GAUGE PRESSURE TRANSMITTERS BEING INSTALLED, WAS A
RESULT OF A DESIGN CHAEGE BEING DEVELOPED AND INSTALLED IN ACCORDANCE WITH REG
GUIDE 1.97, REV 1, AND THE PROPOSED REV 2, BOTH OF WHICH DISCUSSED LOW-RANGE
CONTAINMENT PRESSURE MONITORING IN TERMS OF ABSOLUTE PRESSURE. SUBSEQUENTLY, REV
3 WAS ISSUED WHICH DISCUSSED THE LOW-RANGE MONITORING OF CONTAINMENT PRESSURE IN
TERMS OF GAUGE RATHER THAN ABSOLUTE. THIS CHANGE WAS NOT IMPLEMENTED DUE TO AN
ENGINEERING OVERSIGHT, EVEN THOUGH BOSTON EDISON COMMITTED TO MEETING REG GUIDE
1.97, REV 3. THE INTERIM CORRECTIVE ACTION WAS TO RECALIBRATE THE TRANSMITTERS
PER TEMPORARY MODIFICATION 85-27. PLANNED LONG-TERM CORRECTIVE ACTION IS TO
REPLACE THE TRANSMITTERS (REF.: PDC 84-17). A REVIEW OF REG GUIDE !.97, REV 3

WAS PERFORMED WITH NO INDICATION OF ANY FURTHER DEVIATIONS. THIS IS CONSIDERED
TO BE AN ISOLATED EVENT.

[244] POINT BEACH 1 DOCKET 50-266 LER 85-001
INADVERTENT SAFETY INJECTION ACTUATION ON LOW STEAM LINE PRESSURE.
EVENT DATE: 040585 REPORT DATE: 050385 NSSS: WE TYPE: PWR

(NSIC 194472) ON 4-5-85 DURING A SCHEDULED REFUELING PLANT SHUTDOWN, LOW STEAM
PRESSURE CAUSED AN ACTUATION OF SAFETY INJECTION. THE REACTOR WAS SUBCRITICAL
AND IN HOT SHUTDOWN WHEN THE ACTUATION OCCURRED. NO FLOW INTO THE RCS OCCURRED
DUE TO RCS PRESSURE ABOVE THE SHUTOFF HEAD OF THE SAFETY INJECTION PUMPS. ALL
SYSTEMS PERFORMED AS EXPECTED DURING THE SAFETY INJECTION ACTUATION. THE PRIMARY
CAUSE OF THIS ACTUATION WAS INADEQUATE PRECAUTIONS IN PROCEDURE OP-3C, ' HOT
SHUTDOWN TO COLD SHUTDOWN,' WHICH IS USED FOR THIS EVOLUTION.

[245] PRAIRIE ISLAND 1 DOCKET 50-282 LER 85-007
INADVERTENT START OF ONE COMPONENT COOLING PUMP.
EVENT DATE: 031985 REPORT DATE: 041885 NSSS: WE TYPE: PWR

(NSIC 194665) ON MARCH 19, BOTH UNITS WERE AT 100% POWER. AT APPROXIMATELY 1600
THE DC TRANSFER SWITCH (HS) FOR SAFEGUARDS 4.16KV SUS 16 WAS TRANSFERRED TO ITS
NORMAL SOURCE. DURING THIS TRANSFER THE NO. 12 COMPONENT COOLING (CC) PUMP
DISCHARGE HEADER LOW PRESSURE ANNUNCIATOR (ANN) WAS RECEIVED AND NO. 12 COMPONENT
COOLING PUMP (P) WAS OBSERVED TO START. NO. 12 COMPONENT COOLING PUMP WAS THEN
STOPPED AND RETURNED TO STANDBY SERVICE. A REVIEW OF THE SCHEMATIC DRAWING FOR
NO. 12 COMPONENT COOLING PUMP SHOWS THAT THE AUTOMATIC START ON LOSS OF PRESSURE
USES A PRESSURE SWITCH (63) WHICH ACTUATES A DC AUXILIARY RELAY (RLY). THE POWER

SUPPLY FOR THIS AUXILIARY RELAY IS THE SAME DC CIRCUIT WHICH SUPPLIES CONTROL
POWER FOR BUS 16. THEREFORE, WHEN DC POWER IS REMOVED, DURING THE TRANSFER, THIS
AUXILIARY RELAY DEENERGIIES GIVING A LOSS OF PRESSURE SIGNAL TO THE BREAKER (BKR)
FOR NO. 12 COMPONENT COOLING PUMP. WHEN DC POWER IS RESTORED, DURING THE SECOND
HALF OF THE TRANSFER SWITCH TRAVEL, A RELAY RACE IS INITIATED BETWEEN THIS

| AUXILIARY RELAY AND THE BREAKER CLOSING COIL (CL). DURING THIS EVENT THE BREAKER
CLOSING COIL ACTUATED BEFORE THE AUXILIARY RELAY ENERGIEED. THIS DESIGN FOR THE

l LOW PRESSURE START SIGNAL IS DESIRABLE TO PROVIDE FAIL-SAFE ACTUATION OF THE
COMPONENT COOLING PUMP ON LOSS OF CONTROL POWER. THE PROCEDURE WILL BE CHANGED
TO ACKNOWLEDGE THAT THE COMPONENT COOLING PUMP ON THE AFFECTED SAFEGUARDS BUS MAY
START FROM A FALSE LOW PRESSURE SIGNAL.

|
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[246] snAIRIE ISLAND 1 DOCKET 50-282 LER 85-009
BROKEN AIR LINE CAUSES FEEDWATER REG VALVE TO CLOSE.
EVENT DATE: 050885 REPORT DATE: 060785 NSSS: WE TYPE: PWR

(NSIC 194751) ON MAY 8, 1985 AT ABOUT 1323, A 2-INCH COPPER INSTRUMENT AIR LINE
SEPARATED AT A SOLDERED ELBOW JOINT (PSF). AS A RESULT, THE UNIT 1 SIDE OF THE
INSTRUMENT AIR SYSTEM (LD) DEPRESSURIEED ENOUGH TO CAUSE THE FEEDWATER REGULATING
VALVE (FCV) TO NO. 12 STEAM GENERATOR TO CLOSE. AT 1326, UNIT 1 TRIPPED ON LOW
STEAM GENERATOR LEVEL PLUS FEEDWATER FLOW / STEAM FLOW MISMATCH. CABLE TRAY (TY)
WRAPPING FOR APPENDIX R COMPLIANCE WAS IN PROGRESS IN THE VICINITY OF THE BREAK,
AND THE AIR LINE WAS MOVED SOMEWHAT TO ACCOMPLISH THE WRAP. THIS APPARENTLY
PLACED ENOUGH STRESS ON THE ELBOW TO CAUSE IT TO SEPARATE. THE UNIT WAS
MAINTAINED IN HOT SHUTDOWN WHILE REPAIRS WERE MADE. A WALKDOWN INSPECTION OF THE
INSTRUMENT AIR SYSTEM h.iS PERFORMED IN AREAS OF THE PLANT WHERE CABLE TRAY
WRAPPING HAD TAKEN PLACE OR WAS IN PROGRESS. NO ADDITIONAL PROBLEM AREAS WERE
IDENTIFIED. THE UNIT WAS RETURNED TO SERVICE AT 1847 ON MAY 9.

[247] PRAIRIE ISLAND 1 DOCKET 50-282 LER 85-010
REACTOR TRIP ON LOW STEAM GENERATOR LEVEL.
EVENT DATE: 050985 REPORT DATE: 061085 NSSS: WE TYPE: PWR

(NSIC 194752) ON MAY 9, 1985 DURING UNIT 1 STARTUP, THE REACTOR TRIPPED ON LOW
STEAM GENERATOR LEVEL. DURING FEEDWATER SUPPLY TRANSFER FROM THE AUXILIARY
FEEDWATER SUPPLY (BA) TO THE MAIN FEEDWATER (SJ) THE MAIN FREDWATER PUMP (P) WAS
STARTED AND THE PUMP DISCHARGE VALVE (SHV) OPEN SIGNAL GIVEN. THE VALVE'S MOTOR
OPERATOR BEGAN TO TURN, AND THE "NOT CLOSED" LIMIT SWITCH ACTUATED. DUAL VALVE
POSITION LIGHTS INDICATED TO THE OPERATOR THAT THE VALVE HAD BEGUN TO OPEN. THE
MOTOR OPERATOR HAD, IN FACT. TRIPPED ON HIGH TORQUE WITH THE VALVE STILL FULLY
CLOSED. WHEN THE MAIN FEEDWATER BYPASS VALVES (FCV) WERE OPENED, STEAM WAS BEING
RELEASED FROM THE STEAM GENERATORS (SG). THE RESULTING SWELL, INCREASE, IN STEAM
GENERATOR LEVEL WAS INTERPRETED AS AN INDICATION THAT MAIN FEEDWATER WAS BEING
SUPPLIED, 50 AUXILIARY FEEDWATER WAS TERMINATED. IHE REACTOR TRIPPED AT 1421
HOURS ON LOW STEAM GENERATOR LEVEL. THE MAIN FEEDWATER PUMP DISCHARGE VALVE WAS
OPENED AND RESTART WAS COMPLETED SUCCESSFULLY. THIS REPORT WILL BE CIRCULATED FOR
TRAINING AMONG OPERATIONS PERSONNEL.

[248] PRAIRIE ISLAND 2 DOCKET 50-306 LER 85-002
CONTROL SWITCH FOR ONE DIESEL COOLING WATER PUMP FOUND IN MANUAL.
EVENT DATE: 021895 REPORT DATE: 060785 NSSS: WE TYPE: PWR

(NSIC 194756) DURING POWER OPERATION OF UNIT 2 THE CONTROL SWITCH FOR NO. 12
DIESEL COOLING WATER PUMP WAS MISTAKENLY PUT IN MANUAL. AFTER ABOUT 6 HOURS THE
ERROR WAS DISCOVERED AND THE SWITCH WAS RETURNED TO AVlO. THE PRAIRIE ISLAND
TECH SPECS PERMIT ONE DIESEL-DRIVEN COOLING WATER PUF/ TO BE INOPERABLE FOR UP TO
SEVEN DAYS. THE TECH SPECS ALSO REQUIRE, HOWEVER, THAT THE OPERABILITY OF THE
REDUNDANT DIESEL-DRIVEN PUMP AND ITS ASSOCIATED DIESEL GENERATOR BE DEMONSTRATED
IMMEDIATELY AND AT LEAST DAILY THEREAFTER. THE REDUNDANT DIESEI+ DRIVEN COOLING
WATER PUMP AND ASSOCIATED DIESEL GENERATOR MERE NOT TESTED IMMEDIATELY IN THIS
CASE. THIS REPORT IS BEING PROVIDED AT THE REQUEST OF THE NRC RESIDENT INSPECTOR
FOR PRAIRIE ISLAND.

(249] QUAD CITIES 1 DOCKET 50-254 LER 85-003 i

GROUP II ISOLATION AND STANDBY GAS TREATMENT SYSTEM TRAIN FAILS TO START. I
EVENT DATE: 051785 REPORT DATE: 061485 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: QUAD CITIES 2 (BWR)

(NSIC 194723) ON MAY 17, 1985, AT 1059 HOURS, WHILE UNIT 1 WAS IN THE RUN MODE AT,

455 POWER AND UNIT 2 WAS IN COLD SHUTDOWN FOR ITS END OF CYCLE SEVEN REFUELING

-
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!AND MAINTENANCE OUTAGE, UNIT 2 RECEIVED AN UNIXPCCTED GROUP II ISOLATION SIGNAL.
THIS SIGNAL OCCURRED WHEN THE TEST FOR MODIFICATION M-4-2-83-49 TRIPPED GROUP II
CHANNEL B. GROUP II CHANNEL A WAS PREVIOUSLY TRIPPED DUE TO THE REMOVAL OF THE |
2A DRYWELL RADIATION MONITOR FOR MAINTENANCE. UPON RECEIPT OF THE GROUP II
ISOLATION SIGNAL, THE 'B' STANDBY GAS TREATMENT SYSTEM (SBGTS)(BH) AUTO-STARTED.
THE 'A' SBGTS, WHICH WAS SELECTED AS PRIMARY, FAILED TO START. WHEN THM 'B'

SBGTS STARTED IT WAS IMMEDIATELY NOTICED THAT THE HEATER DID NOT ENERGISE. AN
OPERATOR WAS SENT TO INVESTIGATE AND HE DISCOVERED THAT THE BREAKER FOE THE
HEATER WAS TRIPPED. THE BREAKER WAS RESET AND THE NORMAL DIFFERENTIAL
TEMPERATURE ACROSS THE HEATER WAS ESTABLISHED. REPEATED ATTEMPTS WERE PER'ORMED
TO DUPLICATE THE 'A' SBGTS FAILURE TO START, BUT IN EVERY CASE THE 'A' SBGTS
PROPERLY SERVED ITS FUNCTION. AFTER FURTHER INVESTIGATION, IT IS POSTULATED THAT

THE CAUSE OF THE 'A' SBGTS FAILURE TO START WAS A DEGRADATION OF THE AGTO-START
RELAY 595-133. THE SIMILAR RELAY ON 'B' SBGTS CAUSED AN IDENTICAL FAILURE OF 'B'

SBGTS TO START ON JUNE 5, 1985. THE RELAY FAILURE WAS INTERMITTENT IN NATURE.
THE BREAKER TRIP WAS CAUSED BY A FAULTY BREAKER WHICH WAS REPLACED AFTER IT
TOTALLY FAILED ON 6/12/85.

i
r [250] ROBINSON 2 DOCKET 50-261 LER 85-008
! LOSS OF MOTOR CONTROL CENTER DUE TO DECONTAMINATION ACTIVITIES.
i EVENT DATE: 020385 REPORT DATE: 030485 NSSS: WE TYPE: PWR

) VENDOR: WESTINGHOUSE ELECTRIC CORP.
!

(NSIC 194816) ON FEBRUARY 3, 1985, WITH THE REACTOR IN COLD SHUTDOWN, A
DECONTAMINATION TEAM WORKING IN THE NEW FUBL BUILDING AIR HANDLING ROOM
INADVERTENTLY SPRAYED WATER INTO THE SPENT FUEL BUILDING UPPER LEVEL EXHAUST
RADIATION MONITOR (R-21) CABINET. THIS CAUSED A SHORT CIRCUIT IN THE TERMINAL
BOARD. THE SHORT CIRCUIT CAUSED INSTANTANEOUS HIGH CURRENT LEVELS TO BE DRAWN
THROUGH THE R-21 MOTOR CONTROLLER AND CAUSED ITS DESTRUCTION. THE DESTRUCTION OF
THE R-21 MOTOR CONTROLLER CAUSED A SHORT CIRCUIT ON THE LINE SIDE OF THE R-21
MOTOR FEEDER ~ BREAKER LOCATED IN THE SAME CUBICLE IN MCC-5. THESE EVENTS CAUSED

.! ELECTRICAL CURRENT TO RISE TO AN EXCESSIVE LEVEL CAUSING AN OVERCURRENT TRIP OF
| THE MCC-5 FREDER BREAKER. THE MCC-5 FIEDER BREAKER IS POWERED FROM EMERGENCY BUS

E1 WHICH IS POWERED BY "A" EMERGENCY DIESEL GENERATOR. LOSS OF MCC-5 RESULTED IN
THE LOSS OF ITS ASSOCIATED EMERGENCY EQUIPMENT. EVALUATION OF THIS EVENT

, DETERMINED THAT THE R-21 MOTOR FEEDER BREAKER INSTANTANEOUS OVERCURRENT TRIP
! DEVICE WAS OVERSISED AND UNABLE TO ADEQUATELY PROTECT THE R-21 MOTOR CONTROLLER.

THE OVERCURRENT CONDITION CAUSED A SUPPLY SIDE BREAKER (MCC-5 FEEDER BREAKER) TO
TRIP ON OVERCURRENT.

[2511 ROBINSON 2 DOCKET 50-261 LER 85-011
STEAM LINE DELTA-P TRIP CAUSF.D BY GROUND ON INSTRUNENT BUS.
EVENT DATE: 031885 REPORT DATE: 031685 MSSS: WE TYPE: PWR

(NSIC 194570) ON 3-18-85, THE UNIT FAS OPERATING AT 1005 POWER. AT 1409 HRS, THE

PLANT RECEIVED A REACTOR TRIP AND SAFETY INJECTION FROM THE 'A' STEAM LINE
' DIFFERENTIAL PRESSURE DELTA-? BIGNAL. TECHNICIANS WERE PERFORMING THE STEAM LINE

DELTA-P MAINTENANCE SURVEILLANCE TEST. MST-014. THE BISTABLE FOR CHANNEL 3 'A

STEAM LINE DELTA-P WAS PLACED IN THE TRIP POSITION AS REQUIRED BY MST-014.
CONCURRENTLY, A BODY T0 BONNET LEAK ON A SG BLOWDOWN VALVE SPRAYED WATER INTO AN
ADJACENT LIMIT SWITCH CAUSING AN ELECTRICAL GROUND WHICH TRIPPED AN INSTRUMENT
BUS, IB-9. THIS PLACED ANOTHER CHANNEL OF THE 'A' STEAM LINE DELTA-P INTO THE
TRIPPED POSITION SATISFYING THE 2 OUT OF 3 CHANNELS IN TRIP LOGIC NECESSARY TO
INITIATE THE 'A' STEAM LINE DELTA-P SAFETY INJECTION / REACTOR TRIP SIGNAL. THE
LEAKING VALVE WHICH CAUSED THE TRIP WAS REPAIRED, AND THE UNIT WAS RETURNED ON
LINE AT 1419 HRS ON 3-19-85.

|

|
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[252] ROBINSON 2 DOCKET 50-261 LER 85-013
REACTOR TRIP ON S/G LOW LEVEL SIGNAL GENERATED DURING MAINTENANCE.
EVENT DATE: 052185 REPORT DATE: 061285 NSSS: WE TYPE: PWA

(NSIC 159829) ON MAY 21, 1985, THE PLANT WAS OPERATING AT 1005 REACTOR POWER. AT
APPROXIMATELY 1308 HOURS, THE REACTOR TRIPPED ON 2 OF 3 LO-LO LEVEL SIGNALS FROM
"A" STEAM GENERATOR (S/G). ONE OF THE THREE "A" S/G LEVEL TRANSMITTERS WAS TO BE
TAKEN OUT OF SERVICE FOR MAINTENANCE ON A LEAKING CONDENSING POT VENT VALVE. IT
WAS INTENDED TO TRIP THE BISTABLE AND ISOLATE THE TRANSMITTER. HOWEVER, THE TRIP
OCCURRED WHEN THE S/G LEVEL TRANSMITTER ISOLATED IN THE FIELD WAS DIFFERENT FROM
AND REDUNDANT TO THE LEVEL TRANSMITTER WHOSE BISTABLE WAS TRIPPED. THIS ERROR
RESULTED IN THE REACTOR TRIP. SIGNIFICANT CORRECTIVE ACTIONS INCLUDED COUNSELING
THOSE INVOLVED.

[253] SALEM 1 DOCKET 50-272 LER 84-028
REACTOR TRIP FROM 77% WHILE REDUCING HIGH FLUX TRIP SETPOINTS.
EVENT DATE: 122384 REPORT DATE: 012285 NSSS: WE TYPE: PWR

(NSIC 194654) AT 2158 HOURS, DECEMBER 23, 1984, AN AUTOMATIC REACTCR TRIP WAS
INITIATED BY AN OVERTEMPERATURE DELTA-T SIGNAL. THIS SIGNAL RESULTED FROM
TECHNICIAN ERROR WHILE REDUCING THE POWER RANGE HIGH FLUX TRIP SETPOINTS, AND WAS
NOT THE RESULT OF ACTUAL PLANT CONDITIONS. THE REACTOR PROTECTION SYSTEM
FUNCTIONED AS DESIGNED. THE HIGH FLUX TRIP SETPOINTS WERE BEING REDUCED IN
ACCORDANCE WITH TECH SPEC REQUIREMENTS, DUE TO CHANNEL IN44 BEING INOPERABLE, AND
DUE TO A DELAY ENCOUNTERED IN COMPLETING A QPTR CALCULATION IN THE REQUIRED TIME.
FOLLOWING THE MEDUCTION OF CHANNEL IN41 HIGH FLUX SETPOINT, THF " NUCLEAR
INSTRUMENT SYSTEM CHANNEL TEST" ALARM WOULD NOT CLEAR, AS SPECIFIED IN THE IN41
PROCEDURE. REALIEING THAT THE CAUSE WAS CHANNEL IN44 OPERATIONS SELECTOR SWITCH
BEING IN THE TEST POSITION, THE TECHNICIAN DEVIATED FROM THE IN41 PROCEDURE AND
RETURNED THE SWITCM TO THE NORMAL POSITION. THIS RESULTED IN AN AUTOMATIC
REDUCTION IN THE OVERTEMPERATURE DELTA-T SETPOINT AND THE REACTOR TRIP. IT HAS
BEEN DETERMINED NOT TO BE A GENERIC PROBLEM INVOLVING ALL TECHNICIANS, AND
CORRECTIVE ACTIONS .1RE BEING RESTRICTED TO THE INDIVIDUAL RESPONSIBLE FOR THE
OCCURRENCE. DUE TO THE AUTOMATIC ALTUATION OF THE REACTOR PROTECTION SYSTEM, THE
EVENT IS REPORTABLE IN ACCORDANCE WITH 10CFR 50.73(A)(2)(IVI.

[254] SALEM 2 DOCKET 50-311 LER 85-002
2A DIESEL GENERATOR - VALID TEST FAILURES.
EVENT DATE: 030885 REPORT DATE: 040585 NSSS: WE TYPE: PWR
VENDOR: ALCO ENGINE DIVISION, WHITE IND.

| (NSIC 194672) ON MARCH 8, 1985, WITH THE UNIT IN MODE 5 FOLLGWING A REFUELING
OUTAGE, 2A DIESEL GENERATOR FAILED TO AUTOMATICALLY STA.tT AND ACCELERATE DURING
SURVEILLANCE TESTING. THE DIESEL FAILED A RETEST ON MARCH 9, 1985, FOLLOWING THE
INSPECTION, LUBRICATION AND MANUAL OPERATION OF THE FU3L RACKS. ON MARCH 14,
1985, FOLLOWING THE INDIVIDUAL ALIGNMENT OF EACH FUEL INJECTOR TO THE FUEL RACKS,
ANOTHER TEST WAS INITIATED: HOWEVER, THE DIESEL FAILED THE SURVEILLANCE TEST FOR
THE THIRD TIME. THE OVERSPEED TRIP DEVICE WAS DISASSEMBLED, INSPECTED AND
DISCOVERED TO BE RFSTRICTING THE OPARATION OF THE FUEL RACKS. ALTHOUGH THIS
CONDITION DID NOT PREVENT THE FUEL RACKS FROM BEING EASILY POSITIONED MANUALLY
DURING MANUAL STARTS, ENOUGH FRICTION EXISTED TO PREVENT THE FUEL RACKS FROM
REACMING THE " FULL FUEL" POSITION DURING AUTOMATIC STARTING. THE OVERSPEED TRIP,

l DEVICE WA3 REPAIRED, AND ON MARCH 16, 1985, 2A DIESEL GENERATOR WAS
SATISFACTORILY TESTED AND RESTORED TO AN OPERABLE STATUS. INSPECTION OF THE
REDUNDANT DIESEL GENERATORS REVEALED THAT THE PROBLEM WAS ISOLATED TO 2A DIESFL
GENERATOR. THIS REPORT IS BEING SUBMITTED FOR INFORMATIONAL PURPOSES ONLY, IN
ACCO3 DANCE WITH SURVEILLANCE REQUIREMENT 4.8.1.1.4, WHICH REQUIRES ALL DIESEL

| GENERATOR FAILURES TO BE REPORTED TO THE COMMISSION.

1
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(255] SALEM 2 DOCKET 50-311 LER 85-004
REACTOR TRIP FROM 254 DURING STARTUP OPERATIONS.
EVENT DATE: 041385 REPORT DATE: 051085 NSSS: WE TYPE: PWR

(NSIC 194758) ON APRIL 13, 1985, DURING UNIT STARTUP OPERATIONS, A REACTOR TRIP
OCCURRED. THE TRIP OCCURRED AFTER THE GENERATOR WAS SYNCHRONIEED TO THE GRID,

,

AND WAS THE RESULT OF NO. 24 STEAM GENERATOR STEAM FLOW / FEED FLOW MISMATCH, '

COINCIDENT WITH A LOW STEAM GENERATOR WATER LEVEL SIGNAL. ALL ESTABLISHED
PROCEDURES WERE FOLLOWED: HOWEVER, POOR JUDGMENT WAS EXERCISED BY SYNCHRONIEING
THE UNIT WHILE NO. 24 STEAM GENERATOR STEAM FLOW CHANNEL 1 BISTABLES WERE IN A
TRIPPED CONDITION. THE BISTABLES HAD BEEN PLACED IN A TRIPPED CONDITION WHILE
PERFORMING TRANSMITTER VOLTAGE CHECKS, WHICH ESSENTIALLY REDUCED THE ANTICIPATORY
TRIP FOR LOSS OF FEEDWATER TO A LOW STEAM GENERATOR WATER LEVEL TRIP ALONE.
DURING STARTUP AND LOW POWER OPERATION, OSCILLATIONS IN LEVLL ARE LIKELY AS THE
UNIT LOAD IS INCREASED. NO. 24 STEAM GENERATOR WATER LEVEL CONTROL SYSTEM (JB)
WAS IN AUTOMATIC AT THE TIME, AND THE LEVEL SWINGS WHICH RESULTED WHEN THE UNIT
WAS SYNCHRON{EED AND LOAD WAS INCREASED RESULTED IN A REACTOR TRIP WHEN NO. 24
STEAM GENERATOR WATER LEVEL DECREASED TO TWENTY-FIVE PERCENT. AUTOMATIC
ACTUATION OF THE REACTOR PROTECTION SYSTEM IS REPORTABLE IN ACCORDANCE WITH THE
CODE OF FEDERAL REGULATIONS, 10 CFR 50.73 (A)(2)(IV).

[256) SALEM 2 DOCKET 50-311 LER 85-005
REACTOR TRIP FROM 17.55 POWER DURING STARTUP OPERATIONS.
EVENT DATE: 041785 REPORT DATE: 051785 NSSS: WE TYPE: PWR

(NSIC 194802) ON APRIL 17, 1985 DURING UNIT STARTUP OPERATIONS, A " WATER HAMMER"
KOISE WAS HEARD IN THE REHEAT STEAM LINE ASSOCIATED WITH NO. 21 STEAM GENERATOR
FEED PUMP. AN EQUIPMENT OPERATOR OPENED A STEAM TRAP DRAIN VALVE. A SOLID STREAM
OF WATER ISSUED FROM THE TRAP. WHILE IN THE PROCESS OF DRAINING WATER FROM THE
REHEAT STEAM LINE, NO. 21 STEAM GENERATOR FEED PUMP SPEED AND DISCHARGE PRESSURE
DECREASED SHARPLY. THIS WAS FOLLOWED BY DECREASING STEAM GENERATOR WATER LEVELS.
THE AUXILIARY FEEDWATER PUMPS WERE STARTED, AND A UNIT LOAD REDUCTION WAS
INITIATED. THE WATER LEVEL IN NO. 24 STEAM GENERATOR REACHED LOW-LOW LEVEL
SETPOINT (81), WHICH RESULTED IN A REACTOR / TURBINE TRIP. THE CAUSE OF THE
REACTOR TRIP WAS THE INABILITY OF THE STEAM TRAPS TO ADEQUATELY REMOVE THE
CONDENSATE WHICH HAD COLLECTED IN NO. 21 STEAM GENERATOR FEED PUMP REHEAT STEAM
SUPPLY LINE. THE ROOT CAUSE WAS ATTRIBUTED TO CRUD AND CORROSION PRODUCTS
(NORMALLY FOUND IN STEAM DRAIN PIPING), WHICH COLLECTED IN THE REHEAT STEAM DRAIN
LINE PIPING FOLLOWING THE EXTENDED SHUTDOWN FOR REFUELING. BECAUSE OF THE
AUTOMATIC ACTUATION OF THE REACTOR PROTECTION SYSTEM, THIS EVENT IS REPORTABLE IN
ACCORDANCE WITH 10CFR 50.73(A)(2)(IV).

(257) SALEM 2 DOCKET 50-311 LER 85-006
TURBINE TRIP ON LOW LUBE OIL PRESSURE.
EVENT DATE: 042385 REPORT DATE: 052385 NSSS: WE TYPE: PWR

(NSIC 194759) ON APRIL 23, 1985 DURING ROUTINE POWER OPERATIONS, A REACTOR TRIP
,

( WAS INITIATED BY A TURBINE TRIP, WHEN A PARTIALLY FILLED MAIN TURBINE LUBE OIL
COOLER WAS PLACED IN SERVICE. TESTING VERIFIED THAT THE COOLER VENT LINE REMAINS
FULL OF OIL, EVEN WHEN THE COOLER IS PARTIALLY DRAINED. WHEN THE OUT-OF-SERVICE
COOLER WAS PRESSURIEED. THE RESIDUAL OIL FLOW OBSERVED IN THE LUBE OIL COOLER
VENT LINE " BULL'S-EYE" PROVIDED FALSE INDICATION THAT THE COOLER WAS FULL. THE
COOLER WAS THEN PLACED IN SE3VICE, AND A MOMENTARY DROP IN TURBINE LUBE OIL
PRESSURE RESULTED IN THE TURBINE / REACTOR TRIP. THE ROOT CAUSE OF THE EVENT WAS
DETERMINED TO BE THE LACK OF SUFFICIENT PROCEDURAL GUIDANCE TO ENSURE THAT
OPERATORS CLEARLY DISTINGUISH THE DIFFERENCE BETWEEN RESIDUAL VENT LINE OIL AND A
SOLID STREAM OF OIL, WHICH VERIFIES THAT THE COOLER IS COMPLETELY FULL. TO
PRECLUDE RECURRENCE, THE MAIN TURBINE LUBRICATING OIL SYSTEM OPERATING PROCEDURE
WAS REVISED TO INCLUDE A SECTION SPECIFICALLY ADDRESSING THE ROTATION OF THE
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IN-SERVICE OIL COOLER. THE TURBINE TRIP AND THE REACTOR T3IP OCCURRED AS
REQUIRED TO PREVENT TURBINE BEARING DAMAGE, AND TO MINIMIEE THE PRIMARY PLANT
TRANSIENT. AUTOMATIC ACTUATION OF THE REACTOR PROTECTION SYSTEM IS REPORTABLE IN
ACCORDANC3 WITH 10 CFR 50.73(A)(2)(IV).

[258] SALEM 2 DOCKET 50-311 LER 85-008
MAIN GENERATOR " LOSS OF FIELD" RELAY FAILURE.
EVENT DATE: 050285 REPORT DATW: 053185 NSSS: WE TYPE: PWR

(NSIC 194760) ON MAY 2, 1985, DURING ROUTINE POWER OPERATION, A REACTOR TRIP WAS
INITIATED BY A TURBINE TRIP. THE INITIATING EVENT WAS THE OPERATION OF THE MAIN
GENERATOR " LOSS OF FIELD" RELAY. THIS, IN TURN, ACTUATED THE GENERATOR

i " MULTI-TRIP" RELAY, RESULTING IN A GENERATOR. TURBINE, AND REACTOR TRIP.
INVESTIGATICN REVEALED THAT THE " LOSS OF FIELD" RELAY (RELAY #10 - TYPE CEM-11A)
WAS INSTALLED INCORRECTLY. THE RELAY WAS WIRED ACCORDING TO THE ELECTRICAL
SCHEMATIC 3 HOWEVER, THE ELECTRICAL SCHEMATIC WAS NOT CORRCCT. THE ELECTRICAL
SCHEMATIC HAD BEEN REVISED DUE TO THE RECENT GENERATOR CHANGEOUT. THE CEH-11A
RELAY WAS NOT INCLUDED IN THE REVISION: HOWEVER, IT WAS RE-DRAWN BECAUSE OF THE
CLOSE PROXIMITY OF THE REVISED CIRCUITS. THE RELAY WAS INADVERTENTLY RE-DRAWN
(AND SUBSEQUENTLY PHYSICALLY CONNECTED) TO THE WRONG PHASE OF THE BUS. THE ROOT
CAUSE WAS DETERMINED TO 3E A PROCEDURAL INADEQUACY, IN THAT ONLY THOSE PORTIONS
OF THE ELECTRICAL SCHEMA 2IC WHICH HAD BEEN REVISED WERE REVIEWED, AND THE REVIEW
PROCESS DID NOT INCLUDE A REVIEW OF THOSE PORTIONS OF THE SCHEMATIC WHICH WERE
RE-DRAWN WHILE IMPLEMENTING THE REVISION. THE RELAY WIRING AND DRAWINGS WERE
SUPSEQUENTLY CORRECTED, AND ALL GENERATOR PROTECTIVE CIRCUITS WERE D2 SIGN
VERIFIED. FUTURE DRAWING REVISIONS WILL ALSO INCLUDE A REVIEW OF THOSE PORTIONS.
OF THE CIRCUITS WHICH WERE RE-DRAWN.

[259] SAN ONOFRE 1 DOCKET 50-206 LER 85-004
LOSS OF MAIN FEEDWATER PUMP OCCURS.
EVENT DATE: 021185 REPORT DATE: 0313P5 NSSS: WE TYPE: PWR
VENDOR: BYRON JACKSON PUMPS. INC.

(NSIC 194164) ON 2-10-85, AT 2233, UNIT 1 COMMENCED STARTUP FROM SUCCESJFUL MODE
3 SAFETY INJEL? ION SYSTEM (SIS) SURVEILLANCE TESTING. AT 0152, ON 2-11-85 A HIGH
BEARING TEMPERATURE ALARM WAS RECEIVED ON THE THRUST BEARING OF THE EAST MAIN
FEEDWATER PUMP (EMFWP). THE EMFWP IS USED AS BOTH A FERDWATER AND AS A SAFETY
INJECTION PUMP. LOCAL INSPECTION FOUND THE THRUST BEARING MOT AND THE DEFLECTOR
RING SHATTERED. AS A RESULT, AT 0210, THE PUMP WAS DECLARED INCPERABLE, AND

i BECAUSE BOTH EAST AND WEST PUMPS ARE REQUIRED IN MODE 2, SHUTDOWN WAS INITIATED
AS REQUIRED BY TECH SPEC 3.0.3. SUBSEQUENT INVESTLJATION HAS CONCLUDED AFTER
EXAMINATION OF THE EMFWP, THAT THE THRUST BEARING FAILED DUE TO CONTAMINATION OF

'

THE PUMP OIL WITH WATER FROM THE PUMP SEAL WATER SYSTEM. AS CORRECTIVE ACTION,
THE ROTATING ELEMENT AND THE FAILED BEARING WERE REPLACED BY SPARES AND THE LUBE
OIL SYSTEM WAS RESTORID. PROCEDURES ON PUMP OPERATION HAVE BREN REVISED TO

| PRECLUDE OIL CONTAMINATION.

[260| SAN ONOFRE 1 DOCKET 50-206 LER 85-009
PLANT VENT NOBLE GAS ACTIVITY MCNITOR HAS INCORRECT SETPOINT.
EV2NT DATE: 030185 REPORT DATE: 052885 NSSS: WE TYPE: PWR

l

(NSIC 194739) TECH SPEC 3.5.9 REQUIRES THAT THE PLANT VENT NOBLE GAS ACTIVITY
MONITOR R-1219 (EZIS COMPONENT CODE RI) BB SET TO A VALUE DERIVED FROM THE
OFFSITE DOSE CALCULATION MANUAL (ODCM). ON 3/1/05, WITH UNIT 1 AT 675 POWER, THE
MONITOR SETPOINT WAS NOT RESET DURING A PLANNED RELEASE. IT WAS INADVERTENTLY
LEFT AT THE PREVIOUS VALUE, WHICH WAS 195 ABOVE THE ODCM VALUE. THE PATNWAY WAS,

| MONITORED AND THE ACTUAL ACTIVITY REMAINED LESS THAN 1.45 OF 10 CFR 20 LIMITS.
THE CORRECT SETPOINT WAS SPECIFIED ON THE PERMIT, HOWEVER, THE OPERATORS HAD

.- - _ __ - - - . ._- - - , - , , - - , - .
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BECOME ACCUSTOMED TO THE PREVIOUS SETPOINT AND FAILED TO RECOGNIZE THAT A
SETPOINT CHANGE WAS REQUIRED. THE ERROR WAS REVEALED DURING A POUTANE REVIEW OF
RELEASE PERMITS CONDUCTED ON 5/3/85. CORRECTIVE ACTION WILL BE TAKEN TO
REORGANIEE THE PERMIT FORMAT TO CLEARLY DIRECT THE OPERATOR TO VERIFY THE
SETPOINT IS CORRECT AND TO INCORPORATE IN THE PROCEDURES ADDITIONAL GUIDANCE ON
COMPLETING THE PERMIT AND EVALUATING THE SETPOINT. THIS EVENT WAS ALSO DISCUSSED
IN SHIFT BRIEFINGS TO STRESS THE NEED FOR ATTENTION TO DETAIL.

[261) SAN ONOFRE 1 DOCKET 50-206 LER 85-010
FAILURE TO MAKE CONTINUOUS 4-HOUR ESTIMATES OF STACK FLOW.
EVENT DATE: 050885 REPORT DATE: 060785 NSSS: WE TYPE: PWR

(NSIC 194824) TECH SPEC LIMITING CONDITION FOR OPERATION 3.5.9, ACTICN STATEhENT
24, STATES THAT WHEN THE FAN FLOW INDICATION OF STACK WIDE RANGE GASEOUS MONITOR
R-1254 IS INOPERABLE, EFFLUENT RELEASES THROUGH THE STACK MAY CONTINUE PROVIDED
THE FLOW RATE IS ESTIMATED AT LEAST ONCE PER 4 HOURS. CONTRARY TO THIS, ON MAY 8,
1985, INVESTIGATION OF A SEPARATE EVENT REVFALED THAT WE HAD NOT MET THIS ACTION
STATEMENT ON SEVERAL OCCASIONS IN THE PAST. PRIOR TO THE MAY 8 INVESTIGATION,
INTERPRETATION OF LCO 3.5.9, ACTION STATEMENT 24, WAS THAT FLOW ESTIMATES WERE
REQUIRED ONLY DURING BATCK RELEASES. THEREFORE, THE PROCEDURE ADDRESSING THE
CONDITION OF R-1254 BEING OUT-OF-SERVICE DID NOT STATE THAT FLOW ESTIMATES WERE
REQUIRED WHENEVER THERE IS PLOW THROUGH THE STACK, REGARDLESS OF WHETHER OR NOT A
BATCH RELEASE IS IN PROGRESS. CORRECTIVE ACTION TAKEN WAS TO REVISE PROCEDURES
TO SPECIFICALLY REQUIRE STACK FLOW RATE ESTIMATES TO BE MADE WHENEVEk THE R-1754
FLOW INDICATOR IS OUT-OF-SERVICE. NO UNMONITORED RELEASES WERE MAE,E THROUGH THE

STACK AND ALL REQUIRED FLOW ESTIMATES WERE MADE DURING BATCH RELEAS9S. THERE
WERE ALWAYS GROSS ACTIVITY, NOBLE GAS, PARTICULATE, AND IODINE MOW 1 TORS OPERABLE,
AND, IF IT HAD BEEN NECESSARY, FLOW RATES COULD HAVE BEEN E' 4IMATBC DURING TIMES
THE R-1254 FLOW INDICATOR WAS OUT OF SERVICE BY OBSERVING TnE NUMBER OF VENT
STACK FANS THAT WERE OPERATING.

[262] SAN ONOFRE 2 DOCKht 50-361 LER 85-012
PRECAUTIONARY EVACUATION OF FIRE WATCH DUF TO AMMONIA RELEASE.
EVENT DATE: 031985 REPORT DATE: 041585 NSS3: CE TYPE: PWR

(NSIC 194815) ON MARCH 19, 1985, AT 0700, WITH UNIT 2 IN MOLE 4, A CONTINUOUS
FIRE WATCH POSTED IN THE UNIT 2 ELECTRICAL CABLE TUNNEL WAS EVACUATED AS A
PRECAUTIONARY MEASURE DUE TO THE SMELL OF AMMONIA GAS. THE FIRE WATCH WAS
REQUIRED PURSUANT TO TECH SPEC 3.7.8.2 FOR AN INOPERABLE FIRE SUPPRESSION SYSTEM.
AN INVESTIGATION WAS PERFORMED TO DETERMINE THE SOURCE OF THE AMMONIA GAS. THE
STEAM TRAP DRAINS IN THE MAIN STEAM ISOLATION VALVE (MSIV) AND AUXILIARY FEED
BUILDING AREAS WERE ALIGNED TO THE ATMOSPHERE AND RELIEVING STRAM AND AMMONIA
WHICH WAS BEING DRAWN IdTO THE CABLE TUNNEL BY THE EXHAUST FAN. THE AMMONIA HAD
BEEN ADDED TO THE STEAM CENERATORS DURING A RECENT OUTAGE TO CONTROL PH. THE
FIRE WATCH WAS REESTABLISHED AT 1030 ON MARCH 19, 1985, AFTER VENTILATING THE
CABLE TUNNEL WITH PORTABLE EXHAUST FANS. IN ADDITION, OPERATIONS ALIGNED THE

| STEAM TRAPS TO THE CONDENSER AMD ISOLATED THE SOURCE OF THE AMMONIA AT .

( APPROXIMATELY 1100. THE AMMONIA GAS WAS NOT OF HIGH ENOUGH CONCENTRATION TO
PRECLUDE ESSENTIAL PERSONNEL FROM PERFORMING DUTIES NECESSARY FOR SAFE OPERATION
OF THE PLANT.

[263] SAN ONOFRE 2 DOCKET 50-361 LER 85-025
IMPROPERLY INSTALLED SAMPLE PUMP FOR CONDENSER VACUUM RAD MONITOR.
EVENT DATE: 033085 REPORT DATE: 051585 NSSS: CE TYPE: PWR

(NSIC 194495) ON 3-30-85 AT 0930 AND AGAIN ON 3-31-85 AT 0930 WITH UNIT 2 IN MODE
4 AN AUX SAMPLE PUMP, USED TO TAKE NOBLE GAS, PARTICULATE AND IODINE SAMPLE 3 FROM
THE CONDENSER EVACUATION SYSTEM WHEN THE NORMAL MONITORING EQUIPMENT IS OUT OF

I

!
4
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| ' 5ERVICE, WA8 IMPROPERLY INSTALLED, RENDERING BOTH THE MONITOR AND THE AUX
j SANFLING EQUIPMENT INOPERAALE. A5 A RESULT, TECM SPFC LCO 3.3.3.9, ACTION
| STATEMENT 40, WAS NOT NET. IN BACM INSTANCE. THE IMPROPER INSTALLATION EXISTED
; APPROK 12 Mas BEFORE IT WA8 DISCOVERED AND CORRECTED. THE CAUSE OF TNIS EVENT I

j WAS PERSONNEL BEROR. TNE RESPONSIBLE TECHNICIAN MAD PERFORMED THE SANFLE PUNP
i INSTALLATION SEVERAL TIMES PRIOR TO THIS EVENT, BUT THIS TIME NE ATTEMPTED TO
i INSTALL THE PUMP FROM MENORY, WILTHOUT TAKING THE APPLICABLE PROCEDURE WITH NIN.

'

NE ALSO FAILED TO COMPLETE A PROCEDURALLY REQUIRED FORM THAT WOULD MAVE INITIATED
$ TWE INDEPENDENT SECOND VERIFICATION. CORRECTIVE ACTION TAKEN WAS TO DISCUSS TNIS
! BVENT WITN APPROPRIATE PERSONNEL. EMPNA5IIING THE IMPORTANCE OF USING PROCEDURB5,

,

AND TO TAKE DI5CIPLINARY ACTION AGAINST.THE RESPONSIBLE TECHNICIAN. TMERE WAS NO i

SAFETY SIGNIFICANCE TO THIS EVENT BBCAUSE NO DETECTABLE PRIMARY-TO-SECONDARY
'LEAKS EXISTED. IN TNE EVENT OF A SG TUBE LEAK, ACTIVITY IN THE SECONDARY SIDE

; WLULD MAVE BERN DETECTED BY TME 3G BLOWDOWN MONITOR.
3

1

[264) SAN ONOFRE 2 DOCKET 50-361 LER 85-024
REACTOR TRIP DUE TO LOOP COLD LEG TEMPERATURE DIFFERENCE.
EVENT DATE: 041605 REPORT DATE: 051585 N358: CE TYPE: PWR

! (NSIC 194772) ON 4/16/05, AT 0033 WITN UNIT 2 IN NODE 2 AND OPERATING WITN ONE
! MAIN STRAM ISOLATION VALVE (MSIV) OPEN AND ONE 8 NUT, THE REACTOR TRIPPED IN
. RESPONSE TO LOW DEPARTURE FROM NUCLEATE BOILING RATIO (DNBR) TRIP SIGNALS FRON
! CORE PROTECTION CALCULATORS (CPC's) A AND 3. THE LOW DNBR SIGNALS WERE GENERATED '

i DUE TO A TEMPERATURE DIFFERENCE BETWEEN REACTOR COOLANT SYSTEM (RCS) LOOP COLD
5 'LEG TEMPERATURES. ALL CONTROL AND SAFETY SYSTEM 5 WERE VERIFIED TO NAVE

FUNCTIONED PROPERLY. THE REACTOR TRIP RESULTED FROM PENALTY FACTORS APPLIED BY
TME CPC'8 WNICM ARE BASED ON PLANT OPERATION AT 20 PERCENT OR ABOVE. A8 !

] CORRECTIVE ACTION, CPC OPERATION USING PENALTY FACTORS BASED ON ACTUAL UNIT PCPER
} WILL BE REVISED TO FACILITATE PLANT CONTROL WHEN OPERATING WITN ONE MSIV OPEN AND
j ONE SMUT.
]

[265) 5AN ONOFRE 2 DOCKET 50-361 ,LER 85-026' fUNANALYEED CNENISTRY SAMPLES.
? EVENT DATE: 04to85 REPORT DATE: 051685 N5SS: CE TYPE: PWR

OTNER UNITS INVOLVED: SAN ONOFRE 3 (PWR)3
1

! (NSIC 194731) ON 4/16/05, A REVIEW OF RFFLUENT SAMPLES REVEALED TWO INSTANCES IN
i NMICN SAMPLES MAD NOT BREN PROPERLY COUNTED. UNIT 2 STRAM GENERATOR BLOWDOWN WAS
; INITIATED ON 3/29/05 WITN TME EFFLUENT MONITOR OUT OF SERVICE. ONE OF TNE TECN
i SPEC REQUIRED DAILY 5AMPLES WAS ANALYSED APPROXINATELY 19 NOURS LATE. ON
! 3/29/05, A CNARCOAL IODINE COMPOSITE SAMPLE FROM TNE UNIT 3 AIR EJECTOR GA5BOUS

MONITOR WAS INADVERTENTLY DISCARDED. THE TECM SPEC REQUIRES TNE SAM #LE BE,

] ANALYEED WEEKLY. THE 47 NR. , 45 MIN. OF LOST DATA WILL BE ESTINATED. TNERE WAS
1 NO BAFETY SIGNIFICANCE TO TNESE EVENTS BBCAUSE THE PLOW PATNS WERE CONTINUOUSLY [
} NONITORBD BY OTNER INSTRUMENTS, AND ANALYSIS OF OTNER AVAILABLE DATA CONFIRMED
| TME ACTIVITY LEVELS WERE WITNIN TME EXPECTED RANGE. THESE INSTANCES RESULTED
| FROM OVERSIGHT BY CNENISTRY TBCNNICIANS. THESE EVENTS WERE DISCUSSED WITN ALL OF
j THE CNENISTRY TECNNICIANS TO ENPNASIRE THE NEED TO ANALYBE SAMPLES PROMPTLY AS
| REQUIRED, AND BOTH INDIVIDUALM RECEIVED APPROPRIATE DISCIPLINARY ACTION. TNE

ADMINISTRATIVE CONTROLS NAVE BEEN STRENGTMENED TO BEDUCE THE OPPORTUNITY FOR
'

SIMILAR BEROR5. TWE NONITOR STATUS BOARD IN THE CNENISTRY LABORATORY NAS BREN
.

NODIFIED TO CLEARLY INDICATE WNEN SAMPLES ARE REQUIRED. ADDITIONALLY, A.

| SUPEaVISOR WILL VERIFY THE PROPER BAMPLE RECORDS MAVE BREN COMPLETED PRIOR TO THE
| DISPOSAL OF CONPOSITE SAMPLE CARTRIDGES.

I i

|
'

|
!

l
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[266] SAN ONOFRE 2 DOCKET 50-361 LER 85-0284

'

REACTOR TRIP CAUSES MAIN STEAM ISOLATION VALVE TO FAIL SMUT.
EVENT DATE: 041995 REPORT DATE: 052085 NSSS: CE TYPE: PWR
VENDOR: WKM VALVE DIVISION

(MSIC 194682) ON APRIL 19, 1985, WITH UNIT 2 IN MODE 1 AT 5 05 POWER, A PRESSURE
REGULATOR (EIIS COMPONENT CODE RG) FAILED IN THE NITROGEN SUPPLY TO MAIN STRAM
ISOLATION VALVE (MSIV) (EIIS COMPONENT CODE ISV) 2HV-8205. THE MSIV SHUT,

i ISOLATING MAIN STEAM FROM ONE STEAM GENERATOR (EIIS COMPONENT CODE SG). THE
' RESULT WAS AN IMBALANCE IN THE PLANT OPERATIONS CAUSING AN INCREASE IN LOOF

TEMPERATURE DIFFERENCE IN THE REACTOR COOLANT SYSTEM (RCS) (IIIS COMPONENT CODE
AB). THE CORE PROTECTION CALCULATORS (CPCS) (EIIS COMPONENT CODE CPU) GENERATED

{ TRIP SIGNALC BASED UPON EXTRAPOLATED RCS LOOP TEMPERATURE DIFFERENCE OF 18
DEGREES BETh3EN COLD LEGS. AS A RESULT, AT 1224, A REACTOR TRIP WAS GENERATED BY
THE CPCS. THE ACTUAL MEASURED AVERAGE COLD LEG TEMPERATURE DIFFERENCE WAS 4.83
DEGREES. ALL RSSENTIAL CONTROL AND SAFETY SYSTEMS FUNCTIONED PROPERLY DURING AND
AFTER THE TRIP. THC FAILED NITROGEN PRESSURE REGULATOR WAS REPLACED AND THE MSIV
TESTED AMD RESTORED TO OPERABILITY. AS ADDITIONAL CORRECTIVE ACTION, PROCEDURE
8023-0-38, " ROUTINE OPERATIONS AND IhSPECTIONS", WAS CHANGED TO REQUIRE
MONITORING OF MSIV NITROGEN SYSTEM PRESSURE AND NITROGEN SOTTLE PRESSURE ONCE PER
SHIFT TO REDUCE THE PROBABILITY OF AN UNDETECTED FAILURE OF THE MSIV NITROGEN

d SYSTEM.

i [2671 SAN ONOFRE 2 DOCKET 50-361 LER 85-029
'

SPURIOUS TOXIC GAS ISOLATION SYSTEM (TGIS) ACTUATIONS.
EVENT DATE: 05C485 REPORT DATES 052985 NSSS: CE TYPE: PWR
OTHER UNITS INVOLVEUs SAN ONOFRE 3 (PWR)

,

(NSIC 194496) ON 5-4-85 AT 1550 WITH UNIT 2 IN MODE 1 AND UNIT 3 IN MODE 1 AT
j 1005 POWER, A SPURIOUS TGIS TRAIN 'A' ACTUATION OCCURRED. SUBSEQUENT TO THIS
| DATE. AN ADDITIONAL SPURIOUS ACTUATION OCCURRED ON 5/11. THE CONTROL ROOM
'

EM2RGENCY AIR CLEANUP SYSTEM (CREACUS) ACTUATED AS REQUIRED. EACH ACTUATION WAS
VERIFIED TO BE SPURIOUS BY CONFIRMING THAT THE METER INDICATIONS ON THE TGIS

I PANEL WERE LESS THAN THEIR RESPECTIVE SETPOINTS, AND TGIS WAS RESET. PREVIOUS
j OCCURRENCES OF THIS EVENT WERE MOST RECENTLY DISCUSSED IN LER 85-010 (DOCKET NO.

