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1. INTRODUCTION

This technical evaluation report (TER) is a summary of the documentation-only review of the
Human Reliability Analysis (HRA) portion of the Perry Nuclear Power Plant Individual Plant
Examination (IPE) submittal to the U.S. Nuclear Regu atory Commussion (NRC). The body of
the report consists of four sections: (1) this Introduction, which provides a brief summary of the
approach of the documentation-only review and of the Perry IPE HRA approach; (2) Contractor
Review Findings, a detailed documentation of findings for each work requirement specified in
the NRC Task Order; (3) Overall Evaluation and Conclusions, which summarizes the important
findings and results from the review, and (4) the NRC summary data sheets.

1.1 Review Approach

The review approach for the Perry IPE HRA involved the following six steps illustrated in Figure
I. These steps, especially steps 2 through 4, were interactive and iterative, but followed this
general progression:

(1) Scoping Review - an overview of the entire IPE submittal. Read summary secuons,
plant descriptions, the major HRA-pertinent section(s). and result sections. Skim/scan the
entire submittal, including appendices and detailed front-end and back-end analyses.
ldentify the basic approach used for the HRA and the organization of the HRA
documentation, including any obvious major omissions. Identify notable features of the
plant, the overall IPE approach, or the HRA approach that deserve special attention.
Identify and obtain references that may need to be reviewed or checked, and obvious
points of interface with front-end and back-end aralysis. Review descriptions of
IPE/HRA team qualifications

(21 Detailed Review of HRA Sections - a detailed review and assessment of the primary
HRA section(s) of the submittal. This involves first a thorough (re)reading of descrniptions
of methodology noting assumptions, data sources, and other important aspects of the
analysis, and annotating any questions, potential problem areas, missing information, or
issues for further investigation. Second, it involves a comparison of information and
documentation found in the submittal about the overall HRA methodology/approach to
the information/documentation "requirements” identified in accepted HRA approaches
used in other PSAs. Finally, the detailed review involves an atiempt to "track” the
complete assessment of a few key operator actions through the HRA process described
in the submittal. By tracking, we mean identifying that the submittal contains sufficient
information to clearly delineate methodology, major assumptions, important parameters
such as performance shaping factors, data sources, references, etc., for the qualitanve and
quantitative assessment of human actions. There is no attempt to reproduce quantitative
analysis.
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THERP-based approach. (Ref. 3) The submirtal also stated that some less important
actions were estimated using data from the Grand Gulf PRA of NUREG/CR-4550.



2. CONTRACTOR REVIEW FINDINGS

The subsections below address each of the work rsquirements specified in the Task Order. For
each item, there is an attempt to identify notable points about the submittal, both strengths and
weaknesses, and insights with regard to the specific work requirement and the overall intent of

Generic Letter 88-20.

3.1 General Review of the Human Reliability Analysis.

2.1.1 Completeness of the Submittal Information.

In general, the submittal contains the type and level of detail requested in NUREG-1335. The
most obvious exception pertinent to HRA is the lack of information on the EPRI methodology.

Table 2-1 lists the major items idenrified in NUREG-1335 pertinent to HRA that were evaluated
as part of the overall review of methodology. Findings related to each item are summarized in
the subsections below.

2111 General Methodology. The general methodology for accident sequence selection,
accident sequence development, system modeling, HRA. and accident sequence quantification is
described in Section 2 of the submittal, Section 2 also discussed quantification, plant damage
states. containment evaluation, and risk contribution evaluation. Human actions are incorporated
into the plant model, the combination of system trees and event trees, by including the human
actions associated with safety functions on the event trees, and restoration errors on the system
trees (Section 3.2). The human interactions were included in the plant model as basic events.
The events were defined in terms of the failure mode they repres.at. Detailed definition of the
events was accomplished by examining the cues and procedures the operators use 10 guide their
actions. Regquirements for success of the events on 2 functional basis. the time available, and
other factors that influence success or failure were also defined. All of these factors were
assessed on a scenario basis, since accomplishing a given plant function varies from one accident
sequence to another. Therefore, the HRA approach taken requires a complete description of
accident events. This was accomplished by studying the events in which human actions were
significant contributors, and understanding the time line of events. Once the human events were
fully understood in context of the scenanos, the events were then quantified. Description of the
HRA methodology will is provided in more detail in Section 2.1.2 of this TER.




Table 2-1 NUREG-1335 HRA Items Checked - WR 111

NUREG-1335 REFERENCE

INFORMATION PERTINENT TO HRA

2.1.1 General Methodology

Concise description of HRA effort and how il is
integrated with the IPE tasks/analysis.

e

2.1.2 Information Assembly

2.1.2.2 List of reference PRAs, insights regarding
HRA, human performance.

2.1.2.3 Concise description of plant documentation
used for HRA information; concise discussion of the
process used to confirm that the HRA represents
conditions in the as-built, as-operated plant.

