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Abstract

This monthly report contains Licensee Event Report (LER) oper=
aticna! 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
information is derived, are submitted to the Nuclear Regulatory Commis-
sion (NRC) by nuclear power plant licensees in accordance with federal
regulations. Procedures for LER reporting for revisions to those events
occurring prior to 1984 are described in NRC Regulatory Guide 1.lo and
NUREG-1061, Instructions for Preparation of Data 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 Event Report System - Description of Systems and Guidelines for
Reporting, provides supporting guidance and information on the revised
LER rule.

The LER summaries 1in this report are arranged alphabetically by
facility name and then chronologically by event date fcr each facil-
ity. Component, system, reyword, 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 pe directed to

Gary T. Mays, Director

Nuclear Safety Information Center

Oak Ridge National Laboratory

P. 0, 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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[y Y ARKANSAS NUCLEAR 1 DOCKET 50-313 LER 86-007 REV 01
UPDATE ON PRESSURIZER CODE SAFETY VALVES INOPERABLE DUE TO INCORRECT SET PRESSURE.
EVENT DATE: 122186 REPORT DATE: 103087 NSSS: BW TYPE: PWR

VENDOR: DRESSER INDUSTRIAL VALVE €& INST DIV

(NSIC 206862) PRESSURIZER CODE SAFETY VALVE PSV-1001 WAS REPLACED DURING THE 1R7
REFUELING OUTAGE FOLLOWING SET PRESSURE ADJUSTMENT AT AN OFF-SITE VENDOR
FACILITY. DUE TO PRIOR FINDIMGS OF LOW SET PRESSURES ON VALVES TESTED OFF-SITE
(REFERENCE LER 50-368/86-12), IN-SITU SET PRESSURE TESTING WAS PERFORMED ON
PSV-1001 DURING UNIT HEATUP. PSV-1001 WAS FOUND TO HAVE A SET PRESSURE
APPROXIMATELY 22 PSIG LOWER THAN ALLOWED (2500 PSIG +/- 1 PERCENT). NO ROOT
CAUSE OF ON-SITE VERSUS OFF-SITE SET PRESSURE DEVIATIONS COULD BE DETERMINED.
INDEPENDENT THIRD PARTY INVESTIGATIONS HAVE FOUND EITHER TESTING METHOD TO BE
ACCURATE AND ACCEPTABLE. ALTHOUGH NO WORK WAS PERFORMED DURING 1R7 ON THE OTHER
PRESSURIZER CODE SAFETY VALVE, PSV-1002, AN IN-SITU SET PRESSURE TEST WAS ALSO
CONDUCTED ON THIS PRESSURIZER CODE SAFETY VALVE, PSV-1002 WAS POUND TO HAVE A SET
PRESSURE APPROXIMATELY 500 PSIG HIGHER THAN ALLOWED. DURING THE PREVIOUS
OPERATING CYCLE, PSV-1002 HAD BEEN REFURBISHED AND SET PRESSURE ADJUSTED ON-SITE
WITH NO PROBLEMS NOTED. HOWEVER, IT HAS BEEN CONCLUDED THAT PERSONNEL ERROR OR
PROCEDURE INADEQUACY RESULTED IN THE HIGH SET PRESSURE DURING THOSE MAINTENANCE
ACTIVITIES, MOST LIKELY DUE TO INCORRECT TESTING.

{ 2) ARNOLD DOCKET 50-331 LER 87-027
RCIC PRIMARY CONTAINMENT VALVE CLOSURE PROM LONSE BREAKER CONNECTIONS.
EVENT DATE: 091087 REPORT DATE: 101287 NSSS: GE TYPE: BWR

(NSIC 206678) ON SEPTEMBER 10, 1987, WITH THE PLANT IN POWER OPERATION, A PRIMARY
CONTAINMENT ISOLATION VALVE (PCIS) IN THE REACTOR CORE ISOLATION COOLING (RCIC)
SYSTEM CYCLED TO ITS FAIL-SAFE CLOSED POSITION DUE TO A LOSS OF POWER. THE POWER
TC THE CONTROLLING SOLENOID VALVE OF AIR-OPERATED VALVE CV2411 WAS LOST DUE TO
LOOSE TERMINAL CONNECTIONS AT THE POWER SUPPLY BREAKER. THE ROOT CAUSE OF THE
LOOSE CONNECTIONS IS UNKNOWN. CV2411 IS DESIGNED TO ISOLATE THE RCIC STEAM LINE
CONDENSATE DRAIN PATH UPON RCIC INITIATION. THE OTHER, NON-PCIS, VALVE POWERED
FROM THIS BREAKER ALSO CYCLED TO ITS PAIL-SAFE POSITION. THE POSITION
INDICATIONS FOR BOTH VALVES IN THE CONTROL ROOM WERE LOST, AS WOULD BE EXPECTED
ON A LOSS OF VALVE CONTROL POWER. THE UNPLANNED ISOLATION ON SEPTEMBER 10, 1487
DID NOT RENDER RCIC INOPERABLE, POWER WAS RESTORED AFTER NINE MINUTES AT
APPROXIMATELY THE TIME THE CLOSED-IN BREAKER SWITCH WAS TOUCHED DURING
INVESTIGATION INTO THE CAUSE OF THE PCIS ISOLATION. THE BREAKER WAS LATER
EXAMINED AND TERMINAL CONNECTIONS TIGHTENED. A PREVIOUS INTERMITTENT POWER EVENT
FROM A BREAKER ON THE SAME PANEL OCCURRED IN MAY OF 1987. PREVENTIVE MAINTENANCE
RECENTLY PERFORMED ON THESE BREAKERS MAY HAVE CONTRIBUTED TO THE LOOSE
CONNECTIONS. PLANT TRAINING HAS BEEN INFORMED.

[ 3% BEAVER VALLEY 1 DOCKET 50-334 LER 87-016
FAILURE TO ANALYZE DIESEL FUEL OIL FOP WATER AND SEDIMENT.
EVENT DATE: 091487 REPORT DATE: 101387 NSS§S: WE TYPE: PWR

(NSIC 206679) DURING THE PERIOD FPROM 10/15/86 TO 11/26/86, SAMPLES OF DIESEL
GENERATOR (DG) FUEL OIL WERE NOT ANALYZED POR SEDIMENT IN ACCORDANCE WITH THE
PROVISIONS OF TECH SPEC 4.8.1.1.2.A.3. ALTHOUGH SAMPLES WERE TAKEN FROM THE FUEL
OIL DAY TANKS AT THE REQUIRED FREQUENCY, NO ANALYSIS WAS PERFORMED BECAUSE THE
CENTRIFUGE WAS OUT OF SERVICE. ACCORDING TO THE AMERICAN SOCIETY OF TESTING AND
MATERIALS (ASTM) MANUAL, WHICH IS REFERENCED BY TECH SPEC 4.8.1.1.2.A.3, A
CENTRIFUGE IS THE ONLY APPROVED METHOD FOR ANALYSIS. THEREFPORE, PAILURE TO
PERFORM THIS ANALYSIS MEANT THE LIMITS OF TECH SPEC 4.0.2 WERE EXCEEDED, AND THIS
REPORT IS BEING SUBMITTED UNDER 10 CFR 50.73.A.2.1.B. THE FAILURE TO MEET THE
SURVEILLANCE REQUIREMENTS WAS ORIGINALLY NOTED IN AN INTERNAL AUDIT AND REPORTED
TO PLANT MANAGEMENT ON 8/11/87, HOWEVER, IT WAS NOT RECOGNIZED AS A REPORTABLE



EVENT UNTIL 9/14/87. THE SAMPLES WERE ANALYZED ON 1/5/87 AND POUND TO BE
SATISFACTORY, SO THAT DG OPERATION WAS NOT IMPAIRED. SINCE THE DGS WERE CAPABLE
OF PERFORMIWG TKEIR SAFETY FUNCTION, NO SAFETY IMPLICATIONS RESULTED FROM THIS
EVENT. THIS EVENT WAS CAUSED BY THE PAILURE OF COGNIZANT CHEMISTRY PERSONNEL TO
REALIZE THAT ALTHOUGH THE PUEL OIL SAMPLES HAD BEEN TAKEN IN ACCORDANCE WITH THE
SURVEILLANCE SCHEDULE NOT ALL REQUIRED ANALYSES HAD BEEN PERPORMED.

[ &) BEAVER VALLEY 1 DOCKET 50-334 LER 87-017
INOPERABLE FIRE BARRIERS.
EVENT DATE: 100987 REPORT DATE: 110987 NSSS: WR TYPE: PWR

VENDOR: SCHNEIDER INC.

(NSIC 206926) ON 10/9/87, A SPECIAL FPIRE DAMPER INSPECTION WAS BEING CONDUCTEZD TO
OBTAIN DATA FOR BEAVER VALLEY'S ENGINEERING DEPARTMENT. DURING THIS
INVESTIGATION, TWO DAMPER PENETRATIONS WERE POUND TO BE UNSEALED. A ONCE PER
HOUR FIRE TOUR OF THE AFFECTED AREAS WAS IMMEDIATELY ESTABLISHED. THE INOPERABLE
PENETRATIONS WERE SEALED WITH AN APPROVED, PIRE RATED POAM ON 10/23/87. ALTHOUGH
THE DUCT WORK HAD APPARENTLY BEEN UNSEALED SINCE ITS ORIGINAL INSTALLATION (PRIOR
TO 1976), THIS DEFICIENCY HAD NOT BEEN DISCOVERED EARLIER DUE TO THE EXTREMELY
LIMITED ACCESS THAT WAS AVAILABLE TO THE DAMPERS' DUCT WORK (THE DAMPERS' DUCT
WORK WAS ENCASED IN A CINDER BLOCK WALL ON ONE SIDE OF THE FIRE BARRIER AND
INACCESSIBLE DUE TO CABLE TRAYS ON THE OTHER SIDE). ALL DAMPERS PENETRATING
SAFETY-RELATED FIRE BARRIERS ARE CURRENTLY BEING INSPECTED TO VERIFY THAT THEY
ARE CORRECTLY SEALED. THERE WERE NO SAPETY IMPLICATIONS DUE TO THIS EVENT. AS
PER BEAVER VALLEY'S APPENDIX R REVIEW, EVEN WITH A FIRE ON BOTH SIDES OF THE
BREACHED FIRE BARRIER, THE STATION WOULD HAVE STILL MAINTAINED SAFE SHUTDOWN
CAPABILITY.

i 5] BEAVER VALLEY 2 DOCKET 50-412 LER 87-020
REACTOR TRIP FOLLOWING MAIN STEAM ISOLATION VALVE CLOSURE.
EVENT DATE: 090987 REPORT DATE: 100787 NSSS: WE TYPE: PWR

(NSIC 206698) ON 9/9/87, WITH THE UNIT AT 30% REACTOR POWER, THE MAIN STEAM
ISOLATION VALVES (MSIVS; 2MSS*AOVIO'A, B, C) WERE CLOSED BY INITIATING A STEAM
LINE ISOLATION IN ACCORDANCE WITH THE PROVISIONS OF A STARTUP PROGRAM TEST. THIS
TEST METHOD RENDERED THE CONDENSER UNAVAILABLE. THEREFORE, THE LEVEL IN ALL
THREE STEAM GENERATORS (2RCS*SG21A, B, C) SHRUNK AS A RESULT OF THE RAPID
SECONDARY SIDE PRESSURE RISE INDUCED BY THE SUDDEN MSIV CLOSURE. A REACTOR TRIP
OCCURRED AT 0131 HOURS ON 9/9/87 DUE TO SG21A LOW-LOW LEVEL. THE REACTOR
PROTECTION SYSTEM AND ENGINEERED SAFETY FEATURES (AUXILIARY FEEDWATER PUMIS)
OPERATED PROPERLY, WHILE THE ATMOSPHERIC STEAM DUMPS (2SVS®PCVIO1A, B, C) OPENED
TO REMOVE HEAT. THEREFORE, THE CONSEQUENCES OF THE ACCIDENT WERE MITIGATED IN
ACCORDANCE WITH THE ANALYSIS PROVICED IN SECTIONS 15.2.3 AND 15.2.5 OF THE UNIT
II PINAL SAFETY ANALYSIS REPORT, AND NO SAFETY IMPLICATIONS RESULTED FROM THE
EVENT. THE OPERATORS FOLLOWED THE UNIT EMERGENCY PROCEDURE FOR A REACTOR TRIP
AND STABILIZED THE PLANT IN HOT STA'/DBY. THE NRC WAS NOTIFIED AT 0230 HOURS,
WITHIN THE FOUR HOUR PROVISION OF 190 CPR 50.72.B.2.II. THE REACTOR WAS TAKEN
CRITICAL AT 0855 HOURS ON 9/9/87. SINCE THE MSIV CLOSURE TEST WAS A UNIQUE TEST
REQUIRED AS PART OF THE STARTUP PROGRAM, A SIMILAR TRIP SHOULD NOT OCCUR IN THE
PUTURE.

{ 6) BEAVER VALLEY 2 DOCKET 50-812 LER 87-021
ZERO DRIFT OF RCS PRESSURIZER PROTECTION PRESSURE TRANSMITTERS.
EVENT DATE: 091487 REPORT DATE: 101487 NSSS5: WE TYPE: PWR

VENDOR: BARTON INSTRUMENT CO., DIV OF ITT

(NSIC 206724) ON 7,/22/87, OPERATIONS PERSONNEL OBSERVED A DIFPPERENCE BETWEEN THE
RCS PRESSURE PROTECTION CHANNELS AND THE RCS PRESSURE CONTROL CHANNELS. THE



INDICATION OF ALL PROTECTION CHANNELS AGREED AMONG THEMSELVES, AS DID THE CONTROL
CHANNELS. AN INVESTIGATIOM WAS INITIATED (VERIFYING RACK CALIBRATIONS AND
EXAMINING PREVIOUS INSTRUMENT CALIBRATION RECORDS FOR POTENTIAL COMMON MODE
FAULTS) BUT COULD PIND NO PROBLEM OUTSIDE CONTAINMENT. ON 9/14/87, AFTER THE
PLANT WAS SHUTDOWN POR A MAINTENANCE OUTAGE, THE PRESSURE TRANSMITTERS WERE
EXAMINED. THE THREE PROTECTION CHANNELS WERE FOUND TO HAVE DRIFTED OUT OF
CALIBRATION. THE POTENTIAL FOR OUTPUT DRIFT OF THIS MODEL TRANSMITTER (BARTON
MODEL 763) HAD BEEN PREVIOUSLY IDENTIFPIED IN WESTINGHOUSE TECHNICAL BULLETIN
NSID-TB-85-11. THE TRANSMITTERS WERE RECALIBRATED, USING A CALIBRATION TECHNIQUE
DESIGNED TO ELIMINATE THE TYPE OF OUTPUT DRIFT DETAILED IN NSID-TB-85-11,
SUBSEQUENT TO THE RECALIBRATION, NO OUTPUT DRIFT HAS OCCURRED. THERE WERE NO
SAFETY IMPLICATIONS DUE TO THIS EVENT. ALTHOUGH THE OUTPUT DRIPT WOULD HAVE
CAUSED THE HIGH RCS PRESSURE REACTOR TRIP TO OCCUR AT A PRESSURE GREATER THAN
ALLOWED BY TECHNICAL SPECIFPICATIONS, THE TRIP WOULD HAVE OCCURRED AT A LOWER
PRESSURE THAN ASSUMED IN THE STATION'S SAFETY ANALYSIS (BVPS UNIT 2 FPSAR SECTION
15.0, TABLE 15.0-4).

