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March 29, 1993

Wilkiam J. Cabill, jr.
Group Vive Pressdent

U. S, Nuclear Regulatory Commission
Attn: Document Control Desk
Washington, DC  205%%

SUBJECT: COMANCHE PEAK STEAM ELECTRIC STATION (CPSES)
MANUAL OR AUTOMATIC ACTUATION OF ANY ENGINEERED
SAFETY FEATURE
LICENSEE EVENT REPORY 93-03-00

Gentlemen:
Enclosed is Licensee Event Report (LER) 93-03-00 for Comanche Peak Steam

Electric Station Unit 1, "Actuation of Unit 1 Train A Solid State Safeguards
Sequencer."”

Sincerely,

Willdam J. Cahill, Jr.

D. R. Woodlan
Docket Licensing Manager

JET:bm
Enclosure
¢C: Mr. J. L. Milhoan, Region IV

Mr. L. A. Yandell, Region IV
Resident Inspectors, CPSES (2)
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At 1005 p.m. on February 26, 1933, Comanche Peak Steam Electric Station Unit 1 was
operating at 100 percent of rated thermal power. A spurious Saf Injection Signal (SIS)
actuation from the Train A Solid State Safeguards Sequencer (SS ) (referred 10 as Sequencer
herein) occurred. All systems rg:g‘onded as designed. A suspected faulty card was replaced in
the Train A Sequencer and the cabinet was re-energized. Ancther spurious SIS from the Train A
Sequencer oocurred upon restoration of power to the Sequencer. The Train A encer card
chas's was replaced including the removal of a logic mnmn? instrument that was in place on the
Train A Sequencer 1o troubleshoot an intermittent fautt in the Train A Sequencer auto test ciroutt
The Train A Sequencer was then successtully tested and returned 10 setvice. The root cause of
the event was failure of the instrument used during troubleshooting. The corrective action taken
was 10 remove the failed test instrument #» = sewvice.
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I. DESCRIPTION OF THE REPORTABLE EVENT

REPORTABLE EVENT CLASSIFICATION

An event or condition 1 at resulted in an automatic actuation of the Engineered Safety
Feature (ESF)(ENS: JG )

PLANT OPERATING CONDITIONS PRIOR TO THE EVENT

On February 2€, 1993, Comanche Peak Steam Electric Station (CPSES) Unit 1 was in
Mode 1, Power Operation, with the reactor operating at 100 percent of rated thermal
power.

STATUS OF STRUCTURES, SYSTEMS, OR COMPONENTS THAT \VERE
ITNOEPEEREB%E AT THE START OF THE EVENT AND THAT CONTRIB.(TED TO
HE EVEN

There were no inoperable structures, systems or components that contributed directly to
the event.

NARRATIVE SUMMARY OF THE EVENT, INCLUDING DATES AND
APPROXIMATE TIMES

Prior to the event. a logic monitoring instrument had been connected 1o the Unit 1 Train A
Solid State Safeguards Sequencer to dentify an intermittent problem in the actuation circuit.
Tgw S% morutonr:‘g slm.dnammem was construmdF spedifically mtoh.dmact an intermittent tault in
the ncer hi auto test circultry. Functiona the monitoring instrumentation
had been ve and the monitor was installed in: accov?erm -
troubleshooting plan. The test instrument monitored the logic circuit signals to isolate the
source of the fault. This included the Seguencer circult test point for Si Signal initiation.

At 2205 on Fobmog 26, 1993, the Train A Sequencer actuated a one out of six Safety
Injection Signal (SIS) with no Safety Injection signal input ?hr:um. The Sequencer was de-
energizedandas faulted circuit card A System power was restored
and & two out of six SIS immediately actuated. Train A Emergency Diese! Generator
started and the South Vent Stack Radiation Monitor tripped.

Tho_ Train A uencer card chassis was rgﬁ:ccd During the replacement, the monitoring
device previously installed was removed. Sequencer tested satisfactory with the
replacement chassis at 0355 on February 27, 1993. The Train A Sequencer was declared
operable and returned 10 service.
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was notified via the Emerge

actuation as required.