2.1.2.4 Description of the walkthrough activity,
including HRA specialist participauon.

2.1.3 Accident Sequence
Delineation

Description of process for assuring human actions
considered in initiating events and accident sequence
delineation, HRA specialist involvement.

| O
i

System Analysis

Description of process for assuning that the impacts
of human actions are included in systems analysis:
process for integrating HRA

2.1.5 Quantficanon Process

2.1.5.1 HRA in common cause analysis.

2.1.5.3 Types of human failures considered in the
IPE: a categorization and concise description exist.

2.1.5.4 List of human rehability data and time
available for recovery actions; data sources clearly
identified: if screened. a list of errors considered.
criteria for screening, and results of screening.

2.1.5.5 List of HRA data obtained from plant
experience and method/process for obtaining data;
list of genenic data.

2.1.5.6 Concise description of method by which
HEPs are quantified, including break down such as
task analysis, and techniques for combining
probabilities, assessing dependencies, eic.




Table 2-1 NUREG-1333 HRA ltems Checked - WR 1.1.1

NUREG-1335 REFERENCE

INFORMATION PERTINENT TO HRA

2.1.6 Front-End Results and
Screening Process

Human contributions to important sequences are
clearly identified. A concise definition of
vulnerabilities is provided, along with a discussion of
criteria used to identify vulnerabiliges. A listing of
vulnerabilities is provided, with clear definition of
those related to human performance. Underlying
causes of human-related vulnerabilities are identified.

2.1.6.6 Sequences that, were it not for low human H
error rates in recovery actions, would have been
above the applicable core damage frequency
screening criteria are identified and discussed.

2.1.6.7 Ary human performance issues pertinent to
USIs or GSIs are identified and discussed as
appropriate.

2.2 Back-End Submirttal

Impacts of operator action on containment response
are identified. Actions assumed to be accomplished
by operators can reasonably expected to be
accomplished under the severe accident conditions
expected: equipment accessibility, survivability,
information availability, etc. have been considered.
Critical human actions have been identified and
included in the event trees and quantitative HRA
assessments.

2.3 Specific Safety Features
and Potential Improvements

Any human performance related aspects of unique
and/or imponant safety features are discussed,
including any that resulted in significantly lowering
typically high frequency core melt sequences.
Human related potential improvements - procedures,
training, etc.- in response to vulnerabilities are
clearly identified and discussed.

2.4  IPE Utility Team and
Intzrnal Review

The submittal describes the utility staff participation
and involvement in the HRA. An independent in-
house review of the HRA was conducted.



21.1.2 Information Assemblv. Section 2.4 of the submittal provides an overview of the
informanon assembly and review of related documents. Similar PSAs were reviewed by the
licensee for possible HRA insights, including the Grand Gulf PRA and other BWR/6 PRAs.
The submittal discussed, in general terms, the information assembly process employed by all
disciplines involved in the IPE. The task plans used for each portion of the analysis and
reporting are listed in Table 2-1 of the submittal.

As a first step in the information 2ssembly, documents required to perform the analysis were
assembled and reviewed. In addition to other PSAs, this document review included piping and
instrumentation diagrams (P&IDs), normal and emergency procedures, control room logs,
maintenance records, and selected thermal hydraulic analyses performed by GE and
Gilber/Commonwealth. PSAs from Kuosheng and Cofrentes (foreign BWR/6 plants) were also
obtained for reference.

Teams from each of the major disciplines were given plant familiarization, since a significant
portion of the team consisted of contractor personnel from GilberyCommonwealth (the plant
architect/engineer), ard Halliburton NUS. Plant familiarization consisted of review of system
descriptions and plant visits.

The submittal notes that HRA analysts worked closely with the procedures group at the plant to
ensure that the latest emergency procedures were used in the analysis. Plant walkdowns and
interviews with the training staff were used to assess the timing of important operator actions.

.1.1.3 Accident Seguence Delineation. Accident sequence delineation is discussed in Section
| of the submittal. Initiators were selected based on the criteria of a plant occurrence that
either in.tiates and automatic scram, or requires immediate manual trip of the plant with &
challenge 1o safety systems. The events idenufied fell into one of three categories: transients,
LOCAs, or special initiators (loss of electrical power, instrument air, etc.). After grouping the
initiating events according to plant response. frontline event trees were developed. Included in
the submittal is the general description of each event tree, Success criteria, and a description of
each node making up the event tree.

PV B

2.1.1.4 System Analvsis. System analysis is in Section 3.2 of the submittal. Using the analysis
of initiating event, the systems required to respond to the events were identified. Identification
of systems concentrated on decay heat removal and containment integrity, resulting in 2 broader
list of plant functions required to meet these requirements. In general, the accident sequence
analysis results in the identification of the functional requirements, which in turn are translated
into individual system requirements. This information is presented in the submittal in the form
of a system description, system operation, system interface and dependencies, and success csiteria
for each front-line system.