{ 7} BEAVER VALLEY 2 DOCKET 50-412 LER 87-022
AUTOMATIC START OPF NO. 1 EMERGENCY DIESEL GENERATOR ON LOSS OF POWER TO 2AE WKV
EMER. BUS.

EVENT DATE: 092187 REPORT DATE: 102187 NSSS: WE TYPE: PWR
VENDOR: ITE/GOULD

(NSIC 206830) ON 9/21/87 AT 0504 HOURS, WITH THE PLANT IN COLD SHUTDOWN,
OPERATIONS PERSONNEL WERE PREPARING TO START THE 21A CHARGING PUMP ON THE 2AE
4160 VAC EMERGENCY BUS. UPON PUMP START, ONE OF THE 2AE EMERGENCY BUS TIE SUPPLY
BREAKERS TO THE 2A 4160 VAC BUS (ACB-2E7) TRIPPED ON ACTUATION OF THE "A" AND "C"
PHASE OVERCURRENT RELAYS 51-VE207A,C (ITE TYPE S1E). THIS CAUSED THE NO, 1
EMERGENCY DIESEL GENERATOR TO AUTOMATICALLY START. .4E DIESEL GENERATOR REACHED
OPERATING SPEED AND VOLTAGE, BUT ITS OUTPUT BREAKER DID NOT CLOSE ONTO THE 2AE
BUS DUE TO THE OVERCURRENT RELAY ACTUATION. THIS IS A PROTECTIVE DESIGN
INTERLOCK. OPERATORS RESET THE OVERCURRENT RELAYS, RECLOSED THE 2AE BUS TIE
BREAKERS, RESTORING POWER TO THE 2AE BUS. THE CAUSE FOR THIS INCIDENT WAS DUE TO
A FAULTY CONNECTION BETWEEN THE TAP-TAP BLOCK COMBINED WITH AN INCORRECT
PERSONNEL GROUND LOCATION. THE OVERCURRENT RELAY WAS RE-CALIBRATED, THE RELAY
CASE WAS REPLACED, AND THE RELAY WAS RETURNED TO SERVICE. ADDITIONALLY,
INCORRECT WIRING OF THE CURRENT TRANSFORMER LOOP GROUND LOCATION WAS ALSO
CORRECTED. THERE WERE NO SAFETY IMPLICATIONS TO THE PUBLIC AS A RESULT OF THIS
EVENT. THE OVERCURRENT INTERLOCK IS DESIGNED TO PREVENT THE DIESEL GENERATOR FROM
LOADING OMTO A FAULTED BUS. THE LOSS OF ONE 4160 VAC EMERGENCY BUS WILL NOT
IMPAIR A CONTROLLED SAFE SHUTDOWN (FSAR SECTION 8.3.1.1.2),

[ 8} BEAVER VALLEY 2 DOCKET 50-412 LER 87-023
REACTOR TRIP DUE TO STEAM FLOW/FEEDFLOW MISMATCH WITH LOW LEVEL.
EVENT DATE: 092887 REPORT DATE: 102887 NS§SS: WE TYPE: PWR

VENDOR: BARTON INSTRUMENT CO., DIV OF ITT
WESTINGHOUSE ELECTRIC CORP.

(NSIC 206831) ON 9/28/87, UNIT 2 WAS OPERATING AT 73% POWER WITH ONLY ONE MAIN
FEEDWATER PUMP (MFP) RUNNING, AS REQUIRED BY A STARTUP PROGRAM TEST. THE "B" AND
“C" MAIN FEEDWATER REGULATING VALVES (MFRVS) WERE IN MANUAL CONTROL DUE TO
ERRATIC AUTOMATIC OPERATION. UPOM TEST COMPLETION, THE SECOND MFP WAS STARTED AND
PLANT CONDITIONS WERE STABILIZED. THE "B" MFRV WA™ THEN PLACED IN AUTOMATIC TO
DETERMINE IF IT WOULD NOW CONTROL PROPERLY. IMMEDIATELY UPON TRANSFER TO
AUTOMATIC, THE "B" MFRV FAILED OPEN. IT WAS RETURNED TO MANUAL CONTROL, AND
SHUT, WHICHKH RESULTED IN INCREASED FLOW IN THE OTHER FEEDWATER LINES. THE "A"
MFRV (IN AUTOMATIC) STARTED SHUTTING IN RESPONSE TO THE INCREASED FLOW, WHICH
RESULTED IN A RAPID FLOW DECREASE AND IN A STEAY FLOW/FEED FLOW MISMATCH BISTABLE
ACTUATION. SINCE A L"VEL CHANNEL FOR THE "A" STEAM GENERATOR (S8G) HAD PREVIOQUSLY



BEEN DECLARED INOPERABLE AND HAD ITS BISTABLE TRIPPED, THE MISMATCH RESULTED IN A
1/2 STEAMFLOW/FEEDFLOW MI3SMATCH COINCIDENT WITH A 1/2 LOW SG LEVEL REACTOR TRIP
AT 0156 HOURS. THE PLANT WAS QUICKLY STABILIZED IN ACCORDANCE WITH EMERGENCY
PROCEDURES. THERE WERE NO SAFETY IMPLICATIONS BECAUSE ALL TRIP AND SAFETY
FEATURES ACTUATED AS REQUIRED TO MITIGATE THE ACCIDENT. THE CAUSE OF THE "B"
MFRV FAILURE WAS A PAULTY CONTROLLER CARD IN THE AUTOMATIC CIRCUIT, WHICH WAS
REPLACED. THE REACTOR WAS TAKEN CRITICAL AT 1047 HOURS ON 9/28/87.

[ 9) BEAV R VALLEY 2 DOCKET 50-412 LER 87-024
SAFETY INJECTION DUE TO LOW STEAMLINE PRESSURE SIGNAL CAUSED BY GOVERNOR VALVE
OPENING.

EVENT DATE: 092987 REPORT DATE: 102887 NSSS: WE TYPE: PWR

(NSIC 206832) ON 9/29/87 AT APPROXIMATELY 0200 HOURS, WITH THE UNIT IN POWER
OPERATION, A TURBINE STARTUP WAS IN PROGRESS IN ACCORDANCE WITH OPERATING MANUAL
2.52.4A. THE OPERATORS WERE PERPORMING THE OVERSPEED PROTECTION CONTROLLER (OPC)
TRIP CHEZCK. THE OPC SWITCH WAS PLACED IN THE TEST POSITION CAUSING GOVERNOR AND
INTERCEPTO.~ VALVE CLOSURE. THE OPC SWITCH WAS THEN PLACED IN THE IN-SERVICE
POSITION. (NCE THE PROCEDURE DID NOT ADDRESS THE VALVE POSITION LIMITER IT WAS
STILL IN TH: 100% FOSITION. THE GOVERNOR AND INTERCEPTOR VALVES IMMEDIATELY
OPENED, CAULING A SAPETY INJECTION AT 0219 HOURS, ON THE RATE SENSITIVE LOW
STEAMLINE PRESSURE SIGNAL. A RESULTANT REACTOR TRIP IMMEDIATELY FOLLOWED. THE
OPERATORS UTILIZED THE EMERGENCY OPERATING PROCEDURES TO STABIL1ZE THE PLANT IN
HOT STANDBY. AS A RESULT OF THE SAPETY INJECTION. APPROXIMATELY 3500 GALLONS OF
BORATED WATER WERE INJECTED INTO THE REACTGR COOLANT SYSTEM. THE CAUSE POR THIS
EVENT WAS A DEFICIENT PROCEDURE. THE PROCEDURE WAS RECENTLY REVISED AND DID NOT
INCLUDE INSTRUCTIONS REGARDING THE VALVE POSITION LIMITER. THE PROCEDURE HAS
BEEN REVISED TO INCLUDE INSTRUCTIONS REGARDING THE VALVE POSITION LIMITER. THERE
WERE NO SAFETY IMPLICATIONS TO THE PUBLIC AS A RESULT OF THIS EVENT.

{ 10) BEAVER VALLEY 2 DOCKET 50-412 LER 87-025
AUXILIARY FEEDWATER ACTUATION.
EVENT DATE: 093087 REPORT DATE: 102887 NSSS: WE TYPE: PWR

(NSIC 206833) ON 9/30/87, A PLANT START-UP WAS IN PROGRESS. AT 1129 HOURS, THE
STATION WAS AT 29% POWER. ONLY ONE MAIN FEEDWATER PUMP WAS IN SERVICE. AT THIS
TIME, A LOW FEEDWATER PUMP SUCTION PRESSURE TRANSIENT OCCURRED, THIS CAUSED THE
RUNNING MAIN FEEDWATER PUMP TO TRIP, RESULTING IN A LOSS OF FEEODWATER FLOW. BOTH
MOTOR DRIVEN AUXILIARY FEED PUMPS AUTO-STARTED, AS PER DESIGN. OPERATORS,
OUBSERVING THAT MAIN FEEDWATER PUMP SUCTION PRESSURE HAD IMMEDIATELY RECOVERED,
SUCCESSPULLY STARTED THE STANDBY MAIN FEEDWATER PUMP. WITH FEED FLOW AGAIN BEING
SUPPLIED BY A MAIN FPEEDWATER PUMP, THE AUXILIARY PEED PUMPS WERE SHUT DOWN.
INVESTIGATION DETERMINED THAT THE EVENT HAD BEEN INITIATED WHEN A CONSTRUCTION
WORKER INADVERTENTLY BROKE THE AIR LINE TO A CONDENSATE RECIRCULATION VALVE,
AILING THE VALVE OPEN, DECREASING NET FLOW/PRESSURE TO THE SUCTION OF THE MAIN
PEEDWATER PUMPS. THE CONDENSATE POLISHING BYPASS VALVE AUTOMATICALLY OPENED IN
RESPONSE TO THE LOW CONDENSATE PRESSURE, RESTORING PRESSURE TO NORMAL. THE
AIRLINE TO THE RECIRCULATION VALVE WAS REPAIRED AND THE SYSTEM RETURNED TO NORMAL
ARRANGEMENT. THERE WERE NO SAPETY IMPLICATIONS DUE TO THIS EVENT. BOTH MOTOR
DRIVEN AUXILIARY FEED PUMPS STARTED ON THE LOSS OF MAIN PEED, AS PER DESIGN (FSAR
SECTION 15.2.6).

[ 11) BEAVER VALLEY 2 DOCKET 50-412 LER 87-026

REACTOR TRIP DUE TO "A" STEAM GENERATOR LOW LEVEL COINCIDENT WITH STEAM FLOW/FEED
FLOW MISMATCH.

EVENT DATE: 100887 REPORT DATE: 110987 NSSS: WE TYPE: PWR

VENDOR: BARTON INSTRUMENT CO., DIV OF ITT



(NSIC 207109) ON 10/8/87, WITH THE UNIT AT 55% REACTOR POWER, THE 'A’' MAIN FEED
PUMP WAS REMOVED FROM SERVICE TO PERMIT TESTING GROUP TO OBTAIN SINGLE PUMP
OPERATION DATA ON THE 'B' MAIN FEED PUMP. APPROXIMATELY 5 SECONDS LATER, STEAM
GENERATOR (SG) FEED PUMP RECIRCULATION VALVE (2FWR-PCV150B) OPENED FOLLOWED BY
THE SG FEED PUMP RECIRCULATION VALVE (2FWR-FCVI50A). THE 'A' MAIN FEED PUMP WAS
RESTARTED AND SUBSEQUENTLY BOTH SG RECIRCULATION VALVES CLOSED. SG 'A' AND 'C’
MAIN FEED REGULATING VALVES BEGAN TO OSCILLATE. SINCE THE NARROW RANGE SG 'A’
WATER LEVEL CHANNEL (2FWS-L&75) HAD BEEN DECLARED OUT OF SERVICE AND ITS
BISTABLES TRIPPED, THE FEED FLOW SWING ON THE 'A' SG RESULTED IN A FEED
FLOW/STEAM FLOW MISMATCH WITH SG 'A' LOW LEVEL REACTOR TRIP. MAINTENANCE
DISCOVERED THE PIPING TO THE 'B' MAIN FEED PUMP SUCTION FLOW INDICATING SWITCHES
WAS REVERSED. THIS CAUSED BOTH MAIN FEED PUMPS RECIRCULATION VALVES TO OPEN WHEN
THE 'A' MAIN FEED PUMP WAS SECURED. THE MAIN FEED REGULATION VALVES OVER
RESPONDED CAUSING THEM TO SWING FULL RANGE. THE PIPING ERROR WAS CORRECTED AND
THE GAIN ON THE MAIN FEED REG. VALVES ADJUSTED., THERE WERE NO SAFETY
IMPLICATIONS. THE REACTOR TRIPPED AS DESIGNED AND THE AUXILIARY FPEED PUMPS
STARTED.

| 12) BEAVER VALLEY 2 DOCKET 50-412 LER 87-027
MISSED MAINTENANCE SURVEILLANCE.
EVENT DATE: 1011387 REPORT DATE: 111287 NSSS: WE TYPE: PWR

(NSIC 206960) ON 10/13/87, DURING A REVIEW OF THE MAINTENANCE SURVEILLANCE
PROCEDURE (MSP) COMPLETION LOG, IT WAS DISCOVERED THAT THE PRESSURIZER PRESSURE
PROTECTION CHANNEL I CALIBRATION HAD NOT BEEN PERFORMED WITHIN ITS REQUIRED
MONTHLY FREQUENCY. THE PROTECTION CHANNEL WAS IMMEDIATELY CALIBRATED. THE
"AS-FOUND" DATA FROM THE CALIBRATION WAS SATISFACTORY AND THE CHANNEL REQUIRED NO
ADJUSTMENTS. THE ROOT CAUSE OF THIS EVENT WAS PERSONNEL ERROR ON THE PART OF THE
ENGINEER SCHEDULING PROCEDURE PERFORMANCE. THIS ERROR MIGHT HAVE BEEN CAUGHT
SOONER, EXCEPT FOR A POTENTIAL MULTI-DAY LAG BETWEEN WHEN AN MSP IS5 PERFORMED AND
WHEN IT IS LOGGED "COMPLETE". THE FROCEDURE FOR UPDATING THE MSP COMPLETION LOG
HAS BEEN REVISED TO INSURE THAT A PROCEDURE IS LOGGED "COMPLETE" ON THE DAY IT IS
ACTUALLY PERFORMED. AS A PERMANENT CORRECTIVE ACTION, THE EXISTING MANUAL MSP
TRACKING SCHEDULE IS BEING REPLACED BY A COMPUTERIZED SCHEDULE. THERE WERE NO
SAFETY IMPLICATIONS DUE TO THIS EVENT. THE OTHER TWO PROTECTION CHANNELS WERE
FULLY OPERABLE DURING THIS INTERVAL. ADDITIONALLY, AS SHOWN BY THE "AS-FOUND"
DATA IN THE COMPLETED MSP ON 10/13/87, CHANNEL I STILL WOULD HAVE PUNCTIOMED
PROPERLY DURING THIS PERICD.