50-361). SPURIOUS TGIS ACTUATIONS HAVE BEEN A RECURRING EVENT, AND HAVE BREN THE
RESULT OF ONE OR MORE OF THE FOLLOWING CONDITIONS: OVERLY CONSERVATIVE ALARM
SBTFOINTSs ELECTRICAL NOISE 3 RAPID TEMPERATURE AND PRESSURE CHANGES: RADIO,

| TRANSMISSIONS 3 VISRATION AND DUST AND DIRT ACCUMULATION. CORRECTIVE ACTIONS HAVE
I SIGNIFICANTLY REDUCED THE NUMBER OF SPURIOUS ACTUATIONS. A TECH FPEC AMENDMENT
i NAS IMPLEMENTED MORE APPROPRIATE SETPOINTS WHICH SHOULD FURTHER REDUCE THE NUMBER
} OF SPURIOUS ACTUATIONS. A TGIS TA3K FCkCE MAS RECORMRNDEP. ADDITIONAL CORRECTIVE
' ACTIONS, WHICH ARE DISCUSSED IN DETAIL' IN LER 85-010. IhPLEMENTATION OF THESE

CORRECTIVE ACTIONS IS CURRENTLY IN PROGRESS.

[268] SAN ONOFRE 2 DOCKET 50-361 LER 85-030
'

DELINQUENT SURVEILLANCE FOR LOCKED FIRE DOORS.
1 EVENT DATE: 050685 REPORT DATE: 060385 NSSS: CE TYPE: PWR
OTNER UNITS INVOLVED: SAM ONOFRE 3 (PWR)

(NSIC 194773) TECH SPEC 4.7.9.1.D REQUIRES VAR 1FICATION OF THE POSITION OF EACH
LOCKED CLOSED FIRE DOOR EVERY SEVE14 DAYS. ON 5/15/05, DURING A DOCUMENTATION
REVIEW BY TME EMERGENCY SERVICE ORGANISATION OF FIRE DOOR SURVEILLANCES. IT WAS
DETERMINED THAT THE 7-DAY SURVEILLANCE SCHEDULED FOR 5/4/85 WAS NOT PERFORMED AND
THE 255 EXTENSION ALLOWED IN TECH SPEC 4.0.2 WAS EXCEEDED ON 5/6/05. A REVIEW OF
THE PREVIOUS SURVEILLANCE ON 4/25/05 AND THE SUBSEQUENT SURVEILLANCE ON 5/11/05
DID NOT IDENTIFY ant DEFICIENCIES IN THE POSITION OF THE LOCKED FIRE DOORS. IN
ADDITION, THE ADMINISTRATIVE CONTROLS FOR THE ACCESS OF LOCKED FIRE DOORS
REQUIRE, PRIOR TO ACCESS, THAT AUTHORISATION FROM EMERGENCY PREPAREDNESS BE

__ , . __ _ _ . _ . . _ _ - _ _ _ _ _ _ . . __ . _ . _ ._ _ ._ . _ . _ . _ _ . . _ _ ~ . _ . . _
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' RECEIVED IN WRITING AND A FIRE WATCH ESTABLISHED. THERE IS NO EVIDENCE THAT
THESE CONTROLS WERE VIOLATED BECAUSE OF THIS IT HAS BEEN CONCLUDED THAT THERE
WAS NO SIGNIFICANCE TO THIS EVENT. THE CAUSE OF THIS EVENT WAS OVERSIGHT. THE

f- INSPECTOR FAILED TO REVIEW THE DAILY WORK SCHEDULE TO DETERMINE IF HE MAD BEEN
ASSIGNED SURVEILLANCES. AS CORRECTIVE ACTION THE INSPECTOR WAS DIECIPLINED AND
ALL OTHER INSPECTORS WERE MADE AWARE OF THIS EVENT. IN ADDITION, THE

ADMINISTRATIVE CONTROLS FOR VERIFYING SURVEILLANCE COMPLETION WERE STRENGTIIENED
TO ENSURE COMPLIANCE WITH THE SURVEILLANCE SCHEDULES.

j

[269] SAN ONOFRE 2 DOCKET 50-361 LER 85-027
CONTAINMENT PURGE ISOLATION SYSTEM SPURIOUS ACTUATION.
EVENT DATE: 050705 REPORT DATE:- 052985 M555: CE TYPE: PWR

(NSIC 194681) ON MAY 7, 1985 AT 2216, WITH UNIT 2 AT 1005 POWER, THE TRAIN "A"
1

J CONTAINMENT PURGE ISOLATION SYSTEM (CPIS) (EIIS SYSTEM CCDE VA) SPURIOUSLY
ACTUATED APARENTLY DUE TO AN ELECTRICAL NOISE SPIKE ON CONTAINMENT AREA RADIATION
MONITOR 2RT-7856 (EIIS COMPONENT CODE RIT). CONTAINMENT RADIATION LEVELS WERE
VERIFIED TO BE BELOW THE CPIS ACTUATION SBTFOINT AND CPIS WAS RESET AT 2235. THE
CPIS ACTUATION CORRESPONDED WITH THE STARTING OF HIGH PRES 5URE SAFETY INJECTION
(EIIS SYSTEM CODE BQ) PUMP (E115 COMPONENT CODE P) 2P-018 WHICH MAY HAVE CAUSED
AN ELECTRICAL NOISE SPIKE ON 2RT-7856. THE CAUSE OF THE ACTUATION AND THE
SUSPECTED PRESENCE OF ELECTRTICAL NO133 IS UNDER INVESTIGATION A5 REPVIOUSLY
REPORTED IN LERS 84-004, 84-049, 84-061,.04-071, 84-076, 85-009, 85-023 (DOCKET
NO. 361) AND 84-010 (DOCKET NO. 50-362). OUR PRELIMINARY INVESTIGATION hAS BREN

j COMPLETED, AND WE ARE CURRENTLY PERFORMING A DETAILED STUDY OF THE PLANT GROUND
SYSTEM, WHICH BEGAN IN MARCH 1985. COMPLETION OF THE GROUND SYSTEM STUDY IS
SCHEDULED FOR NOVEMBER 1, 1985, AND UPON DETERMINATION OF CORRECTIVE ACTION, WE
WILL SUBMIT A REVISION TO LER 84-002. THERE ARE NO CREDIBLE CIRCUMSTANCES UNDER
WHICH THIS EVENT WOULD HAVE BEEN MORE SEVERE.

'

[270) SAN ONOFRE 2 DOCKET $0-361 LER 85-031
ELECTRICAL PROBLEMS RESULT IN DROPPED CONTROL ELEMENT ASSEMBLIES.
EVENT DATE: 051885 REPORT DATE: 061285 NSSS: CE TYPE: PWR-

i

j (NSIC 194839) ON 5/18/85, AT 0427 THE REACTOR TRIPPED IN RESPONSE TO LOW
DEPARTURE FROM NUCLEATE BOILING RATIO (DNBR) TRIP SIGNALS. THE LOW DNBR SIGNALS
WERE GENERATED AS A RESULT OF CONTROL ELEMENT ASSEMBLY (CEA) (EZIS COMPONENT CODE 6

ROD) SUBGROUP 6 DROPPING INTO THE CORE. ALL SAFETY SYSTEMS WERE VERIFIED TO MAVE
FUNCTIONED PROPERLY. A MISSING LUG NUT, ON A LEAD FROM A CARD CAGE (EIIS

j COMPONENT CODE IMOD) TO A GROUND BUS (EIIS COMPONENT CODE GBU) COMMON TO CBA
j SUBGkOUPS 5 AND 6, CAUSED ABNORMAL ENERGI5ATION OF THE SUBGROUP 6 POWER COILS AND
7 THE RESULTING HIGH CURRENT CAUSED THE SUBGROUP 6 5UPPLY BREAKER (5115 COMPONENT

CODE BKR) TO TRIP AND THE SUBGROUP 6 CEA'S DROPPED INTO THE CORE. THE LEAD WAS
| RE-TERMINATED ON THE CARD CAGE. ALL UNIT 2 AND 3 CEA CONTROL PANEL 5 WERE CHECKED
f FOR SIMILAR LOOSE CONNECTION 53 NOWEVER, NOME WERE FOUND. EVEN THOUGH THE CAUSE OF
i THE LOOSE CONNECTION COULD NOT BE DETERMINED, IT IS POSSIBLE TNAT THE LUG NUT WA5
i NOT INITIALLY INSTALLED OH WAS REMOVED BUT NOT RESTORED DURING EARLIER
I MAINTENANCE. THE CEA CONTROL CIRCUITRY WAS SATISFACTORILY TESTED PRIOR TO

RETURNING THE UNIT TO SERVICE. NO FURTHER ACTION IS PLANNED.

[2711 SAN ONOFRE 2 DOCKET 50-361 LER 85-034
i HYDROCARBON ANALYSER FLAME-0UT CAUSES TOXIC GA5 ISOLATION SYSTEM ACTUATION.

EVENT DATE: 052885 REPORT DATE: 062585 N555: CE TYPE: PWR
OTHER UNITS INVOLVED: SAN ONOFRE 3 (PWR)

4

(NSIC 194775) ON 5/28/05, AT 0302 WITH UNITS 2 AND 3 BOTH AT 1005 POWER, T0XIC,

i GAS ISOLATION SYSTEM (TGIS) TRAIN 'B' (EZIS SYSTEM CODE VI) ACTUATED ON AN
I INSTRUMENT FAILURE SIGNAL. THE CONTROL ROOM EMERGENCY AIR CLEANUP SYSTEM
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(CREACUS) (EIIS SYSTEM CODE VI) ACTUATED AS REQUIRED. %EE CAUSE OF THE TGIS J ;

ACTUATION WAS A NYDROCARBON ANALYEER (EIIS COMPONENT CODE 45) FLAME-OUT. AT
0325, THE FLAME WA5 RE-ESTABLISHED AND TGIS WAS RE8kT. THE CAUSE OF THE
FLAME-OUT CONDITION WAS AN ERROR IN EXCHANGING HYDROGEN BOTTLES. APPROXIMATELY 1,

NOUR BEFORE THE TGIS ACTUATION, THE STANDBY HYDROGEN BOTTLE WAS PLACED IN SERVICE

A5 TME INSERVICE BOTTLE REQUIRED REPLACEMENT. INVESTIGATION AFTER THE ACTUATION
FOUND THE STANDBY BOTTLE'S SHUTOFF VALVE (EIIS COMPONENT CODE SHV) TO BE CLOSED.
OPERATING INSTRUCTION S023-3-2.29, "TOKIC GAS ANALYEER OPERATION," WILI BE
REVISED TO INCLUDE A REQUIREMBET TO VERIFY THAT TER SHUTOFF VALVE TO THE STANDBY,

| HYDROGEN BOTTLE IS OPEN WHEN PLACING THE STANDBY >AOTTLE IN SERVICE. IN ADDITION,
A DESIGN CNANGE SINCE TME EVENT REMOVED THE HYDROCARBON ANALYEER CHANNEL FAILURE

! SIGNAL FROM THE TGIS ACTUATION LOGIC, SUCH THAT A FLAME-OUT ONLY RESULTS IN A
CONTROL ROON ANNUNCIITOR ALARM.

[272) SAN ONOFRA 3 DOCKET 50-362 LER 85-001
PRES 5URIEER SPPAY VALVE LEAKS.
RVENT DATE: 912785 REPORT DATE: 022685 NSSS: CE TYPE: PWR

!

) VENDOR: MAMMEL DANL

h
- (NSIC 194181) ON 1-27-85 AT 1320 A RCS WATER INVENTORY BALANCE INDICATED A 2.97

GPM LEAKAGE RATE, OF WHICH 1.73 GPM WAS DETERMINED TO BE UNIDENTIFIED LEAKAGE,,

EXCEEDING THE 1.0 GPM LIMIT OF LCO 3.4.5.2. AT 1330. THE ACS WAS ISOLATED. AT'

1350, IT WAS DETERMINED THE LEAK RATE MAD NOT BBCN REDUCJD," AND.A* 1412 A REACTOR
] SNUTDOWN WAS COMMENCED AND AN UNUSUAL EVENT WA5 DECLARED. AT 2248, ?%D AGAIN AT
j 0140 ON 1-28-85, CONTAINMENT PURGE ISOLA * ION SYSTEM (CPIS) TRAIN 'A' ALJ"ATED
i FROM CONTAINMENT AIRBORNE IODINE RESULTING FROM THE LEAK. THE 11NI-PURGE idt
'

PROGRESS AT 2248 WA5 ISOLATED. NO PURGE WAS IN PROGRESS AT 0140. <5UBSEQUENT
'

INVESTIGATION DETERMINED THE UNIDENTIFIED LEAKAGE ,WAS DUE TO FAILUBE OF THE STEM
PACKING ON PRES 5URIERR SPRAY VALVE 3PV-01005. THE PRESSURIEER SPEAY VALVE STEM
PACKING IS CURRENTLY UNDER REPAIR. TO PREVENT RECURRENCE, THE PRESSURIEER SPRAY

! VALVE PACKING AND PRB55URIBER SPRAY, VALVE'dYSTEH'WiLL DL MODIFIED DURING THE
,

FIRST REFUELING OUTAGE. THIS SUBMITTAL ALSO PROVIDES THC' REPORT PURSUANT TO LCO1

| 3.4.7, ACTION STATEMENT 'D', FOR RCS SPECIFIC ACTIVITY EXCEEDING 1.0
MICROCURIES/ GRAM DOSE EQUIVALENT I-131, WHICH WAS CAUSED BY IODINE SPIKING
FOLLOWING THE SHUTDOWN. SIMILAR OCCURRENCES WERE PREVIOUSLY REPORTED IN LERS

i 83-111, 84-005, 84-013, 84-015, 84-023, 84-037, 84-038, AND 84-039.
i

(273] SAN ONOPRE 3 DOCKET 50-362 LER 85-007
ENTRY INTO MODE 3 WITH SAFETY INJECTION TANK' DISCHARGE VALVES DE-ENERGIEED.
EVENT DATE: 031785 REPORT DATE: 041685 NSSS: CE TYPE: PWR

(NSIC 194810) ON 3/17/85, UNIT 3 WAS IN MODE 4 mfd BEING PREPARED FOR POWER
OPERATION FOLLOWING AN OUTA4'. REACTOR COOLANT SYSTEM (RCS) PRESSURE WAS 2250
PSIG, AND THE TEMPERATURE WA5 LESS THAN THE MOPE 3 BNTRY POINT OF 350F. THE
SAFETY INJECTION TANK (SIT) DISCHARGE CHECK VALVE 3 WERE BEING PRESSURE TESTED

'

WITH TME DISCNARGE VALVE 5 DE-ENERGIEED IN THE CLOSED POSITION. IN ORDER TO
I PERFORM THE TEST, AND PREPARE FOR ENTRY TO MODE'3,'RC5 TEMPERATURE WAS INCREASED
'

TO 340F. DURING A PERIOD OF APPROKIMATELY 10 MINUTES AT 0311, RCS TRMPERATURE
WAS INCREASED TO 351F, RESULTING IN NONCOMPLIANCE 'WITH THE REQUIREMENT 'TO HAVE
TNE VALVES DB-ENERGIEED OPEN IN MODE 3. THE AUXILIARY CONTROL OPERATOR (ACO)
BECAME INVOLVED IN THE SNIFTLY SURVEILLANCES AND ALLOWED THE WC5 TEMPERATURE TO
DRIFT UPWARDS. AT APPROXIMATELY 0320, PROMPT CORRECTIVE ACTION hAS INITIATED TO
RESTORE TNE TEMPERATURE TO LES5 TNAM 350F. THE ACO NAD RECOGNIRED THE INCREASING
TEMPERATURE TREND DEVELOPING BARLIER AND TOOK ACTION TO REDUCE TRE TEM?BRATURE
BUT FAILED TO VERIFY THAT HIS CORRECTIVE ACTION HAD BREN SATISPACTORY. DURING
SHIFT BRIEFINGS TO REVIEW TNIS INCIDENT, EMPHASIS WILL BE PLACED ON THE NECESSITY
TO CAREFULLY MONITOR AND CONTROL RCS TEMPERATURE WHEM THE RCS TEMPERATURE IS .s

BEING MAINTAINED NEAR A MODE CHANGE POINT.

s
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[274) SAN ONOFRE 3 DOCKET 50-362 LER 85-010
REACTOR TRIP DUE TO REACTOR PROTECTION SYSTEM COMPONENT FAILURES.i

EVENT DATE: 032985 REPORT DATE: 042985 M855: CE TYPE: PWR
VENDOR: ELECTRO-MECMANICS

!

|
(MSIC 194840) ON 3/29/05, AT 2100, THE REACTOR TRIPPED DUE TO APPARENT LOW FLOW
THROUGH STEAM GENERATOR (S/G) E-008. THE TRIP OCCURRED, EVEN THOUGH CONTROL ROOM

| INDICATIONS SHOWED ONLY THAT A CHANNEL 'C' LOW FLOW TRIP NAD ACTUATED, WHICH

WOULD NOT COMPLETE THE TWO-OUT-OF-FOUR REACTOR TRIP LO( WITH SOME EXCEPTION 5,

CONTROL AND SAFETY SYSTEMS WERE VERIFIED TO NAVE FUNC7 .50 PROPERLY AND MAJOR |

PLANT PARANETER RESPONSES WERE SATISFACTORY. THE REC JR TRIP WAS DETERMINED TO |
t BE THE RESULT OF TWO FAILURES IN THE REACTOR PROTEC% ,J SYSTEM CIRCUITRY. A

I FAILURE OF A RELAY FROM THE CHANNEL 'A' S/G LOW FLOW BISTABLE CAUSED A CHANNEL
i 'A' TRIP PRIOR TO THE CHANNEL 'C' TRIP. THIS WA5 UNKNOWN TO THE CONTROL ROOM,
I SINCE IT WAS DOWNSTREAM OF THE 5/G LOW FLOW BISTABLE AND ALARM / INDICATION SIGNAL.
| REACTOR TRIP LOGIC MAS COMPLETED WHEN CHANNEL 'C' TRIPPED DUE TO FAILURE OF A
| SETPOINT CARD. BOTN OF THESE COMPONENTS WERE REPLACED. THIS SU5MITTAL ALSO ;

{
PROVIDES THE REPORT PURSUANT TO LIMITING CONDITION FOR OPERATION 3.4.7, ACTION
STATEMENT 'D', FOR RCS SPECIFIC ACTIVITY EXCEEDING 1.0 MICROCURIR/ GRAM DO5E

{ EQUIVALENT I-131, WHICH WAS CAUSED BY IODINE SPIKING FOLLOWING THE SHUTDOWN.

$

! [2751 5AN ONOFRE 3 DOCKET 50-362 LBR 85-012
REACTOR TRIP ON LO55 OF LOAD SIGNAL.;

j EVENT DATE: 040405 REPORT DATE: 050685 N888: CE TYPE: PWR'

(NSIC 1940418 ON 4/4/85, AT 0452, WITN UNIT 3 AT STEADY STATE FULL LOAD
1 OPERATION, THE REACTOR TRIPPED ON LOSS OF LOAD CNANNELS 1 AND 4. CONTROL AND
j SAFETY SYSTEMS FUNCTIONED PROPERLY, WITH BOTN EMERGENCY FREDWATER SYSTEM TRAINS

ACTUATING ON LOW STRAM GENERATOR LEVEL DUE TO SNRIKK. IdVESTIGATION WAS UNABLE'

TO REVEAL ANY CAUSE FOR THE ' LOSS OF LOAD * REACTOR TRIP SIGNALS. THIS SUBMITTAL

]
ALSO PROVIDES TME REPORT PURSUANT TO LIMITING CONDITION FOR OPERATION 3.4.7,

i ACTION STATEMENT 'D', FOR RC5 SPECIFIC ACTIVITY EXCBEDING 1.0 MICROCURIE / GRAM
i DOSE EQUIVALENT I-131, WHICH WAS CAUSED BY IODINE SPIKING FOLLOWING THE 5NUTDOWN.
| A REQUIRED 4-HOUR RCS SAMPLE TAKEN AT 1705 WAS NOT PROPERLY ANALYSED DUE TO AN
j INSTRUMENT MALFUNCTION. THE 1705 SAMPLE WA5 DISCARDED BEFORE THE ANALYSIS WA5
J DETERMINED TO BE INVALID. A5 A RESULT, THE 4-MOUR LIMIT REQUIRED BY LCO 3.4,7,

| ACTION STATEMENT 'D', WAS NOT MET. ANOTHER SAMPLE WAS IMMEDIATELY OSTAINED AND
ANALYEED. CHEMISTRY TECHNICIANS NAVE BEEN REINSTRUCTED TO RETAIN SAMPLES UNTIL'

j ANALYSES NAVE SEEN VERIFIED A5 VALID. IN ADDITION, A PRECAUTION TO RETAIN THE
SAMPLE UNTIL CONFIRMATION OF A VALID ANALYSIS WILL BE INCLUDED IN APPROPRIATE
CNEMISTRY PROCEDURES.'

i

f

j [276) SAN ONOFRE 3 DOCKET 50-362 LER 85-013'
LEAK IN GENERATOR HYDROGEN SEAL OIL CAUSE8 FIRE.
EVENT DATE: 040005 REPORT DATE: 050005 M858: CE TYPE: PWR

i OTHER UNITS INVOLVED: SAN ONOFRE 2 (PWR)
!
j (NSIC 194630) ON 4-0-85 AT 2100, UNIf 3 AUTOMATICALLY SNUT DOWN FROM 1005 POWER

; AS A RESULT OF A TURBINE TRIP CAUSED BY A FAILED PIPE FITTING IN THE GENERATOR
NYDROGEN SEAL OIL SYSTEM. NYDROGEN GAS PLOWING OUT OF TNE GENERATOR SEAL

| IGNITED, ACTUATING THE AUTOMATIC FIRE SUPPRESSION SYSTEM AND CAUSING MINIMAL
i DAMAGE. ALL SAFETY SYSTEMS FUNCTIONED PROPERLY TNR FITTING 5 NEARED ON A COMMON
! LINE AT THE PRES 8URE CONTROL VALVE WNICH MAINTAINS TME SEAL OIL SUPPLY PRESSURE.

TNB TURBINE TRIPPED ON LOW SEAL OIL ~ PRE 8SURE, AND ACTUATION OF TME RPS
! IMMEDIATELY FOLLOWED. AFTER AN INSPECTION OF TNB FITTING 8 AND SEAL TEST WA5
; COMPLETED, TNE UNIT RETURNED TO SERVICE AT 0940 ON 4-10-05. INITIAL LAB ANALYSIS
j INDICATE 8 VIBRATION MAY MAVE CAUSED THE FITTING TO FAIL AT THE TNREADED
l CONNECTION. SEVERAL LONG-TERM CORRECTIVE ACTIONS ARE UNDER STUDY: RESTRICTING

THE SEAL OIL FLOW THROUGN TNE LINE OR PROVIDING SEPARATE LINES: THE DIAMETER OF

. - _ ~ - - . - . . . . . - . . - , - _ , . , - - . _ - . - . - . - . . . _ - . - - ,- _ _ . . - - - . . _ . . , -



_ _
_ _- _ _ _ - . - _ - _. _ - - - -.. -.

87

'
THE LINE MAY BE INCREASED: OR ADDITIONAL SUPPORTS MAY BE EMPLOYED TO STRENGTHEN
THE LINE. ELECTRICAL EQUIPMENT IN THE VICINITY OF THE SEAL WILL BE EVALUATED TO

i DETERMINE IF IMPROVEMENTS CAN BE MADE TO REDUCI POTENTIAL IGNITION SOURCES. THIS
SUBMITTAL ALSO PROVIDES THE REPORT PURSUANT TO TECH SPEC 3.4.7 FOR RCS SPECIFIC
ACTIVITY EXCEEDING 1.0 h!CROCURIE/ GRAM DOSE EQUIVALENT I-131, DUE TO IODINE
SPIKING FOLLOWING THE SHUTDOWN.

[277] SAN ONOFRE 3 COCKET 50-362 LER 85-016
AEIMUTHAL POWER TILT ALARM SETPOINTS MISSED.
EVENT DATE: 041785 REPORT DATE: 051485 NSSS: CE TYPE: PWR

(NSIC 194497) ON 4-12-85 WITH UNIT $ IN MODE 1 IT WAS RECOGNISED THAT CONTRARY TO
TECH SPEC 4.2.3, THE CONTINUOUS SURVEILLANCE OF AEIMUTHAL POWER TILT (APT) BEING
PERFORMED, WAS NOT ADEQUATE TO DETERMINE THAT THE ACTUAL APT WAS WITHIN THE APT

,

' ALLCWANCE USED . BY CORE PROTECTION CALCULATORS (CPC). THE CORE OPERATING LIMIT
SUPERVISORY SYSTEM (COLSS) WAS PROMPTLY ADJUSTED TO CORRECT THIS CONDITION. THIS
LAf3E IN CONTINUOUS SURVEILLANCE MAD EXISTED FOR A 6 DAY PERIOD. DURING THE
PERIOD WHEN THIS CONDITION EXISTED, THE ACTUAL APT EXCEEDED THE CPC APT ALLOWANCE
FOR A PERIOD OF 1 HR. THIS OCCURRED ON 4-10-85, WHEN REACTOR POWER WAS BETWEEN
205 AND 305. HOWEVER, THE TECH SPEC LCO 3.2.3 WAS NOT EXCEEDED SINCE IT ALLOWS4

SUCH A CONDITION TO EXIST FOR 2 HRS. THE CAUSE OF THIS EVENT WAS INADEQUATE
PROCEDURAL GUIDANCE TO ENSURE CONTINUOUS SURVEILLANCE OF APT. PROCEDURES HAVE
BREN CHANGED TO PROVIDE THE NECESSARY ADMINISTRATIVE CONTROLS TO ENSURE
CONTINUOUS MONITORING OF APT AND OPERATIONS PERSONNEL HAVE BEEN BRIEFED AS TO THE -

REQUIREMENTS THEREIN.

[278] SAN ONOFRE 3 DOCKET 50-362 LER 85-0171

INOPERABLE SNUBBERS IN MAIN STEAM TO AUXILIARY FEEDWATER PUMP TURBINE.
EVENT DATE: 041785 REPORT DATE: 051685 NSSS: CE TYPE: PWR

,
VENDOR: PACIFIC SCIENTIFIC COMPANY

i

(NSIC 194842) ON APRIL 16, 1985. WITH UNIT 3 IN MODE 1 AT 1005 POWER, A ROUTINE
POST-MAINTENANCE SURVEILLANCE IDENTIFIED A FAILED PACIFIC SCIENTIFIC MECHANICAL
SNUBBER. THE SNUBBER WAS ON THE MAIN STEAM LINE TO THE AUXILIARY FREDWATER PUMP
TURBINE (AFWPT). THE FAILED SNUBBER WAS REPLACED. ON APRIL 17, AN ENGINEERING

J EVALUATION DETERMINED THAT THE SNUBBER HAD BREN DAMAGED BY HYDRAULIC TRANSIENT.
A TOTAL OF TWENTY-NINE ADDITIONAL SNUBBERS, WHICH MAY HAVE SEEN THIS TRANSIENT,
WERE MANUALLY STROKED. SEVEN SHOWED TRANSIENT DAMAGE AND TWO WERE
ENVIRONMENTALLY DEGRADED. AN ENGINEERING EVALUATION OF THE EFFECTS OF THESE
SNUBBER FAILURES ON THEIR PIPING SYSTEMS AND SUPPORTS' CONCLUDED THERE WAS NO
SYSTEM DAMAGE, OTHER THAN TO THE SNUBBERS, AND THE SYSTEM REMAINS CAPABLE OF
PERFORMING ITS FUNCTION UNDER THE FSAR DESIGN BASIS. AS CORRFCTIVE ACTIONS, ALL
DEFICIENT SNUBBERS HAVE BEEN REPLACED, AND THE EXISTING STEAM TRAPS WILL BE
REPLACED WITH ORIFICES TO REDUCE THE POSSIBILITY OF CONDENSATION INDUCED
HYDRAULIC TRANSIENTS.

[279] SAN ONOFRE 3 DOCKET 50-362 LER 85-019
SPURIOUS SIGNALS CAUSE ACTUATION OF FUEL HANDLING ISOLATION SYSTEM.
EVENT DATE: 051785 REPORT DATE: 061485 NSSS: CE TYPE: PWR

(NSIC 194843) ON 05/17/85, AT 1803 AND 1817, WITH UNIT 3 AT 1005 POWER, AN
ACTUATION OF THE FUEL HANDLING I3OLATION SYSTEM (FMIS)(EZIS SYSTEM CODE VG) TRAIN
'A' OCCURRED WHEN AIRBORNE MONITOR (IIIS COMPONENT CODE DET) 3RE-7822 SPURIOUSLY
ALARMED. ADDITIONAL SPURIOUS ACTUATIONS OF THE UNIT 3 FMIS OCCURRED ON 05/19/85,
05/26/85, AND 06/07/85. IN EACH CASE, ALL FMIS COMPONENTS FUNCTIONED PROPERLY.
THE ACTUATIONS WERE VERIFIED TO BE SPURIOUS BY CONFIRMING THE MONITOR READINGS
WERE BELOW THE ALARM SETPOINT. FOLLOWING EACH SPURIOUS ACTUATION, PHIS WAS
PROMPTLY RESET. THE CAUSE OF THE SPURIOUS ACTUATIONS IS BELIEVED TO BE RADIATION

.- . . - - - --- - .
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MONITOR SENSITIVITY TO RANDOM ELECTRICAL NOISE. NO RADIATION MONITORING SYSTEM
MAINTENANCE OR REPAIRS WERE IN PROGRESS WHICH COULD HAVE GENERATED THE SPURIOUS
SIGNALS. THERE IS NO FUEL IN THE UNIT 3 FUEL HANDLING BUILDING. ACTUAL AIRBORNE
ACTIVITY REMAINED AT BACKGROUND LEVELS. AN ENGINEERING EVALUATION IS BEING
PERFORMED TO IDENTIFY AND CORRECT POTENTIAL DESIGN DEFICIENCIES CONTRIBUTING TO
NOISE PROBLEMS IN RADIATION MONITORING INSTRUMENTATION. SIMILAR EVENTS WERE
REPORTED IN LER 04-074 (DOCKET NUMBER 50-361). THE RESULTS OF THE EVALUATION AND
PLANNED CORRECTIVE ACTIONS WILL BE REPORTED IN A REVISION TO THIS LER.

[280) SEQUOYAH 1 DOCKET 50-327 LER 85-006
FEEDWATER CHANNEL SENSING LINES FREEEE.
EVENT DATE: 012085 REPORT DATE: 021585 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: SEQUOYAH 2 (PWR)

(NSIC 194726) ON JANUARY 20, 1985 UNIT 1 ENTERED LCO 3.3.1.1 DUE TO LOS5 OF ONE
FEEDWATER CHANNEL AT 2303 CST CAUSED BY A FROEEN SENSE LINE. AT 04 4 7 CST ON
JANUARY 21, 1985, A SECOND CHANNEL BECAME INOPERABLE FOR THE SAME REASON, AND THE
UNIT ENTERED LCO 3.0.3. WITHIN TWENTY MINUTES, ONE CHANNEL WAS RETURNED TO
SERVICE, AND THE UNIT EXITED LCO 3.0.3. CHATTANODGA AND SURROUNDING ARIAS,
INCLUDING SEQUOYAH NUCLEAR PLANT, EXPERIENCED RECORD-5ETTING LOW TEMPERATURES ON
JANUARY 20 AND 21, 1985 WITH TEMPERATURES PLUNGING TO -15 DEGREES F AND WIND
CHILL FACTORS OF UP TO -45 DEGREES F. THE FREDWATER SENSE LINES ARE PARTIALLY
ROUTED IN THE OUTSIDE ENVIRONMENT AND ARE INSULATED AND HEAT TRACED: HOWEVER, THE

DESIGN TEMPERATURE RATING FOR THE FREEEE PROTECTION SYSTEM IS -10 DEGREES F.
WHICH IS NORMALLY MORE THAN ADEQUATE FOR TEMPERATURE VARIATIONS AT THE PLANT
SITE. DURING THESE ABNORMAL WEATHER CONDITIONS, OTHER INSTRUMENT LINES ALSO
EXPERIENCED SOME SLIGHT FREEEING CAU5ING THE PLANT TO ENTER AND EXIT SIMILAR
LCOS. THESE WERE: 1-PI-1-20A, UNIT 1 STEAM LINE PRESSURE CHANNEL: UNIT TWO STEAM
LINE PRESSURE CHANNEL 2-PI-1-2A UNIT 2 FREDWATER FLOW CHANNELS 2-FI-3-90A AND
-103A.

[281] SEQUOYAH 1 DOCKET 50-327 LER 85-011
FAILURE TO PERFORM FIRE WATCHES DUE TO ACCESS PROBLEMS.
EVENT DATE: 020685 REPORT DATE: 030785 MSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: SEQUOYAH 2 (PWR)

(NSIC 194833) ON SEVEN SEPARATE OCCASIONS, AN HOURLY FIRE WATCH WAS NOT PERFORMED
WITHIN ONE HOUR. ALL FIRE WATCHES WERE COMPLETED WITHIN THREE HOURS AFTER THE
LAST WATCH. ALL OF THE MISSED FIRE WATCHES WERE CAUSED BY EQUIPMENT FAILURES.
THIS CONDITION Is REPORTABLE PER 10 CFR 50.73 (A)(2)(I) AND THE SPECIAL REPORT
REQUIREMENTS OF TECH SPEC 3.7.12. THE FIRST EVENT (2200 CST ON FEBRUARY 6): THE
HOURLY FIRE WATCH WAS NOT PERFORMED FOR THE ESSENTIAL RAW COOLING MATER (ERCW)
PUMPING STATION. THE KEYCARD CONTROLS FOR AN OUT5IDE ACCESS DOOR (PS-4) WERE NOT
FUNCTIONING AND WOULD NOT ALLOW PERSOKWEL TO ENTER THE BUILDING. THE SECOND
EVENT (0400 CST ON FEBRUARY 8): THE HOURLY FIRE WATCH WAS NOT PERFORMED FOR THE
ERCW PUMPING STATION. THE KEYCARD CONTROLS FOR AN OUTSIDE ACCESS DOOR (PS-6)
WERE FROEEN AND WOULD NOT ALLOW PERSONNEL TO ENTER THE BUILDING. THE THIRD EVENT
(0215 CST ON FEBRUARY 12): THE HOVRLY FIRE WATCH WAS NOT PERFORMED FOR THE ERCW
PUMPING STATION. THE INCLEMENT WEATHER (ICE AND SNOW STORM) CAUSED AN OUT5IDE
DOOR (PS-5) TO BE FROEEN dHUT. THE FOURTH, FIFTH, SIXTH, AND SEVENTd EVENTS ARE
DESCRIBED IN THE LER. THE DOOR TO THE TSC HA5 BREN MODIFIED WITH A SECURITY
KEYCARD READER IN PREPARATION FOR CHANGES TO SEQUOYAN'S PHYSICAL SECURITY PLAN.
PREVIOUS OCCURRENCES - 327/84075, 327/85003, AND 327/85008.

[282] ,SEQUOYAH 1 DOCKET 50-327 LIR 85-013

| MULTIPLE FAILURES TO COMPLY WITH 1 HR FIRE WATCH DUE TO INOPERABLE DOORS.
EVENT DATE: 032185 REPORT DATE: 041885 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: SEQUOYAH 2 (PWR)
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(NSIC 194581) ON 7 OCCASIONS, AN HOURLY FIRE WATCH WAS NOT PERFORMED WITHIN 1 HR
i

DUE TO INOPERABLE DOORS. THE FIRE WATCHES WERE REESTABLISHED AS SOON AS THE '

DOORS WERE REPAIRED. THIS CONDITION IS REPORTABLE PER 10 CFR 50.73(A)(2((I) AND'
THE SPECIAL REPORT REQUIREMENTS OF TECH SEEC 3.7.12. THE FIRST 2 EVENTS OCCURRED
AT 1300 CST ON 3-21-85. THE HOURLY FIRE WATCH COULD NOT BE PERFORMED FOR THE
UNIT 1 VENTILATION AND PURGE ROOM OR THE UNIT 1 AUX BLDG SUPPLY AIR FAN ROOM.
THIS WAS DUE TO INOPERABILITY OF DOOR A-123. THE DOOR LATCH WAS REPAIRED. THE
THIRD EVENT OCCURRED AT 1800 CST ON 3-24-85. THE HOURLY FIRE WATCH COULD NOT BE
PERFORMED FOR THE UNIT 1 125V BATTERY ROOM II DUE TO INOPERABILITY OF DOOR A-181.
THE LOCKSET WAS REMOVED. THE FOURTH EVENT OCCURRED AT 0816 CST ON 3-27-85. THE
HOURLY FIRE WATCH COULD NOT BE PERFORMED FOR RHR PUMP ROOM 1-B. THIS WAS DUE TO
INOPERABILITY OF DOOR A-5. A NEW LOCK WAS INSTALLED. THE FIFTH AND SIXTH EVENTS
OCCURRED AT 0610 CST AND 1330 CST ON 3-28-85. THE HOURLY FIRE WATCH COULD NOT BE
PERFORMED AT THE UNIT 1 ADDITIONAL EQUIPMENT BLDG. THE INOPERABLE LOCK CN DOOR
A-183 CAUSED IT TO BE JAMMED SHUT. THE SEVENTH EVENT UCCURRED AT 0507 CST ON
3-30-85. THE HOURLY FIRE WATCH COULD NOT BE PERFORMED AT THE UNIT 1 AUX BLDG
SUPPLY AIR FAN ROOM. THIS WAS DUE TO INOPERABILITY OF DOOR A-122. THE LOCK WAS
REPAIRED. PREVIOUS LERS: 327/85-012, 85-011, 85-008, 85-003, AND 84-075.

[283] SEQUOYAH 1 DOCKET 50-327 LER 85-017
TWO AUXILIARY BUILDING VENTILATION ISOLATIONS DUE TO SPURIOUS RADIATION MONITOR
TRIPS.
EVENT DATE: 042285 REPORT DATE: 052085 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: SEQUOYAH 2 (PWR)

'

(NSIC 194489) WITH UNIT 1 IN COLD SHUTDOWN (MODE 5) AND UNIT 2 AT FULL POWER, AN
INADVERTENT AUX BLDG ISOLATION (ABI) OCCURRED AT 0725 CST ON 4-22-85. A SECOND
ISOLATION OCCURRED ON 5-6-85, AT 0650 CST WITH UNIT 1 IN MODE 5 AND UNIT 2 IN HOT
SHUTDOWN (MODE 4) AT 205 F. THE CAUSE WAS FOUND TO BE ELECTRO-MAGNETIC FREQUENCY
FEEDBACK FROM WELDING ACTIVITIES CAUSING RADIATION MONITOR RM-90-101 TO INDICATE
A HIGH RADIATION SIGNAL. THE ABI IN BOTH EVENTS WAS RESET. FOR THE FIRST EVENT,
WELDING WAS BEING PERFORMED ON THE UNIT 1 MOISTURE SEPARATOR REHEATERS IN THE
TURBINE BLDG ADJACENT TO THE CONDENSER VACUUM EXHAUST RADIATION MONITOR
RM-90-119. THE INVESTIGATION REVEALED THAT RM-90-119 HAD EXPERIENCED A SHORT-TERM
HIGH RADIATION INDICATION SIMULTANEOUS TO THE ONE ON AB VENT MONITOR RM-90-101
WHICH HAD CAUSED THE ABI. BECAUSE THE CONTROL CIRCUIT POWER SUPPLIES FOR BOTH
MONITORS ARE FED FROM THE SAME SOURCE, IT WAS CDNCLUDED AFTER SOME TESTING THAT
HELI-ARC WELDING NEAR THE CONDENSER EXHAUST MONITORS CAUSED ELECTRO-MAGNETIC
INTERFERENCE (EMI) IN THE CONTROL CIRCUIT FOR THESE MONITORS. THIS EMI RESULTED
IN A MOMENTARY HIGH RADIATION INDICATION ON BOTH MONITORS: HOWEVER, ONLY THE
RM-90-101 PARTICULATE CHANNEL WAS SUFFICIENTLY HIGH TO EXCEED ITS SET POINT TO
CAUSE THE ABI. INVESTIGATION INTO THE SECOND EVENT HAS NOT PRODUCED A CLEAR
REASON FOR THE MOMENTARY HIGH RADIATION SIGNAL ON RM-90-101. THE PROBLEM WAS DUE
TO EMI.

[284] SEQUOYAH 1 DOCKET 50-327 LER 85-020
LOSS OF RHR SUCTION.
EVENT DATE: 051485 REPORT DATE: 061185 NSSS: WE TYPE: PWR

(NSIC 194616) ON 5-14-85 WITH UNIT 1 IN MODE 5 AT 144 F. BOTH TRAINS OF RHR WERE
INADVERTENTLY ISOLATED BY CLOSURE OF THE TRAIN B SUCTION VALVE. THE SUCTION WAS
REESTABLISHED WITHIN 16 MINS AND THERE WAS NO INDICATED CHANGE IN RCS
TEMPERATURE. THE ISOLATICN OCCURRED WHILE WORK NAS BEING PERFORMED ON THE
REACTOR VESSEL LEVEL INSTRUMENTATION SYSTEM (RVLIS) TO REFILL SENSE LINES. RCS
WIDE RANGE PRESSURE TRANSMITTER 1-PT-68-66 WHICH IS USET. FOR RHR OVERPRESSURE
PROTECTION, RECEIVES ITS PROCESS SIGNAL PROM THE RVLIS SENSE LINES AND WAS
INCREASED TO APPROX 2000 PSI DURING TESTING (RHR ISOLATION IS AT 700 PSI
INCREASING).

__,
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[285) SEQUOYAH 2 DOCKET 50-328 LER 85-002
REACTOR TRIPS ON LOW SG LEVEL.
EVENT DATE: 011285 REPORT DATE: 021185 NSSS: WE TYPE: PWR
VENDOR: MASONEILAN INTERNATIONAL. INC.

(NSIC 194727) ON 01/12/85, UNIT 2 EXPERIENCED A REACTOR TRIP ON LO-LO STEAM
GENERATOR LEVEL WHILE THE UNIT WAS AT 1005 POWER. FOLLOWING THE AUTOMATIC TRIP,-

IT WAS NOTED BY THE REACTOR OPERATOR THAT TRAIN A REACTOR TRIP BREAKER HAD FAILED
TO OPEN AUTOMATICALLY. THE BREAKER WAS OPENED MANUALLY FROM THE MAIN CONTROL
BOARD. ALL OTHER REACTOR PROTECTION AND ENGINEERED SAFEGUARD FEATURES OPERATED
AS EXPECTED. PRIOR TO THE TRIP AT APPROXIMATELY 0320 CST, A STEAM GENERATOR
LEVEL DEVIATION ALARM WAS RECEIVED, AND THE OPERATOR NOTED THAT STEAM GENERATOR
LEVEL IN LOOP 3 HAD INCREA5ED FROM 445 TO 495. AS THE OPERATOR PROCEEDED TO
STABILIEE THE STEAM GENERATOR LEVEL, HE OBSERVED AN INCREASE IN FLOW FROM THE
NUMBER 3 HEATER DRAIN TANK (HDT) PUMPS TO THE CONDENSATE SYSTEM UPSTREAM OF THE
NUMBER 3 HEATERS. AT 0327 CST, ALL THREE NUMBER 3 HDT PUMPS TRIPPED OFF. DUE TO
THESE UNSTABLE FLOW CONDITIONS, THE "A" MAIN FEEDWATER PUMP TRIPPED ON LOW SEAL
INJECTION WATER PRESSURE. THE MAIN FEEDWATER PUMP SEAL INJECTION WATER IS FED
FROM TWO PUMPS TAKING SUCTION FROM THE CONDENSATE SYSTEM. UNSTABLE FLOW IN THE
CONDENSATE SYSTEM CAUSED A MOY3NTARY LOW SEAL INJECTION WATER PRESSURE. THE UNIT
AUTOMATICALLY TRIPPED AT 0329 CST ON LO-LO LEVEL IN STEAM GENERATOR HUMBER 3.
ONE HDT PUMP DISCHARGE VALVE, LCV-6-106A. HAD FAILED. THE CIRCUIT BREAKER FAILED
DUE TO A FAULTY UNDERVOLTAGE CIRCUIT CARD.

[286) SEQUOYAH 2 DOCKET 50-328 LER 85-001
REACTOR TRIPS WHEN MAINTENANCE PERSONNEL PULLS FUSES FOR WRONG CHANNEL.
EVENT DATE: 011485 REPORT DATE: 021385 NSSS: WE TYPE: PWR

(NSIC 194676) ON JANUARY 14, 1985 WITH THE UNIT HOLDING AT 305 REACTOR POWER,
INSTRUMENT MAINTENANCE PERSONNEL RECEIVED PERMISSION FROM THE UNIT OPERATOR TO
PERFORM A CALIBRATION ON NUCLEAR INSTRUMENTATION SYSTEM POWER RANGE CHANNEL N-41.
THIS WAS THE NORMAL CHANNEL CALIBRATION FOLLOWING THE RECENT REFUELING OUTAGE AND
WAS BEING PERFORMED USING APROVED PROCEDURE SI-80, " POWER RANGE NEUTRON FLUX
CHANNEL CALIBRATION AND FUNCTIONAL TEST (QUARTERLY)." WHEN AN INSTRUMENT MECHANIC
WENT TO PULL THE INSTRUMENT POWER FUSES FOR THE N-41 CHANNEL, HE MISTAKENLY
PULLED THE INSTRUMENT POWER FUSES TO THE N-42 CHANNEL. IMMEDIATELY REALIZING HIS
ERROR. THE MECHANIC REINSERTED THE N-42 FUSES AND PULLED THE CORRECT FUSES FOR
N-41 CHANNEL. SINCE THE MECHANIC DID NOT RESET THE RATE SIGNAL FOR THE N-42
CHANNEL BEFORE THE FUSES FOR N-41 WERE PULLED, THE REACTOR TRIPPED ON POWER RANGE
NEGATIVE RATE TRIP WHICH HAS A 2 OUT OF 4 LOGIC SCHEME. UPON THE REACTOR TRIP,
WHICH OCCURRED AT 0704 CST ON JANUARY 14, 1985, THE UNIT OPERATOR VERIFIED THAT
ALL REACTOR PROTECTION AND ENGINEERED SAFEGUARD SYSTEMS WORKED PROPERLY AND NO
ABNORMAL CONDITIONS WERE NOTED. THE UNIT WAS STABILIEED IN MODE 3 WITH TAVG AT
547 DEGREES F.

[287) SEQUOYAH 2 DOCKET 50-328 LER 85-004
TWO REACTOR TRIPS ON LOW SG L2 VEL. |

EVENT DATE: 021585 REPORT DATE: 031385 NSSS: WE TYPE: PWR

(NSIC 194177) TWO REACTOR TRIPS OCCURRED ON 2-15-85, AND 2-17-85, RESPECTIVELY,
DUE TO LO-LO SG WATER LEVEL. ALL REACTOR PROTECTION AND ENGINEERED SAFEGUARD
SYSTEMS PERFORMED AS DESIGNED, AND NO ANOMALIES WERE NOTED. INVESTIGATION INTO
THE EVENT OF 2-15 REVEALED THAT POWER WAS LOST TO PROTECTION SET I
INSTRUMENTATION, CAUSING A REDUCTION IN FEEDWATER FLOW TO ALL SG'S. FEED PUMP
SPEED CONTROL HAS INPUT TO A SUMMING DEVICE FOR TOTAL STEAM FLOW. THIS SIGNAL
CAN BE MANUALLY SELECTED AT THE MAIN CONTROL BOARD TO BE FED FROM EITHER
PROTECTION SET I OR II INSTRUMENTATION. THE NORMAL OPERATING POSITION IS
PROTECTION SET I, IN WHICH CASE, UPON LOSS OF POWER TO PROTECTION SET I, THE
STEAM FLOW SIGNAL WENT TO A EERO INPUT TO THE FEEDWATER PUMP SPEED CONTROLLER

|
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CAUSING THE FEEDWATER PUMP TO REDUCE SPEED. THIS REDUCED PUMP SPEED RESULTED IN
A REDUCED FEED FLOW TO ALL SG'S WHEN ACTUAL STEAM FLOW WAS STILL AT FULL POWER
RATING. ALSO, LOSS OF PROTECTION SET I CAUSED LOOPS 1 AND 3 FEEDWATER REGULATOR
VALVES TO FAIL CLOSED. THE FINAL RESULT WAS A REACTOR TRIP ON LO-LO SG LEVEL IN
LOOP 1. THE REASON FOR THE LOSS OF PROTECTION SET I POWER WAS A PERSONNEL ERROR
MADE WHILE TRYING TO REMOVE VITAL INVERTER 2-1 FROM SERVICE FOR MAINTENANCE.
WHILE OPERATING AT 305 POWER, A SECOND REACTOR TRIP OCCURRED AT 0243 CST ON
2-17-85, DUE TO LO-LO SG LEVEL IN LOOP 2.