2.1.1.5 Quantification Process. The sequence quantification process is describe in Section 3.3.
The sources of generic data are clearly identified. The major reference for generic data is the
Grand Gulf PRA in NUREG/CR-4550. Also the NUS BWR Generic Data Base, a summary of



LERs (NUREG/CR-1363), IEEE-500, WASH-1400, GESSAR 1I, and Kuosheng PRA were
compared to NUREG/CR-4550 to establish that the results in the Grand Gulf study are of the
same order of magnitude. Sigmficant plant specific data was not available for the IPE, since the
plant had operated for only one cycle when the [PE process began.

Quantification of human interaction (HI) basic events considered three classes of events,
depending on the time at which the event occurs in the accident scenanio. "Type A HIs" occur
before the event initiator, and are the result of human errors during maintenance, testing, or
calibration activities. "Type B HIs" are those that result in, or contribute to, initiating events.
These are implicitly incorporated in the initiating event frequencies obtained from plant operating
experience. Therefore, Type B HIs are not included in the IPE HRA analysis. "Type C HIs"
are broken down into two sub-classes: (1) operator actions performed in response to an
Emergency Operating Procedure (EOP), including manual backup on failure of automatic
initiation of systems, and (2) recovery actions in response to unavailability of a safety function
that failed because of equipment malfunction. These events are referred to as Tvpe CP and
Type CR events, respectively. Type CP events are can either appear as headings 1n the event
trees, or as basic events in system or functional fault rees. Type CR events are addressed at the
accident sequence cutset level.

Tvpe A interactions were subjected to a qualitative screening (discussed in more detail in Section
2.1.2 of this TER). In general, the probabilities that a system would be left in a condition where
it could not meet its safety function is greatly reduced if the system is functionally tested
following maintenance. Also, if there is clear indication or alarms in the control room. or the
system is checked daily, then the probability that the system is not properly aligned is low. After
applving the screening criteria, only restoration faults on non-safety systems were evaluated for
Tvpe A Hls.

Tvpe C HIs were analyzed for each of the accident scenarios in the plant logic model. A task
analysis was performed to understand the cues and procedures for accomplishing a plant function.
the actions necessary to accomplish a function successfully, the time available, and other factors
that influence probability of success or failure. Dependencies among HI events were identified
as the next step in the analysis. The identification of dependencies was performed to determine
cases where success or failure in a preceding event affects the probability of success or failure
of another event. Dependencies for “cognitively correlated” Hls were identified by four cnteria
that are discussed in more detail in Section 2.1.2 of this TER.

Final quantification of Hls was accomplished by first dividing response into two components:
a detection, diagnosis, and decision (DDD) phase, and an execution phase. Time reliability
curves from the EPRI approach were used to quantify time-criucal Hls. For Hls dependent on
time-critical Hls, or those that are not time-critical, a simplified THERP or the ASEP approach
was used to estimate HEPs for the execution phase. Quantificaticn was performed on a sequence
by sequence basis to more completely address the dependency 1ssues.



Common cause failures were identified using NUREG/CR-4780 guidelines. Miscalibration of
sensors is a human related common cause failure that was included in the analysis, since such
failures affect the actuation of safety systems. However, the Appendix D of the submittal states
that common cause error was not evaluated explicitly, but was included with a value representing
a tenth of the failure of a single sensor.

2.1.1.6 Front-End Results and Screening Process. Front-end results, including internal flooding,
and the screening process are reported in Section 3.4 of the submittal. Included in this discussion
are Perry definitions of core damage and vulnerabilities. Vulnerabilities are discussed in Section
2.4.1 of this TER.

The screening criteria used for reporting event frequencies and core damage frequency was taken
from NUREG-1335. The event trees were constructed with plant functions combining one or
more systems and operator actions used as the heading. However, the critena for systematic
sequences rather than functional sequences was used for the screening. The following six
screening criteria were used (quoted directly from submittal):

1. Any sequence that contributes 1E-07 or more per reactor year to core damage has
been included in the summary of core damage frequencies by iniuating event. (Tabie
34.1-D

L

Any sequence that contributes 1E-07 or more to the total core damage frequency,
grouped by iniiator. (Table 3.4.1-2)

3. All sequences that are within the upper 95% of the total core damage frequency.
{Table 3.4.1-3)

4. Any systemic sequences that contribute to a containment bvpass frequency in excess
of 1E-O8 per reactor vear. (Table 3.4.1-4)

N

Any systemic sequences that are determined from previous applicable PRAs or by
engineering judgement to be important contributors to core damage frequency or poor
containment performance which are not already included in Table 3.4.1-1 through
34.1-4

6. All systemic sequences greater than 1% within the upper 95% of the total containment
failure frequency. (Tables 3.4.1-11)