[ 13) BEAVER VALLEY 2 DOCKET 50-412 LER 87-028
TURBINE TRIP/REACTOR TRIP ON LOW EHC PRESSURE.
EVENT DATE: 101487 REPORT DATE: 111387 NSSS: WE TYPE: PWR

VENDOR: WESTINGHOUSE ELECTRIC CORP.

(NSIC 207110) AT APPROXIMATELY 1000 HOURS ON 10/14/87, AN OPERATOR IN THE UNIT 2
CONTROL ROOM RECEIVED AN ALARM INDICATING A LOSS OF TURBINE ELECTROHYDRAULIC (EH)
FLUID PRESSURE. A NON-LICENSED NUCLEAR OPERATOR (NO) WAS DIRECTED TO OPEN THE
MANUAL ISOLATION VALVES FOR THE EH FLUID PRESSURE SWITCHES IN ORDER TO RESTORE
PRESSURE. THESE SWITCHES HAD BEEN ISOLATED PREVIOUSLY DUE TO ERRATIC OPERATION
THAT HAD LED TO A TURBINE TRIP. BEFORE THE SUO COULD REACH THE VALVES, HOWEVER,
THE TURBINE TRIPPED ON A LOW EH FLUID PRESSURE SIGNAL. SINCE REACTOR POWER WAS
99%, WHICH IS GREATER THAN TKEZ TURBINE TR1P INTERLOCK SETPOINT (P-9) OF &49%, THE
TURBINE TRIP RESULTED IN A REACTOR TRIP AT 1010 HOURS. OPERATORS FOLLOWED
EMERGENCY PROCEDURES TO STABILIZE THE PLANT BY 1025 HOURS. NO SAFETY
IMPLICATIONS RESULTED BECAUSE THE REACTOR PROTECTION SYSTEM AND ALL APPROPRIATE
ENGINEERED SAFETY FEATURES OF ZRATED PROPERLY TO MITIGATE THE CONSEQUENCES OF THE
TRANSIENT. THE CAUSE OF THE EVENT WAS DETERMINED TO BE LEAKAGE PAST THE EN
PRESSURE SWITCH ISOLATION VALVES. TO CORRECT THE PROBLEM, THE VALVES WERE OPENED
AND THE EH LOW PRESSURE CIRCUITS BYPASSED. THE REACTOR WAS TAKEN CRITICAL AT



2115 HOURS, 10/14/87. WESTINGHOUSE WILL MODIPY THE CIRCUITS DURING THE PIRST
REFUELING OUTAGE.

[ 14) BRAIDWOOD 1 DOCKET 50-456 LER 87-024 REV 01
UPDATE ON LOSS OF PRIMARY AND BACKUP POWER SUPPLY TO PRESSURE TRANSMITTER 1PT-505
TURBINE IMPULSE PRESSURE.

EVENT DATE: 052287 REPORT DATE: 101987 NSSS: WE TYPE: PWR

VENDOR: WESTINGHOUSE ELECTRIC CORP.

(NSIC 206893) ON MAY 22, 1987, AT 1959, AS OPERATING PERSONNEL WERE REMOVING THE
BACKUP POWER SUPPLY TO PANEL 1PAO1J, THE PUSE POK THE PRIMARY POWER SUPPLY TO
CARD FRAME TWO BLEW. A TURBINE TRIP SIGNAL WAS PRESENT DUE TO THE TURBINE STOP
VALVES BEING CLOSED. THIS CONDITION, IN CONJUNCTION WITH THE BLOWN FUSE,
RESULTED IN A REACTOR TRIP SIGNAL. THERE WERE NO COMPONENT OPERATIONS, ONLY
ANNUNCIATION IN THE CONTROL ROOM. ON MAY 27, 1987, AT 2051, THE PUS® FOR THE
PRIMARY POWER SUPPLY TO CARD PRAMZ TWO AGAIN BLEW, RESULTING IN THE SAME SEQUENCE
OF EVENTS AS NOTED ABOVE. 1IN BOTH OF THESE CASES, THE BLOWN PUSE WAS REPLACED,
THE INSTRUMENTATION RETURNED TO NORMAL, AND THE REACTOR TRIP CLEARED. THE CAUSE
OF THE EVENT IS5 THE DESIGNED FUSE SIZE IN CARD FRAME TWO OP CABINET 1PAOYJ. A 25
AMPERE, SLOW BLOW FUSE WILL BE TEMPORARILY INSTALIED IN PLACE OF THE CURRENT FUSE
UNTIL A MODIFICATION HAS BEEN IMPLENMENTED TO REDUCZ LOADING.

i 15) BRAIDWOOD 1 DOCKET 50-456 LER 87-049
EXCEEDED ANALYSIS PREQUENCY ON WASTE GAS OXYGEN ANALYSIS.
EVENT DATE: 090587 REPORT DATE: 100587 NSSS: WE TYPE: PWR

(NSIC 206742) A RADIATION CHEMISTRY TECHNICIAN WAS VERBALLY DIRECTED TO PERFORM
THE REQUIRED ANALYSIS FOR THE OAIT-GW0O0W4, WASTE GAS OXYGEN ANALYZER ON SEPTEMBER
5, 1987. HE WAS ADDITIONALLY DIRECTED TO TAKE A SECOND SAMPLE POR AN UNRELATED
ROUTINE SURVEILLANCE. AT APPROXIMATELY 1100 ON SEPTEMBER 6, 1987, IT WAS
DISCNVERED WHILE REVIEWING THE CHEMISTRY RESULTS FROM THE REQUIRED OXYGEN SAMPLE,
THAT THE ANALYSIS PERFORMED ON SEPTEMBER 5, 1987 WAS AN ISOTOPIC RATHER THAN THE
REQUIRED OXYGEN CONCENTRATION. THE RESULTS OF THE SEPTEMBER 6, 1967 OXYGEN
ANALYSIS WERE SATISPACTORY. THE CAUSE OF THE EVENT IS A PROGRAMMATIC DEFICIENCY
IN THAT THE NON-ROUTINE SAMPLES AND ANALYSIS WERE NOT FORMALLY TRACKED. THE
SAMPLING PROGRAM HAS BEEN FORMALIZED AND TRAINING HAS BEEN COMPLETED.
ADDITIONALLY, THIS EVENT HAS BEEN DISCUSSED WITH THE RADIATION CHEMISTRY
TECHNICIANS AT A SAFETY MEETING. SEPARATE DISCUSSIONS WERE HELD WITH THE
FOREMAN, THE LEAD CHEMIST AND HEALTH PHYSICIST. A TRAINING PROGRAM IS BEING
DEVELOPED TO COVER THE REQUIREMENTS OF THE WASTE GAS MANAGEMENT SYSTEM FOR
APPROPRIATE PERSONNEL. CORRECTIVE ACTION ASSOCIATED WITH A PREVIOUS SIMILAR
EVENT ARE STILL IN PROGRESS. THIS ACTION IS THE DEVELOPMENT OF A MATRIX POR
IDENTIFPYING ROUTINE AND NON-ROUTINE SAMPLING REQUIREMENTS AS THEY RELATE TO TECH
SPECS.

[ 16) BRAIDWOOD 1 DOCKET 50-456 LER 87-045
AXIAL FLUX DIFFPERENCE SURVEILLANCE NOT INITIATED WHEN PROCESS COMPUTER WAS
REBOOTED DUE TO MISINTERFRETATION.

EVENT DATE: 090887 REPORT DATE: 170787 NSSS: WE TYPE: PWR

(NSIC 206730) ON SEPTEMBER 8, 1987, THE PROCESS COMPUTER WAS REBOOTED, CAUSING
THE AXIAL FLUX DIFFERENCE (AFD) MONITOR ALARM TO BE INOPERABLE. THE SURVEILLANCE
FOR TECH SPEC 4.2.1.1.8B SHOULD HAVE BEEN INITIATED AT THE TIME, BUT WAS NOT
PERFORMED UNTIL APPROXIMATELY SEVEN HOURS LATER. THE ROOT CAUSE OF THE EVENT WAS
A MISINTERPRETATION BY THE STATION CONTROL ROOM ENGINEER (SCRE) PAILING TO
REALIZE THAY REBOOTING RENDERS THE COMPUTER INOPRABLE. THE IMMEDIATE CORRECTIVE
ACTION TAKEN WAS INITIATION OF THE SURVEILLANCE. THIS EVENT HAS BEEN REVIEWED
WITH THE INDIVIDUAL INVOLVED IN THE EVENT. THERE HAS BEEN ONE PREVIOUS



OCCURRENCE. THE CORRECTIVE ACTION ASSOCIATED WITH THIS EVENT IS STILL IN
PROGRESS .

[ 17) BRAIDWOOD 1 DOCKET 50-456 LER 87-046
INCREASE IN REACTOR COOLANT SYSTEM COOLDOWN RATE CAUSING LO LO STEAM GENERATOR
LEVEL AND AUTO-START OF THE 1B DIESEL DRIVEN AUXILIARY PEEDWATER PUMP,

EVENT DATE: 091087  REPORT DATE: 100287 NSSS: WE TYPE: PWR

(NSIC 206731) DURING THE PERPORMANCE OF THE SHUTDOWN FROM OUTSIDE THE CONTROL
ROOM STARTUP TEST, THE 1B AUXILIARY FEEDWATER PUMP AUTO STARTED DUE TO LO LO
LEVEL IN THE 1D STEAM GENERATOR FOLLOWING AN INCREASE IN COOLDOWN RATE. 1D STEAM
GENERATOR SECONDARY WATER LEVEL WAS RESTORED AND THE !B AUXILIARY FEEDWATER PUMP
WAS SECURED. THE CAUSE OF THIS EVENT WAS A PROCEDURAL DEFICIENCY IN THAT
INCOMPLETE GUIDANCE WAS PROVIDED TO DIRECT CONTINUOUS MONITORING OF STEAM
GENERATOR NARROW RANGE LEVEL WHEN COOLDOWN RATES ARE CHANGED. TO PREVENT
RECURRENCE, AN OPEN ITFM WILL BE INITIATED AGAINST THE UNIT 2 STARTUP TEST
REQUIRING THE NARROW RANGE STEAM GENERATOR LEVEL BE MONITORED DURING CHANGES IN
COOLDOWN RATE. NO PREVIOUS OCCURRENCES.

[ 18] BRAIDWOOD 1 DUUKET 50-456 LER 87-050
REACTOR TRIP DUE TO INADVERTENT TRANSFORMER DELUGE ACTUATION DURING MAINTENANCE
ACTIVITY.

EVENT DATE: 092387 REPORT DATE: 101487 NSSS: WE TYPE: PWR

(NSIC 206743) AT 2153 ON SEPTEMBER 23, 1987, MAINTENANCE PERSONNEL WERE
REINSTALLING THE HANDLE ON TRANSFORMER 141-1 DELUGE ALARM TEST VALVE 1FP5098F
WHEN THEY UNINTENTIONALLY TURNED THE VALVE STEM APPROXIMATELY FIVE DEGREES. THIS
ACTUATED THE DELUGE SYSTEM ON THE UNIT AUXILIARY TRANSFORMER (UAT) AND CAUSED THE
EIGHTY-SIX LOCKOUT RELAY TO ACTUATE CAUSING BOTH UATS TO BE ELECTRICALLY ISOLATED
FROM THE 345 KV SWITCHYARD AND THE 5.9 AND 4 KV BUSES FROM THE UNIT; THIS LED TO
A TURBINE TRIP FOLLOWED BY A REACTOR TRIP. THE 1FP5098F VALVE IS A BALL VALVE
WITH NINETY DEGREES FROM FULLY CLOSED TO FULLY OPEN. THE HANDLE WAS BEING
DRILLED TO ALLOW INSTALLATION OF TAMPER SEALS DUE TO THE PREVIOUS OCCURRENCE
DISCUSSED BELOW. CAUSE OF THE UAT TRIP WAS MAINTENANCE PERSONNEL INADVERTENTLY
TURNING THE STEM OF THE VALVE APPROXIMATELY FIVE DEGREES. CONTRIBUTING TO THIS
WAS THE DECISION TO NOT REMOVE THE DELUGE SYSTEMS FROM SERVICE PRIOR TO ALLOWING
THE WORK TO BE PERFORMED, STABLE PLANT CONDITIONS WERE ESTABLISHED AT 2206.

THIS EVENT HAS BEEN REVIEWED WITH APPROPRIATE PERSONNEL STRESSING THE IMPORTANCE
OF PERFORMING THIS TYPE OF ACTIVITY WITH THE SYSTEMS REMOVED FROM SERVICE.
PREVIOUS OCCURRENCE INVOLVING A DELUGE SYSTEM ACTUATION AND TRANSFORMER TRIP, AND
ALL THE CORRECTIVE ACTIONS ASSOCIATED WITH IT HAVE NOT BEEN COMPLETED.

[ 19) BRAIDWOOD 1 DOCKET 50-456 LER 87-051
CONTROL ROOM VENTILATION SWITCHOVER DUE TO SPURIOUS NOISE ON RADIATION MONITOR
CHANNEL ORE-PRO3I1B.