[288] SEQUOYAH 2 DOCKET 50-328 LER 85-006
INOPERABLE CONTAINMENT SPRAY PUMP.
EVENf DATE: 040685 REPORT DATE: 050685 NSSS: WE TYPE: PWR

(NSIC 194582) ON 4-6-85 THE AIR CONTROL VALVE FOR THE ESSENTIAL RAW COOLING
WATER VALVE 2-FCV-67-186 WAS FOUND IN THE CLOSED POSITION. THIS WOULD HAVE
PREVENTED THE SUPPLY OF COOLING WATER TO CONTAINMENT SPRAY (CS) PUMP ROOM COOLER
2B-B AND RESULTED IN INOPERABILITY OF THE CS PUMP. THE VALVE WAS IMMEDIATELY
RETURNED TO ITS NORMAL POSITION. THIS EVENT IS REPORTABLE PER 10 CFR 50.73
A.2.I. IN EARLY 1984 MODIFICATIONS WERE MADE TO THE ERCW VALVE CONTROLLERS FOR
ESF PUMP ROOM COOLERS, TO COMPLY WITH EQUIPMENT QUALIFICATIONS. AS A RESULT, THE
EXISTING BACKING PLATES FOR THE SELECTOR SWITCHES FOR THE 3-WAY AIR VALVES
PROVIDED INCORRECT INDICATION OF NORMAL AND CLOSED POSITIONS. ON 5-25-84, THE
AIR VALVE FOR THE 25-8 SAFETY INJECTION SYSTEM (SIS) PUMP ROOM COOLER ERCW VALVE
2-FCV-67-182 WAS FOUND CLOSED. THE VALVE HAD BEEN PLACED IN THE INCORRECT
POSITION FOLLOWING SURVEILLANCE INSTRUCTION (SI) 566. THE MISPOSITIONING OF
THESE VALVES IS ATTRIBUTED TO THE IMPROPER BACK PLATE INDICATIONS. TO PREVENT
RECURRENCE. THE BACK PLATES FOR THE AIR CONTROLLERS OF THE ERCW VALVES FOR THE
CSS, SIS, RHRS, AND CENTRIFUGAL CHARGING PUMP ROOM COOLERS WILL BE MODIFIED TO
PROVIDE CORRECT INDICATION FOR VALVE POSITION.

[289] SEQUOYAH 2 DOCKET 50-328 LER 85-008
FAILURE TO COMPLETE HOURLY FIRE WATCH DUE TO INOPERABLE DOOR.
EVENT DATE: 042385 REPORT DATE: 052285 NSSS: WE TYPE: PWR

(NSIC 194490) AT 1200 CST ON 4-23-85, THE HOURLY FIRE WATCH COULD NOT BE
CONDUCTED FOR THE UNIT 2 AUX BLDG SUPPLY AIR FAN ROOM OR THE UNIT 2 AUX BLDG
SUPPLY AIR INTAKE FILTER ROOM BECAUSE DOOR A-132 COULD NOT BE OPENED. IT HAS
BEEN DETERMINED THAT THE FAILURE OF THE DOOR HANDLE, WHICH RESULTED IN INABILITY,

i TO OPEN THE DOOR, WAS CAUSED BY EXCESSIVE PULLING TO OVERCOME DOOR WEIGHT AND
PRESSURE DIFFERENCES BETWEEN THE ROOMS SEPARATED BY THE DOOR. PERIODIC
SURVEILLANCE WILL BE PERFORMED AT LEAST ONCE EVERY 18 MONTHS AND DOOR HANDLE
MOVING PARTS GREASED AND OILED AS REQUIRED. THIS EVENT IS REPORTABLE PER 10 CFR
50.73, PARAGRAPH A.2.I AND SPECIAL REPORT REQUIREMENTS OF TECH SPEC 3.7.12.
PREVIOUS OCCURRENCES - SEVEN (SQRO-50-327/85-015, 85-013, 85-012, 85-011, 85-008,
85-003 AND 84-075).

[290] SEQUOYAH 2 DOCKET 50-328 LER 85-009
REACTOR TRIP FROM LOSS OF MAIN GENERATOR STATOR COOLING WATER.
EVENT DATE: 050385 REPORT DATE: 052485 NSSS: WE TYPE: PWR

(NSIC 194834) ON 5-3-85, AT 1209 CST, THE REACTOR TRIPPED DUE TO A MAIN TURBINE
TRIP CAUSED BY A MAIN GENERATOR TRIP FROM A LOSS OF STATOR COOLING WATER. THE 2B
STATOR COOLING MATER PUMP WAS BEING TESTED AFTER MAINTENANCE FOR HIGH VIBRATION.
THE ASSISTANT SHIFT ENGINEER STARTED THE 28 PUMP AND PLACED THE 2A STATOR COOLING
WATER PUMP IN RESERVE. PLANT TEST PERSONNEL, NHO WERE AT THE PUMP LOCATION TO
MONITOR THE 28 PUMP VIBRATION, NOTED ELECTRICAL ARCING AND SMOKE ON THE 2A PUMP
WHEN THE SWITCHING OCCURRED AND CALLED THE CONTROL ROOM (CR) TO REPORT THE FIRE.
THE CR SOUNDED THE FIRE ALARM AND ANNOUNCED THE LOCATION OVER THE PLANT INTERCOM.
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THE ASE HEARD THE FIRE ALARM BUT NOT THE LOCATION BECAUSE OF BACKGROUND NOISE.
BECAUSE HE COULD NOT SEE THE PUMPS FROM HIS LOCATION, THE ASE ASSUMED THE FIRE
WP . ON THE 25 PUMP. HE ATTEMPTED TO RESTART THE 2A PUMP AND STOPPED THE 28 FUMPs
HOWEVER, THE 2A PUMP WAS INOPRRABLE DUE TO AN ELECTRICAL FAULT, AND THE ACTION
CAUSED A TOTAL LOSS OF STATOR COOLING WATER AND RESULTANT MAIN GENERATOR TO TRIP.

!
THE ELECTRICAL ARC ON THE 2A PUMP DID NOT RESULT IN A FIRE, AND NO PLANT FIRE
FIGHTING EQUIPMENT WAS REQUIRED. AFTER THE TRIP WAS CLEARED, REACTOR TRIP BREAKER
B WOULD NOT CLOSE BECAUSE OF A FALSE TRAIN B IRM HIGH FLUX TRIP SIGNAL.
MAINTENANCE FOUND A STRAY WIRE CONNECTOR LODGED BETWEEN THE LOGIC BOARD PEN FOR
THE OPERATION ABOVE 10% POWER (P-10) BLOCK AND A SPARE INPUT PEN IN TRAIN B SSPS.

I

(291) SHOREHAM DOCKET 50-322 LER 85-002
BOMB THREAT (TELEPHONE).
EVENT DATE: 012385 REPORT DATE: 012485 NSSS: GE TYPE: BWR

(NSIC 194487) CN 1-23-85 AT 10:56 AM A TELEPHONE CALL WAS RECEIVED BY PLANT
SECURITY FROM THE SUFFOLK COUNTY POLICE DEPARTMENT (SCPD) 6TH PRECINCT, WHO
ADVISED THAT THEY WERE IN RECEIPT OF A TELEPHONE CALL FROM RADIO STATION WBAB,

j BABYLON, NY. WBAB RECEIVED A CALL STATING, "THERE IS A BOMB GOING TO GO OFF AT
THE NUCLEAR POWER PLANT IN SHOREHAM AT 12:00 NOON". AT APPROX THE SAME TIME, THE

SCPD RECEIVED A SIMILAR CALL FROM AN ANONYMOUS MALE OVER THE POLICE EMERGENCY 911'
TELEPHONE SYSTEM. SECURITY CONTACTED THE CONTROL ROOM AT 11:10 AM WITH THE
IhPORMATION FROM SCPD. AT 11:18 AM AN UNUSUAL EVENT WAS DECLARED BY THE
EMERGENCY DIRECTOR. AT 11:37 AM A CALL WAS RECEIVED THROUGH THE SHOREMAN
SWITCH 80ARD FROM AN ANONYMOUS MALE WHO STATED, "THE BOMB IS SET TO GO OFF AT
12:30, YOU BETTER DO SOMETHING". THE SCPD 6TH PRECINCT SECTOR CARS, EXPLOSIVE
DETECTION CANINE TEAM AND EMERGbNCY SERVICE UNIT RESPONDED. EMERGENCY PLAN
UNUSUAL EVENT PROCEDURES WERE IMPLEMENTED AND A SECURITY ALERT DECLARED. THE SITE
WAS NOT EVACUATED. SHOREHAM NUCLEAR SITE WAS SEARCHED AND NO EXPLOSIVE DEVICE

i WAS DISCOVERED. THE EMERGENCY WAS DECLARED TERMINATED AT 1:31 PM.

[292] SHOREHAM DOCKET 50-322 LER 85-018
ESF ACTUATION CAUSED BY FALSE HIGH FLUX SIGNAL ON IRM.
EVENT DATE: 050985 REPORT DATE: 053085 NSSS: GE TYPE: BWR

(NSIC 194488) ON 5-9-85 AT 1528 A RPS ACTUATION OCCURRED AS A RESULT OF A FALSE
HIGH FLUX SIGNAL CAUSING AN UPSCALE SPIKE ON INTERMEDIATE RANGE MONITOR (IRM)

) CHANNEL 'D'. THE PLANT WAS IN OPERATIONAL CONDITION 4 RHR B WAS IN THE SHUTDOWN
| COOLING MODE AND THE MODE SWITCH WAS IN REFUEL TO SUPPORT CONTROL ROD DRIVE

MECHANISM (CRDM) MAINTENANCE. A PLANNED HALF SCRAM ON THE 'A' CHANNEL OF RPS WAS
IN DUE TO IEC TECHNICIANS PERFORMING A SURVEILLANCE TEST ON REACTOR HIGH PRESSURE
INSTRUMENTS IN RPS CHANNEL 'A'. CONCURRENT TO THE I4C TESTING, MAINTENANCE
PERSONNEL, WHILE REMOVING CRDM 42-07 FOR REPAIRS, MAY HAVE INADVERTENTLY BUMPED
SOME INCORE INSTRUMENT CABLES, RESULTING IN THE UPSCALE SPIKE AND THE FULL SCRAM.

i

! THE MODE SWITCH WAS PLACED IN SHUTDOWN, VESSEL LEVEL WAS VERIFIED TO BE NORMAL

|
(+35"), THE EMERGENCY SHUTDOWN PROCEDURE WAS PERFORMED, AND THE SCRAM WAS RESET.
IEC TESTING WAS SECURED AND UNDERVESSEL CRDM WORK WAS COMPLETED. THE NRC WAS
NOTIFIED OF THE EVENT PER 10CFR 50.72 AT 1558. TO PREVENT RECURRENCE, 2
PROCEDURES WILL BE PERFORMED TO VERIFY IRM CHANNEL 'D' CABLE INTEGRITY.

[293] SHOREHAM DOCKET 50-322 LER 85-019
TEMPORARY PROCEDURE CHANGE NOT APPROVED WITHIN REQUIRED TIME FRAME.
EVENT DATE: 051685 REPORT DATE: 061785 MSSS: GE TYPE: BWR

!

| (NSIC 194614) ON 5-16-85 AT 1430 IT WAS DISCOVERED THAT' A TEMPORARY PROCEDURE
CHANGE NOTICE (TPCN) WAS NOT REVIEWED BY THE REVIEW OF OPERATIONS COMMITTEE (ROC)'

AND APPROVED BY THE PLANT MANAGER WITHIN 14 DAYS AS REQUIRED BY TECH SPEC
6.8.3.C, THE PLANT WAS IN OPERATIONAL CONDITION 4 AT THE TIME OF THE EVENT. THE

|
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,

TPCN WAS ISSUED 4-19 FOR CLARIFICATION TO A STATEMENT ON STATION PROCEDURE
24.602.01 (IRM FUNCTIONAL TEST). IT WAS REVIEWED BY ROC ON 5-16 AND APPROVED BY
THE PLANT MANAGER ON 5-17. IN ADDITION, THE PROCEDURE FOR WHICH THE TPCN WAS
WRITTEN ON WAS PERFORMED 5-11 AND 5-18, WHICH WAS 22 AND 29 DAYS RESPECTIVELY
AFTER THE TPCN ISSUANCE DATE, WITH THE MAY 18 TEST PERFORMED AFTER THE TPCN WAS
SIGNED OFF BY THE PLANT MANAGER. TO PREVENT RECURRENCE OF THE EVENT, THE
DIVISION RESPONSIBLE FOR THE ISSUANCE OF THE TPCN SHALL BE NOTIFIED BY THE PLANT
ADMINISTRATIVE COORDINATOR PRIOR TO THE 14 DAY TIME LIMIT.

>

i

| [294] SHOREHAM DOCKET 50-322 LER 85-020
ESF ACTUATION CAUSED BY FALSE RPV LOW WATER LEVEL SIGNALS.
EVENT DATE: 052185 REPORT DATE: 061785 NSSS: GE TYPE: BWR

(NSIC 194615) ON 5-21-85 AT 1859 AN I&C TECHNICIAN, WHILE PERFORMING TESTING
UNDER MWR 85-2191, STARTED TO VALVE IN LEVEL TRANSMITTER 1821*LT1595, AND CAUSED
A PRESSURE TRANSIENT IN THE REACTOR PRESSURE VESSEL VARIABLE LEG. THE TRANSIENT
CAUSED MOMENTARY FALSE LOW LEVEL (LEVEL 3 +12.5") SIGNALS RESULTING IN A FULL
SCRAM AND A ONE HALF NS4 ISOLATION. THE PLANT WAS IN OPERATIONAL CONDITION 4
WITH THE MODE SWITCH IN REFUEL. INSTRUMENT 1821*LT1598 VARIABLE LEG IS COMMON TO

,

REACTOR PRESSURE VESSEL LEVEL TRANSMITTERS 1821*LT154(C AND D). RHR 'B' SHUTDOWN
COOLING LOOP WAS AUTOMATICALLY ISOLATED CAUSING T3E PUMP TO TRIP. VESSEL LEVEL
WAS VERIFIED TO BE NORMAL (+44"). THE SCRAM WAS RESET AND THE EMERGENCY SHUTDOWN
PROCEDURE WAS PERFORMED. PLANT MANAGEMENT WAS NOTIFIED AND ALL WORK WHICH COULD
AFFECT THE LEVEL VARIABLE LEG WAS STOPPED. THE NRC WAS NOTIFIED OF THE EVENT PER
10CFR50.72 AT 1600. TO PREVENT RECURRENCE, ENGINEERING MAS BEEN REQUESTED TO
EVALUATE THE POTENTIAL FOR A DESIGN PROBLEM IN THE CAPACITANCE OF THE VARIABLE
AND REFERENCE LEGS.

[295] ST. LUCIE 1 DOCKET 50-335 LER 85-002
COMPONENT COOLING WATER CONTAINMENT ISOLATION VALVE BLOCKED OPEN.
EVENT DATE: 022885 REPORT DATE: 040185 NSSS: CE TYPE: PWR

(NSIC 194178) WHILE IN MODE 1 AT NORMAL FULL POWER, THE INBOARD VALVE OF A
SERIES SET OF CONTAINMENT ISOLATION VALVES WAS FOUND INOPERABLE IN THE OPEN
POSITION. THOSE CONTAINMENT ISOLATION VALVES SUPPLY COMPONENT COOLING WATER TO
THE REACTOR COOLANT PUMPS. THE INBOARD VALVE WAS DISCOVERED TO BE INCORRECTLY
CONNECTED TO AN EMERGENCY BACKUP NITROGEN SYSTEM. THIS CONDITION IS CONTRARY TO;

TECH SPEC 3.6.3.1. THE VALVE WAS OBSERVED TO MOVE FREELY AND WAS PLACED IN AN
OPERABLE STATUS WITHIN AN HR. THE PIPING AND COMPONENTS SUPPLIED BY THESE SERIES
ISOLATION VALVES ARE INTERNAL TO THE CONTAINMENT AND COMPRISE A CLOSED SYSTEM,
SUBJECT ONLY TO POTENTIAL BYPASS LEAKAGE. MULTIPLE COMPONENT FAILURES, IN
ADDITION TO 1 VALVE INOPERABLE IN THE OPEN POSITION, WOULD BE REQUIRED TO BREECH
CONTAINMENT INTEGRITY. INVESTIGATION INDICATES THE BACKUP NITROGEN SYSTEM WAS
CONNECTED BY PROCEDURE WHILE MAKING DC GROUND CHECTS ON 12-31-84. DUE TO A

f MECHANICAL CONNECTOR PROBLEM, THE VALVE WAS NOT IMMEDIATELY DISCONNECTED. AS A
I CORRECTIVE ACTION, ALL PROCEDURES ALLOWING EMERGENCY USE OF THIS BACKUP SYSTEM

NOW REQUIRE THE CONNECTORS TO BE EITHER HAND HELD OR ENTERED IN THE JUMPERS AND
! DISCONNECTED LEADS LOG.

[296] ST. LUCIE 1 DOCKET 50-335 LRR 85-003
REACTOR TRIP DURING LOGIC MATRIX TEST.
EVENT DATE: 030785 REPORT DATE: 040885 NSSS: CE TYPE: PWR

(NSIC 194677) DURING NORMAL FULL POWER OPERATION A REACTOR TRIP OCCURRED DURING
PERFORMANCE OF A ROUT 223E REACTOR PROTECTIVE SYSTEM (RPS) LOGIC MATRIX TEST.
NORMAL PLANT RESPONSE TO A REACTOR TRIP WAS OBSERVED. THE LICENSED OPERATOR
PERFORMING THE TEST INADVERTENTLY TURNED A TEST SWITCH TO AN INCORRECT POSITION
THUS CAUSING THE REACTOR TO TRIP. A REPORT WILL BE ISSUED TO OPERATIONS AND

,
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TRAINING PERSONNEL WHICH WILL INCLUDE A REVIEW OF THIS EVENT AND A DISCUSSION OF
THE RPS TEST CIRCUITRY. A NOTE WILL BE ADDED TO THE PROCEDURE WHICH WILL
SPECIFICALLY ADVISE METHODS OF SAFELY TERMINATING THE LOGIC MATRIX TEST AT
INTERMEDIATE POINTS IN THE PROCEDURE.

[297] ST. LUCIE 1 DOCKET 50-335 LER 85-006
INADVERTENT ACTUATION OF CONTAINMENT SPRAY PUMP.
EVENT DATE: 052785 REPORT DATE: 062685 NSSS: CE TYPE: PWR

(NSIC 194836) ON MAY 27, 1985, AT APPROXIMATELY 0025 HOURS. AN INADVERTENT
ACTUATION OF THE "1B" CONTAINMENT SPRAY PUMP OCCURRED. BECAUSE THE PUMP
ACTUATION LASTED ONLY 0.9 SECONDS AND THE FLOW CONTROL VALVE WAS SHUT, NO SPRAY
FLOW RESULTED. THE EVENT DID NOT AFFECT OPERATION OF THE UNIT. NO RADIATION WAS
RELEASED. A ROUTINE SURVEILLANCE CYCLING OF THE CONTAINMENT SPRAY FLOW CONTROL
VALVES WAS BEING CONDUCTED. THE TRAIN "A" FLOW CONTROL VALVE WAS COMPLETED AND
PREPARATIONS WERE BEING MADE TO CYCLE THE TRAIN "B" FLOW CONTROL VALVE. PRIOR TO
CYCLING THE FLOW CONTROL VALVE, THE ASSOCIATED CONTAINMENT SPRAY PUMP BREAKER
CONTROL SWITCH MUST BE SWITCHED FROM AUTO TO STOP. IT WAS DURING THIS STEP THAT
THE SWITCH WAS ROTATED IN THE WRONG DIRECTION (AUTO TO START), THUS CAUSING THE
"1B" CONTAINMENT SPRAY PUMP TO START. THE LICENSED OPERATOR TOOK IMMEDIATE
CORRECTIVE ACTION TO SECURE THE PUMP. THE NUCLEAR PLANT SUPERVISOR COUNSELED THE
LICENSED OPERATOR ON THE IMPORTANCE OF ATTENTION TO DETAIL DURING PERFORMANCE OF
EVEN MINOR ROUTINE SURVEILLANCES.

[2981 ST. LUCIE 2 DOCKET 50-389 LER 85-001

REACTOR TRIP BY LOW STEAM GENERATOR LEVEL DURING STARTUP.
EVENT DATE: 040885 REPORT DATE: 050885 NSSS: CE TYPE: PWR

(NSIC 194594) WHILE IN MODE 1, AT 105 POWER, A REACTOR TRIP OCCURRED AS A RESULT
OF LOW SG WATER LEVEL. ALL SYSTEMS FUNCTIONED NORMALLY, AND THE PLANT WAS

QUICKLY STABILISED IN HGT STANDBY. THE CAUSE OF THE EVENT IS ATTRIBUTED TO
INEFFECTIVE COMMUNICATION BETWEEN THE CONTROL ROOM OPERATORS IN THE PROCESS OF
POWER ASCENSION. LOW SG WATER LEVELS WERE THE RESULT OF INCREASING TURBINE STEAM
DEMAND AND FEEDWATER FLOW INADEQUATE TO ACCOMMODATE THE INCREASE. AS CORRECTIVE
ACTION, ST. LUCIE WILL PROMPTLY DISSEMINATE A COPY OF THE TEXT OF THIS REPORT TO
THE OPERATIONS STAFF, AND MAKE THIS EVENT A PART OF ITS ANNUAL LICENSED OPERATOR
TRAINING AND REQUALIFICATION.

[299] ST. LUCIE 2 DOCKET S0-389 LER 85-002
MAIN FEEDWATER REGULATORY VALVE FAILS OPEN CAUSING HIGH STEAM GENERATOR WATER
LEVEL.
EVENT DATE: 040885 REPORT DATE: 050885 NSSS: CE TYPE: PWR

(NSIC 194848) WHILE IN MODE-1, AT 15 PERCENT POWER, A REACTOR TRIP OCCURRED WHEN
THE 2A MAIN FEEDWATER BLOCK VALVE WAS OPENED WHICH PRECIPITATED AN EQUIPMENT
PROTECTIVE TURBINE TRIP BY HIGH STEAM GENERATOR LEVEL. THE TURBINE TRIP )
SUBSEQUENTLY PRODUCED A REACTOR PROTECTION SYSTEM ACTUATION BY LOSS OF LOAD WHICH
INITIATED THE REACTOR TRIP. TH3 MAIN FEEDWATER BLOCK VALVE WAS CLOSED TO REDUCE
FLOW AND STEAM GENERATOR WATER LEVELS WERE NORMALIEED WITH AUXILIARY FEEDWATER
WHILE THE PLANT WAS STABILIEED IN HOT STANDBY. THE CAUSE OF THE EVENT WAS A
COMBINATION OF PERSONNEL ERRORS MADE BY MAINTENANCE AND OPERATIONS PERSONNEL.
MAINTENANCE CONTRIBUTED TO THE EVENT BY IMPROPER RESTORATION OF THE AIR-OPERATED
MAIN FEEDWATER REGULATING VALVE'S AIR SUPPLY FOLLOWING A STROKE TEST OF THE VALVE
ACTUATOR. OPERATIONS CONTRIBUTED BY NOT VERIFYING PROPER OPERATION OF THE
FEEDWATER REGULATING VALVE FOLLOWING THE STROKE TEST BY MAINTENANCE. A COPY OF
THE TEXT OF THIS REPORT WILL BE PROMPTLY DISSEMINATED TO THE OPERATIONS AND
INSTRUMENT AND CONTROL STAFFS. PERMANENT CORRECTIVE ACTION PLANS INCLUDE A CHANGE
TO THE STARTUP PROCEDURE TO INCLUDE A VISUAL VERIFICATION OF PROPER REGULATING

i
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VALVE OPERATION BEFORE USE. THIS EVENT WILL ALSO BECOME A SUBJECT OF THE ANNUAL
LICENSED OPERATOR REQUALIFICATION PROGRAM.

[300) ST. LUCIE 2 DOCKET 50-389 LER 85-003
MANUAL REACTOR TRIP DUE TO SPURIOUS CONTROL INTERCEPT VALVE SIGNAL OCCURS.
EVENT DATE: 041785 REPORT DATE: 051785 NSSS: CE TYPE: PWR
VENDOR: WESTINGHOUSE ELECTRIC CORP.

(NSIC 194734) ON APRIL 17, 1985, AT 0755, THE ST. LUCIE, UNIT 2 REACTOR WAS AT
99.26 PERCENT POWER WITH THE TURBINE CONTROL SYSTEM (DEH) IN MANUAL FOR
MAINTENANCE. AT APPRQaHIATELY 0755 ALL FOUR TURBINE INTERCEPT VALVES CLOSED,
APPARENTLY DUE TO A SPURIOUS CLOSE-INTERCEPT-VALVE (CIV) SIGNAL GENERATED WHEN A
MAINTENANCE TECHNICIAN REENERGIEED THE DIGITAL PORTION OF THE DEH. THE CIV
CAUSED THE MOISTURE SEPARATOR REHEATER (MSR) RELIEF VALVES TO OPEN. THE CONTROL
ROOM OPERATORS DETERMINED THAT THE ENTIRE TURBINE STEAM FLOW WAS RELIEVING TO
ATMOSPHERE (AFTER PASSING THROUGH THE HIGH PRESS TURBINE) AND PRUDENTLY INITIATED
A MANUAL REACTOR TRIP TO PREVENT THE LOSS OF SECONDARY WATER INVENTORY THROUGH
THE OPEN MSR RELIEF VALVES. THERE WERE NO SIGNIFICANT RELEASES OF RADIOACTIVITY.
SUBSEQUENT INVESTIGATION REVEALED NO PHYSICAL CAUSE FOR THE SPURIOUS CIV SIGNAL.
THE IMMEDIATE CORRECTIVE ACTIONS WERE TO STABILIEE THE PLANT IN HOT SHUTDOWN AND
TROUBLESHOOT THE DEN SYSTEM.

[301] SUMMER 1 DOCKET 50-395 LER 85-007
DIESEL GENERATOR SEISMICITY.
EVENT DATE: 032185 REPORT DATE: 041985 NSSS: WE TYPE: PWR

(NSIC 194685) ON MARCH 21, 1985, AT APPROXIMATELY 1500 HOURS. THE NRC RESIDENT
INSPECTOR IDENTIFIED SCAFFOLDING OVER THE GENERATOR UNITS FOR DIESEL GENERATORS
"A" AND "B". THE SCAFFOLDING HAD BEEN INSTALLED ON MARCH 20 AND 21, 1985, FOR
THE PURPOSE OF PREVENTATIVE MAINTENANCE (PM) ON THE OVERHEAD CRANES AND COULD
HAVE HAD AN ADVERSE IMPACT ON THE OPERABILITY OF BOTH AC POWER SOURCES FOR A
PERIOD OF APPROXIMATELY 8 HOURS AND 25 MINUTES (SCAFFOLDING WAS REMOVED BY 1555
HOURS ON MARCH 21, 1985). THE POTENTIAL INOPERABILITY IS BASED ON THE SCAFFOLD
FALLING DURING A POSTULATED LOSS OF PREFERRED POWER CONCURRENT NITH A SEISMIC
EVENT. THE CAUSE OF THE SCAFFOLD INSTALLATION ERROR IS ATTRIBUTED TO PERSONNRL
ERROR. THE MECHANICAL MAINTENANCE PLANNER FAILED TO CONSIDER THE POTENTIAL
ADVERSE IMPACT ON DIESEL GENERATOR OPERABILITY WHEN HE SCHEDULED THE PM. THE
LICENSEE HAS INITIATED THE FOLLOWING CORRECTIVR ACTIONS TO PREVENT A RECURRENCE:
1. ALL PERSONNEL INVOLVED IN ERECTION / EVALUATION OF SCAFFOLDING MAVE BEEN
DIRECTED TO CAREFULLY RE\IEW EACH PROPOSED INSTALLATION. 2. MAINTENANCE
PERSONNEL WILL REVIEW THE EVENT BY MAY 1, 1985. 3. PROCEDURAL CONTROLS WILL BE
REVIEWED AND REVISED AS NECESSARY BY JULY 1, 1985.

[302] SUMMER 1 DOCKET 50-395 LER 85-004
THREE DIESEL GENERATOR TEST FAILURES.
EVENT DATE: 032285 REPORT DATE: 041985 NSSS: WE TYPE: PWR
VENDOR: COLT INDUSTRIES, INC.

(NSIC 194780) DURING AN ADMINISTRATIVE REVIEW OF REGULATORY GUIDE 1.108, REVISION
1 BY PLANT STAFF, IT WAS IDENTIFIED IN SECTION C.2.D THAT THE "LAST 100 VALID
TESTS" IS TO BE DETERMINED ON A "PER NUCLEAR UNIT BASIS" AND NOT ON A "PER DIESEL
GENERATOR UNIT" AS HAD BEEN THE PRACTICE OF THE LICENSEE. THE LICENSEE HAD
PREVIOUSLY REPORTED TWO VALID TEST FAILURES (LER 82-061 AND LER 83-108), ONE
FAILURE PER DIESEL GENERATOA, AND HAD CONTINUED TESTING THE UNITS ONCE PER 31
DAYS ON A STAGGERED TEST BASIS. THE LICENSEE INCREASED TESTING OF THE DIESEL
GENERATORS AS REQUIRED BY REGULATORY GUIDE 1.108, AND ALL PAILURFS, VALID AND
INVALID, WERE REVIEWED TO VERIFY COMPLIANCE WITH REGULATORY REQUIkMMENTS. THREE
FAILURES WHICH HAD PREVIOUSLY BEEN REPORTED AS INVALID HAVE BEEN DETERMINED TO BE

- _
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VALID FAILURES, AND TESTING OF THE UNITS MAS BEEN INCREASED AS REQUIRED BY TECH
SPECS AND REGULATORY GUIDE 1.108.

J

[303] SUMMER 1 DOCKET 50-395 LER 85-010
MISSED QUADRANT POWER TILT RATIO SURVEILLANCE.
EVENT DATE: 041085 REPORT DATE: 051085 NSSS: WE TYPE: PWR

.

(NSIC 194501) AT 0930 HRS ON 4-10-85 A FAILURE TO MEET THE REQUIREMENTS OF ACTION
1 STATEMENT 2.C, TABLE 3.3-1. TECH SPEC 3.3.1, ' REACTOR TRIP SYSTEM

INSTRUMENTATION,' WAS IDENTIFIED. ONE POWER RANGE EXCORE NUCLEAR INSTRUMENTATION
i CHANNEL HAD BREN REMOVED FROM SERVICT SINCE 1330 HRS ON 4-9-85 FOR SURVEILLANCE
; TESTING. THE QUADRANT POWER TILT RATIO (QPTR) SURVEILLANCE REQUIRED BY THE
i ACTION STATEMENT WAS NOT PERFORMED. THE CAUSE OF THIS EVENT IS ATTRIBUTED TO

PERSONNEL ERROR IN THAT THE PERSONS RESPONSIBLE FAILED TO RECOGNISE THE i

l

REQUIREMENT OF THE ACTION STATEMENT. IMMEDIATE CORRECTIVE ACTION WAS TAKEN TO
OBTAIN A FULL CORE FLUX MAP AND VERIFY THE QPTR TO BE WITHIN SPECIFICATION. THE
LICENSEE MAS INITIATED THE FOLLOWING CORRECTIVE ACTION TO PREVENT RECURRENCE.

'

SURVEILLANCE TEST PROCEDURES WHICH REQUIRE ENTRY INTO ACTION STATEMENT 2 OF TABLE
3.3-1 WILL BE REVISED TO INCLUDE A PRECAUTION TO ALERT OPERATIONS OF THE

'

REQUIREMENT TO MONITOR QPTR AT LEAST ONCE PER 12 HRS PER SPEC 4.2.4.2. THE
i LICENSEE EXPECTS THIS ACTION TO BE COMPLETED BY 7-31-85.
!

[304] SUMMER 1 DOCKET 50-395 LER 85-012
ERROR IN LIQUID RADWASTE COMPUTER PROGRAM.
EVENT DATE: 041785 RRPORT DATE: 051785 NSSS: WE TYPE: PWR

I

(NSIC 194502) ON 4-17-85, HEALTH PHYSICS PERSONNEL IDENTIFIED AN ERROR IN THE
COMPUTER PROGRAM ASSOCIATED WITH LIQUID RADWASTE MONITORING. IN 8-84, A REWRITE

4 OF THE COMPUTER PROGRAM ASSOCIATED WITH LIQUID RADWASTE WAS MADE. AND DUE TO A
PERSONNEL BRROR AN INCORRECT CORRELATION FACTOR (1.05 E+9 IN LIEU OF 3.12. E+8)
WAS ENTERED. THIS ERROR CAUSED THE CALCULATED TRIP SETPOINTS TO BE,

! NONCONSERVATIVE. CORRECTIVE ACTION WAS TAKEN TO ENTER THE CORRECT CORRELATION
| FACTOR INTO THE PROGRAM. IN ADDITION, AN INVESTIGATION WAS INITIATED TO VERIFY
! THAT NO TECH SPEC LIMITS FOR INSTANTANEOUS RELEASE RATE HAD BREN EXCEEDED. THIS

EVALUATION SHOULD BE COMPLETED BY 6-15-85. TO PRECLUDE RECURRENCE. THE
'

LICENSEE'S NUCLEAR COMPUTER SERVICES GROUP NAS DEVELOPED A PROGRAM WHICH REQUIRES
STRINGENT VERIFICATION AND VALIDATION OF NEW SOFTWARE. NEW EFFLUENT SOFTWARE MAS
BREN DEVELOPED AND IS PRESENTLY BEING VERIFIED AND VALIDATED UNDER THE NEW
PROGRAM AND SHOULD BE IMPLEMENTED BY 7-1-85.;

I
.

[305] SUMMER 1 DOCKET 50-395 LER 85-011
j ROD CONTROL SYSTEM FAILURE.
| EVENT DATE: 041885 REPORT DATE: 051785 NSSS: WE TYPE: PWR
! VENDOR: WESTINGHOUSE ELECTRIC COMPANY (BLEV. DIV)

' (NSIC 194849) AT APPROXIMATELY 0147 HOURS ON APRIL 18, 1985, CONTROL RODS POWERED
BY ROD CONTROL SYSTEM CABINET 2AC FAILED TO MOVE. THE AFFECTED RODS WERE
DECLARED INOPERABLE, AND THE PLANT ENTERED ACTION STATEMENT (B) OF TECH SPEC

i 3.1.3.1, " MOVABLE CONTROL ASSEMBLIES." DURING SYSTEM TROUBLESHOOTING, AN
..

INADVERTENT ROD DROP OCCURRED JUST PRIOR TO STARTING A CONTROLLED SNUTDOWN OF THE+

| PLANT. THE ROD DROP CAUSED A REACTOR TRIP FROM 1005 POWER AT 0629 HOURS ON POWER
RANGE NEGATIVE RATE. THERE WERE NO ADVERSE CONSEQUENCES FROM THIS EVENT. THE'

REACTOR PROTECTION SYSTEM FUNCTIONED PER DESIGM. DUE TO A PREVIOUS STRAM
I GENERATOR TUBE LEAK, THE STEAM DUMPED FROM THE AFFECTED STEAM LINE TO ATMOSPHERE
i AND FROM THE TURBINE-DRIVEN EMBRGENCY FREDEWATER PUMP EXHAUST RESULTED IN AN

UNMONITORED RELEASE. THE RELEASE WAS CONSERVATIVELY CALCULATED TO BE A SMALL
FRACTION OF THE ALLOWABLE RELEASE LIMITS. THE ROD CONTROL SYSTEM FAILURE WAS
DETERMINED TO BE A DEFECTIVE SLAVE CYCLER COUNTER CARD. THE CARD WAS REPLACED

|

|
|
|
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AND A PLANT RESTART MADE AFTER A FORCED OUTAGE OF 19.3 HOURS. TO PREVENT A
,

POTENTIAL RECURRENCE, THE LICENSEE HAS ESTABLISHED A PREVENTIVE MAINTENANCE
! PROGRAM FOR THE ROD CONTROL SYSTEM CABINETS.

[306] SUMMER 1 DOCKET 50-395 LER 85-013
REACTOR TRIP ON LO-LO SG LEVEL.
EVENT DATE: 042985 REPORT DATE: 052985 NSSS: WE TYPE: PWR
VENDOR: FISHER CONTROLS CO.

GENERAL ELECTRIC CO.

(NSIC 194850) ON APRIL 29, 1985 AT 0130 HOURS, A REACTOR TRIP OCCURRED AT
APPROXIMATELY 305 POWER DURING A PLANT SHUTDOWN. THE REACTOR TRIP WAS INITIATED
BY A LO-LO STEAM GENERATOR WATER LEVEL IN THE "B" STEAM GENERATOR. THIS
CONDITION RESULTED FROM TRANSIENTS IN DEAERATOR TANK LEVEL AND MAIN FEEDWATER
PUMP DISCHARGE PRESSURE WHICH OCCURRED DURING THE DOWN POWER RAMP. THESE
TRANSIENTS CAUSED A FEEDWATER ISOLATION ON A LOW FREDWATER TEMPERATURE (225 F)
AND A LOW FEEDWATER FLOW (165) CONDITION. THE REACTOR PROTECTION SYSTEM
RESPONDED AS DESIGNED. THERE WERE NO ADVERSE CONSEQUENCES DUE TO THIS EVENT.
DUE TO A PREVIOUS STEAM GENERATOR TUBE LEAK, THE TRANSIENT PRIOR TO THE REACTOR
TRIP RESULTED IN A UNMONITORED RELEASE TO THE ATMOSPHERE FROM THE MAIN STRAM
SYSTEM. THE RELEASE WAS CONSERVATIVELY CALCULATED TO BE A SMALL FRACTION OF THE
ALLOWABLE RELEASE LIMITS.

[307] SUMMER 1 DOCKET 50-395 LER 85-014
, CHALLENGE OF OVERPRESSURE PROTECTION SYSTEM.
) EVENT DATE: 050685 REPORT DATE: 060585 NSSS: WE TYPE: PWR
!

(NSIC 194851) ON MAY 5, 1985 AT APPROXIMATELY 2200 HOURS, A REACTOR COOLANT
SYSTEM (RCS) PRESSURE TRANSIENT RESULTED IN A CHALLENGE OF A RESIDUAL HEAT
REMOVAL (RHR) SUCTION RELIEF VALVE. THE PLANT WAS IN COLD SHUTDOWN (MODE 5) WITH
RHR SYSTEM (TRAIN "A") IN OPERATION. DIESEL GENERATOR (D/G) SURVEILLANCE TEJTING
WAS IN PROGRESS AND HAD RESULTED IN A NON-VALID TEST FAILURE DURING AN ATTEMPT TO
PARALLEL THE D/G TO THE ESF BUS (XSW-1DB). THE FAILURE TO PARALLEL THE D/G WAS A

| RESULT OF FAILURE OF THE SPEED CONTROL SWITCH ON THE MAIN CONTROL BOARD. DURING
TROUBLESHOOTING ACTIVITIES ON THE D/C, A PERSONNEL ERROR RESULTED IN A LOSS OF
ESF BUS (X5W-1DB). MAJOR EQUIPMENT AFFECTED INCLUDED THE LOSS OF THE "B"
COMPONENT COOLING WATER (CCW) PUMP, "B" SERVICE WATER (SW) PUMP, AND "B" HVAC
CHILLER AND CHILL WATER PUMP. THE LOSS OF CCW FLOW TO THE REACTOR COOLANT PUMP
(RCP) REQUIRED THE SHUTDOWN OF THE OPERATING RCP. THE BREAKER WAS RECLOSED TO
ESF BUS (XSW-1DB) AND THE BUS WAS RELOADED. UPON REETART OF THE RCP WITH SOLID
PLANT OPERATION, PRESSURE SPIKES OCCURRED WHICH RESULTED IN THE CHALLENGE TO THE
TRAIN "A" RHR SUCTION RELIEF VALVE. FOLLOWING THE RELIEF VALVE ACTUATION, AN
OPERATOR NOTED THAT PRESSURIERR RELIEF TANK (PRT) LEVEL CONTINUED TO INCREASE
APPARENTLY DUE TO A FAILURE OF THE RELIEF VALVE TO RESEAT. APPROXIMATELY SIXTEEN
HUNDRED (1600) GALLONS OF RCS INVENTORY WERE RELEASED TO THE PRT.

[308] SURRY 1 DOCKET 50-280 LER 85-008
LOCKOUT OF AUTO START FUNCTION FOR CABLE VAULT AREA CARBON DIOXIDE SYSTEM.
EVENT DATE: 031885 REPORT DATE: 041785 NSSS: WE TYPE: PWR

(NSIC 194169) ON 3-18-85 AT 1720 HRS WITH UNIT 1 AND 2 AT 1005 POWER, AN OPERATOR
DISCOVERED WHILE CLEARING TAGS ON VARIOUS FIRE EONES, THAT THE TAG INTENDED FOR
FIRE EONE 8 (UNIT 2 CONTAINMENT PENETRATION AREA) HAD BEEN PLACED ON FIRE SONE e5
(UNIT 1 CABLE VAULT AREA). AS A CCNSEQUENCE, FIRE EONE e5 CARBON DIOXIDE SYSTEM
AUTO INITIATION HAD BEEN LOCKED OUT SINCE 0825 HRS THAT DAY WITH NO FIRE WATCH
PRESENT AS REQUIRED BY TECH SPECS.

- __ __ ___ _=_ _ _ --_, -,
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[309] SURRY 1 DOCKET $0-280 LER 85-005
LOCKOUT OF AUTO CO2 FIRE PROTECTION WITHOUT FIRE WATCH.
EVENT DATE: 040385 REPORT DATE: 050285 NSSS: WE TYPE: PWR

(NSIC 194716) ON APRIL 3, 1985 AT 1700 HOURS, WITH UNIT 1 AT 1005 POWER AND UNIT
2 AT REFUELING SHUTDOWN, AN OPERATOR DISCOVERED, WHILE CLEARING TAGS ON VARIOUS
FIRE ZONES. THAT THE AUTOMATIC INITIATION OF CO2 FOR FIRE EONE 87 HAD BEEN LOCKED
OUT AND NO FIRE WATCH WAS PRESENT AS REQUIRED EY TECH SPECS. OPERATIONS
PERSONNEL WILL VERIFY THAT A FIRE WATCH HAS BREN POSTED IN THE AREA (S)'AFFECTED
PRIOR TO REMOVING ANY FIRE PROTECTION SYSTEM FROM SERVICE.

[310] SURRY 1 DOCKET 50-280 LER 85-007
MFP TRIP RESULTING IN TURBINE TRIP /RX TRIP.
EVENT DATE: 042985 REPORT DATE: 052985 NSSS: WE TYPE: PWR
VENDOR: CONSOLIDATED ELECTRODYNAMICS CORP..

(NSIC 194749) ON APRIL 29, 1985 WITH UNIT 1 AT 17% POWER AND RAMPING DOWN TO
; INVESTIGATE THE CAUSE OF AN INCREASING PRIMARY LEAKRATE, A TURBINE TRIP /RX TRIP

OCCURRED AS A RESULT OF THE 'A' MAIN FERD PUMP (MPP) TRIP. AT THE TIME OF THE
TRIP, NO VALID TRIP CONDITIONS WERE INDICATED FOR THE FRED PUMP. AS A RESULT OF
AN INVESTIGATION AND SPECIAL TEST FOLLOWING THE EVENT, IT WAS NOTED THAT IT WAS
POSSIBLE FOR THE ACTUATOR ARM TO NOT PROPERLY DEPRESS THE LIMIT SWITCH ASSOCIATED
WITH THE VALVE POSITION SIGNAL TO THE PUMP TRIP LOGIC. THEREFORE, IT IS BELIEVED
THAT WHEN THE RECIRC. VALVE OPENED AT THE SPECIFIED LOW DISCHARGE FLOW SETPOINT,
A VALVE OPEN SIGNAL WAS NOT SENT TO THE FEED PUMP TRIP LOGIC AND A PUMP TRIPa

RESULTED. THE TRIP CIRCUITRY WAS TESTED SATISFACTORILY AND THE VALVE POSITION
ACTUATOR ARM WAS MODIFIED TO ENSURE PROPER LIMIT SWITCH MAKEUP.

'

[3111 SURRY 1 DOCKET 50-280 LER 85-009
PREESCRE CONTROL VALVE MALFUNCTION CAUSES REACTOR COOLANT SYSTEM OVERPRESSURE
TRANSIENT.
EVENT DATE: 051285 REPORT DATE: 061085 NSSS: WE TYPE: PWR

(NSIC 194750) ON MAY 12, 1985 AT 0558 THE UNIT 1 REACTOR COOLANT SYSTEM WAS
SOLID AND AT 150 DEGREES F AND 350 PSIG. POWER OPERATED RELIEF VALVE (PORV EZIS
NO. RV) PCV-1455C WAS OBSERVED TO CYCLE TWICE IN RESPONSE TO AN OVERPRESSURE
CONDITION. PCV-1145, THE NORMAL LETDOWN PRESSURE CONTROL VALVE, FAILED TO
PROPERLY CONTROL PRESSURE AT THE 350 PSIG SETPOINT DURING SOLID PLANT OPERATION.
THIS CAUSED PCV-1455C TO LIFT AT APPROXIMATELY 410 PSIG. NORMAL PRESSURE CONTROL

j DEVICES WERE USED TO RETURN THE PRIMARY SYSTEM PRESSURE TO 350 PSIG. THE VALVE
' POSITIONER FOR PCV-1145 WAS ADJUSTED TO MAINTAIN LETDOWN PRESSURE. THIS EVENT IS

REPORTABLE PURSUANT TO THE SPECIAL REPORTING REQUIREMENTS OF TECH SPEC 3.1.G.3
AND TECH SPEC 6.6.4.G.

[312] SURRY 2 DOCKET 50-281 LER 85-003
FAILURE OF RECIRCULATION SPRAY VALVES.
EVENT DATE: 042385 REPORT DATE: 052385 NSSS: WE TYPE: PWR
VENDOR: TUFLINE CORP.

(NSIC 194724) ON 4/28/85, WITH THE UNIT DEFUELED, TYPE C TESTING REVEALED THAT
BOTH OUTSIDE RECIRCULATION SPRAY PUMP SUCTION VALVES, MOV-RS-255A, B (ELLS 20)
WERE INOPERABLE. ON 5/10/85, THE OUTSIDE RECIRCULATION SPRAY PUMP DISCHARGE
VALVE, MOV-RS-2568 (ELLS 20) WAS FOUND TO BE INOPERABLE. THE CAUSE OF THE
FAILURE IS UNKNOWN AT THIS TIME. THE ACTIONS REQUIRED TO PREVENT RECURRENCE OF
THE EVENTS WILL BE DETERMINED BY THE RESULTS OF THE INVESTIGATION AND WILL BE
COMPLETED PRIOR TO RETURNING THE UNIT TO SERVICE.

9

I
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[313] SURRY 2 DOCKET $0-281 LER 85-005
CARBON DIOXIDE FIRE PROTECTION SYSTEM LOCKOUT WITdOUT FIRE WATCH.
EVENT DATE: 051485 REPORT DATE: 061385 NSSS: WE TYPCs PWR

(NSIC 194830) ON 5-14-85 AT 1522 HOURS, QA PERSONNEL DISCOVERED THAT THE
AUTOMATIC INITIATION OF CARBON DIOXIDE FIRE PROTECTION SYSTEM, FOR HAEARD EONE 8
(UNIT 2 CABLE VAULT) WAS LOCKED OUT AND THAT THE ASSIGNED FIRE WATCH WAS NOT
PATROLLING THE AREA. ON 5-15-85 AT 1700 HOURS, OPERATIONS PERSONNEL DISCOVERED
THAT THE AUTOMATIC INITIATION OF CARBON DIOXIDE FIRE PROTECTION SYSTEM FOR HAEARD
EONE 4 (UNIT 2 CABLE TRAY ROOM) WAS LOCKED OUT AND THAT NO FIRE WATCH WAS
PRESENT. CONTRIBUTING FACTORS TO THESE EVENTS WERE: 1) THE LACK OF A SPECIFIC
PROCEDURE FOR LOCKING OUT THE AUTOMATIC INITIATION OF THE CARBON DIOXIDE SYSTEM,
AND 21 A FIRE WATCH TRAINING PROGRAM DID NOT ADDRESS HAEARD EONE BOUNDARIES OR
DEFINE FIRE WATCH RESPONSIBILITIES. UPON DISCOVERY OF THESE EVENTS, FIRE WATCHES
WERE IMMEDIATELY POSTED IN THE AFFECTED EONES. A SPECIFIC PROCEDURE FOR CARFON
DIOXIDE SYSTEM LOCKOUTS WILL BE IMPLEMENTED AND IMPROVEMENTS WILL BE MADE IN THE
FIRE WATCH TRAINING PROGRAM.

[314] SUSQUEHANNA 1 DOCKET 50-387 LER 83-070 REV 1
UPDATE ON DEFECTIVE CREOASS TEST PROCEDURE.
EVENT DATE: 051783 REPORT DATE: 013185 NSSS: GE TYPE: BWR

(NSIC 194154) THE CONTROL ROOM EMERGENCY OUTSIDE AIR SUPPLY SYSTEM (CRE0 ASS) IS
REQUIRED TO MAINTAIN THE CONTROL STRUCTURE AT ONE-EIGHTH INCH POSITIVE PRESSURE,
RELATIVE TO OUTSIDE ATMOSPHERE, TO LIMIT RADIATION EXPOSURE TO CONTROL ROOM
PERSONNEL DURING ACCIDENT CONDITIONS. THE TECH SPEC FLOW LIMIT FOR THE
PRESSURIZATION MODE IS 5810 CFM AND ESTABLISHED TO LIMIT RADIOACTIVE ISOTOPE
INTRODUCTION INTO THE CONTROL ROOM ATMOSPHERE. THIS LIMIT WAS INADVERTENTLY
OMITTED FROM THE SURVEILLANCE TEST PROCEDURE. UPON DISCOVERY OF THIS OMISSION,

THE PREVIOUS TEST RESULTS WERE CHECKED ITEST FREQUENCY IS 18 MONTHS). THE
PREVIOUS TEST PERFORMED ON 7-13-82 SHOWED LOOP A FLOW TO BE 6200 CFM WITH
PRESSURES FROM 0.125 TO 0.132 INCHES, LOOP B FLOW WAS 6000 CFM WITH PRESSURES
FROM 0.15 TO 0.17 INCHES. A PROCEDURE CHANGE WAS ISSUED TO INCORPORATE THE FLOW
LIMIT OF 5810 CFM. THE TEST BOUNDARY, WHICH INCLUDES CONTROL STRUCTURE
ELEVATIONS 698' TO 783', WAS INSPECTED TO IDENTIFY AND CORRECT ANY LEAKAGE PATHS.
THE TEST WAS SUCCESSFULLY COMPLETED ON 5-23-83 AND THE SYSTEM DECLARED OPERABLE.
TEST (TP-030-002) PERFORMED ON 5-16-84 SHOWED THE ACTUAL CREOASS COMMON DUCT
FLOW RATE WAS LESS THAN THAT INDICATED BY THE MEASURING INSTRUMENT'S RECORDERS.
FROM THIS DATA, SETPOINT CHANGES WERE PERFORMED TO CALIBRATE CREOASS RECORDED
FLOW WITH THE ACTUAL DISCHARGE FLOW AS SEEN BY THE SYSTEM'S FLOW TRANSMITTERS.