Core damage frequency calculations were performed using a truncation value of 1E-10 for
sequence cutsets. Recovery actions were included in the event trees after the initial
quantification. No sequences were cut off after adding the recovery actions. The significant
contributcrs to core damage frequency were subjected to three separate analyses: sensitivity,
importance, and uncertainty. The importance analysis identifies the dominant contributors to the
core damage frequency and source term frequency. One product of the sensitivity analysis is the
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identification of events were the core damage frequency was reduced below the screening critena
because of an order of magnitude change attributed to operator recovery actions. Table 3.4.1-12
of the submittal lists the recovery actions included in the model. Table 3.4. 1-5 list the sequences
that were reduced below 1E-07 due to recovery actions. This table compares the base case (with
recovery actions) with the CDF setting the HEPs to 1.0. Also of interest is Table 3.4.1-13 of the
submittal that shows the impact of the three most significant recovery actions of .ie total core
damage frequency. And finally, the contribution to total CDF due to operator actions can be
found in Table 3.4.1-14 of the submittal. The base case CDF is reported as 1.2E-5. With perfect
operator performance, there is a 66% reduction in CDF to 39E-6.

Several human error contributors to core damage frequency were identified in Section 34.1.1.
The third highest contributor to core damage frequency is failure of the operator to maintain
power conversion system during ATWS with power conversion system initially available
(NSHICPECS-2-L1T3). Failure to perform this action is assumed, and the HEP is set to 1.0
Failure of the operator to re-open the motor feed pump control valves or manually depressurize
the reactor during ATWS with loss of PCS (FWHICPEL-2-FDW-V) is the fifth most important
event for core damage. Analysis in Appendix D shows how the HEP of 5E-03 was derived. The
final human error contributor to CDF is the failure of the operators to inhibit ADS for ATWS
scenarios where feedwater system has failed (ADHICPCS-ADS-0). This is the seventh most
important contributor to core damage frequency, and the HEP was calculated to be 7.2, (We
assume that all HEPs 2 1.0 are entered into the system model as 1.0.)

Section 3.4.3 of the submittal reports the results of evaluating plant capabilities for Unresolved
Safety Issue (USI) A-45, decay heat removal. The evaluation determined that three types of
events at Perry were significant for this issue: loss of ofisite power and make-up, loss of coolant
inventory make-up at low pressure, and loss of high pressure make-up and failure t» depressunze.
Since these events are already analyzed in the plant model, the human reliability impact on the
USI 1s incorporated in the analysis

2.1.1.7 Back-End Submirtal. The back-end analysis is described in Section 4 of the submuttal.
Very little reference is made to operator actions. The interface between the front-end and back-
end is a set of plant damage states containing the front-end sequences. Reference to human
actions and failures are found in a number of places throughout the back-end analysis. For
example, identification of key event timing, plant damage state event trees, and containment event
trees. An important mode of containment failure included an operator error for failure to initiate
hydrogen ignition system.

2.1.1.8 Specific Safety Features and Potential Improvements. Section 6.2.1 of the submittal lists
the plant improvements made as a result of IPE insights. In addition, the submittal cover letter
lists improvements under evaluation, and one potential improvement that was rejected. Plant
improvements made include steps taken to reduce CDF by improving instructions for loss of
offsite power and flooding. Several system modifications are also listed, and the out-of-service
time for cenain critical components was reduced. HRA related plant improvements will be
discussed later in this TER.
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2.1.1.9 IPE Uglity Team and Internal Review. Overall responsibility for the IPE development
was given to Halliburton NUS because of a lack of experienced analysts on the plant staff. Up
1o five engineers were assigned to the IPE, but unly three were assigned full ime. The submittal
states that utility personnel were involved in all portions of the analysis, but it is not clear to
what extent the utility personnel were involved in the HRA. Also, since the utility did not have
the expertise available on staff at the time the IPE was undertaken, the experience zained from
the IPE process should be available to continue with the "living" PRA.

2.1.2  Clarity of the HRA Methodology Description.

The discussion of the HRA methodology is in the first seven pages of Appendix D of the
submittal. A detailed description of the methodology used is not included in the discussion, and
the justification for the methods used to quantfy the human error probabilities (HEPs) 1s not
clear. Appendix D states that the EPRI approach was used for the Detection, Diagnosis, and
Decision (DDD) phase. while either the ASEP or THERP methods were used for quantification
of the execution phase. Some of the details of the EPRI approach can be found in the analysis
of the operator actions, but there are no examples of the time reliability curves that were used
for point estimates. The referenced document for the methodology. "An Approach to the
Analysis of Operator Actions in Probabilistic Risk Assessment,” EPRI-TR-100259, was not
available for this assessment.

The submittal states that the analysis is documented on a function-by-function basis in the context
of the sequences, so that the relationship berween the human interactions and the scenario can
be explored. The analysis, therefore, concentrated on only those actions that were direct
¢~~tributors to systemn performance and appear in functional fault wees or contributors 1o the top
gates of system fault trees

The first step of the analysis was 1o identify the Type A and Type C HIs. This was
accomplished as part of th» systems and event tree development. Type A Hls were qualitatively
screened using the following critena:

General Component Tvpe A Guidelines

« Restoration faults following maintenance were not postulated if the system undergoes
a full functional test following completion of maintenance.