EVENT DATE: 0392387 REPORT DATE: 101487 NSSS: WE TYPE: PWR

(NSIC 206744) AT 1804 ON SEPTEMBER 23, 1987, THE CONTROL ROOM TRAIN B VENTILATION
SYSTEM SHIFTED TO ITS EMERGENCY MAKEUP MODE DUE IrC A SPURIOUS SPIKE ON THE
CONTROL ROOM OUTSIDE AIR INTAKE GAS CHANNEL ORL-PROJIB. ™HE INSTRUMENT
MAINTENANCE DEPARTMENT COULD FIND NO SPECIFIC PROBLEMS OR EQUIPMENT FAILURES AND
THE RADIATION MONITOR WAS DECLARED OPERABLE AT 2000 ON SEPTEMBER 24, 1987. AT
2030 ON SEPTEABER 24, 1987, WITH THE CONTROL ROOM TRAIN F VENTILATION SYSTEM
STILL RUNNING IN THE EMERGENCY MAKEUP MODE, ANOTHER SPURIOUS SPIKE ON ORE-PROJIB
WAS RECEIVED. EXTENSIVE TROUBLESHOOTING REVEALED NO PROBLEMS OR EQUIPMENT
FAILURES. THERE WAS A SIGNIFICANT AMOUNT OF CONSTRUCTION ACTIVITY IN THE AREA
DURING BOTH SPIKING OCCURRENCES. ALTHOUGH THIS THEORY CANNOT BE PROVEN, IT IS
SUSPECTED THAT IT MAY HAVE CONTRIBUTED TO THE EVENT. THE ORE-PROJ3IP WAS DECLARED



OPERABLE AT APPROXIMATELY 0200 ON SEPTEMBER 25, 1987. THE SPIKING HAS NOT
RECURRED. THERE HAVE BEEN TWO PREVIOUS OCCURRENCES OF CONTROL ROOM RADIATION
MONITORS SPIKING CAUSING THE VENTILATION SYSTEM TO SHIPT TO ITS ZMERGENCY MAKEUP
MODE. HOWEVER, THE CAUSE WAS A FAILED POWER SUPPLY IN ONE CASE AND THE OTHER WAS
DUE TO A RADIO BEING KEYED WITHIN THE DESIGNATED EXCLUSIUN AREA. NEITHER WERE THE
CAUSE OF THIS EVENT.

t 20] BRAIDWOOD 1 DOCKET 50-456 LER 87-052
REACTOR TRIP DUE TO MAIN POWER TRANSFORMER OVEREXCITATION RELAY ACTUATION FOR
UNKNOWN REASON,

EVENT DATE: 092487 REPORT DATL: 101987 NSSS: WE TYPE: PWR
VENDOR: UNIBUS INC

(NSIC 206763) AT 2210 ON SEPTEMBER 24, 1987, BWGP 100-3, POWER ASCENSION 5% TO
100%, WAS IN PROGRESS. THE MAIN TRANSFORMER OVEREXCITATION RELAY ACTUATED DURING
THE PROGRESS OF SYNCHRONIZING THE MAIN GENERATOR TO THE SYSTEM GRID. THIS
ACTIVATED THE EIGHTY-SIX LOCKOUT RELAY WHICH CAUSED THE MAIN GENERATOR, MAIN
POWER TRANSFORMER AND UNIT AUXILIARY TRANSFORMER TO BE ELECTRICALLY ISOLATED FPROM
THE GRID. THE ROUT CAUSE OF THE EVENT 1S UNKNOWN. INVESTIGATIONS HAVE REVEALED
A LOOSE CONNECTION ON A MOVABLE CONTACT BLOCK LOCATED ON C PHASE OF THE 25 KV
REGULATING POTENTIAL TRANSFORMER. THIS DID CONTRIBUTE TO THE EVENT. HOWEVER, IT
WAS NOT THE ROOT CAUSE. OPERATOR ERROR IS RULED OUT AS THE PROCEDURE WAS
FOLLOWED AND THIS EVOLUTION DOES NOT REQUIRE ANY SPECIAL TRAINING OR PRACTICE.
DURING THE SUBSEQUENT PLANT STARTUP AND POWER ASCENSION, THE A AND C PHASE
POTENTIAL TRANSFORMERS WERE MON(TORED. INCLUDED IN THIS COMPREHENSIVE MONITORING
PROGRAM WERE THE OVEREXCITATION RELAY, WHICH ACTIVATED DURING THIS EVENT, AND THE
VOLTAGE REGULATOR. THIS TESTING REVEALED THAT ALL READINGS WERE NORMAL. SHOULD
ANY ADDITIONAL INPORMATION CONCERNING THE CAUSE OF THIS EVENT BECOME AVAILABLE,
THIS REPORT WILL BE SUPPLEMENTED.

| 21) BRAIDWOOD 1 DOCKET 50-456 LER 87-053
CONTAINMENT ISOLATION FROM LOSS OF POWER TO RADIATION MONITOR 1RT-ARO11,
EVENT DATE: 092487 REPORT DATE: 101487 NSSS: WE TYPE: PWR

(NSTC 206745) AT 0928 ON SEPTEMBER 24, 1987, THE CONTAINMENT FUEL HANDLING
INCLUENT AREA RADIATION MONITOR 1RT-ARO11 EXPERIENCED A MOMENTARY LOSS OF POWER.
THIS CAUSED A TRAIN A CONTAINMENT VENTILATION ISOLATION SIGNAL TO BE GENERATED,
NO COMPONENTS OPERATED AT THE TIME AS THE CONTAINMENT PURGE ISOLAT.ON VALVES WERE
ALREADY IN THE CLOSED POSITION. THE EVENT WAS IMMEDIATELY EVALUATED AND
CONSIDERED SPURIOUS. THE CONTAINMENT VENTILATION SIGNAL WAS MANUALLY RESET
FOLLOWING THIS EVALUATION. THE EXACT CAUSE IS UNKNOWN AND IS BELIEVED TO BE
RELATED TO CONSTRUCTION ACTIVITY IN THE AREA. THE POWER CABLE FASTENING SCRE'4S
WiRE FOUND LOOSE AND THE PLEXIBLE CONNECTIONS WERE COVERED IN PLASTIC IN
PREPARATION FOR PAINTING THE AREA. IT IS SURMISED THAT SUFFICIENT FORCE WAS
APPLIED TO THE FLEXIBLE CONNECTIONS WHICH RESULTED IN A MOMENTARY INTERRUPTI n bl 4
POWER. CORRECTIVE ACTIONS INCLUDED RESETTING OF THE CONTAINMENT ISOLATION
SIGNAL, THE MONITORS HAD THE PLASTIC REARRANGED, TEMPORARY SIGNS WERE POSTED TO
WARN AGAINST RADJO TRANSMISSION IN THE AREA, AND WORK WAS EXPEDITED TO COMPLETE
THE PAINTING IN THE AREA. THE POWER CABLE CONNECTIONS WERE REMOVED, CLEANED AND
PROPERLY REINSTALIED. THE POUR PREVIOUS OCCURRENCES OF CONTAINMENT VENTILATION
ISOLATION EVENTS WERE DUE TO A DIFFURENT CAUSE THAN THE PRESENT EVENT.

| 22) BRAIDWOOD 1 DOCKET 50-456 LER 87-055
SPURIOUS CONTAINMENT ISOLATION SIGNALS CAUSED BY RADIATION DETECTOR 'RT-ARO12
FAILURE,

EVENT DATE: 092787 REPORT DATE: 102087 NSSS: WE TYPE: PWR

VENDOR: GENERAL ATOMIC CO.



(NSIC 206850) A TRAIN B CONTAINMENT VENTILATION ISOLATION SIGNAL ANNUNCIATED IN
THE MAIN CONTROL ROOM ON 1HREE SEPARATE OCCASIONS: AT 2301 ON SEPTEMBER 27,
1987, 1903 ON SEPTEMBER 28, 1987; AND 0230 ON OCTOBER 2, 1987. NO EQUIPMENT
ACTUALLY OPERATED AS THE CONTAINMENT PURGE ISOLATION VALVES WERE ALREADY IN THE
CLOSED POSITION. THE SIGNALS WERE ACKNOWLEDGED BY A CONTROL ROOM OPERATOR AND
THE RADIATION MONITOR 1RT-AR0O12 RETURNED TO NORMAL OPERATING STATUS. THE
CONTAINMENT ISOLATION SIGNALS WERE IMMEDIATELY MANUALLY RESET. CAUSE OF THE
THIRD OCCURRENCE WAS A DEFECTIVE DETECTOR. CAUSE OF THE FIRST TWO OCCURRENCES IS
UNKNOWN. THE MOST PROBABLE CAUSE OF THESE OCCURRENCES IS THE DETECTOR GOING BAD.
OTHER POSSIBILITIES INCLUDE: THE AREA AND EQUIPMENT BEING WRAPPED IN PLASTIC AND
PAPER WHICH COULD PREVENT PROPER HEAT DISSIPATION, WORK ACTIVITES IN THE AREA, OR
RADIO CONSTRUCTION ACTIVITY IN THE AREA HAS BEEN COMPLETED AND THE AREA HAS BEEN
RETURNED TO NORMAL. THE RADIO TRANSMISSION EXCLUSION AREA HAS BEEN ENLARGED.
THERE HAS BEEN ONE PREVIOUS OCCURRENCE OF A CONTAINMENT OR CONTROL ROOM
VENTILATION RADIATION MONITOR DETECTOR FAILURE. HOWEVER, THE CAUSE AND MODE OF
FAILURE ARE DIFFERENT.

{ 23) BRAIDWOOD ! DOCKET 50-456 LER 87-047
MISSED DIESEL GENERATOR SURVEILLANCE DUE TO A COGNITIVIE PERSONNEL ERROR.
EVENT DATE: 092987 REPORT DATE: 101687 NSS5S: WE TYPE: PWR

(NSIC 2068%1) AT 2340 ON SEPTEMBER 28, 1987, IT WAS DISCOVERED THAT THE REQUIRED
SURVEILLANCE FOR THE 1A DIESEL GENERATOR HAD NOT BEEN PERFORMED BY 2120 ON
SEPTEMBER 28, 1987. THE DIESEL GENERATOR WAS IMMEDIATELY DECLARED INOPERABLE AND
THE SURVEILLANCE WAS STARTED. ALSO, AS A CONSERVATIVE MEASURE, A GENERATING
STATION EMERGENCY PLAN (GSEP) UNUSUAL EVENT WAS DECLARED AT 2349 AS A RESULT OF
THE 2A DIESEL GENERATOR ALSO BEING INOPERABLE. AT 0008 ON SEPTEMBER 29, 1987,
THE GSEP UNUSUAL EVENT WAS TERMINATED POLLOWING FURTHER REVIEW. AT 0020 ON
SEPTEMBER 29, 1987, THE SURVEILLANCE WAS COMPLETED AND THE 'A DIESEL DECLARED
OPERABLE. CAUSE OF THE MISSED SURVEILLANCE WAS DUE TO A COGNITIVE PERSONNEL
ERROR BY A LICENSED OPERATOR IN THAT A SEMI-ANNUAL COVERSHEET FOR THE MONTHLY
SURVEILLANCE WAS USED FOR THE PRIOR SURVEILLANCE. THIS MISLED THE OPBRATING
DEPARTMENT SURVEILLANCE COORDINATOR IN THAT HE WAS UNABLE TO LOCATE THE EXECUTED
COPY OF THE SURVEILLANCE. SUBSEQUENTLY, UPDATING OF THE SURVEILLANCE SCHEDULE
WAS DELAYED AND THE OPERATING SHIFT PERSONNEL WEREZ NOT NOTIFIED OF THE REQIREMENT
IN A TIMELY MANNER. CONTRIBUTING WAS A NEW PERSON FULFILLING THE PFUNCTION OF THE
SURVEILLANCE COORDINATOR. DISCUSSIONS WITH OPERATING PERSONNEL ABOUT THE
IMPORTANCE OF VERIFYING THE CORRECT SURVEILLANCE COVERSHEET IS USED WILL BE
PERFORMED.

[ 28] BRAIDWOOD ! DOCKET 50-456 LER 87-056
CONTROL ROOM VENTILATION SHIFT TO EMERGENCY MAKEUP MODE DUE TO A FAILURE OF
RADIATION MONITOR OPR3I3J PRESSUKE SWITCH.
EVENT DATE: 100987 REPORT DATE: 103087 NSSS: WE TYPE: PWR
VENDOR: BARKSDALE COMPANY

GENERAL ATOMIC CO.

(NSIC 206892) AT 0946 ON OCTCBER 9, 1987, WITH CONTROL ROOM VENTILATION TRAIN A
IN SERVICE AND TRAIN B IN STANDBY, MAIN CONTROL ROOM OUTSIDE AIR INTAKE RADIATION
MONITOR'S GAS CHANNEL PROCESSED A SPURIOQOUS HIGH RADIATION SIGNAL TO THE
ENGINEERED SAFETY FEATURES SYSTEM. THIS CAUSED THE TRAIN B OF CONTROL ROOM
VENTILATION TO SHIFT TO I1TS EMERGENCY MODE OF OPERATION. THE SIGNAL WAS
DETERMINED TO BE A SPURIOUS SPIKE AND TRAIN B OF CONTROL ROOM VENTILATION WAS
MANUALLY RESET TO ITS NORMAL MODE OF OPERATION. A NUCLEAR WORK REQUEST WAS
INITIATED TO INVESTIGATE THE SOURCE OF NOISE ON THE RADIATION MONITOR. THE
IN'ESTIGATION REVEALED THAT THE PRESSURE SWITCH WAS DEFECTIVE AND WAS REPLACED.
NO ADDITIONAL CORRECTIVE ACTION IS CONSIDERED NECESSARY. THERE HAVE BEEN NO
PEFVIOUS OCCURRENCES OF PRESSURE SWITCH PAILURES IN THE AREA OR PROCESS FADIATION
MONITORS.
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[ 25) BRAIDWOOD 1 DOCKET 50-456 LER 87-057
TURBINE TRIP AND SUBSEQUENT REACTOR TRIP DURING MONTHLY TURBINE VALVE CYCLE
SURVEILLANCE.

EVENT DATE: 100987 REPORT DATE: 110587 NSSS: WE TYPE: PWR

(NSIC 207151) AT 1700 ON OCTOBER 9, 1987, SURVEILLANCE 1BWNS J.4.2-A-1, TURBINE
THROTTLE, GOVERNOR, REHEAT AND INTERCEPT VALVE WAS IN PROGRESS. THE DIGITAL
ELECTRO HYDRAULIC CONTROL SYSTEM (DEH) WAS IN THE AUTOMATIC MODE. MEGAWATT
FEEDBACK LOOP WAS OUT, PER PROCEDURE, AND THE TURBINE THROTTLE VALVES WERE IN THE
TEST MODE. AT APPROXIMATELY 1725, AS THROTTLE VALVE #2 BEING CYCLED, MEGAWATT
OUTPUT BECAME ERRATIC, AND THE GOVERNOR VALVES WENT TO THEIR PULLY CLOSED
POSITION. ATTEMPTS WERE MADE TO MANUALLY OPEN THE GOVERNOR VALVES, BUT WERE
UNSUCCESSFUL. THE TURBINE TRIPPED ON ANTI-MOTORING WHICH RESULTED IN A REACTOR
TRIP AT 1726. THE ROOT CAUSE OF THE EVENT HAS NOT YET BEEN DETERMINED. IMMEDIATE
CORRECTIVE ACTION WAS TO ESTABLi3H STABLE PLANT CONDITIONS. ADDITIONALLY,
TEMPORARY INSTRUMENTATION HAS BEEN INSTALLED ON THE SENSING LINE OF TURBINE
IMPULSE PRESSURE TRANSMITTER 1PI-MS002 TO MONITOR THE IMPULSE PRESSURE SIGNAL.
ALSO, WESTINGHOUSE, CONTROL AND MONITORING SECTION, OF THE STEAM TURBINE
GENERATOR DIVISION, IS CURRENTLY TESTING THE BRAIDWOOD TURBINE DEH SOFTWARE ON
THEIR SIMULATOR. WHEN THE ROOT CAUSE OF THE TURBINE TRIP IS DETERMINED, A
SUPPLEMENTAL REPORT WILL BE ISSUED. THERE HAVE BEEN NO PREVIOUS OCCURRENCES OF A
TURBINE TRIP RESULTING PROM AN UNSTABLE IMPULSE PRESSURE DURING VALVE TESTING.