[315] SUSQUEHANNA 1 DOCKET 50-387 LER 83-076 REV 1
UPDATE ON OPEN DOOR BREACHING CREOASS BOUNDARY.
EVENT DATE: 052783 REPORT DATE: 121784 NSSS: GE TYPE: BWR

(NSIC 194155) ELECTRICAL CABLES WERE RUN THROUGH A CONTROL STRUCTURE DOOR IN
SUPPORT OF UNIT 2 BATTERY TESTING. WITH THE DOOR BLOCKED OPEN THE CONTROL ROOMr

EMERGENCY OUTSIDE AIR SUPPLY SYSTEM (CRECASS) WOULD NOT BE ABLE TO PRESSURIEE THE
CONTROL STRUCTURE WITHIN SPECIFIED FLOW LIMITS (TECH SPEC 4.7.2.D.3, 5810 CFM).
THE INCIDENT OCCURRED BECAUSE TEST PERSONNEL WERE NOT AWARE TMAT THE DOOR IN
QUESTION CONSTITUTED A BOUNDARY FOR CREOASS. THE CABLE WAS IMMEDIATELY REMOVED
AND BATTERY TESTING HALTED PENDING A REVISED CABLE ROUTING. NON-SECURITY RELATED
BOUNDARY DOORS HAVE BEEN IDENTIFIED AND A CHECK OF THEIR CLOSURE HAS BEEN ADDED
TO NORMAL OPERATOR ROUNDS.

|
1

1

|
|
l
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(316] SUSQUENANNA 1 DOCKET 50-387 LER 85-012
FOUR FIRE DANPERS NOT INCLUDED IN SURVEILLANCE PROCEDURES.
EVENT DATE: 040485 REPORT DATE: 052485 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: SUSQUEHANNA 2 (BWR)

'
VENDOR: RUSKIN MANUFACTURING COMPANY

|

| (NSIC 194641) ON 4-4-05 IT WAS DETERMINED BY THE FIRE PROTECTION SYSTEN ENGINEER
AND ONE OF THE STATION'8 RESIDENT NRC INSPECTORS THAT 4 FIRE DANPERS IN THE SGTSi

| DUCTWORK WERE NOT INCLUDED IN THE APPROPRIATE 18 MONTH SURVEILLANCE PROCEDURES.
,

THESE DANPERS SHOULD MAVE BREN INCLUDED IN THE SURVEILLANCE SECAUSE THEY CLOSE ON
,

- MIGH TEMPERATURE (ACTUATOR: FUSISLE LINKS) TO ISOLATE 3GTS DUCTWORK TO PREVENT
SPREAD OF FIRE FROM 1 FIRE 50NE TO ANOTHER VIA'THE DUCTWORK AS IT PASSES THROUGH

| THE REACTOR BLDG AND CONTROL STRUCTURE. THE DANPERS WERE ADDED TO TME
; PROCEDURES. THE INSPECTION CONSIST 8 OF A VISUAL EXANINATION OF EACM DANPER AND ,

|
ITS ASSOCIATED NARDWARE TO ENSURE THAT IT IS OPEN, UNOSSTRUCTED AND FREE FROM

i VISIBLE DAMAGE. ALTMOUGH THE PROPER NOTIFICATION OF THE NEED TO ESTABLISM AN
NOURLY FIRE WATCH IN THE AFFECTED AREAS WAS GIVEN TO OPERATIONS PERSONNEL AND THE

! APPROPRIATE LCO'S WERE NOTED, IT COULD NOT BE VERIFIED THAT THE WATCHE5 WERE
! ACTUALLY IMPLEMENTED ON 4-4-85. THE FIRE WATCH LOG (CONTROLLED BY ADMINISTRATIVE

'

PROCEDURE AD-QA-1431 FOR THAT DATE DOES NOT REFLECT THE PLANT ARRA8 AFFECTED.
SUBSEQUENTLY, 1 OF THE DANPERS WA5 INSPECTED AND A FIRE NATCM WAS ESTABLISHED AND

; WILL RENAIN IN EFFECT UNTIL THE RENAINING DANPERS ARE INSPECTED. THE |

| NETHODS/PROCESSE5 USED TO ASSURE IDENTIFICATION AND SURVEILLANCE OF
~

SAFETY-RELATED DAMPERS WILL BE REVIEWED AND REVISED AS NECESSARY TO MITIGATE,

,
RECURRING INCIDENTS.

I [317] SUSQUENANNA 1 DOCKET 50-387 LER 85-016
I FIVE ENERGkMCY SERVICE WATER AND CONTROL STRUCTURE CHILLED WATER SURVEILLANCE 8

COMPLETED LATE.
EVENT DATE: 042505 REPORT DATE: 052485 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: SUSQUENANNA 2 (BWR)

(NSIC 194642) ON 4-25-85 DURING A REVIEW OF SURVEILLANCE TESTING STATUS CN UNIT 1
IT WAS DISCOVERED THAT 5 SURVEILLANCE PROCEDURES CONMON TO SOTH UNITS MAD PASSED,

| THEIR VIOLATION DATES. THESE SURVEILLANCE 5 PERFORNED FLOW VERIFICATION, VALVE
! STROKING, AND VALVE LINE-UP OF THE EMERGENCY SERVICE WATER JGID CONTROL STRUCTURE

i CHILLED WATER SYSTEMS. SOTH SYSTEMS WERE OPERATING DURING TNE VIOLATION PERIOD
I WITH NO ABNORNAL INDICATIONS BRING OBERRVED. AFTER DISCOVERY,'THE PERFORMANCE OF
| THESE PROCEDURES INNEDIATELY CONNENCED AND ALL PROCEDURES WERE COMPLETED ON
| REQUIRED EQUIPMENT. DURING THE VIOLATION PERIOD UNIT 1 WAS 5 NUT DOWN FOR
1 REFUELING AND UNIT 2 NAS OPERATING AT 1005 POWER. THE CONTRIBUTING FACTOR 8 IN
3 THIS OCCURRENCE WERE: THE WEEKLY SCHEDULE PROVIDED LOW VISIBILITY TO CONMON
| SURVIILLANCES: THE OPERATING UNIT WAS NOT INFORNED OF THE STATUS OF COMMON
; SURVEILLANCE 5s AND THE MODIFICATION WORK BEING PERFORMED ON THE CONNON SYSTEMS
j NADE IT DIFFICULT TO COMPLETE THE8E PROCEDURES. ACTIONS WNICH NAVE BREN TAKEN OR
; WILL BE TAKEN TO PREVENT RECURRENCE ARE: CHANGE LAYOUT OF WEEKLY SURVEILLANCE

SCHEDULE TO GIVE 'CONNON' SURVEILLANCE 8 'HIGH-VISIBILITY's COMMON SURVEILLANCE 8
WHICH ARE NOT PERFORMED WILL APPEAR ON THE LIST OF OUTSTANDING SURVEILLANCES FOR
BOTH UNITS THE NEXT WEEK COMMON SURVEILLANCB5 WILL 3R BROKEN INTO SMALLER
SEGNENTS TO IMPROVE COMPUTER TRACKING AND SCNEDULING: ADD VIOLATION DATES.

1

| [318] SUSQUBHANNA 1 DOCKET 50-387 LER 85-017
RWCU ISOLATES ON SPURIOUS HIGH FLOW SIGNAL.'

EVENT DATE: 050505 REPORT DATE: 060385 M88S: GE TYPE: BWR
,

I
'

-(NSIC 194500) ON 5-5-85 WITH THE UNIT SNUT DOWN FOR ITS FIRST REFUELING OUTAGE,
THE REACTOR WATER CLEANUP (RWCU) (EIIS CODE: CE) SYSTEN CONTAINNENT OUTBOARD
ISOLATION VALVE CLOSED ON A HIGN FLOW SIGNAL (UNANTICIPATED BSF ACTUATION). RNCU
HAD BREN IN OPERATION TO SUPPORT INDUCTION HEATING FOR STRESS IMPROVEMENT (INSI)

|

|
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TREATMENT OF A WELD AT THE PIPE TEE WHERE THE RWCU SUCTION LINE TAPS OFF FROM
REACTOR RECIRCULATION (EIIS CODE: AD) LOOP 'A'. RWCU SYSTEM OPERATED AS DESIGNED
DURING THE TRANSIENT. SYSTEM FLOW AT THAT TIME WAS BELOW THE SETPOINT OF THE
DIFFERENTIAL PRESSURE SWITCH WHICH PROVIDES HIGH FLOW ISOLATION. HOWEVER. THE
SWITCH IS CALIBRATED FOR NORMAL SYSTEM TEMPERATURE WHILE IN OPERATIONAL CONDITION
1 (RUN). THE DIFFERENCE IN WATER DENSITY WHICH RESULTS IN A HIGHER DIFFERENTIAL
PRESSURE WHEN THE SYSTEM IS RUNNING COLD VERSUS WHEN THE SYSTEM IS AT NORMAL
OPERATING TEMPERATURE ACCOUNTS FOR THE SWITCH'S ACTUATION AT A LOWER FLOW RATE.
SINCE THE IHSI TREATMENT OF THE WELD IS A ONCE-AND-DONE EVOLUTION, THERE IS NO
ACTION REQUIRED TO PREVENT A SIMILAR EVENT.

[319] SUSQUEHANNA 1 DOCKET 50-387 LER 85-018
TWO SPURIOUS ACTUATIONS OF IRM'S.
EVENT DATE: 051385 REPORT DATE: 061185 NSSS: GE TYPE: BWR

(NSIC 194643) ON 5-13-85 THE UNIT EXPERIENCED AN UNANTICIPATED ACTUATION OF THE
RPS WHEN INTERMEDIATE RANGE MONITOR (IRM) 'E' SPURIOUSLY TRIPPED UPSCALE. ON
5-14-85, IRM 'D' SPURIOUSLY TRIPPED UPSCALE RESULTING IN ANOTHER RPS ACTUATION.
AS REQUIRED BY TECH SPEC 3.3.1 FOR REFUELING. THE ' SHORTING LINKS' HAD BEEN
REMOVED FROM THE RPS CIRCUITRY, THUS PERMITTING AN UPSCALE SIGNAL FROM ANY IRM TO
CAUSE A FULL RPS ACTUATION. (NORMAL IRM RPS INPUT CONFIGURATION REQUIRES A
ONE-OUT-OF-TWO-TWICE TRIP LOGIC BE SATISFIED TO CAUSE A FULL RPS ACTUATION). NO
FUEL WAS BEING LOADED AT THE TIMES IRM 'E' AND IRM 'D' TRIPPED. NO CONTROL ROD
MOVEMENT OCCURRED ON 5-13 AS ALL RODS WERE ALREADY INSERTED. ON 5-14 CONTROL ROD
50-11 WAS FULLY WITHDRAWN FOR FRICTION TESTING WHEN THE IRM 'D' SPIKE OCCURRED.
THE CONTROL ROD FULLY INSERTED DUE TO THE SCRAM SIGNAL. WEEKLY SURVEILLANCE
FUNCTIONAL TESTING OF IRM'S 'E' AND 'D' PRIOR TO AND FOLLOWING THESE EVENTS WAS
SATISFACTORY. NEITHER IRM HAS BREN OBSERVED TO SPIKE SINCE THESE EVENTS
OCCURRED. NO FURTHER ACTIONS ARE PLANNED BASED ON THESE SPURIOUS IRM SIGNALS.

[320] SUSQUEHANNA 1 DOCKET 50-387 LER 85-019
UNANTICIPATED RPS ACTUATION DUE TO IRM ACTUATION.
EVENT DATE: 051685 REPORT DATE: 060785 NSSS: GE TYPE: BWR

(NSIC 194644) ON 5-16-85 AT 1430 DURING THE PERFORMANCE OF SURVEILLANCE TESTING
OF IRM 'C', A RPS ACTUATION OCCURRED. THE ACTUATION OCCt*RRED WHEN IRM 'C' WAh
TAKEN OUT OF BYPASS BY THE OPERATOR (UTILITY, LICENSED) AT THE REQUEST OF AN I4C
TECHNICIAN (UTILITY, NON-LICENSED) IN THE CONTROL ROOM. THE TECHNICIAN IN THE
CONTROL ROOM MISINTERPRETED A PHONE MESSAGE FROM ANOTHER I&C TECHNICIAN AT THE
IRM 'C' INSTRUMENT DRAWER IN THE RELAY ROOM AND REQUESTED THE OPERATOR TO REMOVE
IRM 'C' FROM BYPASS. THE RELAY ROOM TECHNICIAN HAD NOT FULLY RESTORED IRM 'C'

WHEN IT WAS REMOVED FRCH BYPASS. CAUSING A SCRAM SIGNAL. AS REQUIRED BY TECH
SPEC 3.3.1 FOR REFUELING, THE ' SHORTING LINKS' HAD BEEN REMOVED FROM THE RPS
CIRCUITRY, THUS PERMITTING AN UPSCALE SIGNAL FROM ANY IRM TO CAUSE A FULL RPS
ACTUATION. (NORMAL IRM RPS INPUT CONFIGURATION REQUIRES A ONE-OUT-OF-TWO-TWICE
TRIP LOGIC BE SATISFIED TO CAUSE A FULL RPS ACTUATION.) NO CONTROL ROD MOVEMENT

| OCCURRED AS ALL RODS WERE FULLY INSERTED AT THE TIME OF THE EVENT. THE PERSONNEL
I INVOLVED WERE COUNSELED BY FIRST-LINE SUPERVISION EMPHASIEING VERBATIM COMPLIANCE

TO PROCEDURES, PARTICULARLY THOSE REQUIRING OTHER THAN FACE-TO-FACE i

COMMUNICATICN. ESPECIALLY UNDERSCORED WAS THE NECESSITY TO BE EKACT WHEN
'

COMMUNICATING ON THE PHONE AND NOT TO TAKE ANY ACTION UNLESS SPECIFICALLY AND
CLEARLY DIRECTED TO DO SO.

[321] SUSQUEHANNA 2 DOCKET 50-388 LER 85-014
RCIC INBOARD STEAM SUPPLY VALVE ISOLATES ON ERRONEOUS HI AREAS TEMPERATURE.
EVENT DATE: 041785 REPORT DATE: 050785 NSSS: GE TYPE: BWR
VENDOR: RILEY COMPANY, THE

_ _ _ _ _ _ _ ___ __ _, __
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(NSIC 194185) ON 4-17-85, AT 2344 THE RCIC SYSTEM INBOARD SYEAM SUPPLY VALVE
ISOLATED ON EQUIPMENT AREA HIGH TEMPERATURE. INVESTIGATION DETERMINED THAT
TEMPERATURE INDICATING SWITCH E51-N6005 WAS MALFUNCTIONING. THE DEFECTIVE SWITCH
WAS REPLACED ON 4-18-85, AND THE ISOLATION SIGNAL CLEARED. THE UNIT CONTINUED
1001 POWER OPERATION DURING THE EVENT.

,

!

[322] THREE MILE ISLAND 2 DOCKET 50-320 LE3 85-004
i REACTOR BUILDING INTERNAL PRESSURE INDICATION REGISTERING VALUE IN EXCESS OF

LIMITS.
! EVENT DATE: 030685 REPORT DATE: 040585 NSSS: BW TYPE: PWR
|

! (NSIC 194801) ON MARCH 6, 1985 IT WAS DETERMINED THAT A SLIGHTLY POSITIVE
INTERNAL PRESSURE VALUE HAD BEEN RECORDED ON THE REACTOR BUILDING (R.B.) INTERNAL
PRESSURE INDICATION BS-PT-1412 BETWEEN 0910 AND 1625 NOURS ON THE PREVIOUS DAY,
MARCH 5, 1985. ON MARCH.26, 1985 BS-PT-1412 AGAIN REGISTERED A SLIGHTLY4

POSITIVE VALUE BETWEEN THE HOURS OF 0918 AND 1029. DURING BOTH PERIODS, AM R.B.
ENTRY WAS IN PROGRESS, THE R.B. PURGE EXHAUST SYSTEM MAS OPERATING AT MINIMUM

i FLOWRATE (I.E., APPROXIMATELY 10,000 CFM), AND BOTH EQUIPMENT HATCH PERSONNEL
; AIRLOCK DOORS WERE OPEN. THE CAUSE OF THIS EVENT HAS BREN DETERMINED TO BE

i,
ERRONEOUS INTERNAL PRESSURE INDICATIONS DURING " DOUBLE DOOR" R.P. ENTRIES WITH
THE R.B. PURGE EXHAUST SYSTEM OPERATING AT THE MINIMUM FLONRATE. THE INDICATION

| OF R.B. INTERNAL PRESSURE OF GREATER THAN SERO (0) PSIG FOR A PERIOD IN EXCESS OF
ONE HOUR RESULTED IN-VIOLATION OF THE TECH SPEC LIMITING CONDITION FOR OPERATION
(L.C.O.) 3.6.1.4 ACTION STATEMENT. FAILURE TO COMPLY WITH THE ACTION STATEMENT
RESULTS IN THIS EVENT BEING REPORTABLE TO THE NRC PURSUANT TO 10 CFR
50.73(A)(2)(I)(B).

,

4

[323) TROJAN DOCKET 50-344 LER 85-003
INADVERTENT SAFETY INJECTION DUE TO CIRCUIT FAILURE.
EVENT DATE: 031385 REPORT DATE: 041285 NSSS: WE TYPE: PWR
VENDOR: WESTINGHOUSE ELECTRIC CORP.

(NSIC 194680) ON MARCH 13, 1985 THE PLANT WAS SNUT DOWN IN MODE 4. REACTOR
COOLANT SYSTEM TEMPERATURE AND PRESSURE WERE 275 F AND 350 PSIG, RESPECTIVELY.

] WHILE PERFORMING PREVENTIVE MAINTENANCE ON ONE PRESSURISER LOW PRESSURE BISTABLE
'

IN ACCORDANCE WITH PERIODIC I&C TEST (PICT) 7-3, A MALFUNCTION IN ANOTHER
PRESSURISER LOW PRESSURE BISTABLE CIRCUIT ESTABLISHED THE 2-OUT-OF-3 LOGIC
CRITERIA FOR LOW PRESSURE SAFETY INJECTION, WHICH OCCURRED AT 1345 PST. ACTION
WAS TAKEN IN ACCORDANCE WITH EMERGENCY INSTRUCTION 31-0 AND EI-0.3, AND THE

I SAFETY INJECTION WAS TERMINATED AT 1347 PST. THE PLANT WAS RETURNED TO PRE-SI
STATUS BY 1410 PST THE SAME DAY. THIS WAS THE THIRTEENTH ACTIVATION OF THE'

| TROJAN ECCS TO DATE AND IN ADDITION TO MEETING THE REQUIREMENTS OF 10 CFR 50.73
l (A)(2)(IV), IS BEING REPORTED IN ACCORDANDE WITH SECTION 6.9.2.D. ECCS

ACTUATION. OF THE TROJAN TECH SPECS.
|

|

(324] TURKEY POINT 3 DOCKET 50-250 LER 85-001
SURVEILLANCE FOR PLANT VENT AND SPENT FUEL PIT BUILDING MISSED.
EVENT DATE: 011185 REPORT DATE: 021185 NSSS: NE TYPE: PWR

(NSIC 194604) ON 1-11-85 IT WAS DISCOVERED THAT A SAMPLING FREQUENCY FOR THE
PLANT VENT AND UNIT 3 SPENT FUEL PIT BLDG HAD BREN EXCEEDED. TECH SPEC TABLE
3.9-3, ITEM D STATES THAT TRITIUM GRAB SAMPLES SHALL BE TAKEN AT LEAST 4 PER
MONTH AT INTERVALS OF NO GREATER THAN 9 DAYS WHENEVER SPENT FUEL IS IN THE SPENT
FUEL POOL. THIS REQUIREMENT BECAME EFFECTIVE 1-1-85, THEREFORE, THE FIRST SAMPLE
SHOULD HAVE BERN TAKEN BY 1-9-85. THE TRITIUM GRAB SAMPLE WAS ONE OF MANY NEW
SURVEILLANCES THAT BECAME EFFECTIVE AS OF 1-1-85. THIS PARTICULAR REQUIREMENT

| HAD NOT YET BEEN PLACED IN THE REQUIRED CHEMISTRY SAMPLING PROGRAM DUE TO
| PERSONNEL OVERSIGHT. IMMEDIATE CORRECTIVE ACTIONS WERE: 1) A TRITIUM GRAB

. . . n
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SAMPLE WAS TAKEN ON 1-11-85. ANALYSIS SHOWED THAT ACTIVITY LEVELS WERE WELL
WITHIN REQUIRED LEVELS, 2) THE TRITIUM GRAB SAMPLE HAS BEEN PLACED IN THE
CHEMISTRY SURVEILLANCE PROGRAM WITH A SAMPLING FREQUENCY OF ONCE EACH WEEK, AND
3) CHEMISTRY LAB PERSONNEL WERE COUNSELED ON THE IMPORTANCE OF PROCEDURAL AND
TECH SPEC COMPLIANCE. IN ADDITION, PERSONNEL INVOLVED IN THIS INCIDENT WERE
COUNSELED ON THE SIGNIFICANCE OF THEIR ACTIONS. SIMILAR OCCURRENCES: LER
250-84-016s 251-83-019 AND 250-82-009.

[325] TURKEY POINT 3 DOCKET 50-250 LER 85-002
STEAM GENEPATOR BLOWDOWN ISOLATION VALVE FAILS TO CLOSE.
EVENT DATE: 011385 REPORT DATE: 021285 NSSS: WE TYPE: PWR

(NSIC 194605) ON 1-13-85, CONTAINMENT BOUNDARY VALVE (CV-3-6275C) WOULD NOT CLOSE
WHEN GIVEN A CLOSE SIGNAL FROM THE CONTROL ROOM. CV-3-6275C IS THE 'C' SG
BLOWDOWN ISOLATION VALVE OUTSIDE CONTAINMENT. DURING THE EVENT, FCV-3-6278C
DOWNSTREAM OF CV-3-6275C REMAINED OPERABLE. FCV-3-6278C RECEIVES AN AUTOMATIC
CLOSURE SIGNAL FROM A PROCESS RADIATION MONITOR (R-19) LOCATED IN THE SG BLOWDOWN
SAMPLE LINE. NO HIGH RADIATION LEVELS WERE DETECTED BY R-19 DURING THE EVENT.
AN I&C INVESTIGATION REVEALED PARTIALLY CLOGGED AIR FILTERS ON THE VALVE ACTUATOR
SOLENOIDS THAT PREVENTED THE VALVE FROM FUNCTIONING PROPERLY. IMMEDIATE
CORRECTIVE ACTIONS WERE: 1) THE UPSTREAM MANUAL ISOLATION VALVE (3-009) WAS
CLOSED: 2) IEC CLEANED THE AIR FILTERS AND RELEASED THE VALVE TO OPERATIONS. THE
VALVE WAS TESTED SATISFACTORILY AND THE SYSTEM RETURNED TO NORMAL CONFIGURATION:
AND 3) ALL OTHER VALVES ON UNITS 3 AND 4 THAT HAVE THIS AIR FILTER ARRANGEMENT
HAVE BERd INSPECTED AND CLEANED. IN ADDITION, THESE AIR FILTERS HAVE BEEN PLACED
IN A PEEVENTATIVE MAINTENANCE PROGRAM THAT WILL INSPECT AND CLEAN THESE AIR
FILTERS PERIODICALLY. AN UNUSUAL EVENT WAS DECLARED IN ACCORDANCE WITH THE
TURKEY POINT EMERGENCY PLAN AND ALL REQUIRED NOTIFICATIONS WERE MADE. THE UNUSUAL
EVENT WAS TERMINATED WHEN MANUAL ISOLATION VALVE 3-009 WAS CLOSED. SIMILAR LERS:
250-84-034, 84-031: 251-84-020, 84-009: AND 250-83-016.

[326] TURKEY POINT 3 DOCKET 50-250 LER 85-004
REACTOR TRIPS DUE TO MG SETS DE-ENERGIEED.
EVENT DATE: 012985 REPORT DATE: 022885 NSSS: NE TYPE: PWR

(NSIC 194658) ON JANUARY 29, 1985, AT 11:14 A.M., WHILE UNIT 3 WAS AT 100% POWER
AND UNIT 4 WAS PROCEEDING FROM HOT SHUTDOWN TO COLD SHUTDOWN CONDITIONS UNDER
ADMINISTRATIVE CONTROLS, THE NON-LICENSED OPERATIONS PERSONNEL WHO HAD BEEN
INSTRUCTED TO REMOVE THE A AND B MG SETS OF UNIT 4 FROM SERVICE, INADVERTENTLY
ENTERED THE UNIT 3 MOTOR CONTROL CENTER ROOM AND REMOVED A AND B MG SETS FOR UNIT
3 FROM SERVICE INSTEAD. SINCE THE MG SETS SUPPLY POWER TO THE CONTROL ROOM
SYSTEM, ISOLATING THIS POWER SOURCE RESULTED IN THE DE-ENERGIEATION OF THE
CONTROL ROD DRIVE MECHANISMS WHICH ALLOWED THE CONTROL RODS TO DROP TO FULL
INSERTION, I.E., A REACTOR TRIP. FOLLOWING THE REACTOR TRIP, OFF-NORMAL
OPERATING PROCEDURE 0208.1, SHUTDOWN RESULTING FROM REACTOR TRIP OR TURBINE TRIP,
WAS INITIATED. A POST-TRIP REVIEW WAS PERFORMED AND ALL EQUIPMENT FUNCTIONED AS
DESIGNED UPON ACTUATION OF THE REACTOR PROTECTION SYSTEM FEATURES. THE NRC WAS

. NOTIFIED OF A SIGNIFICANT EVENT PURSUANT TO 10CFR50.72(8)(2)(II) VIA THE ENS AT
12:50 P.M. SIMILAR OCCURRENCES: LER 250-84-003, 250-84-005, 250-84-014,
250-85-003, 251-84-008, AND 251-84-021. THE REACTOR TRIP WAS THE RESULT OF
PERSONNEL OVERSIGHT WHEN THE UNIT 3 MG SETS WERE INADVERTENTLY REMOVED FROM
SERVICF RATHER THAN THOSE FOR UNIT 4. THE LICENSED AND NON-LICENSED PERSONNEL
INVOLVED WERE INDIVIDUALLY COUNSELED CONCERNING THIS EVENT.

[327] TURKEY POINT 3 DOCKET 50-250 LER 85-005
DIESEL DRIVEN FIRE PUMP OUT OF SERVICE.
EVENT DATE: 021385 REPORT DATE: 031485 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: TURKEY POINT 4 (PWR)

I

I
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VENDOR: FAIRBANKS MORSE

(NSIC 194721) ON FEBRUARY 5, 1905, WHILE PERFORMING A WORK ORDER TO CLEAN TNB 4
BATTERIES FOR THE DIESEL DRIVEN FIRE PROTECTION PUNP, IT WAS NOTICED THAT BATTERY
ACID FLUID NAD BREN FORCED OUT OF EACH OF FOUR BATTERIES. FURTHER INVESTIGATION
REVEALED THAT WIRE LEADS TO THE DIODE BRIDGE RECTIFIER IN THE TERMINAL BOX FOR
THE DIESEL CHARGING SYSTEM MAD " BLOWN OFF". THE DIESEL-DRIVEN PUNP WAS DECLARED
OUT OF SERVICE AT 6:10 P.M., FOR REPAIRS. REPLACEMENT PARTS NAD TO BE ORDERED
AND THE PUMP COULD NOT BE RETURNED TO NORMAL OPERATION UNTIL FEBRUARY 15, 1905.
THE STANDBY CHARGING SYSTEM THAT NAINTAINS THE BATTERIES WHEN THE DIESEL ENGINE
IS NOT OPERATING WAS OVERCHARGING. THE FOUR 12-VOLT BATTERIES ARE PHYSICALLY AND
ELECTRICALLY ARRANGED IN TWO BY TWO SETS FOR 24-VOLT PRIMARY AND 24-VOLT BACK-UP
CRANKING BMERGY. NORMALLY, THE STAND-BY CHARGING CURRENT IS A FRACTION OF AN AMP
TO EACM SET. NEW BATTERIES AND DIDDR BRIDGE RECTIFIER WERE RECEIVED AND
INSTALLED AND THE DIESEL ALTERNATOR CHARGING PERFORMED ACCORDING TO THE
MANUFACTURER'S DESIGN AND SPECIFICATIONS. A NEW CIRCUIT CARD WAS INSTALLED IN
THE STANDBY CHARGER CONTROLS. CHARGING RATE ADJUSTNENTS WERE MADE IN ACCORDANCE
WITH THE MANUFACTURER'S NANUAL. BOTH THE DIESEL CNA4GING AND THE STANDBY
CHARGING FUNCTIONS WERE RETURNED TO NORMAL SERVICE. THIS SPECIAL REPORT IS
SURNITTED IN ACCORDANCE WITH 10 CPR 50.73(G).

[328] TURKEY POINT'3 DOCKET 50-250 LER 85-000
TECEMICAL SPECIFICATIONS SURVEILLANCE NOT DONE ON GASEOUS EFFLUENT MONITORS.
EVENT DATE: 031285 REPORT DATE: 041105 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED TURKEY POINT 4 (PWR)

(MSIC 194659) ON MARCH 12, 1985, DURING A 5HIFT RADIOCHEMISTRY SURVEILLANCE. THE
CNBCK SOURCE OPERABILITY VERIFICATION OF THE HIGN-RANGE CHANNELS OF TWO
SYSTEM-LEVEL PARTICULATE, IODINE, AND NOBLE GA8 (SPING) GASEOUS EFFLUENT MONITOR 5
WAS INADVERTENTLY NOT PERFORMED. THE TWO MIGM-RANGE CHANNELS OF NOBLE GA5
EFFLUENT MONITOR 5 ASSOCIATED WITH TNE PRIMARY PLANT 51DE, FOR WHICH NO
OPERABILITY VERIFICATION WAS PERFORMED, WERE THE UNIT 3 SPENT FUEL PIT BUILDING
EXNAUST AND THE PLANT VENT GAS EXNAUST MONITORS. THE SURVEILLANCE TECHNICAL
SPECIFICATION 4.1 TABLE 4.1-1, REQUIRES THAT AN OPERABILITY VERIFICATION FOR THE
MIGN-RANGE CHANNELS OF THESE SPING NOBLE GA8 BFFLUENT MONITORS BE PERFORMED ONCE
DURING EACM SHIFT. SIMILAR OCCURRENCES: LER 250-05-001. THE ROOT CAUSE OF THE
MISSED SURVEILLANCE OF THE TWO PRINARY PLANT SPING NIGN-RANGE NOBLE GA5E EFFLUENT
MONITORS WAS THE RESULT OF A MISCONNUNICATION BETWEEN TWO ON-5NIFT CHEMISTRY
TECHNICIANS OVER WNO WOULD PERFORM THESE SURVEILLANCE 8. THE FOLLOWING CORRECTIVE
ACTIONS WERE TAKEN: 1. THE MICSED SURVEILLANCE WAS POINTED OUT TO THE
TECHNICIAN 5 INVOLVED AND THE SERIOUSNES OF THE PROBLEM WAS NADE CLEAR TO THEN 2.

A TRAINING MBETING WA5 NELD WITH TME CNENISTRY LAB TECHNICIAN 5 TO REITERATE THE
SURVEILLANCE REQUIREMENTS FOR THE SPING SYSTEM AND (3) A CHANGE WAS MADE TO ADD
THE SURVEILLANCE STATU8 FOR EACM COMPONENT OF THE SPING SYSTEN TO THE TURNOVER
SNEET.

[329) TURKEY POINT 3 DOCKET 50-250 LER 95-009
DEGRADED SNUBBERS ON SG BLOWDOWN SYSTEN FOUND.
EVENT DATE: 040105 REPORT DATE: 050105 NSSS: WE TYPE: PWR
VENDOR: PACIFIC SCIENTIFIC COMPANY

(NSIC 194722) ON APRIL 1, 1905, WNILE UNIT 3 WA8 PROCBEDING TO REFUELING SNUTDOWN
CONDITIONS, IT WAS DETERMINED TNAT AN EVALUATION REQUIRED BY TECM SPEC WAS NOT
DONE WITNIN THE ALLOWABLE TIME LIMITE. ON DECEMBER 10, 1904, AND NARCH 16, 1995,
A MBCNANICAL SNOCK ARRESTOR (SNUBBER) ON THE STRAM GENERATOR (SG) BLOWDOWN SYSTEN
WAS REPLACED. ON MARCN 20, 1985, A SUBSEQUENT EKANINATION OF THE REPLACED
SNUBBERS REVEALED TNAT THE SNUBBERE WERE INOPERABLE AND THAT THIS CCNDITION
APPEARS TO NAVE EXISTED AT THE TIME OF REPLACEMENT SUT MAD NOT BREN IDENTIFIED.
IF A SNUBBER IS FOUND TO BE INOPERABLE, TECM 8PEC REQUIRED TRAT SNUBBER TO BR
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REPAIRED OR REPLACED AND AN EVALUATION TO BE PERFORMED ON THE SUPPORTED
COMPONENTS WITHIN 72 HOURS. THE SNUBBE.15 WERE REPLACED WITHIN THE 72 HOUR TIME
LIMIT CUT NO EVALUATION WAS PERFORMED AT THAT TIME AND THE SG BLOWDOWN SYSTEM WAS
NOT DECLARED INOPERABLE. THE CAUSE OF THE EVENT WAS THAT THE AS FOUND CONDITION
OF THE SNUBBERS WAS NOT ADEQUATELY EVALUATED, AND THE SG BLOWDOWN SYSTEM WAS
MAINTAINED OPERABLE. CORRECTIVE ACTION INCLUDE THE FOLLOWING: 1. UPON
DETERMINATION THAT THE SNUBBERS WERE INOPERABLE, THE EVALUATION REQUIRED TECH
SPEC WAS PERFORMED FOR BOTH OCCURRENCES. THE RESULTS S!! OWED NO ADVERSE AFFECTS
ON THE SG BLOWDOWN SYSTEM OCCURRED DUE TO THE CONDITION OF THE SNUBBERS. 2. NEW

PLANT PROCEDURES HAVk BEEN WRITTEN TO ENHANCE PERFORMANCE. TESTING, VISUAL
EXAMINATIONS, AND SURVEILLANCES.

l
' [330] TURKEY POINT 3 DOCKET 50-250 LER 85-011

SNUBBERS NOT INSPECTED.
EVENT DATE: 040685 REPORT DATE: 050685 NSSS: WE TYPE: PWR

(NSIC 1984711 ON 4-S-85, AND 4-8-85, WHILE UNIT 3 WAS IN REFUELING SHUTDOWN, 2
SAFETY-RELATED SNUBBSRS WERE REMOVED BEFCRE THE INSERVICE VISUAL INSPECTION OF
THESE SNUBBERS COULD BE PERFORMED. THE 3FUBBERS WEPE LOCATED INSIDE CONTAINMENT
ON THE RCS PRESSURIEER SPRAY AND RELIEF LINE. TECH SPEC 4.14.1 REQUIRES AN'

INSERVICE VISUAL INSPECTION OF ALL SAFETY-RELATED SNUBBERS THAT ARE LISTED IN
TECH SPEC TAELE 3.13-1 ON A PERIODIC BASIS. THE CAUSE OF THE EVENT WAS
INADEQUATE GUIDANCE TO PROPERLY IMPLEMENT THE PEQUIREMENTS OF TECH SPEC 4.14.1.
CORRECTIVE ACTIONS TAKEN INCLUDE THE FOLLOWING: 1) ADMINISTRATIVE PROCEDURE
0190.93, ' MECHANICAL SHOCK ARRESTOR SURVEILLANCE PROGRAM', AP 0190.85,
' FUNCTIONAL TESTING OF MECHANICAL SHOCK ARRESTORS', AND OPERATING PROCEDURE (OP)
0209.9, ' VISUAL EKAMINATION OF MECHANICAL EHOCK ARRESTORS', HAVE BEEN WRITTEN TO
ENHANCE THE REMOVAL, TESTING AND SURVEILLANCE OF SNUBBERS AS REQUIRED BY TECH
SPEC AND AS!!E SECTION XI . THE PROCEDURES INCLUDE A REQUIREMENT TO PERFORM A
VISUAL EXAMINATION OF A SNUBBER BEFORE IT IS REMOVED. 2) APPROPRIATE
ADMINISTRATIVE SITE PROCEDURES USED BY CONSTRUCTION PERSONNEL WILL BE REVIEWED
AND REVISED TO ENHANCE THE REMOVAL, TESTING, AND VISUAL EKAMINATION OF SNUBBERS.
3) DISCUSSIONS WERE HELD WITH THE COGNIEANT INDIVIDUALS ON THE SIGNIFICANCE OF
THEIR ACTIONS AND THE NEED TO INSPECT SNUBBERS PRIOR TO REMOVAL. 2 SNUBBERS WERE
TESTED AND PASSED. SIMILAR LER 250-95-009.

[331] TURKEY POINT 3 DOCKET 50-230 LER 85-012
EMERGENCY DIESEL GENERATORS (EDG) START.
E"ENT DATE: 042985 REPORT DATE: 052985 NSSS: WE TYPE: PWR

(NSIC ?94744) ON APRIL 29, 1985, WHILE UNIT 3 WAS IN A REFUELING SHUTDOWN
CONDITICN WITH THE FULL CORE UNLOADED, THE GENERATOR-MAIN TRANSFORMER LOCKOUT
RELAY TRIPPED RESULTING IN THE ACTUATION OF THE ESF EQUIPhENT IDENTIFIED BELOW.
PRIOR TO THE EVENT, A NEW OIL CIRCUIT BREAKER (OCB) WAS BEING INSTALLED IN THE
SWITCHYARD AND THE UNIT 3 START-UP AND "C" TRANSFORMERS AND THE 38 4160V BUS WERE
OUT OF SERVICE FOR THIS MODIFICATION. POWER TO THE 3A 4160V BUC WAS BEING
MAINTAINED BY BACKFEEDING POWER THROUGH THE UNIT 3 MAIN AND AUXILIARY

j TRANSFORMERS. AT 2:54 P.h., THE UNIT J GENERATOR TRANSFORMER LOCKOUT RETAY
TRIPPED, WHICH TRIPPED TWO SWITCHYARD BREAKERS ISOLATING POWER FROM THE UNIT 3
MAIN AND AUXILIARY TRANSFORMER AND THE 3A 4160V BUS. THE LOSS OF POWER TO THE 3A
4160V BUS INITIATED THE ESF SEQUENCER WHICH STRIPPED LOADS, STARTED THE "A" EDG,

AND CONNECTED THE 3A 4160V BUS TO THE "A" EDG. AT THE TIME OF THE EVENT, THE

REACTOR TRIP BREAKtRS WERE ALREADY OPEN. SIMILAR CCCURRENCES: LERS 250-84-05,
250-84-06, 251-84-017, AND 250-85-013. THE ROOT CAUSE OF THE EVENT WAS TRACED TO
THE INADVERTENT OPERATION OF A RELAY MOUNTED ON THE UNIT 3 GENERATOR RELAY PANEL
DOOR LOCATED IN THE CABLE SPREADING ROOM. THIS OCCURRED AS CONSTRUCTION
PERSONNEL WERE CLOSING THE PANEL'S SWING DOORS. THIS EVENT OCCURRED WHILE UNIT 3
WAS IN A REFUELING SHUTDOWN CONDITION WITH THE CORE OFF-LOADED, AND THE ESP

EQUIPMENT FUNCTIONED AS DESIGNED UPON LOSS OF OFFSITE POWEH.
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[332] TURKEY POINT 3 DOCKET 50-250 LER 85-013
EMERGENCY DIESEL GENERATOR AUTOMATIC START.
EVENT DATE: 050285 REPORT DATE: 060385 NSSS: WE TYPE: PWR

(NSIC 194745) ON 5/2/85, WHILE UNIT 3 WAS IN A SCHEDULED REFUELING OUTAGE WITH
THE CORE OFF-LOADED, THE "A" EMERGENCY DIESEL GENERATOR (EDG) AUTOMATICALLY
STARTED. THE EVENT OCCURRED DORING EVOLUTION TO TAKE THE 3A 4160 VOLT BUS OUT OF
SERVICE (005) USING OPERATING PROCEDURE 3-OP-005, "4160 VOLT BUSES A AND B", FOR
INSPdCTION AND PREVENTATIVE MAINTENANCE. THE STEP IN THE PROCEDURE THAT CALLS
FOR DEENERGIZIEG THE ACTUATION LOGIC TO THE UNDERVOLTAGE RELAYS ASSOCIATED WITH
THE 3A 4160 VOLT BUS WAS INCORRECT AND IT ACTUALLY DE-ENERGIEED THE 3B SEQUENCER.
WHEN THE TIE BREAKER BETWEEN THE UNIT 3 START-UP TRANSFORMER AND THE 3A 4160
VOLT BUS WAS OPENED DURING THE NEKT STEP, THE 3A 4160 VOLT BUS SENSED AN
UNDERVOLTAGE CONDITION AND THE "A" EDG AUTOMATICALLY STARTED AND BEGAN SEQUENCING
ONTO THE 3A 4160 VOLT BUS. THE CAUSE OF THE EVENT WAS AN INCORRECT STEP IN
3-CP-005 USED TO DE-ENERGIEE THE 3A 4160 VOLT BUS. THE FOLLOWING CORRECTIVE
ACTIONS WERE TAKEN AS A RESULT OF THIS EVENT: 1. FUSE FU2 ON THE 3A SEQUENCER
WAS PULLED TO DE-ENERGIEE THE ACTUATION LOGIC TO UNDERVOLTAGE RELAYS ASSOCIATED
WITH THE 3A 4160 VOLT BUS. 2. THE "A" EDG WAS STOPPED AND RETURNED TO THE
NORMAL CTANDBY CONDITION BY USING APPLICABLE SECTIONS OF 0-OP-023, " EMERGENCY
DIESEL GENERATOR". THE EVOLUTION TO TAKE THE 3A 4160 YOLT BUS 00S CONTINUED WITH
NO FURTHER PROBLEMS. 3. OTSCS WERE WRITTEN FOR 3-OP-005 AND R-OP-005 TO CORRECT
THE PROBLEM.

[333] TURKEY POINT 4 DOCKET $0-251 LER 85-002
LOSS OF EMERGENCY DIESEL GENERATOR.
EVENT DATE: 012985 REPORT DATE: 022885 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: TURKEY POINT 3 (PWR)
VENDOR: FAIRBANKS CO, THE

(NSIC 194660) ON JANUAPY 29, 1985, WHILE UNIT 3 WAS AT 1005 POWER AND UNIT 4 WAS
COOLING DOWN FROM HOT SHUTDOWN, A MALFUNCTION CAUSED EMERGENCY DIESEL GENERATOR A
(EDG Al TO BE OUT OF SERVICE (005) 50 VITAL BUSSES 3A AND 4A DID NOT HAVE ACCESS
TO ON-SITE EMERGZNCY POWER. IN ADDITION, A PREVIOUS MALFUNCTION ON JANUARY 16,
1985, CAUSED VITAL BUS 4B TO NOT HAVE ACCESS TO EMERGENCY POWER FROM EDG B.
THERE ARE A TOTAL OF FOUR VITAL BUSSES FOR BOTH UNITS 3 AND 4 BUT ONLY VITAL BUS
3B HAD ON-SITE EMERGENCY POWER AVAILABLF. SIMILAR OCCURRENCES: LER 250-84-036.
DURING A ROUTINE CHECK, IT WAS NOTED AND REPORTED THAT LAMP INDICATORS ON THE
LOCAL EDG A CONTROL PANEL WERE DARK. A SHORT IN A DIESEL LOCAL PANEL LIGHT
SOCKET CAUSED THE LOSS OF CONTROL POWER TO EDG A AND IT WAS DECLARED OUT OF
SERVICE (005) TO BOTH UNITS. THE LOSS OF LOCAL CONTROL POWER WOULD PREVENT

l AUTOMATIC DIESEL START ON DEMAND BUT THE DIESEL COULD HAVE BEEN STARTED LOCALLY
FROM THE CONTROL PANEL THROUGHOUT THE EVENT. ALSO, THE PREVIOUS AND INDEPENDENT
MALFUNCTION OF BREAKER 4AB21 HAD PUT IT 00S TO UNIT 4. ON LOSS OF OFF-SITE
POWER, BREAKER 4AB21 CONNECTS VITAL BUS 48 TO ?MERGENCY POWER FROM EDG B.

[334] TURKEY POINT 4 DOCKET 50-251 LER 85-004
,

REACTOR TRIPS FOLLOWING SWITCHYARD BREAKER GROUND FAULTS.
{

| EVENT DATE: 020785 REPORT DATE: 031185 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: TURKEY POINT 3 (PWR)

(NSIC 194168) ON 2-7-85 WITH BOTH UNITS 3 AND 4 OPERATING AT 1005POWEh,AHIGH
VOLTAGE FLASHOVER OCCURRED ON AN INSULATING SUPPORT OF A UNIT 3 240KV CIRCUIT
SWITCHER. GROUND FAULT PROTECTIVE RELAYS TRIPPED TWO SWITCHYARD 240KV BREAKERS
AND THE NORMAL POWER SUPPLY BREAKER TO THE UNIT 4 'C' BUS, RESULTING IN A LOSS OF
POWER TO THE UNIT 3 'C' AND START-UP TRANSFORMERS. LOSS OF POWER TO THE 4 'C'
BUS RESULTED IN A TRIP OF THE 4B SG FEED PUMP, INITIATING A UNIT 4 TURBINE
GOVERNOR RUNBACK. THE REDUCED FEEDWATER FLOW TRANSIENT INITIATED A UNIT 4
REACTOR TRIP AS A RESULT OF THE RPS COINCIDENT LOGIC OF ' STEAM FLOW / GREATER THAN

_ _ _ _ _ _
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FREDWATER FLON' COMBINED WITH ' LOW 'A' SG LEVEL'. ALL SWITCHYARD RELAYING
'

DEVICES AND EQUIPMENT INITIATED BY THE RPS SIGNALS FUNCTIONED AS DESIGNED. Thd
NRC AND THE STATE WARNING POINT WERE NOTIFIED OF AN UwUSUAL EVENT, I.E., THE LOSS

!' OF POWER TO THE UNIT 3 $ TART-UP TRANSFORMER. A SIGNIFICANT EVENT NOTIFICATION
! WAS MADE VIA ENS PURSUANT TO 10 CFR 50.72 AS THE RESULT OF THE REACTOR TRIP. ,

j SIMILAR OCCURRENCES: LBRS 250-04-001, 84-005, 84-006, 84-007: 251-84-001, !
04-007, 84-010 85-003. THE ROOT CAUSE OF THE VOLTAGE FLASHOVER WAS THE BUILDUP

i OF DIRT AND SALT DEPOSITS ON A CIRCUIT SWITCHER IN5ULATING SUPPORTS. IMMEDIATE
j CORRECTIVE ACTIONS WERE TAKEN TO REMEDY BOTH THE LOSS OF THE UNIT 3 START-UP AND
' 'C' TRANSFORMERS AND THE REACTOR TRIP ON UNIT 4.

|

| (335] TURKEY POINT 4 DOCKET 50-251 LER 85-006
AUXILIARY FEEDWATER INITIATION OCCURS DUE TO LOSS OF FEEDWATER.
EVENT DATE: 020785 REPORT DATE: 031185 MSSS: WE TYPE: PWR

.(NSIC 194661) ON FEBRUARY 7, 1985, WHILE UNIT 4 NAS AT NOT SHUTDOWN, AUXILIARY;

| FREDWATER (AFW) SYSTEM AUTOMATICALLY ACTUATED. THE 4 "B" STEAM GENERATOR (S/G)
FREDWATER PUMP WAS STARTED TO SECURE THE GTANDBY S/G FEEDWATER PUMP. WHILE,

j STARTING THE 4 "B" S/G FREDWATER PUMP, A LOCKOUT RELAY ACTUATED DB-ENERGIEING THE
J 4 "C" 4160 VOLT BUS AND TRIPPED THE 4 "B" S/G FREDWATER PUMP. THE "A" S/G

FEEDWATER PUMP WAS NOT RUNNING AT THIS TIME. THIS COMPLETED AFW SYSTEM
INITIATION LOGIC AND THE AFW SYSTEM AUTOMATICALLY ACTUATED. ALL EQUIPMENT I

; FUNCTIONED AS DESIGNED UPON INITIATION OF ENGINEERED SAFETY FEATURE ACTUATION
, SIGNAL. AN INVESTIGATION BY THE RELAY DEPARTMENT REVEALED THAT A RELAY ON THE 4
) "C" 4160 VOLT BUS NAD AN INCORRECT SETTING. THE RELAY WIRING MAD BREN SET UP FOR
! RELAY TESTING AND INADVERTENTLY HAD NOT BREN RETURNED TO AN OPERATIONAL
j CONFIGURATION. CORRECTIVE ACTIONS INCLUDED: 1) THE AFW PUMPS WERE SECURED AND
j RESET. A STANDBY S/G FEEDWATER PUMP WAS STARTED TO MAINTAIN 5/G LEVEL. 2) THE ,

' RELAY DEPARTMENT REWIRED THE AFFECTED RELAY AND CHECKED ALL OTHER RELAYS ON THE
j "A", "B", AND "C" 4160 VOLT BUSES ON BOTH UNIT 3 AND UNIT 4. THE OTHER RELAYS
} CHECKED OUT SATISFACTORILY. 3) DISCUSSIONS WERE HELD WITH RELAY DEPARTMENT

| PERSONNEL ON SIGNIFICANCE OF THIS EVENT. THE PERSONNEL MAVE BEEN INSTRUCTED TO
; TEST RELAYS ON TAPS ASSIGNED BY OFFICIAL RELAY SETTING SHEETS.

'

[336] TURKEY POINT 4 DOCKET 50-251 LER 85-008
CONTAINMENT INTEGRITY LOST.
EVENT DATE: 041185 REPORT DATE: 051385 NSSS: WE TYPE: PWR
VENDOR: CRAWFORD FITTING CO.