« Restoration faults were not postulated if the component has an indication in the
control room which is verified on a daily basis, and it is readily apparent to the
operators if out of position or if power is disconnected.

« Restoration faults were not postulated if the components are included on a daily
checklist.



Manual Valve Type A Guidelines

« Restoration faults were not postulated if there is double (independent) verification of
position following test/maintenance and the valve is also venfied in the correct
position between test events (e.g., on a checklist).

« Restoration or mispositioning faults were not modeled if the valve is administratively
controlled to be in its correct alignment as locked open, locked closed, or locked
throttled, and checked quarterly or more frequently.

Valves (Other Than Manual) Type A Guidelines

« Restoration faults were not postulated if the valve has an individua! pesition indication
in the control room, and is included on a daily (or more frequent) checklist.

« Restoration faults were not postulated if the valve receives a signal to go to the
correct position, and a position indication light shows if power is sot connected.

« Restoration faults were not postulated if there is double (independent) verification of
position following tesUmaintenance, and the valve is also verified in the correct
position between test events (e.g., on a checklist),

+ Restoration faults were not be modeled if the valve is administratively controlled to
be in its correct alignment as locked open, locked closed, or locked throttled with
motve power removed.

After applying the above screening criteria, no Type A HIs for safety svstems remained.
However, Type A Hls for non-safety systems were included in the plant model. A number of
the Type A HIs appear in Table 3.3.3-1of the submittal having a zero HEP.

Type C Hls (procedural and recovery actions) were analyzed in the context of the scenarios in
which they were performed to account for different influences for the same action between
scenarios. Therefore, the first step in the analysis of the Type C HIs was to understand the cues
and procedures the operator use to guide them to perform the required fanctions, the time
available, and other factors that might influence their probability of success or failure. The
events were defined as clearly as possible prior to quantification.

A key factor in the HRA is determining the influences on a given human acsion resulting from
performance/failure to perform previous human actions. Func tional dependencies were identified
by the following guidelines (quoted from the submittal):

« If two HI events are associated with responses to the same plant smtus, the cognitive
part of the failure probabilities are considered to be totally dependent.
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» As : corollary to ihis, if, in the chronological development of the scenarios, and HI
failure event follows a successful HI, and the procedural instructions for both events
are closely related, the cognitive failure probability of the second HI should be very
small and can be neglected, since the success in the first event implizs a successful
recognition of the scenano.

« If human interactions are i) separated by a significant time (i.e., ime between cues
or required responses is long), or ii) separated chronologically in the sequence by a
successful action, and/or iii) responses to different cues in different parns of the EOPs,
they may be regarded as being independent.

« In addition, the early memorized responses may be regarded as independent from
those actions for which the procedures are expected to be providing the direction.

Other types of dependency, such as the fact that performing a given function may take resources
away from the performance of another action, are also considered in the analysis. This
dependency is evaluated by the role of the crew personnel, both in performing the procedural
action, and recovery from failure to execute correctly.

3 1.3 Process to Confirm that the IPE Represents the As-built, As-operated Plant.

Sc-tion 2 4 ¢n information assembly describes the steps taken to ensure the IPE represents the
as-built, as-operated plant. January 1. 1990 was used as a cut-off date for collection of design
and operational information. Among the steps listed in Section 2.4, the HRA analysts were
provided with a current set of operaiing procedures The HRA analysts also discussed actions
w.:h operations and training personnel.

214 Peer Review of HRA.

The review process is discussed in Section 5.2 of the submittal. Two reviews pertinent to HRA
were performed by Perry Operations Staff. The initial operations review performed by two
licensed operators. Their comments were addressed and incorporated into the model. Following
quantification, the dominant sequences were reviewed by licensed operators, including a Shift
Supervisor, in the procedures organization that were responsible for developing the emergency
procedures using the BWR Owners Group Emergency Procedures Guidelines (EPGs).

Further, a Level 1 review was performed by outside consultants. The major HRA issue raised
during this review was the conclusion that no coupled human errors survived truncation. The use
of symptom-based EPGs did not justify decoupling of many actions, and some coupling would
still be expected due to time coincidence of some actions. At the time of the Level 1 review,
the HRA was undergoing an internal review. During the internal review, coupling of a number
of actions was identified for the ATWS sequences in the initiation of some systems. This
resulted in modification of the human reliability modeling and gquantification. While the
submitta! did not specifically describe an HRA review process, we infer from the comments that

14



the review teams contained sufficient HRA expertise to identify and address substannal HRA
155ues

2.3 Review of the Most Likely Sequences.

231 Consistency of Operator Actions and Results with NUREG- | 150 andOther NG C Accepted
PSAs

Frequent reference to the Grand Gulf PSAs of NUREG/CR-4550 and NUREG/CR-4551 was
made throughout the Perry IPE. It was noted that the Perry plant had only one cycle of operation
at the time the IPE began. Therefore, the historical data of the Grand Gulf PSAs were a viable
substitute for plant operating expenence.