[ 26) BROWHS FERRY ! DOCKET 50-259 LER 86-006 REV 02
UPDATE ON TORNADO MISSILE PROTECTION FOR VENT TOWERS.
EVENT DATE: 011686 REPORT DATE: 091887 NSSS: GE TYPE: BWR

OTHER UNITS INVOLVED: BROWNS FERRY 2 (BWR)
BROWNS FERRY 3 (BWR)

(NSIC 206864 DURING A DESIGN EVALUATION OF CONTROL BAY VENTILATION
MODIFICATIONS, DESIGN ENGINEERS IDENTIFIED AN UNANALYZED CONDITION INVOLVING
TORNADO-MISSILE PROTECTION FOR EQUIPMENT LOCATED IN THE CONTROL BAY VENT TOWERS.
THESE VENT TOWER BUILDINGS HOUSE COMPONENTS UTILIZED IN THE CONTROL BAY
VENTILATION SYSTEM. THE GENERAL CONCERN RELATES TO THE SUSCEPTIBILITY OF THE
EQUIPMENT IN THIS AREA TO TORNADO-GENERATED MISSILES., THE DESIGN BASIS FOR
PROTECTING EXISTINC EQUIPMENT WAS ESTABLISHED AND A DETERMINATION OF WHICH
EQUIPMENT LOCATED IN THE VENT TOWER THAT COULD REQU.RE PROTECTION WAS PERFORMED.
THE RESULTS OF THIS EVALUATION WERE USED TO PERFOFA A SITE SPECIFIC RISK
ASSESSMENT. THE ASSESSMENT RESULTS INDICATE THAT THE RISK TO THE EQUIPMENT IS
EXTREMELY LOW. MODIFICATIONS TO THE VENT TOWERS ARE NOT REQUIRED.

| 27) BROWNS FERRY DPOCKET 50-259 LER 87-006 REV 01
UPDATE ON IMPROPER FLOW TESTING OF CONTROL ROOM EMERGENCY VENTILATION PANS LEADS
TO PROHIBITED CONDITION.
EVENT DATE: 030287 REPORT DATE: 100287 N§S§3: GE TYPE: BWR
OTHER UNITS INVOLVED: BROWNS FERRY 2 (BWR)

BROWNS FERRY 3 (BWR)

(NSIC 206956) ON &/3/87, IT WAS DISCOVERED THAT A ROUTINE FLOW RATE ‘RVEILLANCE
ON CONTROL ROOM EMERGENCY VENTILATION (CREV) TRAIN B HAD BEEN PERFORMED
INCORRECTLY THE NIGHT BEFORE. THE SURVEILLANCE HAD MADE USE OF NEW FLOW TEST
INSTRUMENTATION POR THE PIRST TIME, AND THE TEST PERSONNEL HAD NOT PROPERLY
ZEROED THE INSTRUMENT. ENGINEERS, REVIEWING THE TEST DATA, NOTED THAT A THROTTLE
DAMPER ADJUSTMENT HAD BEEN MADE TO MEET THE FLOW ACCEPTANCE CRITERIA. RETESTING
WITH A PROPERLY ZEROED INSTRUMENT THEY FOUND THE FLOW TO BE SOMEWHAT BELOW THE
DESIGN BASIS REQUIREMENTS. THE THROTTLE DAMPER MAY NOT HAVE BEEN SET TO DELIVER
THE DESIGN BASIS FLOW SINCE INITIAL SYSTEM INSTALLATION. OPERATIONS DECLARED
CPEV B INOPERABLE WHEN INFORMED AT 1620 HOURS. THE PLOW WAS IMMEDIATELY MEASURED
AND CORRECTLY SET. HOWEVER, ON THE MORNING OF 3/2/87, WHEN CREV A WAS BELIEVED



1"

OPERABLE, FOUR NEW FUEL BUNDLES WERE MOVED TO THE REFUEL FLOOR AND PLACED IN THE
UNIT 1| SPENT FUEL POOL. THE UNIT ' REACTOR VESSEL AND DRYWELL HEADS WERE IN
PLACE, BUT, INTERPRETING THIS FUEL MOVEMENT AS A REFUELING OPERATION, TECH SPECS
RELATIVE TO CREV OPERABILITY WERE NOT SATISFIED. CONFUSION REGARDING THE CORRECT
ZEROING PROCEDURE FOR THE MICROMANOMETER HAS BEEN RESOLVED, AND NO PERSONNEL WILL
PERFORM THE TEST WHO HAVE NOT BEEN INSTRUCTED ON THE CORRECT USE OF THE
INSTRUMENT.

[ 28] BROWNS FERRY 1 DOCKET 50-259 LER 87-012 REV 01
UPDATE ON BREAKER FAILS TO CLOSE AND ENGINEERED SAFETY FEATURE ACTUATES DUE TO
INADEQUATE MAINTENANCE PROCEDURE.
EVENT DATE: 050687 FEPORT DATE: 092587 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: BROWNS FERRY 2 (BWR)

BROWNS FERRY 3 (BWR)
VENDOR: GENERAL ELECTRIC CO.

(NSIC 206575) ON MAY 6, 1987, AT 0600 DURING TRANSFER OF A SHUTDOWN BUS TO ITS
ALTERNATE POWER SUPPLY, THE ALTERNATE POWER SUPPLY BREAKER FAILED TO CLOSE. THIS
CAUSED STANDBY GAS TREATMENT, CONTROL ROOM EMERGENCY VENTILATION, PRIMARY
CONTAINMENT ISOLATIONS, AND REACTOR PROTECTION SYSTEM ACTUATIONS. AFTER
INSPECTING THE ALTERNATE BREAKER PER PLANT PROCEDURES THE BREAKER WAS RETURNED TO
SERVICE. AT 0225 ON MAY 7, 1987, THE ALTERNATE BREAKER AGAIN FAILED TO CLOSE
DURING A TRANSFER AND ENGINEERED SAFETY FEATURES ACTUATED. A REINSPECTION OF THE
BREAKER FOUND A GREASE AND DIRT BUILDUP ON THE CONTROL CELL LINKAGES WHICH
PRVENTED PROPER BREAKER OPERATION. THE LINKAGES WERE CLEANED AND LUBRICATED.
AFTER THE SHUTDOWN sUS WAS SUCCESSFULLY TRANSFERRED TO THE ALTERNATE POWER
SUPPLY, THE NORMAL SUPPLY BREAKER WAS INSPECTED. DURIMA; THIS WORK ANOTHER
ENGINEERED SAFETY FEATURE ACTUATION OCCURRED BECAUSE THE BREAKER LOGIC WAS
INADVERTENTLY COMPLETED, OPENING THE ALTERNATE BREAKER. THE CAUSE OF THE
BREAKERS FAILURE TO CLOSE WAS A GREASE AND DIRT BUILDUP ON CELL LINKAGES. THE
CONTROL CELL LINKAGES ON THE & KV PLANT BREAKERS WILL BE INSPECTED, AND CLEANED,
MAINTENANCE INSTRUCTIONS WILL BE REVISED TO INSPECT AND CLEAN THE ALL SIMILAR
LINKAGES PERIODICALLY.

[ 29) BROWNS FERRY ! DOCKET 50-259 LER 87-025
TECH SPECS VIOLATION FOR FAILURE TO PERFORM REQUIRED SURVEILLANCE ON DIESEL
GENERATOR DUE TO PROCEDURAL INADEQUACY.

EVENT DATE: 050987 REPORT DATE: 100987 N§SS: GE TYPE: BWR
OTHER UNITS INVOLVED: BROWNS FERRY 2 (BWR)

(NSIC 206668) ON SEPTEMBER 9, 1987, WITH UNITS 1, 2 ANDO 3 IN REFUELING OUTAGES
AND COMPLETELY DEFUELED, IT WAS DISCOVERED THAT A TECHNICAL SFECIFICATION
SURVEILLANCE REQUIREMENT FOR THE DIESEL GENERATORS (DG) HAD NOT BEEN INCORPORATED
INTO PLANT INSTRUCTIONS. THE PARTICULAR SURVEILLANCE REQUIRED THAT THE DIESEL
START FROM AMBIENT CONDITIONS AND ENERGIZE THE EMERGENCY BUSES WITH THE
PERMANENTLY CONNECTED LOADS. CONTRARY TO THIS REQUIREMENT THE NORMALLY CONNECTED
480 V SHUTDOWN BOARDS WHICH SUPPLY LOADS REQUIRED FOR SAFE SHUTDOWN WERE NOT
TESTED. THE FAILURE TO TEST THE 480 V SHUTDOWN BOARD LOADS IS ATTRIBUTED TO A
PROGRAMMATIC PROBLEM WITH PROCEDURES WHICH HAS BEEN CORRECTED THROUGH A
PROCEDURES UPGRADE PROCESS. THE COMPLEXITY OF THE LOAD SHAFPING, LOAD SEQUENCING
AND OPERATIONAL CONFIGURATION MAKE TESTING OF THE 480 V SHUTDOWN BOARD LOADS A
SUBJECT REQUIRING FURTHER EVALUATION. A TECH SPEC CHANGE MAY BE REQUIRED TO
ALLOW SIMULATING THESE LOADS.

[ 30) BROWNS FERRY ! DOCKET 50-259 LER B7-026

FAILURE TO MEET AUTOMATIC INITIATION FOR CONTROL ROOM EMERGENCY VENTILATION TRAIN
A DUE TO DESIGN ERROR.

EVENT DATE: 091587 REPORT DATE: 101387 NS§S: GE TYPE: BWR
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OTHER UNITS INVOLVED: BROWNS FERRY 2 (BWR)
BROWNS FERRY 3 (BWR)

(NSIC 206669) DURING A SYSTEM REVIEW OF THE CONTROL ROOM EMERGENCY VENTILATION
(CREV) SYSTEM, IT WAS DISCOVERED THAT TRAIN A WOULD NOT AUTOMATICALLY START IF
OFFSITE POWER WAS LOST. THE POWER SUPPLY TO THE TRAIN IS LOAD SHED WHEN OFFSITE
POWER IS LOST AND IS NOT AUTOMATICALLY REPOWERED. THE CONDITION WAS CAUSED BY
DESIGN ERROR. OPERATION ACTIVITIES THAT COULD REQUIRE CREV OPERATION HAVE BEEN
STOPPED UNTIL THE CONDITION IS CORRECTED. A POWER SUPPLY WILL BE CONNECTED TO
CREV TRAIN A SUCH THAT THE TRAIN WILL AUTOMATICALLY START WHENEVER REQUIRED.

[ 31) BROWNS FERRY 1 DOCKET 50-259 LER 87-027
INOPERABLE HAND CONTROL VALVE BLOCKS HIGH PRESSURE COOLANT INJECTION TORUS WATER
SUPPLY.

EVENT DATE: 091587 REPORT DATE: 101387 NS§SS: GE TYPE: BWR

VENDOR: ASSOCIATED CONTROL EQUIPM 'NT

(NSIC 206670) ON SEPTEMBER 15, 1987, AT 1000 HOURS, WHILE PERPORMING LAYUP
MAINTENANCE ON UNIT 1 IT WAS DISCOVERED THAT A 16-INCH HAND CONTROL VALVE IN THE
HIGH PRESSURE COOLANT INJECTION SUCTION LINE FROM THE TORUS HAD THE VALVE STEM
SEPARATED FROM THE VALVE DISC AND COULD NOT BE OPENED. SINCE THE ASSOCIATED
CONTROL EQUIPMENT, INC, HAND CONTROL VALVE CANNOT BE DISSASSEMBLED WITHOUT
CUTTING THE VALVE OUT OF THE LINE, THE EXACT CAUSE OF THE STEM FAILURE CANNOT BE
DETERMINED. WHEN THE VALVE IS REMOVED FROM THE LINE, THE INTERNALS WILL BE
INSPECTED TO DETERMINE THE FAILURE MECHANISM. THE INSPECTION RESULTS WILL BE
USED TO DETERMIWE IF CORRECTIVE ACTION IS REQUIKED ON SIMILAR VALVES.

| 32) BROWNS FERRY DOCKET 50-259 LER 87-024
UNPLANNED REACTOR WATER CLEANUP ISOLATION DUE TO DEGRADED ELECTRICAL CONNECTIONS
ON TEMPERATURE SWITCH.

EVENT DATE: 093087 REPORT DATE: 103087 NSSS: GE TYPE: BWR

(NSIC 206780) BETWEEN 2320 HOURS, ON SEPTEMBER 30, 1987, AND 2035 HOURS, ON
OCTOBER 1, 1987, BFN UNIT ! RECEIVED THREE UNPLANNED REACTOR WATER CLEANUP (RWCU)
ISOLATIONS. INITIAL INVESTIGATIONS OF RELAY POSITIONS AND FUSES DID NOT IDENTIFY
THE CAUSE OF THE ISOLATIONS. SUBSEQUENT INVESTIGATIONS REVEALED THAT THE
TEMPERATURE SWITCH MONITORING THE NONREGENERATIVE HEAT EXCHANGER OUTLET
TEMPERATURE HAD THREE DEGRADED ELECTRICAL CONNECTIONS. NORMAL WORX ACTIVITIES IN
THE AREA AROUND THE SWITCH MAY HAVE CAUSED ENOUGH VIBRATION TO ALLOW BREAKS IN
CONTINUITY AND INITIATION OF THE ISOLATIONS. THESE WERE UNPLANNED ENGINEERED
SAFETY FEATURE ACTUATIONS. THE ISOLATION WAS RESET TWICE AND RWCU WAS RETURNED TO
SERVICE AFTER THE INITIAL INVESTIGATIONS DID NOT INDICATE AN ISOLATION SIGNAL
PRESENT. AFTER THE THIRD ISOLATION THE SYSTEM WAS ALLOWED TO REMAIN ISOLATED
UNTIL SUBSEQUENT INVESTITATIONS DETERMINED THE SOURCE OF THE ISOLATIONS AND
CORRECTED THE ELECTRICAL CONNECTION PROBLEMS. SIMILAR INVESTIGATIONS HAVE BEEN
INITIATED ON THE OTHER TWO UNITS. ALL THREE UNITS WERE DEFUELED DURING THESE
EVENTS.

[ 33) BROWNS FERRY 1 DOCKET 50-259 LER B87-028
UNPLANNED CONTAINMENT ISOLATIONS DUE TO INADEQUATE PROCEDURES.
EVENT DATE: 100887 REPORT DATE: 110687 NSSS: GE TYPE: BWR

OTHER UNITS INVOLVED: BROWNS FERRY 2 (BWR)
BROWNS FERRY 1 (BWR)

(HSIC 206910) AT 1720 HOURS ON OCTOBER 8, 1987, WITH ALL THREE UNITS DEFUELED,
BFN UNIT 3 RECEIVED A DOWNSCALE ALARM FROM A RADIATION MONITOR ON THE REFUEL
FLOOR. THE OPERATOR RESET THE ALARM AND THE ALARM CLEARED. THEN THE OPERATOR
PLACED THE INSTRUMENT'S OPERATE SWITCH IN THE ZLERO POSITION. THE UNIT RECEIVED
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SPECIFICATION 3.11.H FOR THIS TYPE OF WORK. THE FIRE WATCH WAS IMMEDIATELY
AWAKENED. DISCIPLINARY ACTION HAS BEEN INITIATED AGAINST THE FIRE WATCH. A
DESCRTIPTION OF THIS EVENT WILL BE PRCVIDED TO PERSONNEL WHGC MAY BE INVOLVED IN
WORK REQUIRING FIRE WATCHES.