MASONEILAN INTERNATIONAL, INC. ,j
;

1 (NSIC 194606) ON 4-11-85 WHILE UNIT 4 NAS AT 1005 POWER, A SMALL LEAK WAS
! DISCOVERED AT A FITTING ON A TEST CONNECTION BETWEEN CONTAINMENT AND CONTAINMENT
j ISOLATION VALVE, CV-4-956A, LOCATED ON THE PRE 55URIERR STEAM SPACE SAMPLING LINE.
j CONTAINMENT BOUNDARY VALVE, CV-4-951, LOCATED JUST INSIDE CONTAINMENT ON THAT
i LINE WAS CYCLED IN AN ATTEMPT TO STOP THE LEAK. CV-4-951 WOULD NOT CLOSE WHEN

GIVEN A CLOSE SIGNAL FROM THE CONTROL ROON. THIS SEQUENCE OF EVENTS WA5
, '
f INTERPRETED AS A LOSS OF CONTAINMENT INTEGRITY A5 DEFINED IN TECH SPEC 1.5.

DURING THIS EVENT, CV-4-956A REMAINED OPERABLE AND CLOSED WHICM WOULD PREVENT A
FLOW PATH TO OUTSIDE CONTAINMENT. THE CAUSE OF THE EVENT WA5 THE TEST CONNECTION
LEAKAGE AND THE MALFUNCTION OF CV-4-951. THE REASON FOR THE MALFUNCTION OF
CV-4-951 WILL BE INVESTIGATED WHEN THE VALVE 15 REPAIRED DURING THE NEXT UNIT

. OUTAGE OF SUFFICIENT DURATION. CORRECTIVE ACTIONS: 13 THE POWER SUPPLY TO
! CV-4-951 NAS DISCONNECTED AND THE VALVE WAS VERIFIED TO NAVE FAILED CLO5ED AS

DESIGNED. MANUAL ISOLATION VALVE 4-977A UP5TREAM OF CV-4-951 NAS CLOSED ALSO.
2) THE TEST CONNECTION WA5 REPAIRED AND THE LEAKAGE STOPPED. 3) DUE TO ALARA
CONSIDERATIONS, CV-4-951 AND 4-977A WILL REMAIN CLO5ED, A5 THE SYSTEM IS NOT

REQUIRED AT POWER OPERATION. CV-4-951 WILL BE INSPECTED AND REPAIRED DURING THE
NhKT OUTAGE OF SUFFICIENT DURATION. SIMILAR LERS: 250-85-002, 251-05-001,
250-04-034, -84-031, -84-020, 251-84-009.

_ _ . - - - - - _ _ . . _ _. _. - _ _ _ _ ~ - _ _ - - _ _ -,_ - _
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[337] TURKEY POINT 4 DOCKET 50-251 LER 85-010
CONSTRUCTION WORKERS BUMP ESF RELAY CAUSE TURBINE AND REACTOR TRIPS.
EVENT DATE: 051585 REPORT DATE: 061485 NSSS: WE TYPE: PWR

(NSIC 194746) ON MAY 15, 1985, AT 1:07 PM, A TURBINE TRIP AND A SUBSEQUENT
REACTOR TRIP OCCURRED DUE TO THE INADVERTENT ACTUATION OF AN ENGINEERED SAFETY
FEATURES (ESP) RELAY. WHEN THIS ESF TURBINE RELAY WAS INADVERTENTLY BUMPED, THIS

SIMULATED A HI-HI "C" STEAM GENERATOR LEVEL SIGNAL WHICH TRIPPED THE TURBINE
GENERATOR AND BOTH STEAM GENERATOR FEEDWATER PUMPS. THE RPS TURBINE TRIP LOGIC
SUBSEQUENTLY TRIPPED THE REACTOR. THE TRIP OF BOTH STEAM GENERATOR FEEDWATER
PUMPS INITIATED AUXIILIARY FEEDWATER FLOW TO THE STEAM GENERATORS. FOLLOWING THE
fRIP THE PLANT WAS STABILIEED IN A HOT STANDBY CONDITION. SIMILAR OCCURRENCES:
250-84-003, 250-84-005, 250-84-014, AND 250-85-004. THE REACTOR AND TURBINE TRIP
RESULTED FROM THE PHYSICAL ACTUATION OF AN ESF RELAY WHICH WAS INADVERTENTLY
BUMPED BY A CONSTRUCTION WORKER DURING APPENDIX R MODIFICATIONS PERFORMED
INTERIOR TO A ENGINEERED SAFEGUARDS CABINET. A POST-TRIP REVIEW WAS PERFORMED TO
ASSESS THE PROPER OPERATION OF SAFETY-RELATED EQUIPMENT AND SYSTEMS.
SAFETY-RELATED EQUIPMENT WERE VERIFIED TO HAVE FUNCTIONED AS DESIGNED UPON
ACTUATION OF THE REACTOR PROTECTICN SYSTEM FEATURES. SIMILARLY, THE POST-TRIP
REVIEW ESTABLISFFD THAT THE TRANSIENT BEHAVIOR OF PERTINENT PLANT PA2AMETERS FOR
THE REACTOR COOLANT SYSTEM AND STRAM GENERATORS PESPONDED NORMALLY.

[338] WATERFORD 3 DOCKET 50-382 LER 85-006
INADVERTENT CONTAINMENT SPRAY ACTUATION AND REACTOR COOLANT PUMP SEAL DAMAGE.
EVENT DATE: 022085 REPORT DATE: 032005 NSSS: CE TYPE: PWR
VENDOR: BYRON JACKSON PUMPS, INC.

(NSIC 194804) ON FEBRUARY 20. OPERATIONS PERSONNEL AT WATERFORD 3 WERE PERFORMING
A FUNCTIONAL TEST OF THE PLANT PROTECTION SYSTEM. AT 143C HOURS CST, WHILE
PERFORMING A MATRIX TEST ON CHANNEL D. OPERATIONS PERSONNEL FAILED TO RESET THE
INITIATION RELAYS FOR THE CONTAINMENT SPRAY ACTUATION SIGNAL RESULTING IN AN
INADVERTENT CONTAINMENT SPRAY ACTUATION. FOLLOWING VERIFICATION OF NORMAL
CONTAINMENT PRESSURE, BOTH CONTAINMENT SPRAY PUMPS WERE SECURED. LESS THAN 1000
GALLONS OF WATER WAS SPRAYED INTO THE CONTAINMENT. AT 1439 HOURS OPERATIONS
PERSONNEL ATTEMPTED TO RESTORE COMPONENT COOLING WATER (CCW) TO THE REACTOR
COOLANT (RC) PUMPS BY OPENING CONTAINMENT ISOLATION VALVES CC-641, -710, AND
-713. COOLING WATER COULD NOT BE RESTORED, HOWEVER, BECAUSE THE 1A, 2A, AND 2B
RC PUMP SEAL COOLER ISOLATION VALVES CLOSED AND COULD NOT BE OPENED. A
SUBSEQUENT EVALUATION REVEALED THAT THE CCW DISCHARGE CONTAINMENT ISOLATION VALVE
CLOSED ABOUT ONE (Is SECOND BEFORE THE INLET VALVE CAUSING A PRESSURE SPIKE IN
THE CCW PIPING. THE RESULTING SPIKE INCREASED PRESSURE WITHIN THE COOLER PIPING
ABOVE 125 PSIG, WHICH RESULTED IN THE CLOSURE OF THE COOLER ISOLATION VALVES.
THESE VALVES CANNOT BE OFFNED UNTIL THE PRESSURE IN THE PIPING DECREASES BELOW
THE 125 PSIG SETPOINT. NO RESET WAS AVAILABLE AND THE PRESSURE IN THE PIPING
REMAINED ABOVE THE 125 PSIG SETPOINT.

[339] WATERFORD 3 DOCKET 50-382 LER 85-009,

CONTAINMENT AIR LOCK SURVEILLANCE MISSED.t

! EVENT DATE: 032085 REPORT DATE: 041925 NSSS: CE TYPE: PWR
I
I (NSIC 194812) AT 1459 HOURS CST ON MARCH 20, WATERFORD 3 WAS IN MODE 1 WHEN

| OPERATIONS PERSONNEL DISCOVERED THAT THE SURVEILLANCE USED TO PROVE THE
! OPERABILITY OF THE CONTAINMENT AIR LOCK HAD NOT BEEN PEPFORMED WITHIN THE
| REQUIRED TIME FRAME SPECIFIED IN THE TECH SPECS. THE SURVEILLANCE WAS
| SATISFACTORILY COMPLETED SHORTLY THERAFTER. THIS EVENT WAS REPORTED TO THE
| COMMISSION PUR5UANT TO 10CFR50.36(C)(2).

.
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[340] WATERFORD 3 DOCKET 50-382 LER 85-013
FAILED CONDENSER MINI-RECIRC VALVE CAUSES FEEDWATER PUMP TRIP.
EVENT DATE: 040485 REPORT DATE: 050385 NSSS: CE TYPE: PWR
VENDOR: CROWTER, INC.

NKG INSULATOR

(NSIC 194593) AT 0430 HRS CST ON 4-4-85 OPERATIONS PERSONNEL, WHILE PERFORMING A
ROUTINE RCS LEAKAGE TEST, CALCULATED AN UNIDENTIFIED LEAKAGE OF 1.7 GPM. THE
EXCESSIVE LEAKAGE WAS DUE TO THE FAILURE OF LETDOWN VOLUME CONTROL TANK RELIEF
VALVE, CVC-115. TO PROPERLY SEAT AFTER IT INADVERTENTLY LIFT:D ON 4-3. DURING
THE PROCESS OF POSITIVELY IDENTIFYING THE LEAK, AT 1002 HRS MAIN FEEDWATER PUMP B
TRIPPED ON LOW SUCTION PRESSURE AND WATER LEVELS IN THE SG'S BEGAN TO DECREASE.
AT 1007 HRS. AN UNCOMPLICATED REACTOR TRIP, COINCIDENT WITH AN EMERGENCY
FEEDWATER ACTUATION SIGNAL, OCCURRED DUE TO LOW WATER LEVEL IN THE SG'S. THE
FEEDWATER PUMP TRIPPED DUE TO A BROKEN YOKE, ON VALVE CD-137C, CONDENSER
MINI-RECIRC VALVE. BECAUSE OF THE BROKEN YOKE, CD-117C OPENED, INCP:ASING THE
FLOW OF CONDENSATE WATER TO THE CONDENSER HOTWELL, RESULTING IN A LOW SUCTION
PRESSURE. PLANT CONDITIONS WERE STABILIEED IN MODE 3. AT 1319 HRS OPkkATIONS
PERSONNEL INITIATED A PLANT COOLDOWN IN ACCORDANCE WITH T3CH SPEC 3.4.5.2.
HOWFVER, SINCE THE LEAK DID NOT ORIGINATE FROM THE RCS, THE ABOVE SHUTDOWN WAS
NOT REQUIRED. A FLOW PATH FROM THE RCS VIA THE LEAK IN CVC-115 TO THE BORIC ACID
CCNCENTRATOR STEAM CHEST VENT OCCURRED. THE CONTAMINATED WATER FLOWED TO THE
GLAND SEAL LEAKOFF TANK AND BACK INTO THE MAIN CONDEdSER. FROM THE CONDENSER,

THE CONTAMINATED CONDENSATE MADE ITS WAY INTO THE SG'S VIA THE NGRMAL SECOFDARY
SYSTEM FLOW PATH.

[341] WATERFORD 3 DOCKET 50-382 LER 85-014
OPEN CONDENSATE DRAIN VALVE RESULTS IN FEEDWATER PUMP TRIP / SCRAM.
EVENT DATE: 041585 REPORT DATE: 051585 NSSS: CE TYPE: PWR

(PSIC 194732) ON APRIL 15, 1985, OPERATIONS PERSONNEL WER3 RETURNING CONDENSATE
PUMP B TO SERVICE FOLLOWING ROUTINE MAINTENANCE. AS THE CONDENSATE PUMP SUCTICN
ISOLATION VALVE, CD-1255 WAS OPENED, THE TURBINE OPERATOR OBSERVED A RAPID
IN-LEAKAGE OF AIR INTO THE MAIN CONDENSER HOTWELL. THE OPER3. TOR OBSERVED A DRAIN
VALVE, CD-127B, ON THE CONDENSATE PUMP SUCTION PIPING WAS NOT CLOSED PRIOR TO
OPENING THE SUCTION ISOLATION VALVE. THE OPERATOR IMMEDIATELY CLOSkD THE DRAIN
VALVES HOWEVER, THE SURGE OF AIR INTO THE HOTWELL PRECIPITATED A RAPID
PERTURBATION IN HOTWELL LEVEL WHICH CAUSED A RAPID INCREASE IN THE WATER LEVEL IN
THE FEEDWATER PUMP TURBINE DRAIN TANK TRIPP7NG THE OPERATING FEEDWATER PUMP.
OPERATIONS PtRSONNEL ATTEMPTED TO COMPENSATE FOR THE DECREASE IN FEEDWATER FLOW.
HOWEVER, AT 1013 HOURS CENTRAL STANDARD TIME WATER LEVELS IN THE STEAM GENERATORS
REACHED THE REACTOR TRIP AND EMERGENCY FEEUWATER ACTUATION SIGNAL SETPOINT. THIS
EVENT WAS REPORTED TO THE CONMISSION PURSUANT TO 10CFR50.72(E)(2)(III.

[342] WATERFORD 3 DOCKET 50-382 LER 85-015
INOPERABLE LIQUID EFFLUENT MONITOR.
EVENT DATE: 042285 REPORT DATE: 052285 NSSSt CE TYPE: PWR

(NSIC 194733) ON MARCl! 22, 1985 WATERFOPD 3 STEAM ELECTRIC STATION WAS AT 505
*REACTOR POhER WHEN OPERATIONS FERSONNEL, AFTER COMPLETING THE RELEASE OF BORIC

ACID CONDENSATE TANK B, DISCOVERED THAT, BECAUSE OF A VALVE MISALIGNMENT, THERE
WAS NO PROCESS FLOW THROUGH PROCESS RADIATION MONITOR PRM-IRE-0627 DURING THE
ABOVE RELEASE. ALTHOUGH A S AMPLE TAKEN PRIOR TO THE RELEASE REVEALED THAT THE
ACTIVITY IN THE TANK WAS WELL WITHIN ACCEPTABLE LIMITS, A SECOND INCEPENDENT
S AMPLE SHOULD HAVE BEEN TAF.EN AS REQUIRED BY TECH SPEC 3.3. 3.10. BBCAUSE THE
DISCHARGE CHECKLIST, AS OUTLINED IN PROCEDURE OP-7-001, BORON MANAGEMENT SYSTEM,
GIVES OPERATORS THE OPTION OF EITHER PERFORMING A VERIFICATION OF THE VALVE
LINEUP OR VERIFYING THAT A COMPLETED COPY OF THE STAND 5Y SYSTEM VALVE LINEUP IS

-- _
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ON-FILE, A VALVE LINEUP VERIFICATION WAS NOT PERFORMEC PRIOR TO THE RELEASE.
' THIS OPTION HAS SUBSEQUENTLY BEEN REMOVED FROM THE FROCEDURB.
,

[343] WATERFORD 3 DOCKET 50-382 LER 85-016
PRESSURIZER HEATER CAPACITY LESS THAN TECHNICAL SPECIFICATION LIMIT.
EVENT DATE: 042585 REPORT DATF: 052485 NSSS: CE TYPE: PWR

(NSIC 194806) ON APRIL 25 .WATERFORD 3 OPERATIONS PERSONNEL DISCOVERED THAT ONE
OF THE TWO BANKS OF PRESSURIEER HEATERS POWERED FROM THE 15 BUS, DID NOT HAVE A

NOMINAL CAPACITY OF 150 KW AS REQUIRED BY TECH SPEC 3.4.35. AN IMMEDIATE
INVESTIGATION REVEALED THAT OPERATIONS PERSONNEL REMOVED FROM SERVICE WHAT WAS*

THOUGHT TO BE A SPARE BREAKER LOCATED IN POWER DISTRIBUTION PANEL 3768. HOWEVER,,

j DUE T0 A DRAWING DISCREPANCY, THIS BREAKER WAS IN ACTUALITY THE LOADED BREAKER.
SINCE ONE OF THE HEATERS WAS NOT OPERABLE, TH3 CAPACITY OF THE SECOND BANK OF
PROPORTIONAL HEATERS WAS ABOUT 50 KW LESS THAN THAT REQUIRED BY TECH SPEC. THE
DRAWING DISCREPANCY HSS SINCE BEEN CORRECTED.

j [344] WATERFORD 3 DOCKET 50-382 LER 85-0r1
REACTOR TRIP ON INADVERTENT CLOSURE OF MAIN STEAM ISOLATION VALVE.
EVENT DATE: 050585 REPORT DATE: 060485 NSSS: CE TYPE: PWR
VENDOR: WKM VALVE DIVISION

(NSIC 194777) AT 0007 HOURS ON MAY 5 A REACTOR TRIP OCCURRED AS A RESULT OF AN
INADVERTENT CLOSURE OF MAIN STRAM ISOLATION VALVE NUMBER 2. DUE TO A FAULTY
HYDRAULIC PRESSURE TRANSDUCER, THE HYDRAULIC PUMPS FCR MSIY NUMBER 2 WERE e

CONSTANTLY CYCLING IN AN EFFORT TO COMPENSATE FOR THE FAULTY PRESSURE INDICATION.
ONE OF THE MOTOR DRIVEN HYDRAULIC PUMPS THEN TRIPPED ON THERMAL OVERLOAD (THIS

; WAS THE RESULT OF THE CONSTANT CYCLING OF THE PUMP) AND, AS A RESULT OF BACK '

LEAKAGE THROUGH ITS DISCHARGE CHECK VALVE, WAS ROTATING BACKWARDS DUE TO REVERSE,

FLOW FROM THE OPERATING MOTOR-DRIVEN HYDRAULIC PUMP. BECAUSE OF THESE FAILURES,
OIL PRESSURE IN THE VALVE ACTUATOR DECREASED UNTIL THE VALVE FULLY CLOSED. THE
FAULTY COMPONENTS HAVE SINCE BEEN REPAIRED.

[345) WATERFORD 3 DOCKET 50-382 LER 85-018
PRESSURIEER SPRAY VALVE LEAKS.
EVENT DATE: 051185 REPORT DATE: 061095 NSSS: CE TYPE: PWR

,

i
' (NSIC 194778) ON 5/11/85 WATERFORD 3 STEAM ELECTRIC STATION WAS AT 655 REACTOR
! POWER WHEN OPERATIONS PERSONNEL CALCULATED AN UNIDENTIFIED LEAKAGE OF 6.1 GALLONS

PER MINUTE. AN UNUSUAL EVENT WAS DECLARED AT 0710 HOURS AND AT 0945 HOURS
OPERATIONS PERSONNEL INITIATED AN ORDERLY PLANT SHUTDOWN. REACTOR POWER WAS
GRADUALLY REDUCED UNTIL 1543 HOURS WHEN AN UNCOMPLICATED REACTOR TRIP OCCURRED
FROM APPROXIMATELY 15 POWER DUE TO A HIGH WATER LEVEL IN STEAM GENERATOR NUMBER
2. AT 2143 HOURS ON 5/13/85 WATERFORD 3 ENTERED MODE 5 (COLD LHUTDONN). THE
LEAK ORIGINATED IN THE PACKING GLANDS OF PRESSURIEER SPRAY VALVES RC-301A, B.
THE PACKING GLANDS FOR BOTH VALVES WERE MODIFIED TO IMPROVE THEIR RELIABILITY.

I

[346] WATERFORD 3 DOCKET 50-382 LER 85-019
{ MISSED SAMPLE ON GAS DECAY TANK.
i EVENT DATE: 051585 REPORT DATE: 061485 NSSS: CE TYPE: PWR

(NSIC 194779) AT 0900 HOURS ON MAY 15, 1985 WATERFORD 3 STRAM ELECTRIC STATION
WAS IN MODE 5 (COLD SHUTDOWN) WHEN CHEMISTRY PERSONNEL DISCOVERED THAT T35 OXYGEN

i SAMPLE, AS REQUIRED BY TECH SPEC 3.3.3.11 TABLE 3.3-13 ACTION 40, TAKEN AT 1730
[ HOURS ON MAY 14, 1985, WAS INADVERTENTLY TAKEN FROM THE ISOLATED RATHER THAN THE

IN-SERVICE GAS DECAY TANK. A REVIEW OF THE SAMPLES TAKEN ON THE GAS DECAY TANK

_ _ , _ _ . _ . _ . ._. - - _ ___ , . _ _ . . _ _ , __ __ _ _ _
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IN QUESTION REVEALED THAT ALL CHEMICAL CRITERIA WERE WITHIN THE REQUIRED
TOLERANCES.

I

[347] WATERFORD 3 DOCKET 50-382 LER 85-020
CONDENSATE POLISHER'S BACKWASH PROGRAMMER FAILURE.
EVENT DATE: 051885 REPORT DATE: 061785 NSSS: CE TYPE: PWR

(NSIC 194847) AT 1808 HOURS ON MAY 18, WATERFORD 3 DUE TO A MAL 7 UNCTION OF THE
CONDENSATE POLISHER PROGRAMMER, AN UNCOMPLICATED REACTOR TRIP, ALONG WITH AN

o EMERGENCY FEEDWATER ACTUATION SIGNAL, OCCURRED DUE TO A LOW WATER LEVEL IN THE
STEAM GENERATORS. PLANT CONDITIONS WERE SUBSEQUENTLY STABILIEED IN MODE 3 (HOT
STANDBY). AS THE IROGRAMMER BEGAN THE AUTOMATIC SEQUENCE FOR PERFORMING THE
BACKWASH /PRECOAT OF-CONDENSATE POLISHER VESSEL A, THE SEQUENCER BYPASSED THE
FIRST STEP IN THE CYCLE, WHICH IS TO ISOLATE THE APPROPRIATE VESSEL. SINCE THE
VESSEL WAS NOT ISOLATED AND THE VESSEL VENT VALVE WAS OPEN, A PRESSURE
PERTURBATION OCCURRED IN THE CONDENSATE AND FEEDWATER SYSTEMS PRECIPITATING A
MAIN FEEDWATEF PUMP (AT 1806 HOURS) TRIP ON LOW SUCTION PRESSURE. THE BACKWASH
CYCLE WAS SATISFACTORILY TESTED ON MAY 20, 1985, AND THE OPERATIONS DEPARTMENT
HAS PLACED ADDITIONAL CONTROLS ON THE PROCESS TO PREVENT THE RECURRENCE OF THE
ABOVE EVENT.

[348] WOLF CREEK 1 DOC %ET 50-482 LER 85-017
RUSKIN FIRE DAMPERS' FIRE RATING DEGRADED.
EVENT DATE: 031185 REPORT DATE: 052485 NSSS: WE TYPE: PFR
VENDOR: RUSKIN MANUFACTURING COMPANY

(NSIC 194509) ON 4-24-85, IT WAS DETORMINED THAT OBSERVED CONDITIONS ON SOME FIRE
DAMPERS SUPPLIED BY RUSKIN MANUFACTURING COMPANY WERE NOT IN ACCORDANCE WITH THE
AS-DESIGNED CONDITIONS AND THAT THE FIRE RATING OF THESE DAMPERS WAS POTENTIALLY
DEGRADED FROM THE ORIGINAL 3-HR FIRE RATING APPROVED BY UNDERWRITERS LABS. THESE
CONDITIONS HAD EXISTED SINCE INSTALLATION OF THE FIRE DAMPERS AND ARE A VIOLATION
OF TECH SPEC 3.7.1? ' FIRE BARRIER PENETRATIONS'. THE VIOLATION IS CONSIDERED TO
HAVE EXISTED FROM THE DATE OF LICENSE ISSUE (3-11-85) UNTIL FIRE WATCHES WERE
ESTABLISHED FOR ALL AFFECTED FIRE DAMPERS ON 4-24-85. PRIOR TO 4-24,
PRECAUTIONARY FIRE WATCHES HAD BEEN ESTABLISHED WHEN INDIVIDUAL DAMPER CONDITIONS
INDICATED THE POSSIBILITY OF A DEGRADED FIRE RATING.

[349] WOLF CREEK 1 DOCKET 50-482 LER 85-001
ESF ACTUATION - CONTAINMENT PURGE AND CONTROL ROOM VENTILATION ISOLATION.
EVENT DATE: 031385 REPORT DATE: 041285 NSSS: WE TYPE: PWR
VENDOR: GENERAL ATOMIC CO.

(NSIC 194693) ON THREE OCCASIONS BETWEEN THE DATES OF MARCH 13, 1985 AND MARCH
19, 1985, AN ENGINEERED SAFETY FEATURES ACTUATION SIGNAL (ESFAS) WAS INITIATED BY
A CONTAINMENT RADIATION MONITOR SPURIOUS ALARM CAUSING A CONTAINMEET PURGE
ISLOATION SIGNAL (CPIS) AND A CONTROL ROOM VENTILATION ISOLATION SIGNAL (CRVIS).

! THESE EVENTS OCCURREL DURING AND IMMEDIATELY FOLLOWING INITIAL FUEL LOADING. ON
EACH OCCASION, ALL REQUIRED ENGINEERED SAFETY FEATURES EQUIPMENT RESPONDED
PROPERLY. NO RADIATION ABOVE NORMAL BACKGROUND WAS PRESENT. TROUBLESHOOTING
IDENTIFIED A FAULTY RELAY IN THE RADIATION MONITOR AS THE PROBABLE CAUSE OF THE
SPURIOUS ALARMS. THE RELAY HAS BEEN REPLACED AND NO SPURIOUS ALARMS MAVE BEEN
RECEIVED SINCE hARCH 19, 1985.

[350] WOLF CREEK 1 DOCKET 50-482 LER 85-002
TECHNICAL SPECIFICATION VIOLATION.
EVENT DATE: 031385 REPORT DATE: 041285 NSSS: WE TYPE: PWR

- _ . - _-.



.- , , .- . - .--

! |

112
,

(NSIC 194694) AT 1547 CST ON MARCH 13, 1985, DURING INITIAL FUEL LOADING, IT WAS,

DISCOVERED TRAT A CONTROL ROOM AIR INTAKE RADIATION ELEMENT HAD BERN IN BYPASS
FOR GREATER THAN 1 NOUR WITHOUT ISOLATING THE CONTROL ROOM EMERGENCY VENTILATION
SYSTEM AND INITIATING OPERATION CF THE CONTROL ROOM EMERGENCY VENTILATION SYSTEM
IN THE RECIRCULATION MODE. THIS IS IN VIOLATION OF A TECH SPEC - LIMITING
CONDITION OF OPERATION. UPON DISCOVERY THE RADIATION ELEMENT WAS IMMEDIATELY
RETURNED TO SERVICE. THE OTHER CONTROL ROOM AIR INTAKE RADIATION ELEMENT WAS

I OPERABLE DURING THIS TIME PERIOD. NO RADIATION ABOVE NORMAL BACKGROUND WAS
PRESENT DURING THIS PERIOD.

[351] WOLF CREEK 1 DOCKET 50-482 LER 85-C09
SPURIOUS SIGNAL GIVES CONTAINMENT PURGE, FUEL BUILDING, AND CONTROL ROOM
VENTILATION ISOLATIONS.
EVENT DATE: 041285 REPORT DATE: 051085 NSSS: WE TYPE: PWR

<

(NSIC 194507) AT 1114 CST ON 4-12-85, AN ESFAS WAS INITIATED WHEN SEVERAL
,

RADIATION MONITORS WERE DEENERGIEED DUE TO A GROUND FAULT INDICATION TRIPPING Af
' 480V POWER SUPPLY BREAFER TO A 120V DISTRIBUTION PANEL. THIS RESULTED IN A

CONTAINMENT PURGE ISOLATION SIGNAL (CPIS), FUEL BLDG VENTILATION ISOLATION SIGNAL
j (FBVIS) AND CONTROL ROOM VENTILATION ISOLATION SIGNAL (CRVIS). ALL REQUIRED
4 ESF'S EQUIPMENT RESPONDED PROPERLY EXCEPT FOR SGK05A, A CLASS 1E ELECTRICAL

EQUIPMENT AIR CONDITIONING UNIT, WHICH HAD PREVIOUSLY PERN TAKEN OUT OF SERVICE'

FOR MAINTENANCE. TROUBLESHOOTING IDENTIFIED A CURRE):T IMBALANCE BETWEEN LEGS AT
THE 480V FEEDER BREAKER AS THE PROBABLE CAUSE OF THE BREAKER TRIP. THE BREAKER'

WAS RESET AND POWER RESTORED TO THE AFFECTED RADIATION MONITORS AT 1247. THE
PLANT WAS IN MODE 5 PRIOR TO INITIAL CRITICALITY AT THE TIME OF THE EVENT AND
REDUNDANT RADIATION MONITORS WERE OPERABLE. NO RADIATION ABOVE NORMAL BACKGROUND
WAS PRESENT.

i
[352] WOLF CREEK 1 DOCKET 50-482 LER 85-010

4

CONTINUOUS FIRE WATCH NOT MAINTAINED WITH AUXILIARY BUILDING PRE-ACTION SPRINKLER
3

a SYSTEM OUT OF SERVICE.
EVENT DATE: 041885 REPORT DATE: 051385 NSSS: WE TYPE: PWR

i
'

(NSIC 194736) AT 0830 CST ON APRIL 13, 1985, WHILE THE PLANT WA8 IN MODE 5, IT
WAS DISCOVERED THAT A PRE-ACTION SPRINKLER SYSTEM FOR AN AREA CONTAINING
REDUNDANT SYSTEMS OR COMPONENT 5 NAD BREM TAKEN OUT OF SERVICE WITMOUT
ESTABLISHING THE REQUIRED CONTINUOUS FIRE WATCH. THE PRE-ACTION SPRINKLER
SYSTEM PROTECTING THE CABLE TRAYS ON ELEVATION 2000 OF THE AUXILIARY BUILDING WA8
TAKEN OUT OF SERVICE FOR MAINTENANCE ON THE SPRINKLER SYSTEM SUPPLY VALVE:

j KCXV165. BECAUSE TECH SPEC 3.7.10.2.B. DEFINES THAT THIS AREA CONTAINS REDUNDANT
SYSTEMS GR COMPONENTS A CONTINUOU5 FIRE WATCH MUST BE ESTABLISHED IF A SPRINKLER
SYSTEM IS INOPERABLE. DUE TO AN OVERSIGHT, THE AFFECTED AREA WAB PROTECTED BY AN

| HOURLY FIRE WATCH PATROL RATHER THAN THE REQUIRED CONTINUOUS FIRE WATCH. THIS I5
j IN VIGLATION OF A TECH SPEC - LIMITING CONDITION FOR OPERATION. UFON DISCOVERY, '

THE AFFECTED PLANT AREA WAS IMMEDIATELY PLACED UNDER CONTINUOUS FIRE WATCH.
I DURING THE TIME THE PRE-ACTION SPRINKLER SY8 TEM WAS OUT OF SERVICE THE AFFECTED
; ARRA5 WERE PROTECTED BY THE INSTALLED FIRE DETECTION SYSTEM AND AM HOURLY FIRE
'

WATCH PATROL WITN BACKUP FIRE SUPPRESSION EQUIPMENT LOCATED IN THE ARRA.

j [353] WOLF CREEK 1 DOCKET 50-482 LER 85-012
! INADVERTENT ESF ACTUATION - SAFETY INJECTION INITIATION.
I EVENT DATE: 041985 REPORT DATE: 0$1785 NSBS: WE TYPE: PWR
I VENDOR: LIMITORQUE CORP.

(NSIC 194695) AT 1619 CST ON APRIL 19, 1985, AN INADVERTENT TRAIN 'B' SAFETY
INJECTION (SI) OCCUARED. THE PLANT WAS IN MODE 4 PRIOR TO INITIAL CRITICALITY
WITH THE REACTOR COOLANT 5YSTEM (RCS) AT 369 PSIG AND 212 DEGREES F AT THE TIME
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OF THE EVENT. THE SAFETY INJECTION WAS INITIATED DURING PERFORMANCE OF A
SURVEILLANCE TEST WHEN A REACTOR OPERATOR INADVERTENTLY UNBLOCKED A STEAMLINE LOW
PRESSURE SI SIGNAL. ALL ENGINEERED SAFETY FEATURES %QUIPMENT REQUIRED TO ACTUATE
WITH THE PLANT IN MODE 4 PESPONDED PROPERLY WITH ONE EXCEPTION. VALVE EF-HV-60,
A MOTOR-OPERATED ESSENTIAL SERVICE WATER ISOLATION VALVE DID NOT FULLY CLOSE
(APPROXIMATELY 3 PERCENT OPEN). SUBSEQUENT TO THE EVENT. A LOOSE LIMIT SWITCH
LUG WAS FOUND IN THE VALVE MOTOR OPERATOR AND HAS BEEN REPAIRED. THE SAFETY
INJECTION WAS TERMINATED AT 1638 AND THE PLANT WAS RESTORED TO A NORMAL
CONFIGURATION IN ACCORDANCE WITH PLANT PROCEDURES AT 1811.

[354] WOLF CREEK 1 DOCKET 50-482 LER 85-014
CH',ORINE MONITOR TRIPS CAUSING CONTROL ROOM VENTIL ATION ISOLATION.

EVENT DATE: 042185 REPORT DATE: 052185 NSSS: WE TYPE: PWR

fNSIC 194508) AT 1922 CSI ON 4-21-85, AN ESFAS WAS INITIATED WHEN A CONTROL ROOM
CHLORINE MONITOR RAN OUT OF PAPER CAUSINCF A CONTROL ROOM VENTILAT2OH IIMLATION
SIGNAL (CRVIS). THE PLANT WhS IN MODE 4 AT THE TIME OF THE EVENT AND A'.L
REQUIRED ESF'S EQUIPMENT RESPONDED PROPERLY. THE ESTABLISHED SCHEDULE FOR
CHANGING THE FILTER PAPER 7 APE IN THE CONTROL ROOM CHLORINE MONITORS WAS EVERY
SUNDAY ON DAY SHIFT. AN I4C, TECHNICIAN HAD ROUTINELY PERFORMED THIS FUNCTION
EACH SUNDAY BUT HAD RECENTLY BEEN REASSIGNED TG NIGHT SHIFT. BY OVERSIGHT, THE

FUNCTION OF CHANGING THE FILTER PAPER TAPES WAS LEFT ASSIGNED T3 THE SAME
INDIVIDUAL. ON SUNDAY NIGET, 4-21-85, THE IEC TECHNICIAN WAS ON THE WAY TO
PERFORM THE FILTER PAPER CHANGE OUT WHEN THE CRVIS OCCURRED. TO PREVENT
RECURRENCE THE SCHEDULE FOR CHANGING ThE FILTER PAPER TAPES IN THE CONTROL RCOM
CHLORINE MONIICRS HAS BEEN INCREASED TO IWICE WEEKLY.

[355] WOLF CREEK 1 DOCKET 50-482 LER 85-019
INADVERTENT ACTUATION Or AUX FREDWATER.
EVENT DATE: 042685 REPORT DATE: 052485 NSSS: WE TYPE: PWR

(hSIC 194510) AT 1854 CST ON 4-26-85, AN AUX FEEDWATER ACTUATION SIGNAL (AFAS)
OCCURRED WHEN A BLOCK SWITCH, WHICH PREVENTS AFAS WHEN BOTH hAIN FEEDWATER PUMPS
(MPP) ARE SECURED, WAL PLACED IN THE ' PERMIT' POSITION. SINCE BOTH MFPS WERE
SECURED, AN AFAS WAS INITIATED. THIS SIGNAL IITUATES THE MOTOR-DRIVEN AUX
FEEDWATER PUMPS (MDAFP) AND THE SG BLOWDOWN AND SAMPLE ISOLATION SIGNAL (SGESIS).
THE MDAFPS WERE NOT IN SERVICE A3 ALLOWED BY TECH SPECS. ALL ESF'S EQUIPHENT
REQUIPED TO RESPOND TO THE SGBSIS FUNCTIONED PROPERLY. THE PLANT WAS IN MODE 4,
HOT SHUTDOWN, ENTERING MODM 3, HOT STANDBY, PRIOR TO INITIAL CRITICALITY AT THE
TIME OF TF.C EVENT. THE SG BLOWDOWN AND SAMPLE ISOLATION VALVES WERE RESTORED TO
A NORMAL CONFIGURATION IN ACCORDANCE WITH PLANT PROCEDURES AT 1933 CST.

[356] WOLP CREEr i DOCKET 50-482 LER 85-02t
TESTING ERROR RESULTS IN SAFETY INJECTION AND MAIN STEAMLINE ISOLATION.

[ EVENT DATE: 042885 REPORT DATE: 052485 NSSS: WE TYPE: PWR
|

(NSIC 194789) ON APRIL 28, 19C5, AT APPROXIMATELY 1550 CDT, AN ENGINEERED SAFETY
FEATURES (ESP) ACTUATION OCCURRED RESULTING IN A SAFETY INJECTION (SI) INTO THE
REACTOR COOLANT SYSTEM (RCS), AND MAIN STEAMLINE ISOLATION. THE INITIATING SIGNAL
WAS LOW STEAMLINE PRESSURE Od STEAM GENERATOR (S/G) "D." AT THE TIME OF THE
EVENT, THE PLANT WAS IN HOT STANDBY PRIOR TO INITIAL CRITICALITY. ALL REQUIRED
ESF EQUIPMENT RESPONDED PROPERLY. AM UNUSUAL EVENT WAS DECLARED AND SUBSEQUENTLY
TERMINATED. THE APPROPRIATE FEDERAL, STATE AND LOCAL AGENCIES WERE NOTIFIED.
THE CAUSE OF THE LOW STEAMLINE PRESSURE SIGNAL HAS BEEN DETERMINED TO BE AN
ANTICIPATORY TRIP GENERATED TY THE RATE-SENSITIVE S/G PRESSURE CIRCUITRY DUE TO A
DECREASE IN STEAMLINE PRESSURE WHEN A MAIN STEAhLINE ISOLATION VALVE (MSLIV) WA5
OPENED BEFORE PRESSURE WAS EQUALIEED THROUGH THE MSLIV BYPASS VALVES.

I
1

+ |

|
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[357] WOLF CREEK 1 DOCKET 50-482 LER 85-020
ESF ACTUATION - FEEDWATER ISOLATION AND TURBINE TRIP.
EVENT DATE: 042985 REPORT DATE: 052985 NSSS: WE TYPE: PWR

j (NSIC 194788) AT 0147 CDT ON APRIL 29, 1985, AN ENGINEERED SAFETY FEATURES
ACTUATION SIGNAL (ESFAS) WAS INITIATED WHEN WATER LEVEL IN STEAM GENERATOR "C"
WAS INCREASED TO THE HIGH LEVEL SETPOINT. THIS RESULTED IN A FEEDWATER ISOLATION
SIGNAL (FWIS), AND MAIN TURBINE AND STEAM GENERATOR FEED PUMP TURBINE TRIP

I SIGNALS BEING INITIATED. THE MAIN TURBINE AND STRAM GENERATOR FEED PUMP TURBINES
1 NERE NOT IN OPERATION AT THE TIME OF THIS EVENT, AND ALL REQUIRED ENGINEERED
1 SAFETY FEATURES EQUIPMENT RESPONDED PROPERLY. THE CAUSE FOR HIGH LEVEL IN S/G C
I WAS DUE TO THE ISOLATION VALVE FOR THE S/G "C" FCV, WHICH WAS BELIEVED TO NAVE
! BERN FULLY CLOSED, WAS APPROXIMATELY 5 TURNS OPEN. THE MAJOR CONTRIBUTING FACTOR

IN THIS COGNITIVE PERSONNEL ERROR WAS THE BELIEF THAT THE MANUAL ISOLATION VALVE
FOR S/G "C" FCV WAS INITIALLY CLOSED. THE PLANT WAS IN MODE 3, NOT STANDBY,
PRIOR TO INITIAL CRITICALITY AT THE TIME OF THIS EVENT. THE REACTOR COOLANT

, SYSTEM WAS AT NORMAL OPERATING PRESSURE AND APPROXIMATELY 505 DEGREES F.
!

[358] WOLF CREEK 1 DOCKET 50-482 LER 85-022,

SAFETY INJECTION AND MAIN STEAMLINE ISOLATION ON SPURIOUS LO STEAM LINE PRESSURE
SIGNAL.
EVENT DATE: 043085 REPORT DATE: 053085 NSSS: WE TYPE: PWR

(NSIC 194511) ON 4-30-85, AT 1143 CDT, A SAFETY INJECTION AND MAIN STEAMLINE
ISOLATION OCCURRED DUE TO A LOW STEAMLINE PRESSURE SIGNAL GENERATED BY
INTERFERENCE FROM A MAND-MELD RADIO TRANSMISSION. THE PLANT WAS IN MODE 3 NOT
STANDBY, PRIOR TO INITIAL CRITICALITY WITH THE RCS AT NORMAL OPERATING

' TEMPERATURE, 557 F, AND PRESSURE, 2250 PSIG, AT THE TIME OF THE EVENT. ALL
REQUIRED ESF'S EQUIPMENT RESPONDED PROPERLY. A1. UNUSUAL EVENT WAS DECLARED AND
SUBSEQUENTLY CANCELLED. THE APPROPRIATE FEDERAL, STATE, AND LOCAL AGENCIES WERE
NOTIFIED. THE SAFETY INJECTION WAS TERMINATED PER PLANT PROCEDURES BY 1155 CDT.
THE USE OF RADIO COMMUNICATIONS WITHIN THE PLANT HAS BEEN SEVERELY RESTRICTED DUE
TO THIS INCIDENT.

i

!
| [359] WOLF CREEK 1 DOCKET 50-482 LER 85-023
) TEST ERROR RESULTS IN REACTOR TRIP AND FEEDWATER ISOLATION.

EVENT DATE: 050185 REPORT DATE: 053085 NSSS: WE TYPE: PWR

(NSIC 194790) AT 0533 CDT ON MAY 1, 1985, A REACTOR PROTECTION SYSTEM (RPS) TRIP
SIGNAL AND AN ENGINEERED SAFETY FEATURES ACTUATION SIGNAL (ESFAS) WERE INITIATED

i WHEN TEST EQUIPMENT USED TO SUPPORT A STARTUP TEST PROCEDURE WAS BEING REMOVED
FROM A PROCESS CONTROL CABINET. THIS RESUITED IN AN OVERTEMPERATURE DELTA-T
(OTDT) REACTOR TRIP, WHICH IF TURN RESULTED IN A FEEDWATER ISOLATION SIGNAL
(FWIS). ALL CONTROL RODS WERE FULLY INSERTED AT THE TIME OF THIS EVENT, AND ALL
REQUIRED ENGINEERAD SAFETY FEATURES EQUIPMENT RESPONDED PROPERLY. THE PLANT WAS
IN MODE 3, NOT STANDPY, PRIOR TO INITIAL CRITICALITY AT THE TIME OF THIS EVENT.

| REACTOR COOLANT SYSTEM TEMPERATURE AND PRESSURE WAS 545 DEGREES F AND '

APPROXIMATELY 1900 PSIG RESPECTIVELY.

[3601 WOLF CREEK 1 DOCKET 50-482 LER 85-024
SPURIOUS SG LEVEL SIGNAL CAUSES FEEDWATER ISOLATION AND AUXILIARY FREDWATER
ACTUATION.
EVENT DATE: 050185 REPORT DATE: 053085 NSSS: WE TYPE: PWR

(NSIC 194791) AT 1100 CDT ON MAY 1, 1985, AN ENGINEERED SAFETY FEATURES ACTUATION
SIGNAL (ESFAS) WAS INITIATED WHEN STRAM GENERATOR "A" LEVEL' INDICATION " SPIKED"
LOW. THIS RESULTEP IN A FREDWATER ISOLATION SIGNAL (FWIS) AND AN AUXILIARY
FERDWATER ACTUATION SIGNAL (AFAS) BEING INITIATED. ALL REQUIRED ENGINEERED

.

.
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SAFETY FEATURES EQUIPMENT RESPONDED PROPERLY. THE PLANT WAS IN MODE 3 HOT
STANDBY, PRIOR TO INITIAL CRITICALITY AT THE TIME OF THIS EVENT WITH THE REACTOR
COOLANT SYSTEM AT APPROXIMATELY 1900 PSIG AND 550 DEGREES F. SUBSEQUENT
INVESTIGATIONS REVEALED THAT THE LEVEL INDICATION SPIKE WAS TRIGGERED BY A
HAND-HELD RADIO TRANSMISSION FROM THE IMMEDIATE AREA OF THE STEAM GENERATOR LEVEL
TRANSMITTERS.

[361] WOLF CREEK 1 DOCKET 50-482 LER 85-025
TWO MAIN STEAMLINE ISOLATION VALVWS INOPERABLE.
EVENT DATE: 05?185 REPORT DATE: 053085 NSSS: WE TYPE: PWR
VENDOR: ANCHOR / DARLING VALVE CO.

(NSIC 194512) AT 1720 CDT ON 5-1-85, WITH THE PLANT IN MODE 3, HOT STANDBY, PRIOR
TO INITIAL CRITICALITY, 2 MAIN STEAMLINE ISOLATION VALVES (MSLIV) WERE DECLARED
INOPERABLE. SINCE TECH SPEC 3.7.1.5 ALLOWS ONLY 1 MSLIV TO BE INOPERABLE, THIS

LCO COULD NOT' BE MRT AND TECH SPEC 3.0.3 WAS ENTERED. AS REQUIRED BY TECH SPEC
| 3.0.3, A'COOLDOWN FROM NORMAL OPERATING TEMPERATURE AND PRESSURE TO MODE 4, HOT

SHUTDOWN, WAS INITIATED. THE COOLDOWN WAS TERMINATED AND TECH SPEC 3.0.3 WAS
EXITED AT 2052 CDT WHEN 1 INOPERABLE MSLIV WAS RETURNED TO SERVICE. IN
ACCORDANCE WITH THE ACTION STATEMENT OF TECH SPEC 3.7.1.5, THE REMAINING
INOPERABLE MSLIV WAS MAINTAINED CLOSED, AND THE FLANT WAS RETURNED TO NORMAL
OPERATING TEMPERATURE AND PRESSURE AT 2228 CDT. THE REMAINING INOPERABLE MSLIV
WAS RETURNED TO SERVICE AT 1330 CDT ON 5-2-85. THE HYDRAULIC OIL PUMPS ON BOTH
VALVES.WERE REPLACED AND THE VALVES WERE TESTED DEMONSTRATING OPERABILITY.

[362] WOLF CREEK 1
,

DOCKET 50-482 LER 85-013
SIX SPURIOUS CONTRCL ROOM VENTILATION ISOLATIONS.
EVENT DATE: 050685 REPORT DATE: 053185 NSSS: WE TYP11 PWR
VENDOR: GENERAL ATOMIC CO.

(NSIC 194787) ON SIX DIFFERINT OCCASIONS, AN ENGINEERED SAFETY FEATURES ACTUATION
SIGNAL (ESFAS) WAS INITIATED BY A CONTROL ROOM INTAKE RADIATION MONITOR SPURIOUS

j ALARM CAUSING A CONTROL ROOM VENTILATION ISOLATION SIGNAL (CRVIS). THE INCIDENTS
OCCURRED AT 0155 AND 1650 CDT ON MAY 6, 1985, 1054 CDT ON MAY 15, 1985, 1037 CDT
ON MAY 23, 1985, 1814 CDT ON MAY 26, 1985, AND 1407 CDT ON MAY 30, 1985. ALL
REQUIRED ENGINRERED SAFETY FEATURES EQUIPMENT RESPONDED PROPERLY ON BACH
OCCASION. SUBSEQUENT INVESTIGATION OF EACH INCIDENT IDENTIFIED A MISMATCH
BETWEEN THE SOFTWARE AND HARDWARE IN THE RM-80 MICROPROCESSING UNIT FOR THE

, RADIATION MONITOR AS THE PROBABLE CAUSE OF THE SPURIOUS ALARMS. THE PLANT WAS IN
! MODE 3, HOT STANDBY, PRIOR TO INITIAL CRITICALITY AT THE TIME OF THE FIRST THREE

INCIENTS. DURING THE MAY 23, 1985 AND MAY 30, 1985 OCCURRENCES. THE PLANT WAS IN
MODE 2 WITH THE REACTOR CRITICAL AT A POWER LEVEL OF 10E-8 AMPS INTERMEDIATE
RANGE. ON MAY 26, 1985, THE PLANT WAS IN MODE 3, HOT STANDBY, WITH A SOURCE

! RANGE INDICATION OF 25 COUNTS /SEC (CPS). ALL INCIDENTS OCCURRED WITH THE REACTOR
COOLANT SYSTEM AT NORMAL OPERATING PRESSURE AND TEMPERATUR3.'

|

|
! [363] WOLF CREEK 1 DOCKET 50-482 LER 85-026

SPURIOUS SIGNAL GIVES CONTAINMENT PURGE, FCEL BUILDING AND CONTROL ROOM
VENTILATION ISOLATIONS.
EVENT DATE: 050685 REFORT DATE: 053085 NSSS: NE TYPE: PWR

(NSIC 194792) AT 0852 CDT ON MAY 6, 1985 AN EMGINEERED SAFETY FEATURES ACTUATION
SIGNAL (ESFAS) WAS INITIATED WHEN TWO RADIATION MONITORS WERE DEENERGIEED DUE TO
AN INADVERTENT LOSS OF POWER TO A SAFETY RELATED 480VAC LOAD CENTER. THIS
RESULTED IN A CONTAINMENT PURGE ISOLATION SIGNAL (CPIS),' FUEL BUILDING
VENTILATION ISOLATION SIGNAL (FBVIS) AND A CONTROL FOOM VENTILATION ISOLATION
SIGNAL (CRVISl'. ALL REQUIRED ENGINEERED SAFETY FEATURES EQUIPMENT RESPONDED
PROPERLY WITH THE EXCEPTIO*f OF SOME EQUIPMENT WHICH WAS UNABLE TO START DUE TO

. - -- .
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BEING POWERED FROM THE LOAD CENTER WHICH WA5 INADVERTENTLY DEEMERGIEED. REDUNDANT
EQUIPMENT DID RESPOND AND FUNCTION PROPERLY. THE CAUSE FOR THE LOSS OF POWER WAS

i IDENTIFIED AND POWER WA5 RESTORED WITHOUT FURTHER INCIDENT. THE PLANT WAS IN
MODE 3 NOT STANDBY,' PRIOR TO INITIAL CRITICALITY AT THE TIME OF THE EVENT WITH
THE REACTOR COOLANT SYSTEM AT NORMAL OPERATING PRESSURE AND TEMPERATURE.