Comparison of the HRA portion of the Grand Gulf PRA with the Perry IPE reveals that the basic
approach to identifying human errors is similar. The Grand Gulf PRA. however, did not include
the qualitative screening employed by Perry for the pre-initiator €rrors. Values are given in the
Grand Gulf results for a considerable number of failure to restore actions that would have been
screened out by the Perry methodology (e.g. "Failure 1o restore CRD valve V217B following
maintenance” on Table 4.8-1). Point estimates for similar actions appear in Table 3.3.3-1 with
a value of zero. For post-accident human actions, the grouping of actions in the Grand Gulf PRA
differed from that of Perry. The Perry list appears 1o be somewhat more complete than the
Grand Gulf list. In general, the Grand Gulf results show higher HEPs for similar actions. For
example, the smergency depressurization dunng ATWS is given as 7E-03 or 1.4E-02 in Perry
versus 0.125 in Grand Gulf. However, venficanon of individual results is beyond the scope of
this review. Few actions in the Grand Gu'f PRA had a value Jess than 1E-03. However, as
C'scussed in the next section of this TER, there is some question, concerning the use of zero
probabilities and one very low HEP (1 OE-10) in the model.

2.2.2  Accident Sequences Screened Out Because of Low Human Error.

A qualitative screening process was used for pre-initiator human events. For events screened out
using the criteria listed in Section 2 1.2 of this TER, a value of zero was used in the model.
There is some question as to whether a quantitative screening would have included some events
that were eliminated using the qualitative screening.

The discussion of events screened out due to low human error is provided in the section on
sensitivity analysis (3.4.1.6). To assess the sensitivity to human error probabilities, the values
were increased by a factor of ten if the base value was 0.1 or less. If the base case was between
0.1 and 1.0. the value was increased to 1.0. The core damage frequency increased by @ factor
of 28 as a result of this sensitivity analysis. The impornance of training and procedures was the
key factor in these results. Table 3.4.1-5 of the submirttal lists 53 accident sequences that were
screened out due to human interactions. These sequences fell into three groups: failure of decay
heat removal, ATWS events, and events associated with manual depressurization.

15



A number of the actions included on the human interacuon basic events list that could potentially
impact these events have zero listed for the HEP (point estimate). These are the pre-ininator
human efrors that were excluded because of L.¢ screening criteria used. For example, failure to
re-tore Standby Liquid Control following maintenance or test (action SLHIMA in Table 3.3.3-1).
A zero HEP for this action would have a significant affect on the quantification of the ATWS
scenarios. The core damage frequency for these events is relatively high (4.74E-06/40.7% of
total CDF). Therefore, use of some non-zero value for SLHIMA would affect core damage
frequency for ATWS events. Licensee response 10 NRC's question regarding this issue indicated
that the typical unavailability of equipment associated with such pre-initiator human actons is
3E-03; and that typical HEPs (e.g., from THERP) are 1E-05 or 1E-06. The licensee therefore
concludes that it is appropriate to ignore these actions in the IPE model.

In addition, the licensee did not include miscalibration of sensors in the assessment of pre-
initiator human errors. Licensee response to an NRC question regarding this omission was that
miscalibration errors were modeled as common cause basic events and assigned a value of 0.1
times the value for random component failure. Further, the licensee stated that a sensitivity study
with miscalibration common cause basic events increased to a value of 9 3E-02 resulted in only
a 7% increase in CDF

The numerical estimate of CDF may or may not have been substantially altered as a result of a
more in-depth and direct human reliability assessment of miscalibration and restoration errors.
However, the greater benefit 10 be derived from performing the HRA is the increased
understanding of the plant-specific factors that could lead 1o human error. This understanding
comes from a systematic and rigorous assessment of procedures, discussion with maintenance and
~nerations personnel and thorough evaluation of actual plant practice. Use of simplified
screening rules and “arbitrary” removal of actions such as calibration tasks from further
consideration limit the licensee's ability to obtain such insights as recommended by NUREG-
1335 guidance, which instructs the licensee 10 examine procedures (including maintenance and
surveillance procedures) to develop an understanding of the underlying causes of contributions
to core damage.

2.3 Quantitative Results.

2.3.1 Appropriateness of Numerical Screening Values.

A quanttative screening was not performed for this analysis. Appendix D of the submittal
discusses only the qualitative screening performed for maintenance, test, and calibration activities.
After applying the screening critena, only errors in non-safety related systems remained. The
criteria used in the qualitative screening were listed in Section 2.1.2 of this TER. For procedural
and recovery errors, the submittal states that operator actions in the emergency procedures were
included in the model. While the “criteria” used for the qualitative screening, taken individually,
appear 1o be reasonable, the submittal would have been enhanced by a discussior. addressing what
the analysts did to assure themselves that significant human errors were not screened out. For
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example, how did they achieve a level of confidence comparable to what would be expected from
a more traditional approach of using quantitative screening values with relatively high HEPs?