[ 37) BROWNS FERRY 3 DOCKET 50-296 LER 87-002 REV 01
UPDATE ON UNPLANNED REACTOR WATER CLEANUP ISOLATION DURING TESTING DUE TO PUSE
PAILURE AND PERSONNEL ERROR.

EVENT DATE: 090487 REPORT DATE: 100987 NSSS: GE TYPE: BWR

OTHER UNITS INVOLVED: BROWMNS FERRY 1 (BWR)

VENDOR: BUSSMANN MFG (DIV OF MCGRAW-EDISON)

(NSIC 206625) TWO SIMILAR ENGINEERED SAFETY FEATURE ACTUATIONS OCCURRED WHILE
TESTING THE REACTOR WATER CLEANUP (RWCU) SYSTEMS. ON SEPTEMBER 4, 1987, AT 2025,
WITH THE UNIT DEFUELED, A FUNCTIONAL TEST OF THE LOGIC FOR THE PRIMARY
CONTAINMENT ISOLATION OF THE RWCU SYSTEM WAS BEING PERFORMED ON UNIT 3. THE TEST
INDIVIDUALLY TRIPS PARALLEL REDUNDANT CHANNELS OF ISOLATION LOGIC AND IS NOT
INTENDED TO INITATE AN ACTUAL ISOLATION. WHEN CHANNEL A1 WAS DEENERGIZED THERE
WAS AN UNEXPECTED ISOLATION OF THE RWCU SYSTEM RECAUSE CHANNEL B2 WAS ALREADY
DEENERGIZED, AND THIS COMPLETED THE MINIMUM ACTUATION LOGIC. CHANNEL B2 WAS
DEENERGIZED BECAUSE OF A BLOWN FUSE. THE FUSE WAS REPLACED AND THE ISOLATION
RESET. THE RWCU SYSTEM WAS RETURNED TO SERVICE 2-1/4 HOURS AFTER THE ISOLATION
WAS INITIATED. THE TEST PROCEDURE WILL BE REVISED TO ADD STEPS WHICH VERIFY THAT
THE TRIP RELAYS ARE ENERGIZED AT THE START OF THE TEST. ON SEPTEMBER 11, 1987,
AT 1810, THE UNIT 1 RWCU SYSTEM ISOLATED DUE TO PERSONNEL ERROR DURING FUNCTIONAL
TESTING OF THE PRIMARY CONTAINMENT ISOLATION LOGIC. THE TEST INDIVIDUALLY
ACTUATES REDUNDANT TEMPERATURE ELEMENTS AND IS NOT INTENDED TO INITIATE AN ACTUAL
ISOLATION., WHEN THE TEMPERATURE SWITCH IN CHANNEL A1 WAS ACTUATED THERE WAS AN
UNEXPECTED ISOLATION BECAUSE CHANNEL B2 HAD NOT RESET FROM PREVIOUS TESTING.

[ 38) BROWNS FERRY 3 DOCKET 50-296 LER 87-003
INADVERTENT REACTOR WATER CLEANUP ISOLATION,
EVENT DATE: 091887 REPORT DATE: 101687 NS§SS: GE TYPE: BWR

(NSIC 206673) ON SEPTEMBER '8, 1987, AT 1841 HOURS, THE UNIT 3 REACTOR WATER
CLEANUP (RWCU) SYSTEM ISOLATED UNEXPECTEDLY DURING TROUBLESHOOTING MAINTENANCE ON
A SECONDARY CONTAINMENT ISOLATION DAMPER. A SECOND ISOLATION OCCURRED AT 1850.
INVESTIGATION INTO THE ISOLATIONS DID NOT IDENTIPY A CAUSE, AND THE ISOLATION
COULD NOT BE REPEATED DESPITE EFFORTS TO DUPLICATE THE CONDITIONS. NO CORRECTIVE
ACTION IS PLANNED AT THIS TIME.

[ 39) BYRON 1 DOCKET 50-454 LER B87-022
CONTAINMENT VENTILATION ISOLATION DUE TO SPIKE FROM CONTAINMENT BUILDING FUEL
HANDLING INCIDENT AREA RAD MONITOR.

EBVENT DATE: 102687 REPORT DATE: 111087 NSSS: WE TYPE: PWR
VENDOR: GENERAL ATOMIC CO.

(NSIC 206962) ON OCTOBER 26, 1987, AT 1301, WITH THE PLANT IN POWER OPERATION
(MODE 1) AT 98% REACTOR POWER, AREA RADIATION MONITOR 1RT-AR0'2 (CONTAINMNET
BUILDING FUEL HANDLING INCIDENT) SPIKED ABOVE ITS ALERT ALARM SETPOINT. THIS
AUTOMATICALLY TRANSFERRED PRIMARY CONTAINMENT MINI PURGE ISOLATION VALVE 1VQOQOO0S5B
TO ITS ENGINEERED SAFETY FEATURES (ESF) POSITION. THE SPIKE IS BELIEVED TO HAVE
PENN CAUSED BY A FAULTY DETECTOR. THE DETECTOR WAS REPLACED AND THE MONITOR WAS
RETURNED TO SERVICE ON OCTOBER 29, 1987. NOISE SPIKES ON OTHER MONITORS HAVE
CAUSED ESF ACTUATIONS IN THE PAST (LER B6-024).
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[ 40) BYRON 2 DOCKET 50-455 LER 87-001 REV 01
UPDATE ON REACTOR TRIP DUE TO 2 QOUT OF 4 LOGIC ON OVER TEMPERATURE CHANNEL.
EVENT DATE: 011587 REPORT DATE: 110387 NSSS: WE TYPE: PWR

OTHER UNITS INVOLVED: BYRON 1 (®WR)
VENDOR: RDF CORP.

(NSIC 207149) AT 2240 ON JANUARY 15, 1987 A UNIT 2 REACTOR TRIP OCCURRED DUE TO A
REACTOR COOLANT RESISTANCE TEMPERATURE DETECTOR (RTD) FAILURE, CONCURRENT WITH A
PREVIQUSLY TRIPPED BISTABLE REQUIRED FOR A STARTUP TEST PROCEDURE. PRIOR TO THE
TRIP, AN INITIAL CRITICALITY/LOW POWER PHYSICS START-UP TEST WAS IN PROGRESS
WHICH REQUIRED TH"™ REACTOR COOLANT LOOP D OVER TEMPERATURE DELTA TEMPERATURE OT
DELTA T AND OVER TEMPERATURE DELTA TEMPERATURE TURBINE RUNBACK ROD WITHDRAWAL
STOP BISTABLES TO BE TRIPPED. DURING PERFORMANCE OF THE TEST THE A LOOP C NARROW
RANGE RTD FAILED LOW. THE COMBINATION OF THE PREVIOUSLY TRIPPED LOOP D DELTA T
BISTABLE AND LOOP C OT DELTA T BISTALBE TRIP DUE TO THE RTD FAILURE, SATISFIED A
2/4 REACTOR TRIP LOGIC COINCIDENCE FOR OT DELTA T. FOLLOWING THE TRIP ALL
SYSTEMS RESPONDED AS REQUIRED. THE EVENT DID NOT COMPROMISE PLANT AND/OR PUBLIC
SAFETY AS A MORE CONSERVATIVE PLANT CONDITION RESULTED. THE PAILED RTD WAS BENCH
TESTED AND DETERMINED TO BE OPERABLE. THE ACTUAL FAILURE WAS BELIEVED TO BE
CAUSED BY A POOR SPLICE CONNECTION BETWEEN THE RTD AND THE PIELD CABLE. THE
SPLICE CONNECTION METHODS HAVE BEEN REVISED TO PREVENT RECURRENCE.

[ &%) BYKON 2 DOCKET 50-455 LER 87-016 REV 01
UPDATE ON INADVERTENT TRAIN A SAFETY INJECTION DURING SURVEILLANCE TEST DUE TO
PERSONNEL ERKOR.

EVENT DATE: (82187 REPORT DATE: 100887 NSSS5: WE TYPE: PWR

(NSIC 206852, ON AUGUST 31, 1587, TWO NUCLEAR STATION OPERATORS (NSO) WERE
PERFORMING THE UNIT 2 TRAIN A SOLID STATE PROTECTION SYSTEM BI-MONTHLY
SURVEILLANCE. DURING THE SURVEILLANCE ONE NSO NOTICED A LIGHT BULB WAS BURNED
OUT. HE REPLACED THE BULB AND THE SURVEILLANCE WAS CONTINUED. THE SECOND NSO
ASSUMED THAT THE PREVIOUS STEP IN THE SURVEILLANCE HAD BEEN COMPLETED PRIOR TO
THE BULE REPLACEMENT. HOWEVER, STEP 8 IN THE SURVEILLANCE WAS NEVER COMPLETED.
FURTHER IN THE SURVEILLANCE, THE MAIN CONTROL ROOM UNIT 2 OPERATOR INFORMED THE
TWO NSC'S THAT A SAFETY INJECTION HAD JUST OCCURRED. THE NSO'S PERFORMED THE
SYSTEM RESTORATION AND EXITED THE SURVEILLANCE. THE ROOT CAUSE OF THE EVENT WAS
A COMMUNICATION BREAKDOWN BETWEEN THE TWO NSO'S PERFORMING THE SURVEILLANCE. ALL
TRAIN A SAFETY INJECTION EQUIPMENT STARTED AS DESIGNED, EXCEPT THE 2A DIESEL
GENERATOR, WHICH WAS OUT-OF-SERVICE. THE UNIT WAS PROPERY RECOVERED WITHOUT
INCIDENT. CORRECTIVE ACTION INCLUDED DISCIPLINARY ACTION AGAINST THE TWO NSO'S
PERFORMING THE SURVEILLANCE. THERE HAVE BEEN TWO PREVIOUS OCCURRENCES.

[ 42) BYRON 2 DOCKET 50-455 LER 87-019

PEACTOR TRIP FROM HI-2 STEAM GENERATOR LEVEL AND SUBSEQUENT LOSS OF OFFSITE POWER
AS A RESULT OF PERSONNEL! ERROR.

EVENT DATE: 100287 REPORT DATE: 103087 NSSS: WE TYPE: PWR

OTHER UNITS INVOLVED: BYRON 1 (PWR)

(NSIC 207150) ON OCTOBER 2, 1987, AT 0446, UNIT 2 WAS RETURNING TO SERVICE. WHEN
UNIT 2 WAS SYNCHRONIZED TO THE GRID, THE STEAM GENERATOR (SG) LEVELS INCREASED
AND CAUSED A HI-2 S/G LEVEL TRIP. THE HI-2 SG LEVEL WAS REACHED ON SG 2C DUE TO
EXCESSIVE "LEAK BY" OF THE 2FWS530 VALVE. THE HIGH S$/G LEVEL CAUSED A TULBINE
TRIP AND A SUBSEQUENT REACTOR TRIP BECAUSE REACTOR POWER WAS ABOVE 10%. AN
EQUIPMENT OPERATOR (BEO) WAS INSTRUCTED TO REALIGN THE SWITCHYARD RING BUS AFTEP
THE TRIP. THE EO OPENED THE SYSTEM AUX TRANSFORMER DISCONNECTS TNSTEAD OF THF
MAIN POWER TRANSFORMER DISCONNECTS. THE SAFETY RELATED 4KV BUSES WERE
DEENERGIZED CAUSING THE EMERGENCY DIESEL GENERATORS TO START, REENERGIZE TH"
BUSES, AND SEQUENCE THE SAPE SHUTDOWN LOADS. THE ROOT CAUSE OF THE LOSS 0OV
OFFSITE POWER WAS DUE TO PERSONNEL ERROR. THE EO OPENED THE WRONG DISCONAECT.
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THE CORRECTIVE ACTIONS ARE AS FOLLOWS: DISCIPLINARY ACTION WAS TAKEN, NO
SWITCHYARD OPERATION WILL BE PERFORMED WITHOUT A SECOND PERSON PRESENT, TEMPORARY
LABELS, A WALK THROUGH DEMONSTRATION, SAT DISCONNECTS ARE LOCKED, A CHECKLIST HAS
BEEN DEVELOPED, ANNUAL HIGH VOLTAGE SWITCHING REQUALIFICATIONS, MODIFICATIONS
INSTALLED TO REDUCE VOLTAGE, AND MAIN PEEDWATER REGULATING VALVE REPAIRED.

[ 43] CALLAWAY 1 DOCKET 50-483 LER 87-017 REV 01
UPDATE ON INOPERABILITY OF SAFETY INJECTION TRAINS AND TECH SPEC LIMITS
UNKNOWINGLY ENTERED DUE TO PERSONNEL ERRORS.

EVENT DATE: 062987 REPORT DATE: 111387 NGSS: WE TYPE: PWR

(NSIC 207188) ON 8/4/87 AT 1545 CDT, AN EVALUATION (INITIATED BY A SHIFT
TECHNICAL ADVISOR ON 7/17/87) DETERMINED THAT THE PLANT UNKNOWINGLY ENTERED
TECHNICAL SPECIFICATION (T/S8) 3.0.3. THIS OCCURRED WHEN THE SAFETY INJECTION
(8I) PUMPS TO THE REFUELING WATER STORAGE SYSTEM (RWST) HAND CONTROL VALVE
BN-HV-8813 WAS MOMENTARILY SHUT ON 6/29/87 AND 7/15/87 POLLOWING MAINTENANCE OF
TWO RESIDUAL HEAT REMOVAL (RHR) VALVES. THIS ACTION ISOLATED THE COMMON SI PUMP
MINIFLOW RECIRCULATION LINE TO THE RWST AND RENDERED BOTH SI TRAINS INOPERABLE.
ADDITIONALLY, IT WAS DISCOVERED DURING THE REVIEW OF THESE EVENTS THAT QUARTERLY
SI PUMP SURVEILLANCES HAVE REQUIRED CYCLING THIS VALVE SINCE RECEIPT OF THE
OPERATING LICENSE (6/11/84). THE PLANT WAS IN MODE 1, POWER OPERATIONS AT 100%
POWER. THESE EVENTS CAN BE ATTRIBUTED TO PERSONNEL ERRORS IN THE SCHEDULING OF
WORK ON THE RHR VALVES. THE QUARTERLY SURVEILLANCE PROCEDURE ERROR WAS DUE TO
PERSONNEL ERRORS IN THE PREPARATION AND REVIEW OF THE SURVEILLANCE PROCEDURES.
CORRECTIVE ACTIONS INCLUDE ASSURING APPROPRIATE SCHEDULING OF MAINTENANCE
ACTIVITIES, ENHANCEMENTS TO THE PROCEDURE REVISION PROCESS, EVALUATIONS OF WORK
CONTROL DOCUMENTS AND REVISIONS TO APPLICABLE SURVEILLANCE PROCEDURES. AN
ENGINEERING EVALUATION WAS PERFORMED AND IT WAS CONCLUDPZ THAT AT NO TIME DID
THESE EVENTS ENUANGER PUBLIC HEALTH AND SAFETY.