At 2205 on Februa

Post event ana
maonitoring the

i COMPONENT OR SYSTEM FAILURES

COMPONENT

Failure of test equipment connected 1o the Si
spurious SIS actuation within the Sequencer.
several test points along the

monitoring placed these paints at

Train A Solid State Safeguards Sequencer

Any event or condition that results in an automatic actuation of any E
Feature (ESF) is reponable within 4 hours under 10CFRS50.72(b)(il). At approximately
0021 CST on February 27, 1993, the Nuclear Regulatory Commission Operations Center
Notification System of the event as required. At
approximately 0030 CST on February 27, 1993 the Nuclear Regulatory Commission
Operation Center was notified via the Emergency Notification System of the second

ngineered

E. THE METHOD OF DISCOVERY OF EACH COMPONENT OR SYSTEM
FAILURE, OR PROCEDURAL OR PERSONNEL ERROR

26, 1993, the Control Room Heating, Venti
ngVAC) unit, UPS HVAC unit, and unit 1 electrical area Supply
he Train A Sequencer indicated a one out of six SI actuation.

is determined that the monitori
id State Safeguards Sequencer logic circuits, resulting in the initial one out
of six Sl Signa! and subsequent two out of six Si Signal.

and Air Conditioni
Exhaust fans started.

device had failed at the four points

A. FAILURE MODE, MECHANISM, AND EFFECT OF EACH FAILED

Sequencer for troubleshooting resulted in a
The monitoring instrument was connected at

Sequencer actuation and auto test circuit. The failure of the
logic ground. A logic ground sondition in the
acxuaﬂondrmmyrowaodthprooassingofaTrainASeqw

B. CAUSE OF EACH COMPONENT OR SYSTEM FAILURE

The test equipment used to monitor the vencer sustained multiple integrated failures.
The cause of the failures was not dmermisn.:e. e e

C. SYSTEMS OR SECONDARY FUNCTIONS THAT WERE AFFECTED BY
FAILURE OF COMPONENTS WITH MULTIPLE FUNCTIONS

ncer signal.
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D. FAILED COMPONENT INFORMATION

Sylvania CMOS Circuit Chip
M!:dol # ECG40428

(1. ANALYSIS OF THE EVENT

A. SAFETY SYSTEM RESPONSES THAT OCCURRED

The following safety systems actuated avtomatically as a result of the event. The
appropriate components within these systems operated as designed, upon receipt of the
start signal from the Train A Sclid State Safeguards Systems Sequencer.

Control Room Heating, Venting and Air Conditioni (ENS:(VI))
UPS Heating, Venting and Air nditioni? gEIlS:V
Eiec ical Area Supply and Exhaust tans (Ell ‘VF)
Train A Emergen sel Generator (ElIS:EK)
South Vent Stack Radiation Monitor (EiS:iL)

B. DURATION OF SAFETY SYSTEM Train INOPERABILITY
The Train A Sequencer was inoperable for 5 hour and 50 minutes.
C. SAFETY CONSEQUENCES AND IMPLICATIONS OF THE EVENT
The SIS Sequencer protects the core during a loss of coolant accident (LOCA) by

providing the logic to load the 6.9 kv bus In a pre-established time sequence. The SIS
Sequencer actuation was the result of equipment failure and was not required to mitigate the
event.

The event on February 26, 1993 occurred at 100 reent reactor power and all protective
functions responded as required. It is concluded ¢ the event posed no threat 1o the safe
operation of the piant or to the heaith and safety of the public. The event was bounded by
the accident a is described in the FSAR.

IV. CAUSE OF THE EVENT

Moanitoring equipment connected 1o the Solid State Safeguards Systems Sequencer falled.
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CPSES.

V. COBHECTIVE ACTION

Removal of monitoring device and re
instrument was constructed specifi

VI. PREVIOUS SIMILAR EVENTS

Aithough there have been several
those events were unrelated to the
resolve the root causas of the pre

placement of the system card chassis. The logic monitoring
cally for use in the Sequencer and is not used elsewhers at

previous events of inadventent actuation, the root causes of
roct cause of this event. The corrective action taken to
vious events would not have prevented this event.