2.3.2 Completeness of Information on Human Error Probabuilities.

Part B of Appendix D of the submuttal describes, at a general level, the analysis for each
important action included in the model. Human actions associated with five types of events were
analyzed: ATWS, Loss of Offsite Power, Station Blackout, Transients and LOCAs, and other
events that require the operator 1o recover from specific failures (including some post-core
damage actions). A thorough description of the analysis for a number of the important actions
s included. This description includes sample calculations, data sheets, and sample trees. Each
error in Table 3.2.3-1, with the exception of pre-initiator actions on safety systems, is discussed
in Appendix D.

2.3.3 Information on Sources of Generic Human Reliability Data.

Sources of generic data are idenufied. Genenc values for the execution phase of certain actions
were taken from The Handbook or the Grand Gulf PRA. though the submittal did not identify
which HEPs were taken from which source. Quantification of less important actions was based
on assigned screening values based on engineenng judgement.

2.3.4 Description of the Recovery Method

Recovery actions are included in the Type 3 Hls analyzed in Pant B of Appendix D. However,
most of the actions analyzed were procedural errors, The recovery actions were addressed at the
accideni sequence cutset level. Table 3.4.1-12 lists 12 recovery actions that were included in the
mode!. and Table 3.4.1-13 shows the impact of the three most significant recovery actions on the
core damage frequency. Recovery actions, in general, yielded improvements in core damage
frequency of less than an order of magnitude. The individual actions nominally improved core
damage frequency by a factor of two, while the combination of all three improved core damage
frequency by a factor of 3.5.

24 The IPE Approach to Reducing the Probability of Core Damage or Fission Product
Release.

2.4.1 Definition of Vulnerability.

The IPE uses a definition of vulnerability based on the NUMARC Severe Accident Closure
Guidelines which state, "If the contribution from a given initiator or system failure is greater than
50 per cent of the total core damage frequency it is interpreted as a significant vulnerability, if
it contributes 20-50% it is interpreted as a potential vulnerability 1o be investigatzd. Similarly,
contribution from sequence groups between a cose damage frequency of 10 to 10 are reviewed
to determine 11 there is an effective plant procedure or hardware change which would reduce the
frequency of the sequences.” Table 7-1 of the submittal, a summary of ¢e-~ damage frequency
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by events, shows that no single ininator contributes more than 35% (an ATWS sequence; total
for ATWS sequences was 40.7%) 1o total CDF. Table 7-3 shows events by grouping, in which
no single group contributes more than 22% to towd CDF. Therefore, the IPE results support the
definition of vulnerability, and indicate that no vulnerabilities exist

2.4.2 Reasonableness of Identified Human Related Plant Modifications.

Plant improvements made as a result of IPE insights include enhancements to the procedures for
loss of offsite power, and flooding. The improvements to the loss of offsite power procedures
include retention of the RCIC isolation bypass on high steam tunnel temperature caused by a loss
of ventilation. Also, the process for crossneing Unit 1 and Unit 2 batteries and recovery of
offsite power to the HPCS were enhanced. The improvement 1o the flooding instructions relate
to the response to flooding scenarios.

2.5 Interface Issues With Front-End and Back-End Reviewer.
No back-end issues related to HRA were identified. Several requests for additional information

identified from the front-end review were directly related to operator actions and HRA modeling.
Licensee responses 1o these requests are addressed in the final report from the front-end reviewer
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3. OVERALL EVALUATION AND CONCLUSIONS

On the basis of our review, we conciuded that, with regard to the HRA, the submittal
demonstrates that the licensee used a reasonable process to meet the intent of Generic Letter 88-
20. Overall, the HRA methodology used for identification of important human actions, analysis
of factors influencing human performance, quantificacdon of human error, assessing the impact
of human error on system response (and therefore CDF and releases) appears reasonable and
consistent with practice in other PSAs. A reasonable process was in place to identify potential
humnan-related improvements.

A notable weakness of the submittal documentation is the lack of informauou on the EPRI
methodology used as a primary tool for quantification of human error. The unavailability of
source documentation and the lack of sufficient information within the submittal on the technical
bases for this methodology and the use of the methodology by the licensee significantly impacted
our ability 1o assess the licensee’s approach. It is important that the licensee provide the
appropriate reference(s) and sufficient discussion of the inputs, assumptions and rationale
emploved by the HRA analysts in applying the methodology. Information on the EPRI approach
was obtained by NRC subsequently. It was not possible to re-examine the subminal in detail.
However, a very general overview indicates that the EPRI methodology was appropriately
applied

The Limited treatment of pre-ininator human errors, especially calibration errors, also 1s

considered to be a weakness of the HRA. More thorough assessment of potential underlying
causes for pre-initiator human error is recommended in follow-on studies by the licensee.
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4. IPE EVALUATION AND DATA SUMMARY SHEETS

IPE DATA SUVMARY SHEETS
(HUMAN RELIABILITY)

Plant Name: Perry Nuclear Power Plant

Information Assembly

o List of plants, PSAs or cther analyses known to have employed similar HRA
methodology.