'

j

. [364] WOLF CREEK 1 -DOCKET 50-482 LER 85-027
I LOW STEAM PRESSURE SIGNAL CAUSES SAFETY INJECTION, MAIN STRAMLINE ISOLATION, AND-

REACTOR TRIP.
EVENT DATE: 050685 REPORT DATE: 053185 NSSS: WB TYPE: PWR

4

(MSIC 194793) ON MAY 6, 1985, AT APPROXINATELY 1225 CDT, AN ENGINEERED SAFETY
FEATURES (ESP) ACTUATION OCCURRED RESULTING IN A SAFETY INJECTION (SI) AND A MAIN !

j STEANLINE ISOLATION DUE TO A LOW STRANLINE PRESSURE SIGNAL ON STEAM GENERATOR
"A." AT THE. TIME OF THE EVENT, THE PLANT WA8 IN NOT STANDBY PRIOR TO INITIAL

i CRITICALITY. THE REACTOR CPOLANT SYSTEM AVERAGE TEMPERATURE WAS APPROXIMATELY
j 530 DEGREES F r.ND PRESSURE WA5 2241 PSIG. THE MAIN STRANLINE ISOLATION VALVES

WERE CLOSED AND STFAM GENERATORS "A" AND "C" WERE.5 LOWLY BEING FED TO ADJUST
i LEVEL. WITH NO REACTOR COOLANT SYSTEN FLOW THROUGH THE STRAN GENERATORS, THE

ADDITION OF FEEDWATER COOLED THE STEAM GENERATORS AND CONSEQUENTLY DECREASED

{ STEAMLINE PRESSURE TO THE TRIP SETPOINT. AN UNUSUAL EVENT WAS DECLARED AND
{ .:

TERMINATED. THE APPROPRIATE FEDERAL, STATE, AND LOCAL AGENCIES WERE NOTIFIED.
ALL ESF EQUIPMENT RESPONDED PROPERLY, AND THE SAFEff INJECTION WAS TERMINATED BY
APPROXIMATELY 1243 CDT. DURING THE SUBSEQUENT RESTORATION OF TER. VENTILATION-

J SYSTEMS, AN ADDITIONAL ESF ACTUATION OCCURRED AND IS DI5 CUSSED IN LER 85-029-00.
,

[365] WOLF CREEK 1 DOCKET 50-482 'LER 85-029
LOW FLOW TO CONTAINMENT RAD MONITOR GIVES PURGE AND VENTILATION ISOLATIONS.

] EVENT DATE: 050685 REPORT DATE: 053185 M555: NE TYPE: PWR
!>

l (NSIC.194794) ON MAY 6, 1985, AT APPROXINATELY 1340 CDT, A CONTAINMENT PURGE
ISOLATION SIGNAL (CPIS), A CONTROL ROOM VENTILATION ISOLATION SIGNAL (CRVIS), AND

,

A FUEL BUILDING VENTILATION ISOLATION SIGNAL (FSVIS) OCCURRED WHILE RECOVERING
! FROM A SAFETY' INJECTION THAT OCCURRED AT 1225 CDT ON NAY 6,~1985. THIS SAFETY
l INJECTIOM IS DISCUSSED IN LER 85-027-00. THE CPIS,' CRVI5, AND FBVI5 WERE CAUSED
| BY FLOW NOT BEING RESTORED TO THE CONTAINMENT ATNOSPNERE RADIATION MONITORS
! DURING RECOVERY FROM THE SAFETY INJECTION AND WAS DUE TO A PROCEDURAL' DEFICIENCY
i WHICH HAS BEEN CORRECTED. AT THE TIME OF THIS EVENT, THE PLANT WAS IN MODE 3,
I HOT STANDBY,' PRIOR TO INITIAL CRITICALITY AND THE REACTOR COOLANT SYSTEN WAS

BEING RETURNED TO NORMAL OPERATING TEMPERATURE, 557 DEGREES F. AND PRESSURE, 2250
PSIG, AFTER THE PREVIOUS SAFETY INJECTION. ALL REQUIRED ENGINEERED SAFETY'

; FEATURES EQUIPMENT RESPONDED' PROPERLY. THE' ACTUATED VENTILATION SYSTEMS WERE
' RESTORED TO NORMAL CONFIGURATION SY APPFDXINATELY 1415 CDT.
,

' ,

) [366) WOLF CREEK 1 DOCKET 50-482 LBR 85-030
) FREDWATER ISOLATION DUE TO SG TWO-OUT-OF-FOUR MIGN LEVEL TRIP.

EVENT DATE: 051885 REPORT DATE: 061485 MS85: WB TYPE: PWR-
,

!

; (NSIC 194705) AT 2131 CDT ON MAY 18, 1985, AN ENGINEERED SAFETY FEATURES
{ ACTUATION SIGNAL (ESFA5) WA5 INITIATED WHEN A STRAN GENERATOR (S/G) LEVEL
| TRANSMITTER SENSED AN ERRONEOUS HIGM-LEVEL CONDITION. SINCE A REDUNDANT

TRANSMITTER MAD PREVIOUSLY BEEN REMOVED FROM SERVICE FOR A SURVEILLANCE TEST,

-f - THIS RESULTED IN A 5/G TWO-OUT-OF-FOUR HIGH LEVEL TRIP WHICH CAUSED A FREDWATER
j ISOLATION SIGNAL (FWI5) TO BE INITIATED. ALL REQUIRED ENGINEERED SAFETY FEATURES

EQUIPMENT RESPONDED PROPERLY. THE PLANT WAS IN MODE 3, NOT STANDBY, PRIOR TO
t INITIAL CRITICALITY AT THE TIME OF THIS EVENT. THE REACTOR COOLANT SYSTEM WAS AT
! NORMAL OPERATING TEMPERATURE AND APPROXINATELY 1900 PSIG. THE SPECIFIC CAUSE MA8-

| NOT BEEN DETERMINED, NOWEVER INVESTIGATION REVEALED THAT THE MOST PROBABLE CAUSE

>
*

.
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OF THE ERRONEOUS LEVEL INDICATION WAS A PRESSURE PERTURBATION IN A COMMON SENSING
LINE DUE TO A SEPARATE WORK ACTIt'ITY.

[367] WOLF CREEK 1 DOCKET 50-482 LER 85-032
CONTAINMENT PURGE AND CONTROL ROOM VENTILATION ISOLATION.
EVENT DATE: 052185 REPORT DATE: 061485 NSSS: WE TYPE: PWR

(NSIC 194703) AT 0923 CDT ON MAY 21, 1985, AN ENGINEERED SAFETY FEATURES
ACTUATION SIGNAL (ESFAS) WAS INITIATED DURING THE PERFORMANCE OF A SURVEILLANCE
PROCEDURE WHEN AN ESFAS CABINET TEST SWITCH WAS REPOSITIONED IN ERROR. THIS
RESULTED IN A CONTAINMENT PURGE ISOLATION SIGNAL (CPIS) AND A CONTROL ROOM
VENTILATION ISOLATION SIGNAL (CRVIS) BEING INITIATED. ALL REQUIRED ENGINEERED
SAFETY FEATURES EQUIPMENT RESPONDED PROPERLY. THE CAUSE OF THE EVENT WAS
SUBSEQUENTLY IDENTIFIED AS A PERSONNEL ERROR. FURTHER INVESTIGATION INTO THIS
EVENT HAS CONCLUDED THAT A PROCEDURAL PROBLEM DOES NOT EXIST, AND THAT THE ESFAS
CABINET TEST SWITCHES ARE CLEARLY IDENTIFIED. A CONTRIBUTING FACTOR IN THIS
EVENT WAS THE FACT THAT THE SUBJECT TEST SWITCHES ARE LOCATED GREATER THAN SIX
FEET ABOVE THE FLOOR, AND VISIBILITY CAN BE IMPAIRED WHEN REACHING OVERHEAD TO
OPERATE THE SWITCHES. THE PLANT WAS IN MODE 3, HOT STANDBY, PRIOR TO INITIAL
CRITICALITY AT THE' TIME OF THIS EVENT. THE REACTOR COOLANT SYSTEM WAS AT NORMAL
OPERATING PRESSURE AND TEMPERATURE. THERE WAS NO DAMAGE TO PLANT EQUIPMENT OR
RELEASE OF RADIOACTIVITY AS A RESULT OF THIS EVENT.

[368] WOLF CREEK 1 DOCKET 50-482 LER 85-013
CONTROL ROOM VENTILATION ISOLATION.
EVENT DATE: 052385 REPORT DATE: 062185 NSSS: WE TtPE: PWR
VENDOR: M D A SCIENTIFIC, INC.

(NSIC 194711) AT 1904 CDT ON MAY 23, 1985, A MANUAL CONTROL ROOM VENTILATION
ISOLATION SIGNAL (CRVIS) WAS INITIATED FOLLOWING THE AUTOMATIC REPOSITIONING OF A
PORTION OF THE COMPONENTS WITHIN THE CRVIS ACTUATION GROUP TO THEIR EMERGENCY
RECIRCULATION MODE OF OPERATION. ALL REQUIRED ENGINEERED SAFETY FEATURES
EQUIPMENT RESPONDED PROPERLY FOLLOWING THE MANUAL ACTUATION. THE PLANT WAS IN
MODE 2 WITH THE REACTOR CRITICAL AT EERO POWER LEVEL. THE REACTOR COOLANT SYSTEM
WAS AT NORMAL OPERATING PRESSURE AND TEMPERATURE. THE MOST PROBABLE CAUSE OF THE
INITIAL COMPONENT ACTUATION WAS AN ELECTRONIC SPIKE FROM A CONTROL ROOM CHLORINE
MONITOR WHICH WAS DISPLAYING ERRATIC BEHAVIOR. THIS SPIKE COULD HAVE BEEN OF
SUFFICIENT MAGNITUDE TO MOMENTARILY TRIP THE ASSOCIATED CRVIS BISTABLE BUT OF
INSUFFICIENT DURATION TO ACTUATE ALL OF THE COMPONENTS WITHIN THE CRIVS ACTUATION
GROUP. NO CHLORINE WAS PRESENT AS DETERMINED BY A REDUNDANT MONITOR. THERE WAS
NO DAMAGE TO PLANT EQUIPMENT OR RELEASE OF RADIOACTIVITY AS A RESULT OF THIS'

EVENT.

[369] WOLF CREEK 1 DOCKET 50-482 LER 85-034
TECHNICAL SPECIFICATION CONTAINMENT WATER LEVEL INSTRUMENT OUT-OF-SERVICE.
EVENT DATE: 052485 REPORT DATE: 061485 NSSS: WE TYPE: PWR

I (NSIC 194702) ON MAY 24, 1985, AT APPROXIMATELY *600 CDT, A CONTAINMENT WATER|

LEVEL INSTRUMENT USED FGR ACCIDENT MONITORING WAS FOUND IN AN OUT-OF-SERVICE
CONDITION. AN OBSTRUCTION ON THE SLIDE-POLE WOULD HAVE PREVENTED THE INSTRUMENT
FLOAT FROM ARISING TO THE MAXIMUM CONTAINMENT FLOOD LEVEL AND COULD HAVE RESULTED
IN ERRONEOUSLY LOW INDICATIONS OF CONTAINMENT WATER LEVEL DURING AN ACCIDENT
CONDITION. THE OBSTRUCTION WAS SUBSEQUENTLY REMOVED AND THE CONTAINMENT WATER
LEVEL INSTRUMENT WAS RETURNED TO SERVICE. THE SOURCE OF OBSTRUCTION - TAPE
WRAPPED AROUND THE SLIDE POLE - IS BELIEVED TO BE FROM AN INSULATION ACTIVITY IN
THE GENERAL AREA OF THE INSTRUMENT. SINCE THE DURATION OF THIS OUT-OF-SERVICE
CONDITION IS BELIEVED TO BE GREATER THAN SEVEN DAYS, A VIOLATION OF TECH SPEC

1
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ACTION STATEMENT 3.3.3.6A IS CONSIDERED TO HAVE OCCURRED. REDUNDANT CONTAINMENT
WATER LEVEL INSTRUMENTATION WAS IN SERVICE DURING THIS TIME.

[370] WPPSS 2 DOCKET 50-397 LER 84-031 REV 3
UPDATE ON CABLES FOUND UNINSULATED (APPENDIX R).
EVENT DATE: 041284 REPORT DATE: 011785 NSSS: GE TYPE: BWR

(NSIC 194163) WHILE PERFORMING A REVIEW AND UPDATE OF THE WNP-2 APPENDIX R SAFE
SHUTDOWN ANALYSIS, 10 CABLES REQUIRED FOR SAFE PLANT SHUTDOWN FOLLOWING A FIRE
WERE IDENTIFIED ON 4-12-84 AS UNPROTECTED FROM FIRE (I.E., NO THERMOLAG FIRE
PROTECTION MATERIAL HAD BEEN APPLIED TO THESE CABLES). THESE CABLES PROVIDED
NECESSARY INDICATION AND CONTROL FOR THE DG, STANDBY SERVICE WATER, RHR, AND
REACTOR BLDG HVAC SYSTEMS, DURING A SUBSEQUENT ONGOING INDEPENDENT REVIEW OF
THIS ANALYSIS, ON 11-6-84 ANOTHER CABLE WAS IDENTIFIED AS UNPROTECTED FROM FIRE
OVER A SHORT (15 FT) LENGTH OF VERTICAL CABLE TRAY. THIS CABLE PROVIDED AN
ISOLATION SIGNAL TO A 1" RHR BYPASS VALVE. THIS SAME REVIEW IDENTIFIED 4
ADDITIONAL CABLES AS BEING UNPROTECTED ON 12-5-84 3 OF 4 CABLES REQUIRE THE
ADDITION OF THERMOLAG COATING TO THEIR ASSOCIATED CONDUITS. THE CABLES PROVIDED
NECESSARY CONTROL AND INDICATION FOR THE DG, STANDBY SERVICE WATER, RHR AND
REACTOR BLDG HVAC SYSTEMS. THE REMAINING CABLE REQUIRES WIRING CHANGES TO
INCLUDE A TRANSFER SWITCH IN THE CIRCUIT TO PROVIDE ELECTRICAL ISOLATION FROM THE
CONTROL ROOM. ON 12-21-84, IT WAS DISCOVERED THAT THE EMERGENCY STOP SWITCH
(EPB-DG2) FOR THE DIV 2 EMERGENCY DG WAS NOT ISOLATED FROM THE MAIN CONTROL ROOM
BY A REMOTE SHUTDOWN TRANSFER SWITCH.

[37f] WPPSS 2 DOCKET 50-397 LER 85-022
HPCS SYSTEM INOPERABLE WHEN LOGIC BUS DEENERGIZED.
EVENT DATE: 030885 REPORT DATE: 032885 NSSS: GE TYPE: BWR

(NSIC 194595) ON 3-7-85, PLANT PERSONNEL ACCIDENTLY SHEARED OFF 2 HPCS INITIATION
STATUS LAMP SOCKETS WHILE REPLACING NAMEPLATE IDENTIFICATION TAGS ON CCNTROL ROOM
BACK PANEL P-625. UPON DISCONNECTING WIRES FROM THE LAMP SOCKETS TO FACILITATE
REPLACEMENT, THE HPCS MINIMUM FLOW VALVE STARTED TO CYCLE AND THE ' LOSS OF BUS
POWER' ANNUNCIATOR FOR HPCS WAS ILLUMINATED. UPON ATTACHING THE LEADS TO THE NEW
SOCKETS, SYSTEM STATUS RETURN TO NORMAL. AT THIS POINT, THE OPERATIONS CREW
INVOLVED THE TECHNICAL STAFF IN THE PROBLEM AND AGAIN REVIEWED SYSTEM ELEMENTARY
DRAWINGS IN AN ATTEMPT TO EXPLAIN THE PHENOMENA EXPERIENCED. WHEN NO
JUSTIFICATION FOR THE CONDITIONS COULD BE DETERMINED, IT WAS AGREED TO REPLACE
THE REMAINING BROKEN SOCKET AND MORE CLOSELY M3NITOR SYSTEM RELAYS AND COMPONENT
ACTUATIONS. AGAIN, CERTAIN SYSTEM RELAYS CHANGED STATUS AND THE MINIMUM FLOW
VALVE STARTED TO OPEN. DURING BOTH PERIODS OF MAINTENANCE AN OPERATOR WAS
STATIONED AT THE HPCS CONTROL ROOM CONSOLE AS ADDED ASSURANCE THAT THE SYSTEM
WOULD BE AVAILABLE. INVESTIGATION INTO THE INCIDENT CONCLUDED ON 3-8-85 AT 1000
HRS WHEN IT WAS DETERMINED, BY REFERENCE TO PANEL CONNECTION DIAGRAMS, THAT THE
COMMON LIDE OF ALL THE SYSTEM INITIATION STATUS LIGHTS WAS WIRED IN SERIES ON THE
PORTION OF THE CIRCUIT CLOSEST TO THE POWER SOURCE. THUS, DISCONNECTING ANY OF
THE LAMP SOCKETS RESULTED IN DE-ENERGIZING THE ENTIRE LOGIC BUS FOR THE SYSTEM. ,

I

I [372] WPPSS 2 DOCKET 50-397 LER 85-024
REACTOR SCRAM INITIATED BY DEH FAILURE.
EVENT DATE: 032285 REPORT DATE: 041785 NSSS: GE TYPE: BWR

! VENDOR: WESTINGHOUSE ELECTRIC CORP.

(NSIC 194782) A REACTOR SCRAM ON APRM HI FLUX OCCURRED AT 1500 HOURS ON 3/22/85
WHILE OPERATING AT 100% POWER. THE HIGH FLUX EXCURSION WAS A RESULT OF AN
INCREASING REACTOR PRESSURE TRANSIENT INDUCED BY A RAPID CLOSING MOTION OF THE
TURBINE GOVERNOR VALVES (GV). GV CLOSURE WAS CAUSED BY A DIGITAL
ELECTRO-HYDRAULIC (DRM) SYSTEM LOGIC CIRCUIT FAILURE WHICH ALLOWED A GV CLOSE
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SIGNAL INSTEAD OF THE PRESSURE CONTROL SIGNAL TO BE SELECTED BY THE DEN ANALOG
COMPUTE 2. THE GV CLOSE SIGNAL WAS GENERATED AS A RESULT OF " RESETTING" THE DEN
DIGITAL COMPUTER. TWO SUBSEQUENT REACTOR PROTECTION SYSTEM (RPS) ACTUATIONS ON
REACTOR WATER LEVEL 3 (WITH ALL RODS FULLY INSERTED) OCCURRED WHILE CONTROLLING j

REACTOR PRESSURE WITH SAFETY RELIEF VALVES (SRVS) DURING RECOVERY OPERATIONS WITH i

THE MAIN STEAM ISOLATION VALVE (MSIVS) ISOLATED.
,

[373] WPPSS 2 DOCKET 50-397 LER 85-026
CONTROL ROOM CHLORINE DETECTOR ACTUATES DUE TO TAPE DEPLETION.
EVENT DATE: 033185 REPORT DATE: 041785 NSSS: GE TYPE: BWR
VENDOR: M D A SCIENTIFIC, INC.

(NSIC 194503) AN AUTOMATIC START OF THE CONTROL ROOM EMERGENCY FILTRATION SYSTEM
OCCURRED WHEN A FALSE HIGH CHLORINE SIGNAL WAS GENERATED DUE TO CHLORINE DETECTOR
TAPE DEPLETION. EXISTING CONTROLS ARE BEING REEMPHASIEED TO PREVENT RECURRENCE.
PLANT PROCEDURE PPM 10.24.166 REQUIRES DAILY INSPECTION OF THE DETECTION TAPE.
AN EXAMINATION OF THE DAILY INSPECTION CHECKLIST LOG SHEET AND SUBSEQUENT
INVESTIGATION DETERMINED THE FOLLOWING: A PERIOD OF 2 DAYS EXISTS IN THE DAILY
INSPECTION RECORDS WHICH DO NOT DOCUMENT INSPECTION OF THE DETECTOR TAPE. THE
DETECTOR TAPE MAY NOT HAVE BEEN CHECKED DURING THIS PERIOD. THERE IS A
POSSIBILITY THAT EXCESSIVE DETECTION TAPE COULD HAVE BEEN USED DURING DAILY
EEROING OF THE CHLORINE DETECTOR, CAUSING EARLY DEPLETION OF DETECTION TAPE.
SIMILAR EVENT: 84-057, -093, AND -128.

[374] YANKEE ROWE DOCKET 50-029 LER 85-001
j DETERMINATION OF INAPPROPRIATE LOCA METHODOLOGY ASSUMPTION /PREVIOUSLY APPROVED.

EVENT DATE: 051385 REPORT DATE: 061285 NSSS: WE TYPE: PWR
i

(NSIC 194822) ON 5/13/85 AT 1132 HOURS, WHILE OPERATING AT 1005 POWER, IT WAS
LEARNED THAT THE LOCA ANALYSIS MAY NOT BR IN COMPLIANCE WITH THE REQUIREMENTS OF
SECTION I.A OF APPENDIX K TO 10 CFR 50 PERTAINING TO AXIAL POWER DISTRIBUTION
ASSUMPTIONS. A NOTIFICATION WAS MADE PURSUANT TO 10 CFR 50.72(B)(1)(II)(A) AT
1154 HOURS. TO ASSURE THAT THE PLANT OPERATION IS WITHIN ANALYEED CONDITIONS, A
MORE RESTRICTIVE CONTROL ROD LIMIT WAS IMMEDIATELY IMPLEMENTED. THE CONDITION
WAS DISCOVERED DURING A REVIEW OF THE LOCA ANALYSIS AS THE RESULT OF A
NOTIFICATION FROM THE NRC OF DEFICIENCIES IN THE EXXON LOCA ANALYSIS. THIS
REPORT IS SUBMITTED DUE TO THE DETERMINATION THAT THE APPROVED LOCA EVALUATION
MODEL (SEE NRC LETTER TO YAEC, DATED 12/4/75, AMENDMENT NO. 21 TO FACILITY
OPERATING LICENSE NO. DPR-3) IS NO LONGER VALID BECAUSE THE ASSUMPTIONS REGARDING
CORE AXIAL POWER DISTRIBUTION ARE INAPPROPRIATE. THIS LOCA ANALYSIS IS BASED ON
A CHOPPED-COSINE AXIAL POWER DISTRIBUTION WHEN IN FACT A MORE LIMITING TOP-SKEWED
AXIAL PROFILE COULD EXIST DURING PERIODS OF PLANT OPERATION. AS A RESULT, THE
PLANT MAY HAVE OPERATED WITH AN AXIAL POWER PROFILE WHICH WOULD RESULT IN MORE
SEVERE CALCULATED CONSEQUENCES THAN IDENTIFIED IN THE LOCA ANALYSIS. A MORE
RESTRICTIVE CONTROL ROD LIMIT WILL BE IMPOSED DURING THE REMAINDER OF THIS CORE
CYCLE AND EVALUATION OF FUTURE CORES' OPERATION IS CONTINUING. LER 77-30 DID
P.?? ORT A LOCA ERROR.

,

[375]- YANKEE ROWE DOCKET 50-029 LER 85-002
CHECK VALVES NOT TESTED IN ACCORDANCE WITH THE'ISI PROGRAM.
EVENT DATE: 052485 REPORT DATE: 062385 NSSS: WE TYPE: PWR

(NSIC 194823) ON MAY 24, 1985 WHILE OPERATING IN MODE 1 AT 100 PERCENT THERMAL
POWER, AH INADEQUACY OF AN INSERVICE INSPECTION (ISI) PROGRAM IMPLEMENTING

PROCEDURE WAS IDENTIFIED. THE INADEQUACY CONCERNED THE FREQUENCY AND METHOD OF
TESTING A CONTAINMENT ISOLATION CHECK VALVE, CS-V-621. THE PROCEDURE AS
PERFORMED QUARTERLY DID NOT DEMONSTRATE A POSITIVE STROKE (CLOSED POSITION) OF
THE VALVE. ASME SECTION XI PERMITS STROKE TESTING QUARTERLY OR DURING COLD
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SHUTDOWN (REFUELING). A POSITIVE STROKE OF CS-V-621 IS NOT PRACTICAL DURING
PLANT OPERATION DUE TO SYSTEM CONFIGURATION AND TECH SPECS OPERABILITY
REQUIREMENTS FOR THE SAFETY INJECTION SYSTEM. THIS PROCEDURAL INADEQUACY DID NOT
PROPERLY IMPLEMENT TECH SPEC 4.0.5 AND IS THE RESULT OF PNRSONNEL ERROR DURING
ISI PROGRAM DEVELCPHENT. CORRECTIVE ACTIONS INCLUDED A REVIEW TO DETERMINE IF
ANY SIMILAR INADEQUACIES IN RELATED VALVE SURVEILLANCE PROCEDURES EXISTED. THE
REVIEW DETERMINED THAT TWO ADDITIONAL CHECK VALVES, LOCATED IN A SEPARATE SYSTEM,
COULD NOT BE POSITIVELY STROKE TESTED DURING PLANT OPERATION. CORRECTIVE ACTIONS
TO PREVENT RECURRENCE WILL INCLUDE APPROPRIATE REVISIONS TO THE ISI PROGRAM AND
IMPLEMENTING PROCEDURES TO CORRECTLY INDICATE TESTING OF THE CHECK VALVES DURING
COLD SHUTDOWN (REFUELING) IN ACCORDANCE WITH ASME SECTION SI REQUIREMENTS. THE
IMPORTANCE OF ADEQUATE REVIEW OF ALL TECH SPEC IMPLEMENTING PROCEDURES WILL BE
STRESSED TO ALL PERSONNEL.

[3761 EION 1 DOCKET 50-295 LER 84-040
MISSED QUARTERLY SURVEILLANCE OF CONTAINMENT RADIATION MONITOR.
EVENT DATE: 080284 REPORT DATE: 062185 NSSS: WE TYPE: PWR

(NSIC 194465) A MANAGEMENT REVIEW ON 5-23-85 OF THE CONTAINMENT SPING RADIATION
MONITOR (1RIA-PR40) SURVEILLANCE RECORDS AND A STATION COMMITMENT TO THE PROPOSED
RADIOLOGICAL ENV TECH SPECS (RETS) REVEALED THAT THE INITIAL QUARTERLY CHANNEL
FUNCTIONAL TEST, WHICH WOULD HAVE BEEN DUE 8-2-84, HAD NOT BEEN PERFORMED. UNIT
1 WAS IN COLD SHUTDOWN AT THE TIME THIS SURVEILLANCE WAS DUE. THE CHANNEL
FUNCTIONAL TEST FOR THE FOLLOWING PERIOD, PERFORMED ON 8-23-84, VERIFIED THAT THE
MONITOR WAS WITHIN TOLERANCE. THE INITIAL SURVEILLANCE WAS MISSED DUE TO
MISCOMMUNICATION AND MISUNDERSTANDING BETWEEN THE TECHNICAL STAFF, INSTRUMENT
MAINTENANCE, AND RADIATION / CHEMISTRY DEPARTMENTS REGARDING THE SCOPE OF A STATION
COMMITMENT (ON SITE REVIEW OSR/30/84). THE ON SITE REVIEW, CONDUCTED ON 4-9-84,
WAS PERFORMED IN ORDER TO DEFINE THE SURVEILLANCE REQUIREMENTS FOR 1RIA-PR40
BECAUSE TECH SPECS FOR THIS MONITOR, WHICH REPLACED R-11 AND R-12, HAVE NOT BEEN
ISSUED. THE INSTRUMENT MAINTENANCE AND RADIATION / CHEMISTRY '9ARTMENTS HAD
ACKNOWLEDGED THE ADHERENCE TO A CALIBRATION FREQUENCY OF At LdAST ONCE PER
REFUELING CYCLE BUT THE QUARTERLY FUNCTIONAL TEST REQUIRED BY RETS WAS NOT
RECOGNIEED AS A TECH SPEC SURVEILLANCE.

[377] EION 1 DOCKET 50-295 LER 85-014
FAILURE OF OFF-GAS AIR EJECTOR RADIATION MONITOR.
EVENT DATE: 020885 REPORT DATE: 052385 MSSS: WE TYPE: PWR

(NSIC 194473) ON 2-8-85, DURING A PURGE OF UNIT 1 CONTAINMENT WHILE IN COLD
SHUTDOWN, THE OFF-GAS AIR EJECTOR NOBLE GAS RADIATION MONTIOR (1RE-0015) WAS
DISCOVERED TO BE FAILED LOW. THIS VIOLATED TECH SPEC 3.12.1.C, WHICH REQUIRES
THIS MONITOR TO BE OPERABLE DURING RELEASE OF GASEOUS WASTES. THE PURGE WAS
SECURED AND SHIFTLY GRAB SAMPLES WERE TAKEN TO MEET TECH SPEC 4.12.1.C WHICH IS
THE REQUIRED ACTION FOR AN INOPERABLE MONITOR. HOWEVER SINCE THERE IS NO ACTION
STATEMENT ASSOCIATED WITH TECH SPEC 3.12.1.C EXCEPT THAT LISTED UNDER
SURVEILLANCE REQUIREMENT 4.12.1.C THIS REPORT IS BEING SUBMITTED AS A -

CONSERVATIVE ACTION. INVESTIGATION SHOWED THE FAILURE TO BE CAUSED BY A FAULTY'

TRANSISTOR IN THE TEST / CALIBRATE PRINTED CIRCUIT (PC) BOARD AND A DEFECTIVE RATE
PC BOARD. BOTH BOARDS WERE REPLACED AND THE MONITOR WAS RECALIBRATED AND RETURNED
TO SERVICE ON 2-11-85. SINCE THE UNIT WAS IN COLD SHUTDOWN, NO CONDENSER OFF-GAS
FLOW WAS PRESENT. THERE WERE NO SAFETY IMPLICATIONS. THE NEW RADIOLOGICAL
EFFLUENT TECH SPECS (CURRENTLY UNDER REVIEW) WILL NOT REQUIRE THIS MONITOR TO BE
OPEPABLE DURING COLD SHUTDOWN. THIS MONITOR HAS FAILED IN THE PAST FOR OTHER
REASONS. NO FURTHER ACTION IS NECESSARY.

i
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[378] EION 1 DOCKET 50-295 LER 85-008
COMPONENT COOLING WATER TO RCP BEARING OIL COOLERS LOST.
EVENT DATE: 021685 REPORT DATE: 031885 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: EION 2 (PWR)
VENDOR: CROSBY VALVE

(NSIC 194171) UNIT 1 WAS AT COLD SHUTDOWN AND UNIT 2 WAS AT FULL POWER. SHORTLY
AFTER ISOLATING 1MOV-CC9414 ON THE UNIT 1 COMPONENT COOLING RETURN LINE FROM THE
RCP BEARING OIL COOLERS, A DECREASE IN COMPONENT COOLING SURGE TANK LEVEL WAS
OBSERVED. LEAKAGE WAS STOPPED BY ISOLATING COMPONENT COOLING TO RCP BEARING OIL
COOLERS. THE LEAK DID NOT RETURN WHEN RCP BEARING OIL COOLING WAS RESTORED. THE
CAUSE OF THE LEAK WAS RCP BEARING OIL COMPONENT COOLING RELIEF VALVE ICC9427,
WHICH HAD LIFTED AND FAILED TO RESEAT. A SIMILAR EVENT OCCURRED ON 2-3-84 WHEN A
DIFFERENT RELIEF VALVE IN THAT SYSTEM LIFTED AND FAILED TO RESEAT. BOTH OF THESE
VALVES HAD BEEN REMOVED AND INSPECTED EARLIER. IN REINSTALLATION, THE NOEELE
RINGS HAD BEEN IMPROPERLY SET, THROUGH MISINTERPRETATION OF THE EERO REFERENCE.
ANALAGOUS VALVES ON UNIT 2 WERE CHECKED FOR THIS PROBLEM AND HAVE BEEN EVALUATED
AS TO THEIR SAFETY SIGNIFICANCE. REPAIRS ARE BEING DONE AT THE EARLIEST DATA
WITH REGARDS TO RELIEF CAPACITY AND SAFETY SIGNIFICANCE.

i379] EION 1 DOCKET 50-295 LER 85-007
?OTENTIAL UNMONITORED RELEASE OF AIRBORNE ACTIVITY.
EVENT DATE: 021885 REPORT DATE: 031585 NSSS: WE TYPE: PWR
VENDOR: MOORE PRODUCTS COMPANY

(NSIC 194667) DURING A ROUTINE OUTAGE SURVEILLANCE 1PY-RV85, THE
CURRENT-TO-PNEUMATIC PRESSURE CONVERTER WAS FOUND FAILED TO EERO. THIS CAUSED
1FCV-Rv85B TO C9EN AND CREATED AN UNMONITORED ALTERNATE VENT PATH FROM THE UNIT 1
CONTAINMENT. CALCULATIONS MADE FROM THE HIGHEST ACTIVITY VENT FROM UNIT 1
CONTAINMENT UTILIEING THE TECH SPEC DISPERSION FACTOR SHOW THAT IF ALL GASEOUS
AND PARTICULATE ACTIVITY WAS RELEASED THROUGH THE PURGE INLET RATHER THAN THE
NORMAL VENT OUTLET, THE RELEASE WOULD STILL BE WELL WITHIN 10CFR20 LIMITS AT THE
SITE BOUNDARY. TO PREVENT A RECURRENCE OF THIS INCIDENT, THE STANDING ORDERS NOW
REQUIRE VERIFICATION OF FCV-RV85A&B POSITION PRIOR TO VENTING, AND A MODIFICATION
HAS BEEN SUBMITTED TO CHANGE THE VENT DUCTING SO THAT A VACUUM IN THE CONTAINMENT
WILL BE BROKEN BY DRAWING ON THE PURGE VALVE ROOM ATMOSPHERE RATHER THAN ON THE
OUTSIDE AIR INTAKE.

.

[380) EION 1 DOCKET 50-295 LER 85-013
REACTOR CAVITY INADVERTENTLY DILUTED.
EVENT DATE: 040285 REPORT DATE: 050285 NSSS: WE TYPE: PWR, .

VENDOR: GRINNELL CORP.

(NSIC 194573) ON 4-2-85, THE UNIT 1 REACTOR CAVITY WAS INADVERTENTLY DILUTED
DURING THE EMERGENCY CORE COOLING SYSTEMS (ECCS) FULL FLOW TEST. DURING THE TEST
ECCS PUMPS TAKE A SUCTION OFF THE RWST AND FILL THE REACTOR VESSEL / CAVITY. TWO
SEPARATE CALCULATIONS WERE PERFORMED TO DETERMINE THE SHUTDOWN MARGIN AFTER THE
DILUTION EVENT. THE FIRST METHOD WAS USING SOURCE RANGE COUNTS. USING THIS
METHOD, SHUTDOWN MARGIN REMAINED GREATER THAN 105 (14.25 AS CALCULATED). THE
SECOND METHOD USED WAS TO ATTEMPT TO DETERMINE THE BORON CONCENTRATION IN THE
VESSEL AFTER THE DILUTION EVENT. THE SECOND METHOD CONSERVATIVELY DID NOT ASSUME
COMPLETE MIXING AND RESULTED IN LOWER SHUTDOWN MARGINS, BUT THE SOURCE RANGE
METHOD WAS BELIEVED TO BE A MORE ACCURATE INDICATION OF SHUTDOWN MARGIN. SEVERAL
LONG AND SHORT TERM CORRECTIVE ACTIONS HAVE BREN DEVELOPED TO PREVENT RECURRENCE.

|
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[381] EION 1 DOCKET 50-295 LER 85-015
PARTIAL LOSS OF COMPONENT COOLING.
EVENT DATE: 041785 REPORT DATE: 051785 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: EION 2 (PWR)
VENDOR: CROSBY VALVE

(NSIC 194474) SHORTLY AFTER STOPPING A COMPONENT COOLING PUMP, THE RELIEF VALVE

ICC9428 (CC EXCESS LETDOWN MX) LIFTED AND REMAINED OPEN DUE TO A MISPOSITIONED
NORELE RING. UNIT 1 WAS IN REFUELING MODE AND UNIT 2 WAS AT 995 POWER OPERATION.
THIS TYPE OF EVENT HAS HAPPENED TWICE PREVIOUSLY AT EION (LER 295/85-008 AND DIR
84-020-00). IN THE FOLLOW-UP TO DIR 84-020-00 IT WAS DECIDED TO KEEP 1(2)
CC9428 ISOLATED PENDING FURTHER INVESTIGATIONS. THE COMPONENT COOLING TO THE
EXCESS LETDOWN HEAT EXCHANGER WAS TO REMAIN VALVED OUT ON BOTH UNITS UNLESS
ABSOLUTELY NECESSARY. SINCE THE SECOND RELIEF LIFTING EVENT, THE STATION HAS
BEEN WORKING ON PROPERLY RESETTING THE IMPROPERLY SET NOEELE RINGS, WHICH CAUSED
THE PROBLEM, ON ALL CC RELIEF VALVES, AT THE EARLIEST POSSIBLE DATE. BEFORE
1CC9428 HAD BEEN RESET, PERSONNEL PERFORMING A 10 YR ISI HYDROSTATIC TEST VALVE
LINEUP UNISOLATED THE LINE CONTAINING THE RELIEF VALVE AND FAILED TO RE-ISOLATE
IT IN THE RESTORED VALVE LINEUP. THE PRESSURE SPIKE FROM STOPPING A PUMP CAUSED
IT TO LIFT. SINCE THE NOEELE RING WAS STILL SET INCORRECTLY. IT FAILED TO RESEAT
UNTIL THE LINE WAS AGAIN ISOLATED. APPROX 6000 GALS OF WATER WAS DUMPED TO UNIT
1 CONTAINMENT.

[3821 EION 1 DOCKET 50-295 LER 85-017
SAFETY-RELATED SNUBBERS INOPERABLE DUE TO SEAL FAILURE.
EVENT DATE: 051485 REPORT DATE: 061385 NSSS: WE TYPE: PWR
VENDOR: GRINNELL CORP.

(NSIC 194753) DURING VISUAL INSPECTIONS OF SEISMIC SUPPRESSORS (SNUBBERS) PER
TECH SPEC 4.22.1.A, TWO SNUBBERS WERE FOUND INOPERABLE. FAILURE OF THE SNUBBERS
TO LOCK-UP WITHIN ACCEPTED VFLOCITY LIMITS WAS DUE TO POOR SEAL CONDITIONS. ALL
AFFECTED SNUBBERS WERE REBUILT WITH NEW ETHYLENE PROPYLENE SEALS, TESTED AND
REINSTALLED. THE SNUBBERS ARE DESIGNED FOR A LOW PROBABILITY SEISMIC EVENT.

[383] EION 1 DOCKET 50-295 LER 85-018
CONTAINMENT ISOLATION VALVE LEAKAGE EXCEEDING LIMITS.
EVENT DATE: 051685 REPORT DATE: 061485 NSSS: WE TYPE: PWR
VENDOR: GRINNELL CORP.

(NSIC 194754) DURING PERFORMANCE OF TYPE C LEAK TESTING PER TECH SPEC
SURVEILLANCE 15.6.10.E TWO VALVES WERE FOUND TO HAVE EXCESSIVE LEAKAGE. THE'

MAXIMUM ALLOWED LEAKAGE IS 285 SCFH. IRC-8033 (NITROGEN TO PRESSURIEER RELIEF
TANK ISOLATION VALVE) WAS LEAKING AT 255 SCFM AND 1DT9157 (NITROGEN TO RCDT
ISOLATION VALVE) WAS LEAKING AT 262 SCFH. BOTH VALVES HAVE SINCE BEEN REPAIRED
AND RETESTED. 1RC8033 NOW HAS 3.0 SCFH LEAKAGE AND 1DT-9157 HAS EERO LEAKAGE.
1DT-9157 HAS A CHECK VALVE (1NT-9258) IN SERIES WITH IT. THIS CHECK VALVE WAS

j TESTED AND FOUND TO LEAK AT 5.0 SCFH. THIS WOULD HAVE BEEN THE MAXIMUM VALUE OF
LEAKAGE THROUGH 1DT-9157 IN THE EVENT OF A LOCA. IRC-8033 HAS A MANUAL ISOLATION
VALVE (1RC-8045) IN SERIES WITH IT. COMBINED LEAKAGE FOR BOTH VALVES AFTER
REPAIR OF 1RC-8033 NAS 3.0 SCFH WHICH MEANS THAT LEAKAGE THROUGH 1RC-8045 WAS

i

LESS THAN OR EQUAL TO 3.0 SCFH AND 1RC-8045 COULD HAVE PROVIDED ISOLATION IN THE
EVENT OF A LOCA.,

|

[384] EION 2 DOCKET 50-304 LER 85-003
DIESEL GENERATOR TRIPS DURING TEST.
EVENT DATE: 021385 REPORT DATE: 031585 NSSS: WE TYPE: PWR
VENDOR: AMOT CONTROL CORP.

!
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(NSIC 194175) ON 2-13-85 UNIT 2 WAS AT 995, O DG WAS OUT OF SERVICE, OFF-SITE
POWER WAS VERIFIED. AT 0100 HRS '2B' DG WAS STARTED FOR PT-11, 'DG LOADING
TEST'. AT 0127 HRS '2B' DG TRIPPED WHILE THE OPERATOR WAS ATTEMPTING TO INCREASE
GENERATOR LOAD FROM 2MW. A GSEP UNUSUAL EVENT WAS DECLARED FOR HAVING 2 OF 3
DG'S INOPERABLE. ALL NECESSARY NOTIFICATIONS WERE MADE. 'O' DG WAS PROMPTLY
CLEARED FOR SERVICE AND STARTED UP PER PT-11. AT 0345, PT-11 WAS COMPLETED ON
'O' DG AND THE GSEP UNUSUAL EVENT WAS TERMINATED. TROUBLESHOOTING EFFORTS COULD
NOT POSITIVELY DETERMINE THE CAUSE OF THE '2B' DG TRIP. '28' DG WAS RETURNED TO
SERVICE AFTFR COMPLETING A SUCCESSFUL 4 HR PT-11 AT 2215 HRS ON 2-13-85. ON
2-28-85 '2B' DG TRIPPED DURING PT-11 AT 2MW. ENGINE TROUBLE ANNUNCIATION WAS
MORE COMPLETE. THIS TRIP AND THE 2-13-85 '28' DG TRIP WERE TRACED TO A MASTER
TRIP VALVE THAT WOULD INTERMITTENTLY FAIL TO COMPLETELY RESET. THE MASTER TRIP
VALVE WAS REPLACED. NO FURTHER CORRECTION IS NECESSARY.

[385) ZION 2 DOCKET 50-304 LER 85-008
REACTOR TRIP CAUSED BY PERSONNEL ERROR.
EVENT DATE: 031785 REPORT DATE: 041685 NSSS: WE TYPE: PWR
VENDOR: WESTINGHOUSE ELECTRIC CORP.

(NSIC 194669) WHILE AT, STEADY STATE POWER OPERATION, UNIT 2 REACTOR TRIPPED DUE
TO A TURBINE TRIP INDUCED BY ACTUATION OF "A" PHASE MAIN POWER TRANSFORMER
BACK-UP DIFFERENTIAL (HU-4) RELAY. THE RELAY INITIATED A TRIP SIGNAL WHEN AN
OPERATOR OPENED TEST CUTOUT SWITCHES IN THE RELAY CURRENT SENSING LEADS.
OPERATING AND ELECTRICAL MAINTENANCE WERE ISOLATING CIRCUIT COMPONENTS AT THE
TIME TO LOCATE A D.C. GROUND IN THE GENERATOR AND TRANSFORMER PROTECTION
CABINETS. WHEN SELECTING THE SWITCHES TO BE OPENED, THE CIRCUIT DRAWING WAS
MIS-INTERPRETED BY OPERATING AND ELECTRICAL MAINTENANCE PERSONNEL INVOLVED. THE
PLANT RESPONDED TO THE EVENT WITH NO EQUIPMENT PROBLEMS AND OPERATING PERSONNEL
VERIFIED A SAFE SHUTDGWN CONDITION BY FOLLOWING THE EMERGENCY OPERATING PROCEDURE
EOP-1. PERSONNEL INVOLVED WERE INFORMED OF THE CORRECT SWITCHING SCHEME TO
ISOLATE COMPONENT. TO PREVENT RECURRENCE, A STATION " PRO" INVESTIGATION WAS
INITITATED. THAT INVESTIGATION IS NOW UNDER REVIEW BY THE PLANT MANAGER. THE
FINAL STUDY AND ITS RECOMMENDATIONS WILL BE THE SUBJECT OF A SUPPLEMENTAL REPORT.

[386) ZION 2 DOCKET 50-304 LER 85-009
FAILURE TO WITHDRAW FEACTOR VESSEL SURVEILLANCE CAPSULE "X".
EVENT DATE: 040985 REPORT DATE: 050985 NSSS: WE TYPE: PWR

(NSIC 194715) DURING THE UNIT 2 1984 OUTAGE, THE UNIT 2 REACTOR VESSEL MATERIAL
SURVEILLANCE CAPSULE "X" WAS NOT REMOVED AS SPECIFIED UNDER THE PRESENT TECH SPEC
4.3.4 CAPSULE WITHDRAWAL SCHEDULE DUE TO AN ADMINISTRATIVE OVERSIGHT. A PREPARED
CHANGE TO TECH SPEC 4.3.4 WILL INCORPORATE A REVISED SURVEILLANCE CAPSULE
WITHDRAWAL SCHEDULE AS REQUIRED UNDER THE CURRENT APPENDIX H OF 10 CFR 50. THE
REVISED SCHEDULE INCLUDES ALL REMAINING CAPSULES, INCLUDING CAPSULE "X", WHICH
UNDER THIS PROPOSAL WOULD NOT BE SCHEDULED FOR REMOVAL UNTIL APPROXIMATELY 1987.
A PROCEDURE CHANGE IS BEING MADE WHICH WILL REQUIRE THE CALCULATION OF REACTOR
VESSEL EFFECTIVE FULL POWER " JARS (EFPY) ON A REGULAR BASIS.

[387] EION 2 DOCKET 50-304 LER 85-010
MISSED BORIC ACID TRANSFER PUMP SURVEILLANCE.
EVENT DATE: 042285 REPORT DATE: 052285 NSSS: WE TYPE: PWR

(NSIC 194476) THE REQUIRED WEEKLY FUNCTIONAL TEST OF BORIC ACID TRANSFER PUMPS
WAS MISSED, DUE TO AN OVERSIGHT ON THE PART OF THE SHIFT SUPERVISORS. TO PREVENT
' RECURRENCE, THE OPERATING STAFF WILL TRACK REQUIRED WEEKLY SURVEILLANCES. A
DAILY REVIEW WILL BE MADE OF SURVEILLANCES DUE THAT DAY, AND THE SHIFT SUPERVISOR
WILL BE NOTIFIED OF ANY WHICH ARE OUTSTANDING. NO FURTHER ACTION IS NECESSARY.
IN CALENDAR 1984, EION STATION REPORTED 4 MISSED SURVEILLANCES BY THE OPERATING
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DEPARTMENT FOR UNITS 1 AND 2. THESE ARE DOCUMENTED IN LER'S 295/84-025
j 295/84-015, 304/84-022 AND 304/84-012. THIS IS THE FIRST SUCH OCCURRENCE IN 1985.

[388] EION 2 DOCKET 50-304 LER 85-011
FAILURE TO REVIEW HYDROGEN MONITOR PANELS.
EVENT DATE: 050385 REPORT DATE: 053185 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: EION 1 (PWR)
VENDOR: COMSIP DELPHI INC.

(NSIC 194755) DURING SHIFTLY SURVEILLANCE OF THE UNIT 1 AND 2 HYDROGEN MONITOR
PANELS, IT WAS NOTED THAT THE PREVIOUS SHIFT'S SURVEILLANCE HAD NOT BEEN
PERFORMED. THIS IS A VIOLATION OF TECH SPEC 4.8.8 B.1. NO CHANGES FROM PREVIOUS
PANEL STATUS WERE NOTED WHEN SURVEILLANCE WAS RESUMED. THERE WERE NO SAFETY
IMPLICATIONS. THE MISSED SURVEILLANCE WAS DUE TO PERSONNEL ERROR. THE RAD-CHEN
TECHNICIAN ON DUTY HAD NOT ATTENDED A TRAINING SESSION ON THE REQUIREMENT (DUE TO
ILLNESS) AND WAS UNAWARE OF ITS EXISTENCh. HE HAS SINCE BREN TRAINED. TWO
RAD-CHEM FOREMEN FAILED TO NOTE FROM THE SHIFT TURNOVER THAT THE SURVEILLANCE HAD
BEEN MISSED. THIS WAS DISCUSSED WITH THEM. ALL RAD-CHEM FOREMEN WILL RECEIVE A
MEMO ON THIS SUBJECT AND IT WILL BE A TOPIC OF DISCUSSION AT THE NEXT GROUP
MEETING. NO FURTHER ACTION IS NECESSARY.

|

|

.

I

k
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COMPONENT INDEX

This index is based on component and component-related keywords assigned by the
NEIC staff when the summaries of the LERs are prepared for computer entry.