[ &84 CALLAWAY 1 DOCKET 50-483 LER 87-029
CONTAINMENT PURGE AND CONTROL ROOM VENTILATION ISOLATIONS (ONCE) -- (CAUSE
UNKNOWN) .

EVENT DATE: 081087 REPORT DATE: 110287 NSSS: WE TYPE: PWR

(NSIC 206586) AT 0342 CDT ON 10/8/87, AN ENGINEERED SAFETY FEATURE (ES8P)
AUTOMATIC ACTUATION WAS RECEIVED FROM CONTAINMENT PURGE RADIATION MONITOR GT-RE-
33. THMIS RESULTED IN A CONTAINMENT PURGE ISOLATION (CPI) AND A CONTROL ROOM
VENTILATION ISOLATION (CRVI). THE PLANT WAS WITHOUT FUEL IN THE REACTOR VESSEL.
THE EVENT IS CONSIDERED A SPURIOUS ACTUATION. NO ABNORMAL AIRBORNE RADIOACTIVITY
LFEVELS WERE DETECTED. THE ESF SYSTEM FANS AND DAMPERS ACTUATED PROPERLY AND AT
0821 THE COMTAINMENT PURGE AND CONTROL ROOM EMERGENCY VENTILATION SYSTEMS WERE
RESTORED TO NORMAL VENTILATION LINEUPS. THE EVENT WAS NOT RELATED TO CONTAINMENT
ACTIVITY. ADDITIONALLY, THE ACTUATION PLACED THE ESF SYSTEM IN A SAFEGUARDS
LINEUP. THEREFORE, THERE WAS NO THREAT TO THE PUBLIC HEALTHK OR SAFETY.

[ 45) CALLAWAY 1 DOCKET 50-4812 LER 87-022 REV 01!
UPDATE ON TWC OCCURRENCES OF TECH SPEC 3.0.3 UNKNOWINGLY ENTERED WHEN ACTION
STATEMENT FOR INOPERABLE AUX FEEDWATER PRESSURE CHANNEL NOT MET DUE TO PROCEDURAL
INADEQUACIES.

EVENT DATE: 082887 REPORT DATE: 101287 NSSS: WE TYPE: PWR

(NSIC 206685) ON 8/28/87, AT 0306 CDT AN AUXILIARY FEEDWATER SUCTION PRESSURE
CHANNEL WAS PLACED QUT OF SERVICE TO PERFORM A TECHNICAL SPECIFICATION (T/S)
SURVEILLANCE. PER T/§ 3.3.2.C.6-d, THIS CHANNEL SHOULD HAVE BEEN PLACED IN A
TRIPPED CONDITION WITHIN ONE HOUR OF BEING DECLARED INOPERABLE. AT 0720, UTILITY
LICENSED OPERATORS DISCOVERED THAT THE ACTION STATEMENT TIME LIMIT HAD BEEN
EXCEEDED AND IMMEDIATELY ENTERED T/S 3.0.3. AT 0730, THE CHANNEL WAS PLACED IN A



TRIPPED CONDITION, THUS EXITING T/8 3.0.3. THE SURVEILLANCE PROCEDURE WAS
REVISED. THE CHANNEL TESTED SATISFACTORILY AND WAS RESTORED TO OPERABLE STATUS
AT 1809. A REVIEW OF PAST SURVEILLANCES REVEALED A PREVIOUS UNIDENTIFIED
OCCURENCE OF THIS EVENT ON 5/5/86. THE PLANT WAS IN MODE 1, POWER OPERATIONS, AT
95% POWER. THE T/S REQUIREMENT TO PLACE THE CHANNEL IN A TRIPPED CONDITION
WITHIN ONE HOUR OF INOPERABILITY WAS NOT IDENTIFIED IN THE SURVEILLANCE PROCEDURE
AND THUS THE ACTION STATEMENT WAS NOT MET. AS A CONTRIBUTING FACTOR, THIS
PARTICULAR CHANNEL, UNLIKE MOST OTHER CHANNELS, IS NOT READILY TESTABLE IN A
TRIPPED CONDITION. THE APPROPRIATE SURVEILLANCE PROCEDURES HAVE BEEN REVISED TO
PLACE THE CHANNEL IN A TRIPPED CONDITION PRIOR TO THE ONE HOUR TIME LIMIT BEING
EXCEEDED.

[ 46) CALLAWAY 1 DOCKET 50-483 LER 87-023
FAILURE TO ESTABLISH TECH SPEC ALTERNATE CONTINUCUS SAMPLING DURING A
SURVEILLANCE DUE TO PROCEDURAL INADEQUACIES.

EVENT DATE: 083187 REPORT DATE: 093087 NESS: WE TYPE: PWR

(NSIC 206602) TECHNICAL SPECIFICATION (T/8) 3.3.3.10 ACTION 43 REQUIRES ALTERNATE
CONTINUOUS LAMPLING WHEN THE PARTICULATE AND IODINE SAMPLER (GT-RE-21A) IS OUT OF
SERVICE. ON 8/31/87 AT 0528 CDT, GT-RE-21A AND THE NOBLE GAS ACTIVITY MONITOR
(GT-RE-21B) WERE PLACED INTO THE EQUIPMENT OUT OF SERVICE LOG (BOSL) IN
PREPARATION FOR A SURVEILLANCE ON GT-RC-21B. AT 1707, THE GT-RE-21A PUMP WAS
DE-ENERGIZED AND WAS RESTARTED AT 1743. AT 2057, DURING A REVIEY OF THE ALARM
PRINTOUTS, A UTILITY LICENSED OPERATOR DETERMINED THAT AUXI.IARY CONTINUOUS
SAMPLING HAD NOT BEEN ESTABLISHED AS REQUIRED BY T/S. THE )} ANT WAS IN MODE 1,
POWER OPERATION, AT 91% POWER DURING THESE EVENTS. THE PRIMARY CAUSE OF THIS
EVENT WAS FAILURE OF THE PROCEDURE TO ADEQUATELY COMMUNICATE TO THE COUNT ROOM,
OPERATIONS, AND I4C PERSONNEL THE SPECIPIC REQUIREMENTS TO MEET THE T/S BY
PERFORMING ALTERNATE CONTINUOUS SAMPLING. COUNT ROOM PERSONNEL COMMENCED
ALTERNATE SAMPLING AT 2119 AND CONTINUED SAMPLING UNTIL GT-RE-21A AND GT-RE-21B
WERE REMOVED FROM THE EOSL AT 1500 ON 9/1/87. TO PREVENT RECURRENCE, THIS
PROCEDURE, AND OTHER PROCEDURES THAT COULD CAUSE A SIMILAR EVENT,6 WILL BE REVISED
TO PRESCRIBE SPECIFIC REQUIREMENTS FOR PERFORMING ALTERNATE CONTINUOUS SAMPLING.

[ 47) CALLAWAY ! DOCKET 50-483 LER 87-024

MISSED HOURLY TECH SPEC FIREWATCHES DUE TO RCA ACCESS RESTRICTION FOR PRESENCE OF
NOBLE GAS AND DUE TO MISCOMMUNICATION.

EVENT DATE: 090387 REPORT DATE: 100587 NSSS: WE TYPE: PWR

(NSIC 206740) SINCE 7/7/87, HOURLY PIREWATCHES (PW) WERE REQUIRED BY TECHNICAL
SPECIFICATION (T/S) 13.7.11 ACTION (A) FOR AN INOPERABLE FIRE-RATED ASSEMBLY
LOCATED IN ROOM 3101 ON THE CONTROL BLDG.-1974' LEVEL ACCESSED FROM THE AUXILIARY
BLDG-1974 LEVEL (AB-1974) IN THE RADIOLOGICAL CONTROLLED AREA (RCA). THE
0500-0800 CDT FW'S WERE MISSED ON 9/3/87 WHEN ACCESS WAS RESTRICTED TO THE RCA
DUE TO THE PRESENCE OF AIRBORNE CONTAMINATION (NOBLE GAS) DETECTED BY RADIATION
MONITORS AT 0502, THE PLANT WAS IM MODE ' - POWER OPERATION AT 89% POWER. AT
0520 ACCESS WAS RESTRICTED TO AB-1974 UNTIL THE ORIGIN, COMPOSITION, AND
MAGNITUDE OF THE AIRBORNE CONTAMINATION COULD BE DETERMINED AND A FULL ASSESSMENT
OF PERSONNEL SAFETY WAS PERFORMED. THE 0500 TO 0600 FPW WAL MISSED BECAUSE THE
UTILITY LICENSED SHIFT SUPERVISOR BELIEVED THAT NO T/S FW'S WOULD BE AFFECTED.
LACK OF ADEQUATE COMMUNICATION BETWEEN HEALTH PHYSICS (HP), OPERATIONS, AND FW
PERSONNEL LED TO THE TWO ADDITIONAL MISSED FW PATROLS, ACCESS WAS RESTORED TO
AB-1974 AT 0800. FW PATROL REQUIREMENTS AND DOCUMENTATION WILL BE ENHANCED TO
MAKE T/S FW'S MORE READILY APPARENT. THE IMPORTANCE OF REGAINING ACCESS WAS
EMPHASIZED. THIS EVENT WAS DISCUSSED WITH PW PERSONNEL. IT WILL BE REVIEWED
WITH APPROPRIATE HP AND OPERATIONS PERSONNEL.
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| 48] CALLAWAY 1 DOCKET 50-483 LER B87-025
CONTAINMENT PURGE, FUEL BUILDING AND CONTROL ROOM VENTILATION ISOLATIONS OCCUR AS
RESULT OF A FAILED POWER SUPPLY,

EVENT DATE: 030487 REPORT OATE: 100587 NSSS: WE TYPE: PWR

VENDOR: CUNSOLIDATED CONTROLS CORP.

(NSIC 206741) ON 9/4/87, ENGINEERED SAPETY FEATURE (ESP) AUTOMATIC ACTUATIONS
OCCURRED RESULTING IN A CONTAINMENT PURGE ISOLATION (CPI), A CONTROL ROOM
VENTILATION ISOLATION (CRVI), AND A FUEL BUILDING VENTILATION ISOLATION (FBVI).
AT THE TIME OF THE ACTUATIONS THE PLANT WAS IN MODE 1, POWER OPERATION, 88%
REACTOR POWER AND MODE 1, 86% REACTOR POWER, RESPECTIVELY. THE ROOT CAUSE OF THE
ESF AUTOMATIC ACTUATIONS IS ATTRIBUTABLE TO A FAILURE OF POWER SUPPLY, PS-4,
WHICH FEEDS THE ENGINEERED SAFETY FEATURES ACTUATION SYSTEM CABINET SA-036D.
FOLLOWING THE PIRST EVENT AT 0220 CDT, AN ASSESSMENT OF INDICATIONS WAS MADE AND
THE POWER SUPPLY QUTPUT WAS MONITORED WITH THE SYSTEM RESTORED TO NORMAL
FOLLOWING THE SECOND EVENT AT (823, THE POWER SUPPLY WAS DETERMINED TO BE
DEFECTIVE AND REPLACED. SINCE THIS IS AN ENCAPSULATED POWER SUPPLY, THE CAUSE OF
FAILURE CANNOT BE DETERMINED. SINCE THE EVENT PLACED THE ESF SYSTEM IN A
SAFEGUARDS LINEUP, THERE WAS NO THREAT TO THE PUBLIC HEALTH OR SAFPETY.

[ 49) CALLAWA" 1 DOCKET 50-4813 LER 87-026
THREE ENGINEERED SAFETY FEATURES ACTUATIONS ON HIGH RADIATION DURING REACTOR
VESSEL HEAD VENT DUE TO IMPROPER TAGOUT OF CONTAINMENT VENTLLATIUN DAMPER.
EVENT DATE: 091687 REPORT DATE: 101687 NSS§S: WE TYPE: PWR

(NSIC 206682) ON 9/16/87, AT 1256 CDT, THE CONTAINMENT PURGE ISOLATION (CPI) AND
CONTROL ROOM VENTILATION ISOLATION (CRVI) SYSTEMS OF THE ENGINEERED SAFPETY
FEATURES (ESF) WERE ACTUATED DURING THE VENTING OF THE REACTOR VESSEL HEAD
POLLOWING REACTOR COOLANT SYSTEM DRAINDOWN PRIOR TO REFUEL. TWO SUBSEQUENT CPI
ACTUATIONS OCCURRED AT 1402 AND 1409 DURING RESTORATION FROM THE INITIAL CPI.

THE PLANT WAS IN MODE S, COLD SHUTDOWN FOR THESE EVENTS. A NON-LICENSED
EQUIPMENT OPERATOR HAD INCORRECTLY PLACED WORKMAN'S PROTECTION ASSURANCE TAG #22
ON CIRCUIT #22 VICE CIRCUIT #38 OF THE 480VAC MOTOR CONTROL CENTER ON 9/13/87.
THIS CAUSED THE CONTAINMENT SHUTDOWN PURGE EXHAUST FAN DISCHARGE DAMPER TO FPAIL
IN A CLOSED POSITION, THUS PREVENTING EXHAUST AIR- FLOW. WITH NO AIRFLOW THROUGH
THE SHUTDOWN PURGE, GAS VENTED FROM THE REACTOR VESSEL HEAD CONCENTRATED IN THE
EXHAUST DUCT AND EXCEEDED THE SETPOINTS OF THE RADIATION MONITORS. UPON RECEIPT
OF THE CPI AND CRVI, LICENSED OPERATORS VERIFIED PROPER ACTUATION OF THE FANS AND
DAMPERS AND SHUT THE REACTOR VESSEL HEAD VENT. THE HEAD VENT DISCHARGE WAS THEN
RE-ROUTED TO THE CONTAINMENT ATMOSPHERE CONTROL SYSTEM FCR THE REMAINDER OF THE
VENTING EVOLUTION THE IMPROPERLY PLACED TAG WAS WAS REMOVED FROM CIRCUIT #22
AND WAS RESTORED TO NORMAL SERVICE.

[ 50) CALLAWAY ° DOCKET 50-483 LER 87-027
INOPERABLE ESSENTIAL SERVICE WATER TRAIN WITHOUT MEETING TECH SPEC 3.7.4 ACTION
STATEMENT WHEN VALVE NOT SURVEILLED DUE TO PROGRAMMATIC DEFICIENCIES.