ACCUMULATORS 192 ELECTRIC POWER 249-251, 253, 270, 274,
AIR 307 285, 290, 296, 300, 307, 327, 331-334,
BATTERIES & CHARGERS 57, 66, 72, 164, 343, 351, 363

237, 327 ELECTRONIC FUNCTION UNITS 13, 14, 25
BEARING 41, 98, 102, 209, 221, 259, 285 42, 59, 60, 67, 100, 112, 118, 145-
BLOWERS 48, 78, 113, 181, 211, 262, 147, 150, 151, 166, 176, 189, 191,

287, 307, 363 215, 231, 252, 253, 255, 274, 281,
BREAKER 5, 13, 23, 36, 55, 58, 62, 66, 285, 286, 305, 306, 323, 327, 349,

94, 111, 117, 145, 150, 151, 169, 189, 366, 372, 377, 379
199, 203, 205, 206, 213, 214, 222, ENGINES, INTERNAL COMBUSTION 66, 94,
228, 230, 237, 249-251, 270, 274, 285, 99, 100, 199, 220, 221, 327
290, 296, 300, 307, 331-334, 343, 351, EQUIPMENT 1, 22, 27, 64, 100, 106, 130,
363 152, 175, 201, 229, 256, 276, 281,

3YPASS 10, 32, 150, 185, 194 287, 290, 301, 302, 333, 334, 369, 371
" ABLES AND CONNECTORS 4, 7, 13, 15, 30, FAILURE, COMPONENT 12, 14, 18, 42, 43,

46, 55, 67, 78, 100, 115-117, 120, 73, 77, 84, 97, 102, 105, 108, 109,
145, 146, 164, 168, 171, 177, 184, 126, 148, 152, 162, 168, 179, 180,
187-189, 203, 205, 206, 215, 222, 227, 189, 198, 208, 221, 242, 259, 274,
230, 237, 250, 251, 253, 270, 274, 276, 282, 285, 289, 310, 340, 354,
287, 290, 292, 307, 327, 331, 332, 373, 377, 379, 381, 383, 386
334, 335, 351, 363, 370, 371 FAILURE, EQUIPMENT 1, 2, 4-7, 10-18,

COMPONENTS 12, 14, 18, 42, 43, 73, 77, 20, 22-28, 30-32, 34-44, 46-49, 51,
84, 97, 102, 105, 108, 109, 126, 148, 53-59, 61-64, 66-73, 76-79, 81-89, 91-
152, 162, 168, 179, 180, 189, 198, 102, 105-117, 120-126, 129, 130, 145-
208, 221, 242, 259, 274, 276, 282, 153, 155-158, 160-162, 164-166, 168-
285, 289, 310, 340, 354, 373, 377, 173, 175-177, 181, 184-196, 199-217,
379, 381, 383, 386 220-223, 225-231, 233, 235, 237, 239-

COMPUTER, DIGITAL 17, 34, 51, 69, 85, 242, 246-259, 262-266, 268, 270-278,
193, 229, 264, 266, 277, 281, 300, 280-282, 284-290, 292, 294-296, 298-
304, 347, 372 307, 310-312, 315-318, 321-323, 325-

CONDENSER 152, 222 327, 329-353, 355-357, 361, 363-366,
CONTAINMENT AIR LOCK 18, 109, 204, 322 369-372, 374, 375, 377-385, 387
CONTAINMENT EQUIPhcdT i'ATCH 226 FAILURE, INSTRUMENT 1-3, 5-9, 12, 13,
CONTAINMENT SUMP 225 16, 18, 19, 21, 23-26, 28-30, 32, 34-
CONTRACTOR PERSONNEL 23, 29, 35, 49, 36, 40-44, 46, 47, 55, 56, 58-60, 62,

85, 101, 161, 184, 315, 363 63, 65, 67, 70, 71, 74-76, 80, 85, 96,
CONTROL 1, 2, 6, 12, 13, 34, 35, 43, 99, 100, 102, 104-107, 111, 113-115,

62, 96, 102, 105, 172, 173, 191, 214, 117-119, 121-123, 125, 127, 128, 130,
250, 266, 280, 285, 287, 288, 300, 145, 146, 150-152, 154-158, 164, 166-
302, 307, 311, 356, 372 168, 171, 172, 174-177, 184, 186-192,

CONTROL PANEL / ROOM 15, 250 195-197, 199-201, 203-206, 211, 213-
CONTROL ROD DRIVES 55, 97, 105, 115, 215, 219, 222, 223, 225, 227, 228,

116, 305 231, 232, 234, 236, 238, 241-243, 245,
i CONTROL RODS 42, 58, 79, 97, 105, 116, 248-254, 258, 260, 261, 263, 265, 266,
( 270, 305, 326 269, 274, 275, 279-281, 283, 284, 286-

CONTROLLER 68, 75, 98, 201, 207, 250 288, 290, 292, 294, 296, 297, 300,
COOLING DEVICE 153, 257, 288, 317 303, 305, 307, 310, 312, 314, 318-322,
CRAN 92, 338 328, 331, 332, 335, 337, 338, 342,
CYLINDER CAS 27 344, 349-351, 353, 355, 356, 358-360,
DOOR 18, 42, 77, 81, 83, 84, 101, 108, 362, 363, 365-367, J69, 376, 377, 385,

109, 117, 204, 235, 268, 281, 282, 388
289, 315, 339 FAILURE, PIPE 50, 62, 88, 100, 117,

DRAINAGE -87, 202, 225, 256, 262, 341 129, 153, 173, 195, 208, 212, 218,
DRIVE 11, 105, 162, 173, 214, 226, 242, 226, 244, 246, 259, 278, 336, 338,

254, 285, 379 347, 356, 364, 369., 382
ELECTRIC POWER 5, 13, 14, 23, 25, 36, FAILURE, TUBING 22, 95, 152, 210, 305,

55, 58, 62, 66, 75, 94, 111, 117, 145, 306
150, 151, 169, 183, 199 201, 203, FASTENER 76, 97, 191, 233, 270, 282,
205, 206, 213-215, 222, 228, 230, 237, 329, 336, 353
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COMPONENT INDEX

FILTERS 40, 47, 53, 153, 214, 225, 241, INSTRUMENT, SNITCH 21, 26, 32, 43, 44,
325, 349, 350 55, 56, 60, 65, 71, 76, 105, 107, 115

FIRE 24, 29, 80, 350 117, 125, 127, 145, 150, 152, 155,

FLON 1, 2, 12, 34, 35, 46, 105, 172, 156, 158, 172, 174, 175, 184, 187,
173, 191, 214, 246, 285, 287, 288, 192, 199, 200, 203, 204, 214, 215,
299, 356, 372 222, 231, 232, 234, 242, 245, 248,

FLON, RECIRCULATION 76, 340 250, 251, 253, 281, 287, 294, 296,

FLUX DISTRIBUTION 3, 60, 75, 151, 152, 297, 307, 310, 318, 321, 338, 353,
167, 174, 176, 188, 190, 227, 253, 355, 356, 367, 385
286, 290, 292, 303, 319, 320 INSTRUMENT, TESTING 60, 174, 234, 253,'

FUEL ELEMENTS 42, 124, 214, 270, 272, 296, 367, 385
274-277, 303, 372, 374 INSTRUMENT, VOLTAGE 100, 205, 213, 296,

FUEL HANDLING MACHINE 124 363
FUSE 23, 30, 42, 60, 150, 174, 176, INSTRUMENTS, MISC. 249, 275, 356

i

184, 196 197, 215, 236 INSULATION 25, 276, 370

GAS 24, 179, 180, 182, 183, 198, 267, INVERTER 100, 158, 222, 287
271, 354, 368, 373 LICENSED OPERATOR 5, 11, 16, 68, 87,

GENERATOR, DIESEL 22, 66, 94, 99, 100, 114, 116, 117, 119, 124, 147-149, 190,
199, 206, 220, 221, 233, 248, 254, 191, 244, 255, 273, 285, 287, 296,
301, 302, 307, 327, 333, 384 297, 320, 341, 345, 372

GENERATOR, MOTOR 13, 14, 55, 58, 326 MOTORS 12, 55, 62, 76, 111-113, 222
HEAT EXCHANGERS 1, 2, 10, 39, 43, 46, 237, 250, 285, 287, 290, 307, 310,

62, 70, 95, 96, 107, 112, 147-150, 334, 335, 344
152, 153, 172, 173, 210, 222, 246, NEUTRON 3, E0, 75, 151, 152, 167, 174,
247, 255-257, 275, 285, 287, 288, 298, 176, 188, 190, 227, 253, 286, 290,
299, 305-307, 317, 334, 340, 341, 345, ?*a, 303, 319, 320
347, 357, 364 NONLICENSED OPERATOR 29, 62, 123, 157

HEATERS 38, 39, 177, 228, 249, 343 164, 222, 237, 260, 326
HOSE 190, 220 OPERATOR ACTION 3, 4, 6-8, 10, 12-15
HYDRAULIC SYSTEM 305, 344, 361 18, 19, 22-24, 27, 28, 30, 33, 34, 36-
INDICATORS 3, 13, 16, 19, 24, 34, 36, 38, 42-45, 50-53, 56, 57, 59, 64, 65,
40, 41, 46, 47, 55, 59, 60, 63, 67, 67-69, 72, 74, 76, 78, 80-84, 86, 89,
75, 85, 100, 104, 106, 114, 921-123, 90, 92, 93, 95, 97-103, 109, 110, 112-
128, 130, 145, 146, 150-152, 154, 155, 115, 117, 119-122, 125, 148, 153, 156-
157, 167, 171, 174, 176, 177, 179, 160, 163, 165, 168-171, 173, 175, 178,
180, 183, 186, 188, 190, 201, 211, 179, 185-187, 190, 193, 194, 197-205,

| 223, 227, 234, 236, 238, 241, 249, 207, 209, 212, 215-219, 223, 225, 228,
251-253, 260, 261, 263, 265, 267, 269, 229, 231, 233-235, 239-241, 243, 245,
271, 274-276, 279, 280, 283, 286, 288, 246, 248, 250, 252, 257-259, 261-265,
290, 292, 303, 312, 319, 320, 322, 268, 271, 272, 274, 275, 277, 278,
328, 342, 351, 354, 356, 358-360, 362, 280-282, 284, 286-291, 293-295, 298,
363, 365, 367-369, 376, 377 301, 302, 304, 308-310, 312-314, 316,

INSTRUMENT LINE 16, 32, 121-123, 125, 317, 324, 328, 330, 331, 335, 337-339,
186, 195, 274, 276, 280, 284, 294, 366 342, 343, 346, 348, 349, 351, 353-358, 1

INSTRUMENT, ALARM 25, 40, 41, 119, 164, 361, 362, 364, 365, 367, 369-371, 373- )
182, 198, 228, 241, 249, 275, 373, 388 376, 378, 379, 382, 385-388 ;

INSTRUMENT, AMPLIFIER 60, 118, 166, 191 PENETRATION 18, 31, 87, 88, 93, 109,
INSTRUMENT, CONTROL 76, 231, 232, 248, 204, 208, 226, 322, 336, 379

297, 307 PENETRATION, ELECTRICAL 161, 169
INSTRUMENT, COOLANT QUALITY 274 PENETRATION, PIPE 88, 208, 226, 336
INSTRUMENT, CURRENT 58, 176, 206 PIPES AND PIPE FITTINGS 50, 62, 100,
INSTRUMENT, FLON 70, 314 117, 129, 153, 173, 195, 212, 218,
INSTRUMENT, INTERLOCK 13, 18, 34, 74, 225, 244, 246, 259, 278, 338, 347,

; 113, 213, 222, 331, 335 356, 364, 369, 382
j INSTRUMENT, LIQUID LEVEL 195, 366 PNEUMATIC SYSTEh 20, 49, 76, 172, 227,
j INSTRUMENT, POSITION 18, 34, 44, 55, 246, 288, 299, 325

63, 71, 100, 102, 107, 150, 152, 203, PRESSURE DROP 214, 266
222, 227, 251, 288, 300, 310, 312, 353 PRESSURE RELIEF 300, 307, 311, 340,

INSTRUMENT, PONER RANGE 41 356, 378, 379, 381
INSTRUMENT, SPEED 6, 13, 43, 62, 254 PRESSURE VESSELS 13, 28, 91, 105, 155,

287, 307 191, 214, 372, 380
INSTRUMENT, SNITCH 2, 5, 7, 12, 13, 18, PRESSURE, INTERNAL 214, 266

-. . .- - , . . . ,. --
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. COMPONENT INDEX
1

PRESSURIERR 1, 39, 76, 150 TRANSFORMERS 41, 55, 100, 206, 331, 334
PUMP, JET 265 TUBING 22, 95, 152, 210, 305, 306

; PUMPS 6, 11, 13, 37, 53, 55, 62, 66, TURBINE 13, 35, 36, 43, 53, 66, 68, 70,
'

68, 70, 96, 98, 100, 110-112, 129, 79, 98, 100, 148, 150, 152, 166, 201,
150, 166, 173, 191, 206, 207, 220, 207, 256-258, 274, 285, 290, 296, 298,
222, 237, 247, 248, 256, 259, 263, 299, 306, 310, 334, 337, 341, 347,
274, 285, 287, 288, 290, 299, 306, 355, 385

i 307, 310, 317, 327, 334, 335, 337, VALVE OPERATORS 1, 12, 13, 20, 23, 26,
338, 341, 344, 355, 361, 380, 381, 387 35, 49, 71, 73, 76, 102, 105, 107,

RADIATION MONITORS 5, 19, 40, 41, 46, 111, 117, 125, 158, 162, 168, 170,
47, 55, 59, 85, 104, 106, 114, 115, 172, 173, 185, 196, 214, 222, 227,
128, 130, 164, 186, 188, 211, 215, 242, 246, 247, 256, 284, 287, 288,,

. 223, 236, 238, 241, 249, 260, 263, 294, 299, 305, 310-312, 321, 325, 336',
| 265, 269, 279, 283, 328, 342, 349-351, 340, 344, 347, 353, 356, 361, 372 i
j 362, 363, 365, 367, 376, 377 VALVE, CHECK 38, 194, 216, 240, 242,
# REACTOR 13, 28, 91, 105, 155, 191, 214, 273, 338, 344, 375

372, 380 VALVES 1, 10, 12, 13,.18, 20, 23, 26,
RECORDERS 155, 219 28, 31, 32, 34, 35, 37-39, 42-44, 46,

j RELAYS 13, 25, 28, 36, 46, 58, 74, 99, 49, 56, 61, 63, 71, 73, 76, 77, 81-84,
'

113, 150-152, 172, 199, 200, 205, 206, 87, 89, 94, 98, 101, 102, 105-111,
213, 222, 228, 231, 232, 245, 249, 113, 117, 123, 125, 150, 156-158, 162,
254, 258, 274, 281, 296, 331, 332, 168, 170, 172, 173, 185, 192, 194-196,

; 335, 337, 349, 363, 385 200, 202-204, 208, 209, 214, 216, 222,
RESPONSE TIME 228 225-228, 233, 235, 239, 240, 242, 246,

i SAMPLING 242, 251, 365 247, 251, 252, 256, 262, 264, 266,
SEAL 32, 55, 84, 86, 88, 93, 160, 161, 268, 271-274, 280-282, 284, 285, 287-a

i 193, 208, 209, 221, 225, 226, 242, 289, 294, 295, 299, 300, 302, 305-307,
259, 272, 276, 285, 287, 338, 345, 392 310-312, 315-318, 321, 325, 336, 338-

SENSORS, FLOW 13, 70, 100, 154, 157, 342, 344, 345, 347, 348, 352, 353,
184, 234, 241, 261, 280, 314, 318 356, 357, 361, 363, 365, 372, 375,

SENSORS, LEVEL 16, 24, 32, 65, 67, 121- 378-381, 383, 384
123, 125, 155, 171, 195, 225, 252, VIBRATION 219

! 274, 294, 360, 366, 369
SENSORS, PRESSURE 9, 21, 26, 36, 40,

3 56, 62, 111, 119, 127, 145, 156, 171,
1 175, 184, 192, 201, 243, 2 4 5 , ~ :2 51,

275, 280, 284, 322, 338, 344, 356,
! 358, 359
j SENSORS. TEMPERATURE 8, 113, 146, 158,
i 168, 187, 253, 321, 359
! SERVOMECHANISM 12, 73, 102, 158, 247,
j 312, 353

SHOCK ABSORBER 100, 126, 209, 212, 278,4

I 329, 330, 382
SMOKE 24, 29, 80, 350;

- SOLENOID 20, 148, 192, 227, 325

f SOLID STATE DEVICE 13, 14, 42, 67, 112,
'

166, 231, 274, 281, 305, 306, 372, 377
STEAM GENERATOR 1, 2, 10, 39, 43, 46,

62, 70, 95, 96, 107, 112, 147-150,
172, 173, 210, 246, 247, 255, 256,
275, 285, 287, 298, 299, 305, 306,
334, 340, 341, 345, 347, 357, 364

|STORAGE CONTAINER 24, 49, 54, 130, 223,
225, 306, 341, 342, 346, 378

STRUCTURE 57, 72, 217, 225, 254
SUPPORT STRUCTURE 98, 100, 126, 209,

212, 278, 329, 330, 382
SYSTEM CAPACITY 13, 96, 105, 172
TEMPERATURE 302
TOXICITY 24, 179, 180, 182, 183, 198,

267, 271, 354, 368, 373
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SYSTEM INDEX

This index is based on system and system-related keywords assigned by the NSIC
staff when the summaries of the LERs are prepared for computer entry.

ACTUATOR 7, 15, 23, 24, 26, 28, 30, 56, CONTROL ROD DRIVES 117, 126, 192, 305
65, 100, III, 127, 145, 154-156, 171, CONTROL SYSTEM 1, 2, 9, 13, 21, 34-36,
179, 180, 182-184, 196, 198, 224, 228, 42, 43, 46, 62, 67, 76, 96, 98, 105,*

231, 232, 237, 245, 249, 251, 267, 107, 112, 148, 150, 152, 172, 175,
271, 297, 323, 337, 338, 353, 354, 191, 197, 201, 207, 214, 230, 232,
356, 358, 360, 366, 368, 371, 373 233, 254, 258, 270, 275, 276, 285,

AIR 225, 246, 299 287, 300, 305-307, 333, 370, 372, 384
,

ANNUNCIATORS 25, 40, 41, 164, 249, 275 COOLANT CHEMISTRY 274
AUXILIARY 50, 66, 68, 98, 100, 129 COOLANT PURIFICATION SYSTEM 6, 23, 54,

262, 289, 356, 375 94, 110, 117, 129, 157, 168, 196, 311
BLOWDOWN 50, 251, 265, 329, 356 318, 340, 342, 380, 387
BLOWDOWN / TSP 265, 329 COOLANT PURIFICATION SYSTEM /TSF 6, 23,

BUILDING 48, 50, 129, 181, 217, 225, 94, 110, 117, 157, 168, 196, 318
262, 276, 281, 289, 301, 314, 315, COOLING 248, 302, 307, 317
324, 363, 370 COOLING SYSTEM, SECONDARY 1, 2, 10, 13,

BUILDING /SSF 129 34, 37-39, 43, 46, 55, 56, 62, 66-68
BUILDING /TSF 50, 217, 315, 324, 370 70, 76, 95, 96, 96, 100, 105, 107,
BYPASS 56, 222, 306 112, 147-150, 152, 155, 172, 173, 191,
CABLES AND CONNECTORS 15, 165 201, 207, 210, 222, 244, 246, 247,
CALIBRATION 8, 19, 27, 33, 34, 39, 44, 255, 256, 259, 262, 274, 275, 278,

61, 65, 66, 68-70, 74, 80, 84, 85, 87, 285, 287, 298-300, 305, 306, 310, 334,
91, 94, 95, 99, 100, 104, 106, 122, 335, 337, 340, 341, 345, 347, 355-357,
128, 145-147, 151, 152, 154, 168, 170, 364, 375, 382
171, 185, 194, 195 197, 211, 216, COOLING SYSTEM, SECONDARY /SSF 2, 96,
219, 223, 224, 229, 232-234, 237, 240, 100, 112, 245, 259, 285, 287, 334
248, 249, 251, 255, 261, 268, 273, COOLING SYSTEM, SECONDARY /TSF 13, 34,
275, 284-286, 288, 292, 294, 296, 297, 37, 43, 46, 56, 62, 76, 98, 105, 150,
299, 302, 303, 314-317, 320, 323, 328- 155, 172, 191, 207, 262, 287, 299,
330, 335, 338, 339, 346, 356, 359, 306, 310, 335, 337, 340, 341, 347
366, 367, 375, 376, 380, 381, 386-388 COOLING /TSF 302

COMPONENT COOLING SYSTEM 307, 338, 378, CORE 42, 58, 79, 97, 105, 116, 124,
381 214, 270, 272, 274-277, 303, 305, 326.

COMPUTER, DIGITAL 34, 51, 69, 85, 193, 372, 374
| 229, 277, 281, 304, 347 CORE REFLOODING SYSTEM 273

CONDENSER 150, 152, 222, 341 CORE REFLOODING SYSTEM /TSF 273
CONDENSER COOLING SYSTEM 114, 222 CORE SPRAY 102, 12C
CONDENSER COOLING SYSTEM /SSF 114 CORE SPRAY /SSF 102
CONSTRUCTION 101, 308, 309, 331, 337 DEMINERALIEERS 37, 342, 347
CONTAINMENT 28, 78, 82, 86, 106, 113, DRAINAGE 225, 259

119, 153, 163, 178, 249, 272, 288 ELECTRIC POWER 13, 14, 28, 36, 39, 41,
322, 369, 370, 379 55, 57, 58, 66, 72, 78, 94, 99, 111,

CONTAINMENT ATMOSPHERE 216, 377 117, 145, 150, 151, 164, 169, 177,
CONTAINMENT ATMOSPHERE /TSF 377 189, 199, 203, 205, 206, 213-215, 222,
CONTAINMENT ISOLATION 18, 20, 23, 26, 228, 230, 231, 237, 245, 249-251, 270,

28, 31, 44, 49, 82, 86, 97, 89, 101, 274, 285, 290, 296, 300, 301, 307,
,

: 107, 109, 117, 150, 156, 157, 168, 326, 331-335, 343, 351, 363, 385 j
194, 196, 202-204, 208, 222, 226, 227, ELECTRIC POWER /SSF 334 4

i 240, 242, 264, 266, 295, 305, 312, ELECTRIC POWER / TSP 28, 39, 41, 301
'

318, 321, 322, 325, 336, 338, 339, ELECTRIC POWER, VITAL 5, 23, 25, 46,
344, 356, 361, 375, 379, 383 62, 100, 145, 158, 206, 222, 227, 237,

CONTAINMENT SPRAY 216, 288, 338 287, 351, 371
CONTAINMENT SPRAY / TSP 338 EMERGENCY COOLING SYSTEM 63, 216, 228,
CONTAINMENT VACUUM BREAKER 379 288
CONTAINMENT / TSP 28, 86, 119, 272, 322 EMERGENCY COOLING SYSTEM /TSF 63

370 EMERGENCY POWER, ELECTRIC 22, 66, 94,
CONTROL 48, 181, 216, 225, 246, 299, 99, 100, 102, 199, 206, 221, 232, 233,7

314, 315, 363, 370, 377 248, 254, 301, 302, 307, 333, 370, 384
CONTROL PANEL / ROOM 15, 117 EMERGENCY POWER, ELECTRIC /SSF 22, 66,
CONTROL ROD DRIVES 55, 97, 105, 115- 99, 100, 102, 199, 206, 221, 233, 254,

|
|
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EMERGENCY POWER, ELECTRIC /SSF 302, 307, FIRE PROTECTION 262, 268, 274, 281,
333, 384 282, 308, 309, 313, 316, 327, 348,

EMERGENCY POWER, ELECTRIC /TSF 248, 301, 350, 352
302, 333, 370 FIRE PROTECTION /SSF 55, 78, 81 90,

ENGINEERED SAFETY FEATURE 7, 15, 23, 113, 200, 220, 308, 309, 313, 327, 352
24, 26, 28, 30, 56, 65, 100, 111, 127, FIRE PROTECTION /TSF 262, 350
145, 154-156, 171, 179, 180, 182-184, FLOW, RECIRCULATION 13
196 198, 224, 228, 231, 232, 237, FUEL ELEMENTS 324, 363
245, 249, 251, 267, 271, 297, 323, FUEL, FOSSIL 22, 254, 302
337, 338, 353, 354, 356, 358, 360 GENERATORS 9, 21, 34-36, 38, 53, 70,
366, 368, 371, 373 79, 107, 148, 150, 152, 175, 197, 201,

ENGINEERED SAFETY FEATURE /SSF 15, 23, 214, 222, 230, 241, 256-258, 275, 276,
30, 224, 237, 249, 371 285, 287, 290, 296, 298-300, 306, 310,

ENGINES, INTERNAL COMBUSTION 22, 232, 334, 337, 372, 385
233, 248, 254, 301, 302, 307, 333, HEAT EXCHANGERS 300
370, 384 HEATERS 177

ENVIRONMENT 217 HPCI 214
EQUIPMENT 225, 259 HPCI/SSF 214
FAILURE, ADMINISTRATIVE CONTROL 8, 15 HYDROGEN 216, 377

68, 74, 101, 159, 163, 186, 202, 203, INSTRUMENT, ALARM 25, 40, 41, 164, 249,
216, 217, 293, 304, 371 275

FAILURE, DESIGN ERROR 3, 13, 18, 28, INSTRUMENT, IN CORE 3, 17, 60, 75, 115,
34, 35, 37, 49, 50, 53, 57, 59, 69, 117, 118, 150-152, 167, 174, 176, 188,
85, 102, 153, 165, 169, 179, 190, 198, 190, 195, 227, 253, 286, 290, 292,
205, 212, 213, 243, 249, 250, 259, 303, 319, 320
272, 280, 310, 343, 349, 362, 368, INSTRUMENT, IN CORE /SSF 195
374, 379, 385 INSTRUMENT, NON-NUCLEAR 6, 13, 20, 55,

FAILURE, FABRICATION ERROR 13, 14, 67, 76, 102, 113, 150, 152, 155, 158, 166,
158, 209 177, 190, 203, 225, 227, 248, 249,

FAILURE, INSTALLATION ERROR 4, 38, 72, : :6, 274, 275, 280, 281, 284, 288,
78, 145, 160, 168, 184, 187, 209, 218, ad2, 314, 322, 325, 344, 355, 370, 379
258, 263, 301, 348, 370 LEAK DETECTION 13, 19, 41, 55, 59, 85,

FAILURE, MAINTENANCE ERROR 1, 5-7, 22- 119, 157, 168, 184, 187, 211, 215,
24, 29, 30, 36, 42, 64, 66, 67, 81, 241, 249, 269, 318, 321, 349, 351,
92, 97, 110-113, 115, 117, 118, 121, 363, 365, 367, 369, 376
125, 130, 145, 150, 156, 161, 169 LUBRICATION 53, 257
175, 188, 189, 195, 199, 201, 203, LUBRICATION /SSF 257
213, 215, 220, 222, 227, 231, 239, MAIN COOLING SYSTEM 1, 2, 10, 13, 33,
246, 249, 253, 281, 287, 290, 292, 39, 43, 45, 46, 55, 62, 69, 70, 76,
295, 299, 300, 307, 318, 329, 332, 91, 95, 96, 107, 112, 126, 147-150,
343, 349, 350, 352, 354, 363, 371, 153, 158, 162, 170, 172, 173, 209,
373, 378, 380, 381, 385 210, 212, 222, 228, 246, 247, 255,

FAILURE, OPERATOR ERROR 1, 10, 11, 16, 256, 264, 272-276, 285, 287, 298, 299,
25, 39, 43, 51, 52, 54, 56, 58, 62, 305-307, 311, 330, 334, 338, 340, 341,
70, 76, 81, 82, 90, 91, 94, 106, III, 343, 345, 347, 356, 357, 359, 364, 372
114, 116, 117, 119, 120, 123-125, 129, MAIN COOLING SYSTEM /SSF 307
147-150, 157, 163, 164, 190, 191, 193 MAIN COOLING SYSTEM /TSF 2, 33, 45, 55,
194, 204, 207, 225, 230, 235, 244, 69, 91, 150, 264, 272-276, 307, 311,
245, 248, 252, 255-257, 260, 262, 264, 356, 359
271, 273, 277, 278, 280-282, 285, 287, MATERIAL & EQUIP. HANDLING SYSTEM 92,
289, 298, 299, 307, 309, 313, 316, 124, 338
326, 341, 342, 345, 352, 353, 355, MONITOR 24, 29, 55, 80, 113, 200, 350
357, 364, 365, 368, 371, 372 MONITORING PROGRAM, ENVIRONMENTAL 219

FEEDWATER 1, 2, 10, 13, 37, 38, 43, 46, MONITORING SYSTEM, RADIATION 5, 11, 40,
55, 62, 66-68, 70, 76, 96, 98, 100, 41, 46, 47, 55, 106, 114, 128, 130,
105, 112, 150, 155, 172, 173, 191, 186, 223, 236, 238, 260, 261, 263,
201, 207, 246, 247, 256, 259, 274, 265, 279, 283, 328, 342, 350, 351,
285, 287, 299, 306, 310, 334, 335, 362, 363, 377
337, 340, 341, 347, 355-357, 375 OFF GAS 263, 265

FIRE PROTECTION 24, 27, 29, 55, 77, 78, OFF GAS /TSr 263
1

80, 81, 83, 84, 88, 90, 93, 108, 113, OFF SITE 28, 39, 41, 55, 205, 301, 331, ;

160, 161, 193, 200, 220, 235, 239, 334, 385

|

1
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ON SITE 13, 14, 36, 58, 66, 78, 94, 99 STORAGE CONTAINER 53, 257
111, 117, 145, 150, 151, 169, 189. STRUCTURE 262, 280
199, 203, 205, 206, 213, 214, 222, STRUCTURE /TSF 262
228, 230, 231, 249, 270, 274, 285, SUBSYSTEM FAULT 2, 4, 8, 15, 22, 23,
290, 296, 300, 307, 326, 331-335, 343, 30, 55, 61, 66, 78, 81, 82, 90, 96,
351, 363 99, 100, 102, 112-114, 129, 151, 158,

PNEUMATIC SYSTZM 225, 233, 246, 288, 186, 195 199, 200, 206, 214, 220,

299 221, 224, 233, 237, 246, 249, 254, t

PNEUMATIC SYSTEM /SSF 246 257, 259, 280, 285, 287, 292, 302,
POISON, SOLUBLE 342 307-309, 313-315, 317, 327, 333, 334
PRESSURE RELIEF 13, 39, 162, 170, 209, 352, 371, 384

222, 305, 306, 372 SUPPORT STRUCTURE 15, 165

PRESSURE VESSELS 13, 28, 64, 91, 105, TESTING 8, 19, 27, 33, 34, 39, 44, 61,
155, 191, 214, 229, 372, 380, 386 65, 66, 68-70, 74, 80, 84, 86, 87, 91,

PRESSURIEER 1, 39, 76, 150, 212, 228, 94, 95, 99, 100, 104, 106, 122, 128,
272, 311, 330, 343, 345, 356 145-147, 151, 152, 154, 168, 110, 171,

PROCESS MONITORING 4, 8, 15, 16, 32, 185, 194, 195, 197, 211, 216, 219,
70, 74, 100, 104, 115-117, 120-123, 223, 224, 229, 232-234, 237, 240, 248,

! 125, 146, 147, 151, 103, 192, 195, 249, 251, 255, 261, 268, 273, 275,
203, 222, 234, 243, 252, 253, 255, 284-286, 288, 292, 294, 296, 297, 299,

;

| 264, 266, 274, 280, 284, 290, 292, 302, 303, 314-317, 320, 323, 328-330,
294, 296, 359, 388 335, 338, 339, 346, 356, 359, 366,

PUMPS 281 367, 375, 376, 380, 381, 386-388
RADIATION PROTECTION PERSONNEL 45, 103, TOTAL SYSTEM FAULT 2, 6, 12, 13, 23,

114, 178, 186, 241, 250, 265, 324, 342 26, 28, 33, 34, 37, 39, 41, 43, 45,
RCIC 13, 166, 185, 321, 372 46, 50, 55, 56, 61-63, 69, 73, 76, 86
RCIC/TSF 13, 166, 321, 372 91, 94, 98, 103, 105-107, 110, 111,
REACTOR CONTROL 42, 150, 152, 270, 305 116, 117, 119, 150, 155, 157, 163,
REACTOR POWER 42, 150, 152, 270, 305 166, 168, 172, 178, 191 196, 207,

REACTOR PROTECTION SYSTEM 4, 8, 15, 16, 217, 222, 237, 240, 241, 248, 249,
32, 70, 74, 100, 104, 115-117, 120- 261-265, 272-276, 284, 287, 299, 301,
123, 125, 146, 147, 151, 188, 192, 302, 306, 307, 310, 311, 315, 318,
195, 203, 222, 234, 252, 253, 255, 321, 322, 324, 329, 333, 335, 337,
264, 266, 274, 280, 284, 290, 292, 338, 340, 341, 347, 350, 356, 359,
294, 296, 359 370, 372, 377

REACTOR PROTECTION SYSTEM /SSF 4, 8, 15 TURBINE 9, 21, 34-36, 38, 53, 56, 70,
151, 280, 292 79, 107, 148, 150, 152, 175, 197, 201,

REACTOR PROTECTION SYSTEM /TSF 116 214, 217, 222, 230, 241, 256-258, 275,
RHR 61, 111, 206, 237, 240, 284, 307, 276, 285, 287, 290, 296, 298-300, 306,

380, 382 310, 334, 337, 372, 385
RHR-LPCI 12, 26, 126, 158, 196, 370 TURBINE /TSF 107, 222, 241, 306
RHR-LPCI/SSF 158 VENTILATION SYSTEM 28, 48, 78, 82, 106,
RHR-LPCI/TSF 12, 26, 196, 370 113, 153, 163, 178, 181, 249, 262,
RHR/SSF 61 288, 314, 315, 363, 370
RHR/TSF 61, 111, 237, 240, 284 VENTILATION SYSTEM /SSF 82, 249, 314,
SEAL 150, 241 315
SEAL /TSF 150 VENTILATION SYSTEM /TSF 28, 106, 163,
SECURITY 281 178, 249, 370'

SERVICE WATER SYSTEM 71, 73, 103, 186, WASTE MANAGEMENT 225 j

218, 288, 307, 317, 353, 370 WASTE TREATMENT, GAS 223, 346 |

SERVICE WATER SYSTEM /SSF 186, 317 WASTE TREATMENT, LIQUID 130, 225
SERVICE WATER SYSTEM /TSF 73, 103, 370 WATER 150, 307, 317

'
SOLID STATE DEVICE 285 WATER /SSF 317
STACK 261, 324
STACK /TSF 261, 324
STEAM 50, 241
STEAM GENERATOR 1, 2, 10, 39, 43, 46,

50, 62,-70, 95, 96, 107, 112, 147-150,i

i 172, 173, 210, 222, 246, 247, 251,
255, 256, 265, 275, 285, 287, 298,
299, 305, 306, 329, 334, 340, 341,

| 345, 347, 356, 357, 364

|
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This inder is based on the keywords assigned by the NSIC staff when the summaries
of the LERs are prepared for computer entry.

ACCUMULATORS 192 BUILDING 40, 41, 46-48, 50, 54, 55,
ACTUATION 2, 4-7, 13, 19, 23-26, 29, 76, 77, 81, 84, 88, 92, 93, 129, 161,

30, 34, 37, 39-41, 46-48, 55, 56, 58- 165, 179-183, 198, 200, 204, 217,
60, 65, 70, 71, 79, 85, 96, 100, 106, 220, 225, 233, 236, 238, 246, 262,
112, 117, 121, 123, 128-130, 145, 267, 271, 276, 279, 281-283, 287,
150, 156, 157, 164, 168, 170, 171, 239, 301, 314, 315, 317, 324, 328,
175, 179-184, 189, 191, 196-199, 203, 350-352, 354, 362, 363, 368, 370, 373
205-207, 211, 213-215, 222, 224, 230- BUILDING /SSF 81, 129, 200, 314, 317,
232, 236-238, 244, 245, 249, 251, 352
256, 267, 269, 271, 272, 275, 279, BUILDING / TSP 50, 217, 315, 324, 370
283, 294, 297, 300, 307, 310, 318, BWR REACTOR - SEE REACTOR, BWR

j 321, 323, 331, 332, 334, 335, 337, BYPASS 10, 32, 56, 185, 194, 222, 306
i 338, 340', 341, 347, 349, 351, 353- BYRON 1 (PWR) 33-54, 59

360, 362-368, 372, 373 CABLES AND CONNECTORS 4, 7, 15, 30,
ACTUATOR 7, 15, 23, 24, 26, 30, 56, 46, 55, 67, 78, 100, 115-117, 120,

| 65, 100, 111, 127, 145, 154-156, 171, 145, 146, 164, 165, 168, 171, 177,
j 179, 180, 182-184, 194, 196 198, 184, 187-189, 203, 205, 206, 215,
! 224, 227, 228, 231, 232, 237, 245, 227, 230, 237, 250, 251, 253, 270,
t 249, 251, 267, 271, 297, 323, 337, 290, 292, 327, 331, 332, 334, 335,

338, 353, 354, 356, 358, 360, 366, 351, 363, 370, 371
368, 371, 373' CALIBRATION 8, 12, 19, 21, 27, 33, 34,

ADMINISTRATIVE PERSONNEL ERROR - SEE 39, 44, 61, 65, 66, 68-70, 74, 75,
FAILURE, ADMINISTRATIVE CONTROL 80, 84, 86, 87, 91, 94, 95, 99, 104,

AGE EFFECT - SEE EFFECT, AGE 106, 119, 122, 127, 128, 145-147,
AIR 225, 227, 246, 299 151, 152, 154, 168-171, 185, 190,*

AIR /STRAM BINDING 126 194, 195, 197, 211, 216, 219, 223,
ANNUNCIATORS 4, 5, 24, 25, 29, 40, 41, 224, 229, 232-234, 237, 240, 248,

j 64, 70, 71, 76, 79, 114, 128, 150, 251, 255, 260, 261, 268, 273, 277,
164, 175, 179, 180, 182, 183, 186, 284, 286-288, 292, 294, 296, 297,,

1 211, 236, 241, 259, 275, 285, 344, 299, 302, 303, 314-317, 320, 323,
350, 384 328-330, 335, 338, 339, 346, 356,

j ARKANSAS NUCLEAR 1 (PWR) 1, 2 359, 366, 361, 375, 376, 378, 380,
j ARKANSAS NUCLEAR 2 (PWR) 3, 4 381, 386-388
'

ARNOLD (BWR) 5-7 CALLAWAY 1 (P4R) 55-61
AUXILIARY 1, 50, 54, 66-68, 76, 84, CALVERT CLIFFC 1 (PMR) 62-64

88, 92, 98, 100, 129, 204, 232, 246, CALVERT CLIFFS 2 (PWR) 63, 65
262, 282, 283, 289, 352, 375 CATAWBA 1 (PWR) ,66-72

BATTERIES & CHARGERS 57, 66, 72, 164, CLADDING FAILURE - SEE FAILURE,
237, 327 CLADDING

* BEARING 41, 98, 102, 209, 221, 259 COMPONENT COOLING SYSTEM 73, 202, 245,
285 295, 338, 378, 381

j BEAVER VALI.EY 1 (PWR) 8-10 COMPONENT COOLING SYSTEM /TSF 73
BLONDOWN 50, 222, 251, 265, 325, 329, COMPONENT FAILURE - SEE FAILURE,

'
356 COMPONENT

BLOWDOWN /TSF 265, 329 COMPONENTS 12, 14, 18, 42, 43, 73, 77, '

! BLOWERS 48, 78, 113, 181, 211, 262, 84, 97, 102, 105, 108, 109, 126, 148,
363 162, 168, 179, 180, 189, 198, 208,

BORON 142 221, 242, 259, 276, 282, 289, 310,
BREAKER 5, 23, 36, 58, 62, 66, 94, 340, 354, 373, 377, 379, 301, 383,

111, 145, 151, 169, 189, 199, 203, 386
205, 206, 213, 222, 228, 230, 237, COMPUTER, DIGITAL 17, 34, 51, 69, 85,
249-251, 270, 290, 296, 300, 331-334, 193, 229, 264, 266, 277, 281, 300,
343, 351, 363 3C4, 347

BROWNS PERRY 1 (BWR) 11-15, 18 CONCENTRATION 66, 164, 262, 380
BROWNS FERRY 2 (BWR) 14, 15 CONCRETE 137
BFOWNS FERRY 3 (BWR) 14-22 CONDENSATION 55, 100, 153, 156, 217,
BRUNSWICK 1 (BWR) 23-30 241, 250, 251, 278, 338
BRUNSWICK 2 (BWR) 24, 27-29, 31, 32 CONDENSER 152, 184, 341 I

BUILDING 1, 11, 18, 22, 24, 27, 29, CONDENSER COOLING SYSTEM 114, 152, 222

i
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CONDENSER COOLING SYSTEM /SSF 114 CONTROLLER 68, 75, 98, 201, 207, 250
! CONNECTICUT YANKEE (PWR) 73-80 COOK 1 (PWR) 81-93

CONSTRUCTION 101, 308, 309, 331, 337 COOK 2 (PWR) 82, 85, 88, 92
CONTAINMENT 5, 18, 19, 25, 28, 31, 41 COOLANT PURIFICATION SYSTEM 6, 23, 54,

55, 59, 78, 80, 82, 85-87, 101, 106, 94, 110, 117, 129, 134, 138, 157,
109, 113, 119, 137, 145, 153, 163, 168, 196, 208, 242, 311, 318, 340,

,

.

168, 169, 178, 187, 190, 204, 211, 342, 380, 387
' 212, 216, 219, 226, 227, 239, 240 COOLANT PURIFICATION SYSTEM /TSF 6, 23,

242, 243, 249, 252, 269, 272, 288, 94, 110, 117, 157, 168, 196, 318
309, 313, 316, 321, 322, 336, 338, COOLING 248, 302, 317
339, 345, 349, 351, 363, 365, 367, COOLING DEVICE 153, 257, 288, 317
369, 370, 376, 378, 379, 381, 388 COOLING SYSTEM, SECONDARY 1, 2, 10,

,

; CONTAINMENT AIR LOCK 18, 109, 204, 322 13, 34, 37-39, 43, 46, 56, 62, 66-68, '

' CONTAINMENT ATMOSPHERE 20, 177, 216, 70, 76, 95, 96, 98, 100, 104, 105,
377 107, 112, 115, 132, 145, 147-150,

CONTAINMENT ATMOSPHERE /TSF 377 152, 154-156, 172, 173, 184, 188,

CONTAINMENT EQUIPMENT HATCH 226 191, 201, 203, 207, 208, 210, 222,
CONTAINMENT ISOLATION 18, 20, 23, 26, 226, 227, 232, 234, 242, 244, 246,

28, 30, 31, 44, 49, 82, 86, 87, 89, 247, 251, 252, 255, 256, 259, 262,
101, 107, 109, 152, 156, 157, 168, 264, 266, 274, 278, 280, 285, 287,
169, 194, 196, 202-204, 208, 222, 298-300, 305, 306, 310, 334, 335,

,

226, 227, 240, 242, 264, 266, 295, 337, 340, 341, 344, 345, 347, 353,!

305, 312, 318, 321, 322, 325, 336, 355-358, 360, 361, 364, 366, 375, 382
339, 344, 356, 361, 375, 379, 383 COOLING SYSTEM, SECONDARY /SSF 2, 96,

CONTA2RFCNT ISOLATION /SSF 23, 30 100, 112, 246, 259, 280, 285, 287,
CONTAIN!!ENT PUPGE 169, 226, 227, 242 334
CONTAINMENT SPRAY 216, 242, 288, 297, COOLING SYSTEM, SECONDARY /TSF 13, 34,

312, 338 37, 43, 46, 56, 62, 76, 98, 105, 150,
CONTAINMENT SPRAY /TSF 338 155, 172, 191, 207, 262, 287, 299,t

CONTAINMENT VACUUM BREAKER 227, 379 306, 310, 335, 337, 340, 341, 347
CONTAINMENT /SSF 78, 309, 313 COOLING /TSF 302
CONTAINMENT /TSF 28, 86, 119, 163, 272, CORE 3, 42, 58, 60, 75, 79, 97, 105,

322, 370 115-118, 124, 150-152, 167, 174, 176,
CONTAMINATION 24, 32, 40, 47, 53, 55, 188, 190, 195, 227, 253, 264, 266,

67, 71, 129, 130, 192, 200, 211, 214, 27C, 272, 276, 277, 286, 290, 292,
216, 225, 256, 267, 272, 274-276, 303, 305, 319, 320, 326, 374
302, 307, 325, 334, 349 CORE REFLOODING SYSTEM 273;

CONTRACTOR PERSONNEL 23, 29, 35, 49, CORE REFLOODING SYSTEM /TSF 273r

I 85, 101, 161, 184, 315, 363 CORE SPRAY 102, 126, 371
CONTROL 1, 2, 6, 12, 13, 20, 24, 27, CORE SPRAY /SSF 102, 371

29, 34, 35, 40, 41, 43, 46-48, 55 CORE /SSF 195
62, 93, 96, 102, 105, 165, 172, 173, CORE /TSF 116
177, 179-183, 191, 198, 214, 216, CORROSION 42, 67, 97, 136, 137, 150,
225, 227, 238, 246, 250, 266, 267, 152, 156, 172
271, 280, 287, 288, 299, 300, 302, CRACK 11, 14, 18, 22, 43, 49, 73, 77,
307, 311, 314, 315, 317, 350, 351, 84, 97, 102, 105, 109, 152, 160, 165,
354, 356, 362, 363, 368, 370, 373, 179, 198, 209, 210, 259, 274, 282,
377 285, 329, 340, 371

CONTROL PANEL / ROOM 15, 117, 250 CRANE 92, 338
CONTROL ROD DRIVES 17, 36, 42, 58, 97, CRUD 24, 32, 40, 47, 53, 55, 67, 71,

105, 115-117, 120, 126, 138, 142, 131, 133, 135, 192, 200, 211, 214,
150-152, 190, 192, 203, 270, 285, 216, 225, 256, 267, 274, 302, 307,

l 290, 296, 305, 326 325, 334, 349

| CONTROL RODS 42, 58, 79, 97, 105, 116, CRYSTAL RIVER 3 (PNR) 94, 95

f 139, 270, 305, 326 CYLINDER GAS 27, 266, 383

CONTROL SYSTEM 1, 2, 9, 13, 21, 34-36, DAVIS-BESSE 1 (PWR) 96-98
42, 43, 46, 62, 67, 76, 96, 98, 105, DEFORMATION 102, 115, 126, 208, 221,
107, 112, 148, 152, 172, 175, 191, 222, 242, 259, 356
197, 201, 206, 207, 214, 230, 232, DBMINERALIEERS 37, 342, 347, 356
233, 254, 258, 270, 275, 276, 285, DESIGN ERROR - SEE FAILURE, DESIGN
287, 300, 305, 307, 333, 370, 372, ERROR
384 DESTRUCTIVE NIND 218, 281
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DIABLO CANYON 1 (PMR) 99, 100 ENGINEERED SAFETY FEATURE 15, 19, 23-
DIESEL GENERATOR - SEE GENERATOR, 26, 29, 30, 34, 37, 39-41, 46-48, 55,

DIESEL 56, 58-60, 65, 70, 71, 79, 85, 96,
DOOR 18, 42, 77, 81, 83, 84, 101, 108, 100, 106, III, 112, 117, 121, 123,

109, 204, 235, 268, 281, 202, 289, 127-130, 145, 150, 154-157, 164, 168,
315, J39 170, 171, 175, 179-184, 189, 191,

DOSE MEASUREMENT. INTERNAL 130 194, 196-199, 203, 205-207, 211, 213-
CRAINAGE 49, 87, 202, 225-227, 242, 215, 222, 224, 227, 228, 230-232,

256, 259, 262, 341 236-238, 244, 245, 249, 251, 256,
DRESDEN 2 (BWR) 101-104 267, 269, 271, 272, 275, 279, 283,
DRESDEN 3 (BWR) 102, 103, 105, 106 294, 297, 300, 307, 310, 318, 321,
DRIFT 21, 75, 127, 131, 133, 140, 141 323, 331, 332, 334, 335, 337, 338,
DRIVE 11, 105, 162, 173, 214, 226, 340, 341, 347, 349, 351, 353-360,

242, 254, 285, 379 362-368, 371-373
EARTHQUAKE 15, 49, 57, 72, 165, 212, ENGINEERED SAFETY FEATURE /SSF 15, 23,

301, 382 30, 221, 237, 249, 371
EFFECT 144 ENGINES, INTERNAL COMBUSTION 22, 66
EFFECT, AGE 11, 189, 201, 209, 221, 81, 94, 99, 161, 199, 200, 206, 220,

226, 242 221, 232, 233, 248, 254, 301, 302,
EFFECT, PH 66, 164, 262 307, 327, 333, 370, 384
ELECTRIC POWER 5, 14, 23, 25, 28, 36 ENVIRONMENT - SEE MONITORING PROGRAM,

39, 41, 55, 57, 58, 62, 66, 72, 75 ENVIRONMENTAL
78, 94, 99, 111, 143, 145, 151, 164, ENVIRONMENT /SSF 114
169, 177, 189, 199, 201, 203, 205, ENVIRONMENT / TSP 103, 178
206, 213-215, 222, 228, 230, 231, EQUIPMENT 1, 22, 27, 49, 64, 106, 130,
237, 245, 249-251, 253, 210, 2*4, 152, 175, 201, 225-227, 229, 242,
280, 290, 296, 300, 301, 326, 321, 256, 259, 276, 281, 287, 290, 301,
331-335, 343, 351, 363, 385 302, 333, 334, 369, 371

ELECTRIC POWER /SSF 55, 334 EQUIPMENT FAILURE - SEE FAILURE,
ELECTRIC POWER /TSF 29, 39, 41, 301 EQUIPMENT
ELECTRIC POWER, VITAL 5, 23, 25, 46 EXPOSURE - SEE PERSONNEL EXPOSURE,

62, 100, 145, 158, 206, 222, 227, RADIATION
237, 287, 351, 371 FABRICATION ERROR - SEE FAILURE,

ELECTRICAL FAILURE 2, 12-14, 23, 25, FABRICATION ERROR
26, 28-30, 39, 41, 42, 46, 55, 57, FAILURE 1-388

1 58, 60, 67, 71, 72, 100, 117, 120, FAILURE, ADMINISTRATIVE CONTROL 1, 4,
145, 146, 156, 158, 164, 169, 172, 5, 8, 10, 15, 19, 33, 43, 51, 52, 61,
174, 176, 177, 184, 188, 189, 196, 68, 70, 72, 74, 80, 82, 86, Si, 90,
197, 200, 205, 206, 213-215, 22), 92, 101, 103, 104, 110, 1)1, 113,
222, 227, 230, 237, 245, 249-251, 114, 116, 119, 123, 145, 154, 159,
253, 270, 274, 281, 285, 287, 290, 163, 164, 169-171, 175, 185, 186,
292, 301, 302, 305, 307, 326, 327, 193-195, 202-204, 207, 216, 217, 222,
331-335, 338, 343, 351, 363, 370, 224, 231-235, 237, 244, 245, 252,

! 371, 384 257, 258, 264, 277, 280, 284, 288,
( ELECTRONIC FUNCTION UNITS 14, 25, 42, 290, 293, 294, 301, 304, 309, 314,
' 59, 60, 67, 112, 118, 145-147, 151, 316, 317, 320, 324, 328, 332, 342,

166, 176, 189, 191, 215, 231, 252, 343, 348, 365, 371, 375, 376, 378,
253, 255, 274, 281, 286, 305, 306, 381, 386
323, 327, 349, 366, 372, 377, 379 FAILURE, CLADDING 272, 274-276

EMERGENCY COOLING SYSTEM 63, 216, 228, FAILURE, COMPONENT 12, 14, 18, 42, 43,
288 73, 77, 84, 97, 102, 105, 108, 109

EMERGENCY COOLING SYSTEM /TSF 63 126, 148, 162, 168, 179, 180, 189,
EMERGENCY POWER, ELECTRIC 22, 66, 94, 198, 208, 221, 242, 259, 276, 282,

99, 100, 102, 199, 206, 221, 232, 289, 310, 340, 354, 373, 377, 379,
233, 248, 254, 301, 302, 307, 333, 381, 343, 386
370, 384 FAILUAE, DESIGN ERROR 3, 18, 28, 34,

EMERGENCY POWER, ELECTRIC /SSF 22, 66, 35, 37, 49, 50, 53, 57, 59, 69, 85,
99, 100, 102, 199, 206, 221, 233, 102, 132, 153, 165, 169, 179, 190,
254, 302, 307, 333, 384 198, 205, 212, 213, 243, 249, 250,

EMERGENCY POWER, ELECTRIC /TSF 248, 259, 272, 280, 310, 343, 349, 362,
301, 302, 333, 370 368, 374, 379, 385

ENGINEERED SAFETY FEATURE 2, 4-7, 13, FAILURE, EQUIPMENT 1, 2, 4-7, 10-18,

.- -
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KEYWORD INDEX

FAILURE, EQUIPMENT 20, 22-28, 30-32 FAILURE, PIPE 153, 173, 195, 208, 212,
34-44, 46-49, 51, 53-59, 61-64, 66- 218, 226, 244, 246, 259, 278, 336,
73, 76-79, 81-89, 91-102, 105-117, 347, 356, 364, 369, 382
120-126, 129, 130, 132, 134, 136-139, FAILURE, TUBING 22, 95, 210, 305, 306
142, 145-153, 155-158, 160-162, 164- FARLEY 1 (PWR) 107-111
166, 168-173, 175-177, 181, 104-196, FARLEY 2 (PWR) 108, 112
199-217, 220-223, 225-231, 233, 235, FASTENER 76, 97, 191, 233, 270, 282,
237, 239-242, 246-259, 262-266, 268, 329, 336, 353
270-278, 280-282, 284-290, 292, 294- FATIGUE 22, 73, 285

; 296, 298-307, 310-312, 315-318, 321- FREDWATER 1, 2, 10, 13, 37, 38, 43,
323, 325-327, 329-353, 355-357, 361 46, 62, 66-68, 70, 76, 96, 98, 100,-

j 363-366 369-372, 374, 375, 377-385, 105, 112, 147, 150, 155, 172, 173,
; 387 191, 201, 203, 207, 232, 234, 242,

FAILURE, FABRICATION ERROR 14, 67, 246, 247, 256, 259, 274, 280, 285,!

i 158, 209 287, 299, 305, 306, 310, 334, 335,
j FAILURE, INHERENT 131, 133, 135-138, 337, 340, 341, 347, 355, 357, 375

140, 141, 143 PERMI 2 (BWR) 113-123
! FAILURE, INSTALLATION ERROR 4, 38, 72, FILTERS 40, 47, 53, 153, 241, 325,

78, 145, 160, 168, 184, 187, 209, 349, 350
i 218, 258, 263, 301, 348, 370 FIRE 24, 25, 29, 80, 161, 276, 350,

FAILURE, INSTRUMENT 1-3, 5-9, 12, 13, 3701

| 16, 18, 19, 21, 23-26, 28-30, 32, 34- FIRE PROTECTION 24, 27, 29, 55, 77,
! 36, 40-44, 46, 47, 55, 56, 58-60, 62, 78, 80, 81, 83, 84, 88, 90, 93, 108,
! 63, 65, 67, 70, 71, 74, 75, 80, 85, 113, 136, 160, 161, 193, 200, 220,

96, 99, 100, 102, 104-107, 111, 113- 235, 239, 262, 268, 281, 282, 308,
115, 118, 119, 121-123, 125, 127, 309, 313, 316, 327, 348, 350, 352
128, 130, 131, 133, 135, 140, 141, FIRE PROTECTION /SSF 55, 78, 81, 90,
143-146, 150-152, 154-158, 164, 166- 113, 200, 220, 308, 309, 313, 327,
168, 171, 172, 174-177, 184, 186-192, 352
195-197, 199-201, 203-206, 211, 213- FIRE PROTECTION /TSF 262, 350
215, 219, 222, 223, 225, 227, 228, FITEPATRICK (BWR) 124-127

, 231, 232, 234, 236, 238, 241-243, FLAW 22, 129, 209, 285

{ 245, 248-254, 258, 260, 261, 263, FLOOD 55, 100, 153, 156, 217, 241,
265, 266, 269, 274, 275, 279-281, 250, 251, 278. 338'

283, 284, 286-288, 290, 292, 294, FLOW 1, 2, 6, 41-13, 23, 26, 28, 32,
; 296, 297, 300, 303, 305, 307, 310, 34, 35, 37, 40, 43, 46, 47, 53, 55,

! 312, 314, 318-322, 328, 331, 332, 61-63, 66, 68, 70, 73, 76, 78, 82,
j 335, 337, 338, 342, 344, 349-351, 90, 96, 98, 102, 105, 110-114, 117,
.