EVENT DATE: 091687 REPORT DATE: 101687 NSS5S: WE TYPE: PWR

(NSIC 206675) NN 9/16/87 DURING A UTILITY QUALITY ASSURANCE SURVEILLANCE, IT WAS
DISCOVERED THAT AN ESSENTIAL SERVICE WATER (ESW) TRAIN 'A' VALVE, EP-HV-0087, WAS
NOT TESTED PER TECHNICAL SPECIFICATION (T/8) 4.0.5 BY 5/4/86, THE T/S ALLOWABLE
EXTENSION DATE. IT WAS SATISFACTORILY TESTED ON 7/10/86. ESW TRAIN 'A' WAS
THEREFORE INOPERABLE FROM 5/5 TO 7/10. THE CONDITION WENT UNRECOGNIZED AND THE
T/8 3.7.4 ACTION STATEMENT WAS NOT ENTERED. THE PLANT WAS IN MODE 1 - POWER
OPERATION AT 100% POWER DURING THE EVENT. EF-HV-0087 WAS TAGGED SHUT ON 2/28/86
PER THE WORKMAN'S PROTECTION ASSURANCE (WPA) PROGRAM TO SUPPORT WORK ON A
CORROSION CLOG DOWNSTREAM. THUS, IT WAS NOT STROKE TESTED ON THE T/S 4.0.5 DUE
DATE WITH OTHER ESW VALVES. ON 4/21/86, THE VALVE WAS PLACED IN THE EQUIPMENT
OUT OF SERVICE LOG (BOSL). DUE TO PROGRAMMATIC DEFICIENCIES, UTILITY OPERATIONS
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PERSONNEL DID NOT REFER TO THE EOSL WHEN CLEARING THE WPA LATER ON 4/21/86. AS A
RESULT, THE VALVE WAS LEFT IN ITS NORMAL POSITION (OPEN) WITHOUT PERFORMING THE
TEST LISTED ON THE EOfL. TWO ACTIONS HAD BEEN TAKEN SUBSEQUENT TO THE EVENT BUT
PRIOR TO ITS DISCOVERY. (1) WPA SHEETS ARE REQUIRED TO REFPERENCE EOSL SHEETS.
(2) THE SURVEILLANCE PROGRAM REQUIRES NEW TASK SHEETS TO BE ISSUED WHEN
SURVEIJLANCES ARE PARTIALLY COMPLETED.

[ 51} CALLAWAY 1 DOCKET 50-481 LER 87-028
FAILURE TO MAINTAIN CONTINUOUS FIREWATCH FOR BLOCKED OPEN FIRE DOOR WHEN
PERSONNEL MISINTERPRETED A FIRE ALARM.

EVENT DATE: 100387 REPORT DATE: 102887 NS§SS: WE TYPE: PWR

(NSIC 206843) A TECHNICAL SPECIFICATION CONTINUOUS FIRF WATCH (PW) WAS POSTED IN
THE ENGINEERED SAFETY FEATURES SWITCHGEAR ROOMS (3301 AND 3302) BECAUSE THE FIRE
DOORS WERE BLOCKED OPEN TO RUN AN ELECTRICAL CABLE BETWEEN THE ROOMS FOR TESTING
SWITCHGEAR EQUIPMENT. AT 1027 CDT ON 10/3/87, THE CONTROL ROOM PANTRY IONIZATION
TYPE FPIRE DETECTOR ACTUATED WHEN AN OPERATOR OVERCOOKED HIS LUNCH CAUSING AN
AUDIBLE PIRE ALARM. BETWEEN 1028 AND 1030, PERSONNEL IN ROOMS 3301 AND 3302,
INCLUDING THE FW, LEFT THE AREA, MISTAKENLY ASSUMING 'THAT THE HALON
?IRE-SUPPRESSION SYSTEM V'AS PREPARING TO DUMP. THE FW WAS RE-ESTARLISHED AT
104C. THE PLANT WAS IN MODE 6, REFUELING. THE PW PAILED TO CONTACT THE CONTROL
ROOM PRIOR TO EVACUATING THE AREA. THE FW DID NOT KNOW THE DIPFERENCE BETWEEN
THE FIRE ALARM AND THE HALON ALARM. ADDITIONALLY, HE WAS INFLUENCED BY THE OTHER
PERSONNEL LEAVING THE AREA. TO PREVENT RECURRENCE, THE TRAINING PROGRAM FOR PW
PERSONNEL WILL BE REVISED. ADDITIONAL INSTRUCTIONS ON FIRE ALARMS AND
APPROPRIATE ACTIONS TO BE TAKEN WILL BE PROVIDED POR USE BY ROVING AND CONTINUOUS
FW PERSONNEL. TO PREVENT DOOR OBSTRUCTIONS IN THIS AKEA, BLECTRICAL RECEPTACLES
ARE TG BE INSTALLED IN ROOMS 3701 AND 3302 POR FUTURE TESTING EVOLUTIONS.

| 52) CALVERT CLIPFS 1 DOCKET 50-317 LER 87-013
REACTOR TRIP CAUSED BY REACTOR PUMP SURGE CAPACITOR FAILURE.
EVENT DATE: 091187 REPORT DATE: 100687 NSS§S: CB TYPE: PWR

VENDOR: WESTINGHOUSE ELECTRIC CORP.

(NSIC 206616) AT 0515 ON SEPTEMBER 11, 1987, WHILE OPERATING IN MODE 1 AT 100%
POWER, THE UNIT ! REACTOR AUTOMATICALLY TRIPPED Od A LOW REACTOR COOLANT FLOW
SIGNAL INITIATED 7Y REACTOR COOLANT PUMP 12A BREAKER TRIPPING OPEN. THE RCP
BREAKER TRIP WAS DUE TO A FAILED SURGE CAPACITOR. THE SURGE CAPACITOR WAS
REPLACED AND THE PUMP RETURNED TO SERVICE ON SEPTEMBER 13, 1987. DURING THE
AUTOMATIC SHUTDOWN OF THE UNIT, #12 CYARGING PUMP FAILED TO START ON AN AUTOMATIC
SIGNAL. THZ PUMP WAS MANUALLY STARTED. THE CAUSE OF THE PAILURE WAS A LOOSE
CONNECTION IN THE BREAKER WHICH CONTROLS THE PUMP STARTS. THE CORREZCTIVE ACTION
IS5 TO REPLACE THE RCP SURGE CAPACITORS WITH INDUCTORS LOCATED AT THE RCP BREAKER
SWITCHGEAR. THIS 1S SCHEDULED POR THE NEXT REFUELING OUTAGE FOR EACH UNIT. THE
LOOSE CONNECTION ON THE #12 CHARGING PUMP BREAKER HAS BEEN PIXED AND A PROGRAM IS
UNDER WAY TO CHECK ALL SIMILAR BREAKERS FOR LOOSE CONNECTIONS.

| $3) CALVERT CLIFFS 1 DOCKET 50-317 LER £7-014
CONTAINMENT PERSONNEL AIR LOCK DOOR GASKET SURVZILLANCE NOT PERFORMED.
EVENT DATE: 101687 REPORT DATE: 110687 NSS§S§S: CE TYPE: PWR

(NSIC 206958) A ROUTINE ENTRY WAS MADE INTO THE UNIT ! REACTOR CONTAINMENT
BUILDING ON 10-09-87 AT 0930 TO SAMPLE SAFETY INJECTION TANKS POR BORON
CONCENTRATION. DUE TO AN ADMINISTRATIVE OVERSIGHT, A CONTAINMENT AIR LOCK DOOR
SEAL PUNCTIONAL TEST WAS NOT PERFORMED AS REQUIRED WITHIN 72 HOURS AFTER USE. ON
10-16-87 AT 0650, THIS OVERSIGHT WAS REALIZED AND THE PUNCTIONAL TEST WAS
PERFORMED SATISFACTORILY AT $807. TO PREVENT RECURRENCE, THE APPROPRIATE
EMPLOYEES WILL BE COUNSELED AND THE INSTRUCTION OF CONTAINMENT ACCESS
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REQUIREMENTS WILL BE POUTED TO REAPPRISE RESPONSIBLE INDIVIUUALS OF THEIR
OBLIGATIONS.

[ 54) CALVERT CLIFFS 2 DOCKET 50-318 LER 87-00C¢
EHC TURBINE RUPTURE FORCES MANUAL TRIP OF REACTOR.
EVENT DATE: 090787 REPORT DATE: 102187 NS§SS: CE TYPE: PWR

VYENDOR: WESTINGHOUSE ELECTRIC CORP.

(NSIC 206617) AT 1513 ON SZIPTEMBER 7, 1°87 UNIT TWO'S REACTOR WAS MANUALLY
TRIPPED IN RESPONSE TO A RUPTURE IN THE MAIN TURBINE'S ELECTRO-HYDRAULIC CONTROL
(EHC) SYSTEM HYDRAULIC FLUID TUBING. AT THE TIME OP THE INCIDENT THE UNIT WAS
OPERATING AT 100% POWER. THE UNIT WAS MANUALLY TRIPPED AFTER OPERATORS RECZIVED
LOW PRESSURE AND LOW LEVEL ALARMS IA4 THE EBHC SYSTEM AND WHEN THE CLOSURE OF THE
TURBINE MAIN STEAM VALVES (AND SUBSEQUENT REACYOR TRIP) WAS IMMINENT. THE UNIT'S
SAFETY SYSTEMS PERFORMED AZ EXPECTED AND THE PLANT WAS RETURNED TO A STAJLE
CONDITION WITHOUT INCIDENT. SUBSEQUENT INVESTIGATION PINPOINTED THE LOCATION OF
THE FLUID RUPTURE TO BE IN A 1/2" STAINLESS STEEL TUBING LEADING TO A PRFSSURE
TRANSMITTER OFF OF #21 EHC PUMP DISCHARGE LINE. CORRECTIVE ACTION CONSISTED OF
REPLACING THE RUPTURED TUBING AND OF INSTALLING ADDITIONAL TUBING CLAMPS TO
BETTER SUPPORT THIS TUBING FRACTURE MECHANIC ANALYSIS DONE OM THE AFPFECTED
SECTION OF TUBING REVEALED THE CAUSE OF PAILURE TO BE FROM VIBRATION INDUCED
METAL FATIGUE. UNIT TWO WAS RESTARTED AND PARALLELED TO THE SLECTRIC
DISTRIBUTION GRID AT 0222 ON SEPTEMBER 8, 1987.

[ 53] CALVERT CLIFFS 2 DOCKET 50-318 LER 87-007
UNPLANNED ACTUATION OF AUXILIARY FEEDWATER DURING A MAINTENANCE EVOLUTION.
EVENT DATE: 101287 REPORT DATE: 111187 N§SS: CE TYPE: PWR

VENDOR: VITRO ENGINEERING DIVISION

(NSIC 206924 AT 1357 HOURS ON OCTOBER 12, 1987, CALVERT CLIFFZ UNIT 2 WAS
OPERATING IN MODE 1 AT 100% POWER WHEN AN UNPLANNED ACTUATION OF THE AUXILIARY
FEEDWATER ACTUATION SYSTEM (AFAS) WAS EXPERIENCED. THE AUTOMATIC ACTUATION OF
THE AFAS OCCURRED DURING A MAINTENANCE EVOLUTION, WHICH REQUIRED ONE OF FOUR
SENSOR CHANNELS TO BE DE-ENERGIZED. TWO OF FOUR SENSOR CHANNEL COINCIDENCE IS
REQUIRED. "AFAS START" AND "AFAS BLOCK" LOGIC SIGNALS WERE SIMULTANEOUSLY
GENERATED WHEN AFAS ACTUATED. TO ENSURE AFW OPERABILITY WITH ALL SENSOR CHANNELS
POWERED SURVEILLANCE TEST PROCEDURE 0.9.2, AFPAS MONTHLY LOGIC CHECK, WAS
IMMEDIATELY CONDUCTED WITH SATISFACTORY RESULTS. ENGINEERING TEST PROCEDURE NO.
87-26, UNIT 2 AFAS CABINET TROUBLESHOOTING, WAS CONDUCTED ON NOVEMBER 10, 1987
WITH THE FOLLOWING RESULTS: 1) NO UNUSUAL OCCURRENCES COULD BE REPEATED DURING
SUBSEQUENT CABINET DE-ENERGIZATIONS, AND 2) ALL INDICATED SYMPTOMS OCCURRED ONLY
WHEN TWO SENSOR CABINETS WEFE SECURED SIMULTANEOUSLY. NO PREVIOUS SIMILAR EVENTS
HAVE OCCURRED WITH AFAS.

| 56) CATAWBA 1 DOCKET 50-413 LER 87-027 REV 01
UPDATE ON AUXILIARY FEEDWATER PUMP INOPERABLE DUE TO INSTRUMENTATION BEING
(INKNOWINGLY ISOLATED.

EVENT DATE: 070687 REPORT DATE: 102987 NSSS: WE TYPE: PWR

INSIC 207112) ON JULY 6, 1987, AT 1516:52 HOURS, FOLLOWING A MANUAL REACTOR TRIP
(SEE LER 413/87-26), THE AUXILIARY FEEDWATER (CA) PUMP 1B DISCHARGE TO STEAM
GENERATOR (§/G) 'C ISOLATION VALVE CLOSED AUTOMATICALLY DUE TO A FPLOW
OPTIMIZATION ALIGNMENT SIGNAL. CONTROL ROOM PERSONNEL NOTED THIS WHEN THEY
OBSERVED ZERO FLOW TO §/G 'C AFTER SECURING TURBINE DRIVEN CA PUMP ! THE VALVE
WAS OPENED MANUALLY UPON DISCOVERY, REESTABLISHING FLOW TO §/G 1C FROM MOTOR
DRIVEN CA PUMP 1B. THE UNIT WAS IN MODE 3, HOT STANDBY, ON JULY 7 WHEN THE CAUSE
FOR THE VALVE CLOSURE WAS DISCOVERED. THIS INCIDENT IS CLASSIF1ED AS EVENT CAUSE
CODE X, OTHER. THE AUTOMATIC CLOSURE OF THE VALVE WAS DUE TO AN ISOLATED
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PRESSURE SWITCH AT THE DISCHARGE OF CA PUMP 'A., THE RESPONSIBLE ACTIVITY WHICH
RESULTED IN ISOLATION OF THIS PRESSURE SWITCH COULD NOT BE DETERMINED. FPLOW TO
§/G 1C WAS ASSURED BY RESTARTING TURBINE DRIVEN CA PUMP 1 AND ANNUALLY OPENING
THE AFFECTED VALVE. THE PRESSURE SWITCH WAS CALIBRATED AND VALVED IN SHORTLY
AFTER DISCOVERY. THE HEALTH AND SA'ETY OF THE PUBLIC WERE UNAFFECTED BY THIS
INCIDENT.

[ 87) CATAWBA 1 DOCKET 50-413 LER B87-035
POTENTIAL CONTROL ROOM AREA VENTILATION AND CHILLED WATER SYSTEM INOPERABILITY
DURING DIESEL GENERATOR LOAD SEQUENCER TESTING DUE T0 A PROCEDURAL DEFICIENCY.
EVENT DATE: 081087 REPORT DATE: 092587 NS§SS: WE TYPE: PWR

OTHER UNITS INVOLVED: CATAWBA 2 (PWR)

(NSIC 2