353, 355, 356, 358-360, 362, 363, 129, 150, 153, 155, 157, 158, 166,
i 365-367, 369, 376, 377, 385, 368 168, 172, 173, 186, 191, 196, 200,
| FAIL'JR E , KAINTENANCE ERROR 1, 5-7, 22- 206, 207, 211, 214, 220, 222, 225,
; 24, 29, 30, 36, 42, 64, 66, 67, 81, 237, 240, 246-248, 256, 259, 262,
: 92, 97, 110-113, 115, 117, 118, 121, 273, 274, 280, 284, 285, 287, 288,

{ 125, 130, 144, 145, 156, 161, 169, 290, 299, 306-310, 315, 317, 318,

| 175, 188, 189, 195, 199, 201, 203, 321, 325, 327, 329, 334, 335, 337,
213, 215, 220, 227, 231, 239, 246, 340, 341, 344, 347, 349, 350, 352,
249, 253, 281, 290, 292, 295, 299, 355, 370, 372, 380, 381

i 300, 318, 329, 332, 343, 349, 350 FLOW BLOCKAGE .2, 11-13, 23, 26, 28, ,

! 352, 354, 363, 371, 373, 378, 380, 32, 35, 37, 40, 43, 46, 47, 53, 55,
381, 385 61-63, 66, 68, 70, 73, 76, 78, 90

FAILURE, OPERATOR ERROR 1, 10, 11, 16, 96, 98, 102, 105, 110-114, 117, 129,
25, 39, 43, 51, 52, 54, 56, 58, 62, 150, 153, 157, 158, 166, 168, 172,

| 70, 76, 81, 82, 90, 91, 94, 106, 111, 173, 106, 191, 196, 200, 206, 207,
d 114, 116, 117, 119, 120, 123-125, 214, 220, 222, 225, 237, 240, 246-

129, 134, 147-149, 157, 163, 164, 248, 256, 259, 262, 273, 274, 280,
190, 191, 193, 194, 204, 207, 230, 284, 285, 287, 288, 290, 299, 306-,

235, 244, 245, 248, 252, 255-257, 310, 317, 318, 321, 325, 327, 329,
260, 262, 264, 271, 273, 277, 278, 334, 335, 337, 340, 341, 344, 347,
200-282, 289, 298, 299, 309, 313, 349, 350, 352, 355, 370, 372, 381,

316, 326, 341, 342, 345, 352, 353, FLOW, RECIRCULATION 76, 340
355, 357, 364, 365, 368, 371, 372 FLUX DISTRIBUTION 3, 42, 60, 75, 151,1

'
FAILURE, PIPE 50, 62, 88, 117, 129, 167, 174, 176, 188, 190, 214, 227,

'
_ _ . _ , . _ _ _ . . _ - . . . . , _ ___ _._ _ _. . _,_, __ _ . _ _ . _ _ - _ .
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FLUX DISTRIBUTION 253, 270, 286, 290, INADVERTENT 144
292 J03, 319, 320, 372 INCIDENT, HUMAN ERROR 1, 3, 6-8, 11-

FT. CALHOUN 1 (PWR) 128-130 16, 18, 22-24, 27-30, 34, 36-39, 42,
i FT. ST. VRAIN (HTGR) 131-144 44, 45, 49, 50, 53, 56, 57, 59, 62,

FUEL ELEMENTS 42, 124, 236, 270, 272, 64-69, 74, 78, 81, 83, 85, 90, 91,
276, 277, 279, 303, 324, 328, 351, 93, 95, 97-102, 106, 109, 112-114,
363, 374 117, 120-122, 124, 125, 129, 146-153,

FUEL HANDLING MACHINE 124 156, 157, 159-161, 163, 165, 168,
FUEL, FOSSIL ~2, 254, 302 169, 173, 178, 179, 184, 186, 187,
FUSE 23, 30, 42, 60, 174, 176, 184, 190, 191 194, 197-199, 201-203, 205,

196 197, 215, 286 212, 213, 215-218, 223, 225, 228
GAS 24, 179, 180, 182, 183, 198, 267, 233, 239, 240, 243, 246, 248-253,

271, 354, 368, 373 255, 259-261, 263, 265, 268, 271-275,
GENERATOR, DIESEL 22, 66, 94, 99, 199, 278, 280, 281, 285-287, 289, 291-293,

206, 220, 22,1, 233, 248, 254, 301, 295-299, 302-304, 307, 308, 310, 313,
302, 307, 327, 333, 384 315, 326, 329-331, 335, 337-339, 341,

GENERATOR, MOTOR 14, 58, 326 343, 345, 346, 349, 350, 352-359,
GENERATORS 9, 21, 34-36, 38, 53, 70, 362-364, 366 367, 369-374, 379, 380,

79, 107, 148, 152, 175, 197, 201, 385, 387, 388
214, 230, 241, 256-258, 275, 276, INDIAN POINT 2 (PWR) 172, 173
287, 290, 296, 298, 300, 306, 310, INDIAN POINT 3 (PWR) 60, 174
334, 337, 372, 385 INDICATORS 3, 16, 19, 24, 34, 36, 40,

GINNA (PWR) 145-153 41, 46, 47, 55, 59, 60, 63, 67, 75,
GRAND GULF 1 (BWR) 154-157 85, 100, 104, 106, 114, 121-123, 128,
HATCH 1 (BWR) 158-166 130, 145, 146, 151, 152, 154, 155,
HATCH 2 (BWR) 158, 160, 163-165, 167- 157, 167, 171, 174, 176, 177, 179,

,

' 171 180, 183, 186, 188, 190, 201, 211,
HEAT EXCHANGERS 1, 2, 10, 39, 46, 70, 223, 227, 234, 236, 238, 241, 249,

J 95, 96, 107, 112, 147-150, 153, 172, 251-253, 260, 261, 263, 265, 267,
173, 210, 222, 246, 247, 255-257, 269, 271, 274-276, 279, 280, 283,
275, 287, 288, 298-300, 306, 317, 286, 288, 290, 292, 303, 312, 319,

I ,334, 340, 341, 345, 347, 357, 364 320, 322, 328, 342, 351, 354, 356
HEATERS 38, 39, 177, 228, 249, 280, 358-360, 362, 363, 365, 367-369, 376,

343 377
HELIUM 135, 138 INDUSTRY, NUCLEAR 49, 50, 57, 60, 165,
HIGH 1, 2, 6, 8, 10, 20, 28, 34, 39, 348

62, 76, 82, 97, 98, 117, 119, 130, INHERENT FAILURE - SEE FAILURE,
153, 155, 173, 191 195, 211, 214 INHERENT
217, 241, 222, 225, 233, 262, 267, INSERVICE INSPECTION 137
274, 284, 299, 305, 306, 311, 315 INSPECTION 9, 14, 15, 20-22, 28, 30,
322, 341, 345, 350, 356, 357, 372, 31, 38, 42, 43, 46, 60, 63, 64, 66-
380 69, 73, 75, 78, 83, 85, 88-90, 93,

HIGH RADIATION 128, 130 97, 98, 100, 101, 106-109, 113, 114
j HIGH TEMPERATURE 2, 14, 39, 225, 259, 116, 119, 126, 127, 129, 146, 147,
i 273, 278, 287, 288, 302, 344, 374 153, 154, 160-162, 168, 169, 173,
* HOSE 190, 220 177, 186, 187, 194, 195, 200, 202,

HPCI 214, 242 204, 208-2'0, 212, 213, 221, 223-226,
HPCI/SSF 214 228, 232, 234, 235, 241-243, 246
HTGR REACTOR - SEE REACTOR, HTGR 251, 254, 255, 265, 270, 271, 275-
HUMAN FACTORS 13, 27, 35, 54, 69, 76, 278, 281-283, 286, 288, 302-305, 307,

84, 89, 94, 101, 115, 117, 119, 148, 308, 311-314, 317, 327, 329, 333,
150, 158, 168, 200, 201, 209, 219, 335, 338, 340, 342, 343, 350, 357,
229, 241, 249, 262, 281, 282, 289, 358, 365, 366, 369, 379, 380, 382,
312, 316, 323, 342, 349, 351, 353, 383
361, 368, 382 INSTALLATION ERROR - SEE FAILURE,

HYDRAULIC EFFECT 53, 98, 100, 121-123, INSTALLATION ERROR
125, 278, 294, 307, 366 INSTRUMENT FAILURE - SEE FAILURE,

HYDRAULIC SYSTEM 305, 344, 361 INSTRUMEWT
HYDROGEN 20, 177, 216, 377 INSTRUMENT LINE 16, 32, 121-123, 125,
ICE 281 186, 195, 274, 276, 280, 284, 294,
IMPACT SHOCK 6, 29, 97, 113, 115, 117, 366

152, 199, 292, 337, 363 INSTRUMENT, A8 NORMAL INDICATION 1-7,

.

._- ,.
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KEYWORD INDEX

INSTRUMENT, ABNORMAL INDICATION 9, 11 INSTRUMENTS, MISC. 140, 249, 275, 356
13, 15-17, 19, 23, 24, 26, 28-30, 32 INSULATION 25, 276, 370
34-36, 40-43, 46, 47, 51, 55, 56, 59, INVERTER 100, 158, 222
60, 62, 65, 67-69, 71, 76, 85, 96, KEWAUNEE (PWR) 175-177
98, 100, 102, 104, 105, 107, til, LA SALLE 1 (BWR) 178-183
112, 114-119, 121-123, 125, 145-147, LA SALLE 2 (BWR) 178-188
150-152, 154-158, 164, 166-168, 171, LACROSSE (BWR) 189-192
172, 174-177, 179, 180, 182-184, 186- LEAK 1, 22, 31, 32, 50, 54, 55, 76,
190, 193, 195 198, 200, 201, 211, 89, 129-131, 133, 136, 152, 153, 190,
214, 215, 222-225, 227, 229, 231, 192-195, 208-210, 212, 218, 220, 221,
232, 234, 236-238, 241, 245, 249, 225, 226, 230, 233, 242, 246, 251,
251-253, 255, 258, 261, 263-267, 269, 252, 272, 275, 276, 287, 302, 305,
271, 274-276, 279-781, 283, 285-288, 306, 336, 338, 340, 344, 345, 356,
290, 292, 294, 296, 300, 303-307, 378, 382, 383
310, 312, 318-323, 338, 342, 344, LEAK DETECTION 19, 41, 59, 85, 119,
347, 349-351, 353, 354, 356, 358-360, 157, 168, 184, 187, 194, 211, 215,
362, 363, 365-369, 372, 373, 377, 379 241, 249, 269, 318, 321, 349, 351,

INSTRUMENT, ALARM 4, 5, 11, 24, 25, 363, 365, 367, 369, 376
; 29, 40, 41, 64, 70, 71, 76, 79, 114, LICENSED OPERATOR 5, 11, 16, 68, 87,

119, 128, 143, 150, 164, 175, 179, 114, 116, 117, 119, 124, 147-149,
180, 182, 183, 186, 198, 211, 228, 190, 191, 244, 255, 273, 296, 297,
236, 241, 249, 259, 275, 285, 344, 320, 341, 345, 372
350, 373, 384, 388 LIGHTNING 205

INSTRUMENT, AMPLIFIER 60, 118, 166, LIMERICK 1 (BWR) 193-200
191 LON 1, 2, 10-13, 16, 23, 24, 26, 28,

INSTRUMENT, CONTROL 231, 232, 248, 32, 34, 35, 37-40, 43, 46, 47, 53,
297, 307 55, 56, 61-63, 66, 68, 70, 71, 73

INSTRUMENT, CURRENT 58, 176, 206 76, 78, 90, 96, 98, 102, 105, 107,
INSTRUMENT, FLOW 70, 314 110-114, 117, 126, 129, 147-150, 152
INSTRUMENT, IN CORE 3, 17, 60, 75, 153, 157, 158, 164, 166, 168, 172,

113, 117, 118, 151, 167, 174, 176, 173, 186, 191, 192, 196, 200, 206,
188, 190, 195, 227, 253, 286, 290, 207, 209, 214, 220, 222, 225, 237,
292, 303, 319, 320 240, 244, 246-249, 255-257, 259, 262

INSTRUMENT, IN CORE /SSF 195 266, 273-276, 280, 281, 284, 285,
INSTRUMENT, INTERLOCK 18, 34, 74, 113, 287, 288, 290, 298, 299, 306-310,

213, 331, 335 315, 317, 318, 321, 325, 327, 329,
INSTRUMENT, LIQUID LEVEL 195, 366 334, 335, 337, 338, 340, 341, 344,
INSTRUMENT, NON-NUCLEAR 6, 20, 76, 347, 349, 350, 352, 355, 356, 359,

102, 113, 155, 158, 166, 177, 190, 364, 370, 372, 378, 380-382
; 203, 225, 227, 248, 266, 280, 281, LUBRICATION 53, 214, 242, 257, 259

284, 288, 312, 314, 322, 325, 344, LUBRICATION /SSF 257
355, 370, 379 MAIN COOLING SYSTEM 1, 2, 8, 10, 13

INSTRUMENT, NUCLEAR 144 33, 39, 43, 45, 46, 55, 61, 62, 69,
INSTRUMENT, POSITION 18, 34, 44, 63, 70, 74, 76, 91, 95, 96, 100, 107,
71, 100, 102, 107, 150, 152, 203, 110-112, 126, 131, 133, 135, 146-150,
227, 251, 288, 300, 310, 312, 353 153, 158, 162, 170, 172, 173, 209

INSTRUMENT, POWER RANGE 41 210, 212, 216, 222, 228, 242, 246
INSTRUMENT, SPEED 6, 43, 62, 254, 307 247, 252, 255, 256, 264, 272-276,
INSTRUMENT, SWITCH 2, 5, 7, 12, 13, 284, 285, 298, 299, 305-307, 311,

18, 21, 26, 32, 43, 44, 55, 56, 60, 323, 330, 334, 336, 338, 340, 341,
65, 71, 76, 105, 107, 115, 125, 127, 343, 345, 347, 356, 357, 359, 360,
131, 133, 135, 145, 150, 152, 155, 364, 366, 372
156, 158, 172, 174, 175, 184, 187, MAIN COOLING SYSTEM /SSF 61, 307
192, 199, 200, 203, 204, 215, 231, MAIN COOLING SYSTEM /TSF 2, 33, 45, 55,,

232, 234, 242, 245, 248, 250, 251, 69, 91, 110, 264, 272-276, 307. 311,
253, 281, 294, 296, 297, 307, 310, 356, 359
318, 321, 338, 353, 355, 356, 367, MAINE YANKEE (PWR) 201, 202
385 MAINTENANCE AND REPAIR 12-14, 16, 18,

INSTRUMENT, TESTING 60, 174, 234, 253, 20, 24, 25, 27, 32, 34, 40, 42-44,
296, 367, 385 47, 55, 59, 66, 67, 73, 96, 97, 100

INSTRUMENT, VOLTAGE 100, 205, 213, 102, 105, 108, 111, 116, 117, 126,
296, 363 136, 144, 148, 150-152, 155, 156,

,

, _ , , _ . - - . - ~ t* " ' * - " "'' '"



. - ~ . . . _ _

i

l

137

KEYWORD INDEX

MAINTENANCE AND REPAIR 158, 162, 164, OPERATION 324-328, 333, 334, 336, 337,
166, 172-174, 176, 177, 179, 180, 339, 340, 342-345, 347, 371-375, 378,
184, 188, 189, 191, 192 195, 198, 381, 384-388
208, 209, 213, 214, 220, 221, 225- OPERATOR ACTION 1, 3, 4, 6-8, 10, 12- -

227, 229, 233, 241, 242, 249-251, 15, 18, 19, 22-25, 27, 28, 30, 33,
253, 254, 259, 261, 272, 274, 276, 34, 36-39, 42-45, 50-54, 56-59, 61,
281, 282, 295, 287, 289, 290, 302, 62, 64-70, 72, 74, 76, 78, 80-84, 86,
305-307, 310, 317, 325, 327, 329, 89-95, 97-99, 101-104, 106, 109-115,
333, 340, 344, 349-354, 356, 361, 117-122, 125, 128-130, 145-148, 150-
371-373, 377, 379, 381-383 154, 156-160, 163, 165, 168-171, 173,

MAINTENANCE ERROR - SEE FAILURE, 175, 178, 179, 185-191, 193-195, 197-
MAINTENANCE ERROR 207, 209, 211-213, 215-220, 223-225,

f , MATERIAL & EQUIP. HANDLING SYSTEM 92, 227-235, 237, 239-241, 243, 245, 246,
,

j 124 248-253, 255-259, 261-265, 268, 271-
MCGU;RE 1 (PWR) 203-205 274, 277, 278, 200-295, 298-304, 307-
MCGUIRE 2 (PWR) 206, 207 310, 312-314, 316-318, 322-324, 328-
MILLSTONE 1 (BWR) 208, 20? 332, 335, 337-339, 341-343, 346, 348-

' MILLSTONE 2 (PWRI 210-212 359, 361, 362, 364-376, 378-382, 385-

1 MODIFICATION 79, 132, 173, 3:0 388
'

MONITOR 24, 29, 80, 113, 200, 150 OPERATOR ERROR - SEE FAILURE, OPERATOR
MONITORING PROGRAM, ENVIPONMENTA:. 219 ERROR 3 LICENSED OPERATORINONL7 CENSED
MONITORING SYSTEM, RADIATION 5 '1, OPERATOR

40, 41, 44, 46, 47, 106, 114, 120 OXIDATION 42, 67, S F , 150, 152, 156,
130, 164, 186, 223, 236, 238, 250, 172
260, 2G1, 263, 265, 279, 283, 328, OYSTER CREEK (BWR) 225-227
342, 350, 351, 362, 363, 377 PALISADES (PWR) 228-230

MOTORS 12, 62, 76, 111-113, 138, 237 PALO VERDE 1 (PWR) 231-241
250, 290, 307, 310, 334, 335, 344 PENETRATION 18, 31, 87, 98, 93, 109,

NEUTRON 3, 60, 75, 151, 167, 174, 176, 204, 208, 226, 322, 336, 379
188, 190, 227, 253, 286, 290, 292, PENETRATION, ELECTRICAL 161, 169
303, 319, 320 PENETRATION, PIPE 88, 208, 226, 336

NINE MILE POINT 1 (BWR) 213-215 PERSONNEL EXPOSURE, RADIATION 130
NOISE 115, 118, 167, 183, 236, 238, PH EFFECT - SEE EFFECT, PH

267, 269, 219, 283, 300, 358, 360 PILGRIM 1 (BWR) 242, 243
j NONLICENSED OPERATOR 29, 62, 123, 157 PIPE FAILURE - SEE FAILURE, PIPE 3 PIPES
' 164, 222, 237, 260, 326 AND PIPE FITTINGS

NORTH ANNA 1 (PWR) 216-220 PIPES AND PIPE FITTINGS 50, 62, 117,
NORTH ANNA 2 (PWR) 216-222 129, 153, 173, 195, 212, 218, 244,
OCONEE 1 (PWR) 223 246, 259, 278, 347, 356, 364, 369,
OCONEE 2 (PWR1 224 382
OFF GAS 263, 265, 377 PNEUKATIC SYSTEM 20, 49, 76, 172, 225-
OFF GAS /TSF 263 227, 233, 242, 246, 288, 299, 325

,

OFF SITE 28, 39, 41, 54, 55, 130, 205, PNEUKATIC SYSTEM /SSF 246'

223, 301, 305, 306, 331, 334, 340, POINT BEACH 1 (PWR) 244
j 385 POISON, SOLUBLE 65, 216, 342, 380
i ON SITE 13, 14, 36, 55, 58, 66, 78, PRAIRIE ISLAND 1 (PWR) 245-247

94, 99, 100, 111, 145, 151, 153, 156, PRAIKIE ISLAND 2 (PWR) 248
169, 189, 199, 203, 205, 206, 213 PRESSURE DROP 2, 43, 76, 114, 157,
214, 217, 225, 228, 230, 231, 241, 266, 340, 347
250, 251, 270, 274, 278, 290, 296 PRESSURE PULSE 98 100, 121-123, 125,
300, 326, 331-335, 338, 343, 351, 278, 294, 307, 366
363, 379 PRESSURE RELIEF 13, 39, 162, 170, 209,

OPERATION 1, 2, 8, 10, 13, 14, 24, 28, 222, 300, 305, 311, 340, 372, 378, ,

29, 32, 33, 38, 42-44, 46-50, 53, 54, 379, 381
59, 61, 62, 65-70, 74-81, 88, 92, 94, PRESSURE VESSELS 13, 16, 26, 28, 32,
100-103, 105-107, 112, 128-130, 152- 64, 91, 105, 121-123, 125, 127, 145,
158, 160, 163-166, 172, 173, 177, 155, 171, 191, 195, 214, 229, 284,
180-183, 191, 192, 201, 202, 204, 294, 372, 380, 386
214-223, 225, 228-230, 243, 245, 246, PRESSURE VESSELS /SSF 214
248, 249, 251-253, 257, 258, 260, PRESSURE, EXTERNAL 1, 2, 28, 34, 37-
261, 265-272, 274-283, 285-290, 295- 39, 56, 62, 68, 119, 130, 152, 153,
297, 300-304, 308-310, 315, 317, 321, 173, 195, 214, 221, 222, 244, 246,

I
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KEYNORD INDEX
a,

PRESSURE, EXTERNAL 257, 262, 204, 276, RCIC/TSF 13, 166, 321, 372
i

284, 305, 306, 311, 315, 322, 338, REACTOR 13, 28, 91, 105, 155, 191,
) 347, 356, 364, 372 214, 372, 380
i PRESSURE, INTERNAL 1, 2,.28, 34, 37- REACTOR CONTROL 42, 152, 270, 305

39, 56, 62, 68, 119, 130, 150, 152, REACTOR POWER 42, 79, 152, 173, 270,
153, 173, 195, 214, 221, 222, 225, 305, 310

; 244, 246, 257, 262, 266, 276, 284, REACTOR PROTECTION SYSTEM 4, 8, 15,
287, 305, 306, 311, 315, 322, 338, 16, 32, 70, 74, 104, 115, 116, 120-
347, 356, 364, 372 123, 125, 144, 146, 147, 15?, ISS, |

| PRESSURISER 1, 39, 76, 212, 228, 272, 192, 195, 203, 234, 252, 253, 255,
311, 323, 330, 336, 343, 345, 359- 264, 266, 274, 200, 204, 290, 292,

i PROCEDURES AND MANUALS 1, 3-0, 10, 11, 294, 296, 359
13-16, 18, 19, 22-24, 27-30, 33-39, REACTOR PROTECTION SYSTEM /SSF 4, 8,
42-45, 49-53, 56, 57, 59, 61-70, 72- 15, 151, 2F0, 292,

i 74, 76, 78, 80-83, 85-87, 89-95, 97- REACTOR PROTECTION SYSTEM /TSF 116
104, 109-125, 120, 129, 145-154, 156- REACTOR SNUTDOWN 1, 2, 9, 10, 13, 16,.

7 161, 163-165, 163 171, 173, 175, 170, 17, 34-36, 39, 42, 43, 46, 53, 55,
'

179, 184-187, 189-191, 193-195, 197- 58, 60, 62, 70, 76 79, 96, 100, 104,
205, 207, 209, 212, 213, 215-219, 105, 107, 112, 115, 117, 118, 120-
222-224, 227, 228, 231-235, 237, 239- 123, 125, 132, 146-152, 155, 156,
241,.243-246, 248-253, 255-265, 268, 167, 172-174, 116, 188, 190-192, 195,,

1 271-275, 277, 278, 280, 281, 283-304, 201, 207, 214, 221, 222, 234, 237,
307-310, 312, 314-318, 320, 322-324, 246, 247, 251-253, 255-258, 264, 266,
326, 328, 330-332, 335, 337-339, 341- 270, 272, 274-276, 285-287, 290, 292,j'
343, 345, 346, 348-353, 355-359, 361- 294, 296, 290-300, 305, 306, 310,

j 376, 378-382, 385 388 319, 320, 326, 334, 337, 340, 341,
i PROCESS MONITORING 4, 8, 15, 16, 32, 344, 345, 347, 353, J59, 364, 372,
I 70, 74, 104, 115, 116, 120-123, 125, 385
! 146, 147, 151, 188, 192, 195, 203, REACTOR STARTUP 16, 34, 35, 37, 55*,
j 234, 243, 252, 253, 255, 264, 266, 60, 103, 147-151, 174, 190, 207, 247,
! 274, 280, 284, 290, 292, 294, 296, 255, 256, 259, 264, 298, 299,~ 362,
t 359, 388 368, 370
) PROPERTY, CHEMICAL 91, 327 REACTOR STARTUP EXPERIENCE 113-121,
| PROPERTY, MECHANICAL 42, 43 241, 351, 353, 355-367, 369
i PUMP, JET 265 REACTOR, BWR 5-7, 11-32, 101-106, 113-
| PUMPS. 2, 6, 11, 13, 37, 43, 53, 55, 127, 154-171, 178-200, 200, 209, 213-
! 62, 66, 68, 70, 76, 96, 98, 110-112, 215, 225-227, 242, 243, 249, 291-294,
i 114, 129, 131, 133, 135, 150, 157, 314-321, 370-373
| 166, 173, 191, 206, 207, 220, 237, REACTOR, HTGR 131-144 .

; 247, 248, 256, 259, 263, 274, 201, REACTOR, PWR 1-4, 8-10, 33-100, 107-
, 285, 287, 208, 290, 299, 306, 307, 112, 128-130, 145-153, 172-177, 201-
i 310, 317, 327, 334, 335, 337, 338, 207, 210-212, 216-224, 228-241, 244-
! 340, 341, 344, 347, 355, 361, 380, 240, 250-290, 295-313, 322-369, 374- .

381, 387 300
PWR REACTOR - SEE REACTOR, PWR RECORDERS 155, 219
QUAD CITIES 1 (BWR) 249 REFUELING 3-7, 11, 14, 15, 23-30, 64,,

QUAD CITIES 2 (BWR) 249 73, 90-92, 95, 108-110, 123, 124,4

RADIATION MONITORS 5, 19, 40, 41, 46, 126, 127, 163, 164, 167, 160, 175,,

j 47, 55, 59, 85, 104, 106, 114, 115, 189, 205, 206, 200-213, 224, 226
j 128, 130, 143, 164, 186, 180, 211, 227, 242, 291, 292, 294, 312,'313,

215, 223, 236, 238, 241, 249, 260, 317-320, 330-332, 349, 350, 301, 382,

263, 265, 269, 279, 283, 328, 342, REGULATION, NRC 20, 243, 374
349-351, 362, 363, 365, 367, 376, 377 RELAYS 13, 25, 20, 36, 46, 50, 74, 99,

RADIATION PROTECTION PERSONNEL 45, 113, 151, 172, 199, 200, 205, 206,
103, 114, 178, 186, 241, 250, 265, 213, 228, 231, 232, 245, 249, 254,

| 324, 342 250, 274, 281, 296, 331, 332, 335,
I RADIATION SAFETY AND CONTROL 153 337, 349, 363, 385
i RADIOACTIVITY RELEASE 54, 129, 130 RESPONSE TIME 8, 10, 11, 20, 27, 33,

223, 225, 272, 275, 276, 305, 306, 44, 45, 51, 52, 54, 69, 76, 40, 81,
338, 340, 379 04, 86, 91, 94, 95, 97, 98, 101, 103,

| RATE' 267 114, 126, 178, 105, 106, 191, 193,
RCIC 13, 166, 185, 215, 321, 372 209, 216, 219, 223, 228, 229, 233,

__. - _ _ _ _ _ _ , - - . ._ -m _ _ _ _ _ - . . _ - _ _ ._ - __ _ _ .
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KEYWORD INDEX

j RESPONSE TIME 235, 240, 241, 248, 261, SENSOR 8, LEVEL 252, 274, 294, 360,
; 265, 260, 274, 275, 201, 282, 209, 366, 369

293, 299, 302, 303, 309, 313, 314, 8BN80RS, PRES 8URE 9, 21, 26, 36, 40,
316, 317, 324, 320-330, 338, 339, 56, 62, 111, 119, 127, 131, 133, 135,
342, 346, 350, 352, 354, 375, 376, 145, 156. 171, 175, 104, 192, 201,
306-300 243, 345, 251, 275, 200, 284, 322,

REVIEW 1, 3, 8, 11, 15, 27, 20, 33, 330, 344, 356, 350, 359
44, 45, 52, 57, 61, 63, 67, 60, 70, SENSOR 8, TEMPERATURE 8, 113, 146, 158,
73, 74, 00, 82, 86, 89, 92, 94, 95, 168, 107, 253, 321, 359;

1 98, 99, 101, 103, 110, 114, 117-119, SEQUOYAN 1 (PWR) 200-204
| 153, 154, 163, 165, 170, 105, 106, 8EQUOYAN 2 4PWR) 200-203, 205-290
i 190 193, 202, 203, 207, 212, 216- SERVICE WATER SYSTEM 71, 73, 103, 106,
; 219, 223, 233, 240, 241, 243, 248, 218, 200, 317, 353, 370

252, 258, 260-263, 265, 260, 273, SERVICE WATER SYSTEM /88F 186, 317
I 275, 277, 205, 208, 293, 299, 301- SERVICE WATER SYSTEM /TSF 73, 103, 370

303, 314-317, 322, 324, 330, 337, 8ERVOMECHANISM 12, 73, 102, 150, 247,
339, 346, 350, 352, 359, 362, 363, 312, 353
370, 371, 374-376, 378, 386-388 SET POINT 131, 133, 135, 140

RNR 61, 111, 206, 237, 240, 204, 300, SMOCK ABSORBER 126, 132, 209, 212,
302 270, 329, 330, 382,

i RHR-LPCI 12, 14, 26, 126, 198, 185, SHOREMAN (BWR) 291-294
196, 208, 242, 370 SHUTDOWN SYSTEM, SECONDARY 200

RNR-LPCI/88F 150 SMOKE 24, 25, 29, 00, 161, 276, 350,
RNR-LPCI/T8F 12, 26, 196, 370 370
RNR/88F 61 SOLENOID 20, 148, 192, 227, 325
RNR/TSF 61, 111, 237, 240, 204 SOLID STATE DEVICE 14, 42, 67, 112,
ROBIN 80N 2 (PWR) 250-252 166, 231, 201, 205, 305, 306, 372,
SALEM 1 tPWE) 253 377

j SALEM 2 (PWR) 254-250 ST. LUCIE 1 (PWR) 295-297
, SAMPLING 242, 251, 365 ST. LUCIE 2 (PWR) 298-300 I
i SAN ONOFRE 1 (PWR) 259-261 STACK 120, 130, 260, 261, 324, 328

SAN ONOFRE 2 (PWR) 262-271, 276 STACK /T8F 261, 324
8AM ONOFRE 3 (PWR) 265, 267, 260, 271- 8 TRAM 50, 241

279 STRAM GENERATOR 1, 2, 10, 39, 43, 46,
3 CRAM, REAL 1, 2, 10, 13, 17, 34, 35, 50, 62, 70, 95, 96, 107, 112, 147-
39, 42, 43, 46, 53, 55, 50, 62, 70, 150, 172, 173, 210, 222, 246, 247,

{ 76, 79, 96, 100, 105, 107, 112, 117, 251, 252, 255, 256, 265, 275, 205,
'

138, 139, 144, 147-152, 155, 156, 287, 290, 299, 305, 306, 325, 329,
172, 173, 191, 192, 207, 214, 237, 334, 340, 341, 345, 347, 356, 357,
246, 247, 251, 253, 255-258, 270, 360, 364, 366
274, 276, 205, 287, 290, 296, 298- STORAGE CONTAINER 24, 49, 53, 54, 130,

'
300, 305, 306, 310, 326, 334, 337, 142, 223, 225, 257, 306, 341, 342,

1
340, 341, 344, 345, 347, 364, 372, 346, 378
385 STRUCTURE 31, 32, 57, 72, 83, 89, 90,

SCRAM, SPURIOUS 9, 16, 36, 60, 104, 100, 160, 169, 193 195, 200, 217,
- 115, 117, 118, 120-123, 125, 146, 225, 235, 251, 254, 262, 260, 200-
! 167, 174, 176, 108, 190, 195, 201, 202, 308, 340, 350, 382
| 222, 234, 252, 264, 266, 275, 206, STRUCTURE /SSF 90, 300
'

292, 294, 319, 320, 353, 359 STRUCTURE /T8F 262, 350
SEAL 32, 55, 84, 86, 00, 93, 131, 133, SUB8YSTEM FAULT 2, 4, 8, 15, 22, 23,

115, 150, 160, 161, 193, 200, 209, 30, 55, 61, 66, 70, 01, 02, 90, 96,
221, 225, 226, 241, 242, 259, 272, 99, 100, 102, 112-114, 129, 151, 150,
276, 205, 338, 345, 382 106, 195 199, 200, 206, 214, 220,

SEAL /TSF 150 221, 224, 233, 237, 246, 249, 254,
SECURITY 51, 193, 281 257, 259, 280, 205, 207, 292, 302,
SEDIMENT 136 307-309, 313-315, 317, 327, 333, 334,
SEISMIC DESIGN 15, 49, 57, 72, 165, 352, 371, 304

212, 301, 302 SUMMER 1 (PWR) 301-307
8EN80RS, FLOW 70, 154, 157, 104, 234, 8UPPORT 8TRUCTURE 15, 90, 126, 132,

241, 261, 280, 314, 318 137, 165, 209, 212, 270, 329, 330,
,

SENSORS, LEVEL 16, 24, 32, 65, 67, 302 |
121-123, 125, 155, 171, 195, 225, SURRY 1 (PWR) 300-311

_ __ _ __ _ , _
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!

! SURRY 2 (PWR) 312, 313 TOTAL SYSTEM FAULT 301, 302, 306, 307,
'

SUSQUEHANNA 1 (BWR) 314-320 310, 311, 315, 318, 321, 322, 324,
i SUSQUEHANNA 2 (BWR) 316, 317, 321 325, 333, 335, 337, 338, 340, 341,
| SYSTEM CAPACITY 1, 2, 10, 13, 16, 24, 347, 350, 356, 359, 370, 372, 377
! 28, 32, 43, 46, 53, 62, 70, 71, 96, TOXICITY 24, 179, 180 182, 183, 198,
! 105, 107, 112, 117, 147-150, 155, 267, 271, 354, 368, 373

172, 173, 191 192, 214, 217, 225 TRANSFORMERS 41, 100, 206, 331, 334
246, 247, 255-257, 275, 285, 287, TRANSIENT 13, 100, 117, 214, 262, 270,
298, 299, 306, 327, 334, 340, 341, 272, 274-276, 372

: 345, 347, 357, 372, 378, 382 TROJAN (PWR) 323
i TEMPERATURE 249, 280, 281, 302, 359, TUBING 22, 95, 152, 210, 305, 306

364 TUBING FAILURE SEE FAILURE, TUBING-

TEST INTERVAL 8, 27, 33, 44, 45, 69 TURBINE 9, 11, 13, 18, 21, 34-36, 38,
' 80, 84, 86, 91, 94, 95, 103, 114, 43, 53, 56, 66, 68, 70, 77, 79, 98,
l 178, 185, 186, 216, 219, 223, 229, 107, 148, 152, 166, 175, 197, 201,
I 235, 240, 241, 248, 261, 263, 265, 207, 214, 217, 222, 230, 241, 256-

268, 275, 299, 302, 303, 314, 316, 258, 275, 276, 285,.287, 290, 296,
317, 324, 328-330, 339, 342, 346, 298-300, 306, 310, 334, 337, 341,

) 375, 376, 386-388 347, 355, 372, 385
! TEST, SYSTEM OPERABILITY 9, 14, 15, TURBINE /SSF 257

] 20-22, 28, 30, 31, 38, 42, 43, 46, TURBINE /TSF 107, 222, 241, 306
' 60, 63, 64, 66-69, 73, 75, 78, 83, TURKEY POINT 3 (PWR) 324-334

85, 88-90, 93, 97, 98, 100, 101, 106- TURKEY POINT 4 (PWR) 327, 328, 333-337
,' 109, 113, 114, 116, 119, 126, 127 ULTRASONICS 140, 141
1 129, 131-133, 135, 140-142, 146, 147, UPDATE 11, 12, 31, 32, 101, 102, 105,

153, 154, 160-162, 168, 169, 173, 131-139, 141, 158, 160-162, 189, 208,,

177, 186, 187, 194, 195, 200, 202, 209, 213, 225-227, 242 314, 315, 370
j 204, 208-210, 212, 213, 221, 223-226, VALVE OPERATOFS 1, 12, 20, 23, 26, 35,
j 228, 232, 233, 235, 241-243, 246, 49, 71, 73, 76, 102, 105, 107, 111,
i 251, 254, 255, 265, 270, 271, 275- 125, 158, 162, 168, 170, 172, 173,
j 278, 281-283, 286, 288, 302-305, 307, 185, 196, 222, 227, 242, 246, 247,
! 308, 311-314, 317, 327, 329, 333, 256, 284, 288, 294. 239, 305, 310-
| 335, 338, 340, 342, 343, 350, 357, 312, 321, 325, 336, 340, 344, 347,

358, 365, 366, 369, 379, 380, 382, 353, 361, 372
383 VALVE, CHECK 38, 194, 216, 240, 242,

'
TESTING 1, 3, 8, 11, 15, 19, 27, 28, 273, 344, 375 ,

33, 34, 39, 44, 45, 52, 57, 61, 63 VALVES 1, 10, 12, 18, 2C, 23, 26, 28, .

65-70, 73, 74, 80, 82, 84, 86, 87, 31, 32, 34, 35, 37-39, 42-44, 46, 49,
89, 91, 92, 94, 95, 98, 99, 101, 103, 56, 61, 63, 71, 73, 76, 77, 81-84,i

; 104, 106, 110, 114, 117-119, 122, 87, 89, 94, 98, 101, 102, 105-111,
! 128, 145-147, 151, 153, 154, 163, 113, 117, 123, 125, 134, 136, 156-
! 165, 168, 170, 171, 178, 185, 186, 158, 162, 168, ''0, 172, 173, 185,
! 190, 193-195, 197, 202, 203, 207, 192, 194-196, 200, 202-204, 208, 209,

| 211, 212, 216-219, 223, 224, 229, 214, 216, 222, 225-228, 233, 235,
232-234, 237, 240, 241, 243, 248, 239, 240, 242, 246, 247, 251, 252,
251, 252, 255, 258, 260-263, 265, 256, 262, 264, 266, 268, 271-273,
268, 273, 275, 277, 284-286, 288, 280-282, 284, 285, 287-289, 294, 295,
292-294, 296, 297, 299, 301-303, 314- 299 300, 302, 305, 306, 310-312,
317, 320, 322-324, 328-330, 335, 337- 315-318, 321, 325, 336, 338-342, 344,
339, 346, 350, 352, 356, 359, 362, 345, 347, 348, 352, 353, 356, 357,
363, 366, 367, 370, 371, 374-376, 361, 363, 365, 372, 375, 378-381,
378, 380, 381, 386-388 383, 384

THERMAL TRANSIENT 267 VENTILATION SYSTEM 24, 25, 28, 40, 41,
THREE MILE ISLAND 2 (PWR) 322 46-48, 78, 82, 106, 113, 153, 163,
TOTAL SYSTEM FAULT 2, 6, 12, 13, 23, 169, 170-183, 198, 226, 227, 238,

26, 28,.33, 34, 37, 39, 41, 43, 45, 242, 249, 262, 267, 271, 283, 288
-46, 50, 55, 56, 61-63, 69, 73, 76, 314-316, 350, 351, 354, 356, 362,
86, 91, 94, 98, 103, 105-107, 110, 363, 368, 370, 373
111, 116, 117, 119, 150, 155, 157, VENTILATION SYSTEM /SSF 82, 113, 249,

; 163, 166, 168, 172, 178, 191, 196, 314, 315
| 207, 217, 222, 237, 240, 241, 248, VENTILATION SYSTEM /TSF 28, 106, 163,
'

249, 261-265, 272-276, 284, 287, 299, 170, 249, 370
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i
VIERATION 14, 22, 70, 76, 98, 100, 1

121-123, 125, 151, 152, 219, 267,
274, 276, 278, 290, 294, 307, 366

~

WASTE MANAGEMENT 225
MASTE TREATNENT, GAS 223, 346
WASTE TREATMFMT, LIQUID -130, 225, 304,

342
WATER 150, 307, 317
WATER /FSF 317
WATERFORD 3 (PWR) 334-347i

WEAR 11, 189, 201, 209, 221, 225, 242
WELDING 144 <

WELDS 22, 129, 209, 285
c

WOLF CREEK 1 (PWR) 59, 348-369
W?PSS 2 (BWR) 370-373 '

YANKEE ROWE (PWR) 374, 375
SION 1 (PWR) 376-383, 388
SION 2 (PWR) 378, 381, 384-388
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VENDOR CODE INDEX

ALCO ENGINE DIVISION, WHITE IND. 254 NATIONAL ACME COMPANY 150, 152

ALLEN-BRADLEY CO. 25 NELSON ELECTRIC 161
ALLIS CHALMERS 71, 189, 230 NKG INSULATOR 340
ALLIS, LOUIS 14 NUPRO COMPANY 216
AMOT CONTROL CORP. 384 PACIFIC SCIENTIFIC COMPANY 278, 329

AMPHENOL 117, 215 PARKER HANNIFIN CORP. 148
ANCHOR VALVE CO. 242 POTTER & BRUMFIELD 172
ANCHOR / DARLING VALVE CO. 361 RELIANCE ELECTRIC COMPANY 12
ATWOOD & MORRILL CO., INC. 38, 226, 242 RILEY COMPANY. THE 321
BAILEY METER COMPANY 2, 96, 173 ROCKWELL MANUFACTURING COMPANY 185
BERGEN-PATTERSON PIPE SUPPORT CORPO ROSEMOUNT ENGINEERING COMPANY 146, 243

126, 209 ROSEMOUNT, INC. 32, 156
BROWN BOVERI 206 ROYAL INDUSTRIES, INC. 192
BJSSMANN MFG (DIV OF MCGRAW-EDISON) RUSKIN MANUFACTURING COMPANY 316, 348

150, 174, 196 SCHNITZER 11
BYRON JACKSON PUMPS, INC. 259, 338 SIGMA INSTRUMENTS, INC. 201
CERTIFIED RADIATION INSTRUMENT CO. 208 SOLA ELECTRIC COMPANY 100
CHAPMAN DIV OF CRANE CO. 208 STATIC-O-RING 184
COLT INDUSIRIES, ?NC. 302 STONE & WEBSTER ENGINEERING CORP. 78
COMBUSTION ENGINEERING. INC. 210 STRUTHERS DUNN, INC. 150, 152
COMSIP DELPHI INC. 388 TARGET ROCK CORP. 162
CONSOLIDATED ELECTRODYNAMICS CORP. 310 TECHNOLOGY FOR ENERGY CORP. 13
COPES-VULCAN, INC. 44, 105, 173 TERRY STEAM TURBINE COMPANY 13
CRANE COMPANY 208 TUFLINE CORP. 312
CRAWFORD FITTING CO. 190, 233, 336 VELAN VALVE COkP. 208, 21b
CROSBY VALVE 378, 381 WALLACE & TIERMAF, INC. 24, 182, 183
CROWTER, INC. 340 WALWORTH COMPANY 12
CUMMINS ENGINE CO., INC. 220 WESTINGHOUSE ELECTRIC COMPANY (ELEV 335
CUTLER-HAMMER 155 WESTINGHOUSE ELECTRIC CORP. 34, 35, 42,
DIAMCND POWER JPECIALTY CORP. 97 53, 60, 67, 75, 145, 146, 148, 150-
EAGLE SIGNAL 228 152, 174, 176, 207, 250, 300, 323,
EBERLINE INSTRUMENT CORP. 85 372, 385
ELECTRO - MOTIVE DIV. OF GM 22 WESTINGHOUSE ELECTRIC SUPPLY COMPAN 46
ELECTRO-MECHANIC 3 274 WKM VALVE DIVISION 266, 344
ENGDAHL ENTERPRISJS 219 WOODWARD GOVMRNOR COMPANY 98
EXIDE INDUSTRIAL DIV 158 XOMOX CORP. 49
FAIRBANKS CO, THE 333
FAIRBANKS MOREE 221, 327
FISHER CONTROLS CO. 225, 306
FOXBORO CO., THE 191
GENERAL ATOMIC CO. 40, 41, 47, 59, 114,

349, 362
GENERAL ELECTRIC CO. 13, 55, 135, 124,

166, 214, 306
GENERAL MOTORS 22
GILBERT ASSOCIATES, TNC. 153
GORDON, CLAUD S. CO. 187 |

GOULD-NATIONAL BAIT 57, 72
GRINNELL CORP. 380, 382, 383
GRINNELL INDUSTRIAL PIPING, INC. 126
HAMMEL DAHL 272
HEWLETT-PARKARD CO. 229
INGERSOL-RAND CO. 173
ITT GRINNELL 209
LIMITORQUE CORP, 12, 73, 102, 353

| M D A SCIENTIFIC, INC. 179, 180, 198,
268, 373

MAGNETROL, INC. 65
MASONEILAN INTERNATIONAL, INC. 285, 336
MOOG INC. 214
MOORE PRODUCTS COMPANY 379
NAMCO CONTROLS 107, 222
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This monthly report contains Licensge Event (Report (LER) operational information that
was processed into the LER data filb of the Nuclear Safety Information Center (NSIC)
during the one month period identjfied on the\ cover of the document. The LERs, from
which this information is derived, are submitthd to the Nuclear Regulatory Comission
(NRC) by nuclear power plant licensees in accordance with federal regulations. Proce-
dures for LER reporting for revisions to those eients occurring prior to 1984 are
described in NRC Regulatory Gy(de 1.16 and NUREG-1061, Instructions for Preparation of
Data Entry Sheets for Licensei Event Reports. For\those events occurring on and after
January 1, 1984, LERs are being submitted in accordance with the revised rule contained
in Title 10 Part 50.73 of the Code of Federal Regulations (10 CFR 50.73 - Licensee Event
Report System) which was published in the Federal Register (Vol. 48, No.144) on
July 26, 1983. NUREG-1022( Licensee Event Report Syst'em - Description of Systems and
Guidelines for Reporting,/provides supporting guidance 'and information on the revised
LER rule. The LER sumaries in this report are arranged alphabetically by facility namei
and then chronologicallylby event date for each facility.( Component, system, keyword,
and component vendor indexes follow the summaries. Vendors are those identified by the
utility when the LER fofm is initiated; the keywcrds for the component, system, and
general keyword indexes are assigned by the computer using dorrelation tables from the
Sequence Coding and Sehrch System. \
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