Perry is a BWR/6 with a Mark [II containment design. The Grand Gulf Level 3 PRA of
NUREG/CR-4550 and NUREG/CR-4551 (NUREG-1150 reports) were used as references
for the Perry IPE.

Ex-control room actions treated? List.
Several ex-control room actions were included in Table 3.3.3-1. For example, alignment

of Firewater Alternate Injection, and vent path lineup for venting through the containment
spray sparger or fuel pool cooling and cleanup system.

Human Failure Data (Generic and Plant Specific)

+ Analytic method used, e.g., Expert Judgement, THERP, SLIM-MALUD, HCR, TRC.

Three separate methods were used for total HRA effort. For t:me-critical actions, the
time-reliability cur es in the EPRI approach to HRA was used to estimate the probability
of failure on the detection. diagnosis, and decision (DDD) phase. The reference for this
methodology 1s “An Approach to Analysis of Operator Actions in Probabilistic Risk
Assessment.” EPRI-TR-100259. It was noted in Appendix D of the submittal that the
EPRI reference contained a second quantification methodology referred to as the decision
tree approach. A simplified THERP or ASEP approach was used to estimate the HEP for
the execution phase of operator actions. The analysis concentrated ¢n human interaction
events which are direct contributors to system performance and appear in functional fault
trees or as contributors to the top gates of system fault wrees.

« Were the following human errors considered:

(1) Pre-initiator, e.g., maintenance error including testing, equipment calibration, and
restoration”?



Testing, maintenance, and calibraton activites were analyzed, although no list of the
actions was included in the IPE. Appendix D of the submittal contains a discussion
of the criteria used to screen the ex control room actions. The actions screened
include maintenance, test, and calibration of general components, manual valves, and
valves (other than manual). After applying the screening criteria, the analysts
concluded thac only non-safety system components remained. Therefore, no detailed
analysis of the errors was performed. In the case of instrument and system air
systems, however, a restoration error was assigned a HEP of 1E-03. No explananon
of this values is given.

(2) Post-initiator procedural?

The submittal states that a wide range of specific actions following an accident are
classified as Type C Human Interactions (HIs). Type C Hls are comprised of two
sub-categories, operator responses to procedures, and recovery actions.

(3) Post-initiator recover
- Control Room
Post-initiator control room actions are included in the analysis as Type C Hls.
- Ex-Control

The list of Hluman Interaction Basic Events in Table 3.3.3-1 indicates that important
ex-control room actions are included in the analysis. Local control actions, such as
operation of manual valves, are included in this table.

+ Types of human errors considered, e.g. omission, commussion.

Three types of human errors are described in Appendix D. Type A HIs are errors made
during maintenance, testing, and calibration that leave a safety system unavailable for use
during an accident. Type B Hls are errors that initiate events. Type C Hls are errors in
following procedures (including a detection, diagnosis, and decision phase), and errors in
recovery actions. Type C Hls are incorporated in the initiating event frequencies obtained
from plant operating experience. Both Type A and C HIs analyzed in the HRA for Perry
are errors of omission.



« Source of human reliability data.
Genenc Data?

Generic data for "the important actions” was taken from THERP or methods based on
those developed as a result of the Operator Reliability Experiments (ORE) program.
Data from this program was not available for review. HEPs for less important actions
were estimated using the Grand Gulf PRA of NUREG/CR-4550. (Reference Section
2.3.6 of the submittal.)

Simulator Data?
No mention of the use of simulator data was found in the submittal.
Expert Judgement?
No mention of the use of expert judgement was found in the submittal
« Most significant operator actions.
Important operator actions for internal events, recovery and post-core phase, internal
flooding, and response to specific failures are included in the analysis. These are
discussed and listed in Appendix D of the submiual.
+ Human error contribution to core damage frequency (if known).
Core damage frequency (CDF) is discussed in Section 3.4.1.1 of the submittal. Twenty-
one events have a core damage frequency greater than 1E-C7. Table 3.4.1-7 hists the
basic events along with importance and risk reduction factors. These events were ranked
using the Fussell-Vesely measure. Using this measure, the following human errors were
ranked as significant contributors to CDF:
1. Failure of the operator to maintain Power Conversion System (PCS) during an
ATWS with PCS initally available, or during a loss of feedwater transient 1s

ranked as the third highest contributor to CDF. Fussell-Vesely importance is 0.27,
and risk reduction factor is 1.38.

2

Failure of the operator to re-open the motor feed pump control valves or manually
depressurize the reactor during an ATWS event (PCS unavailable) is the fifth most
important event. The Fussell-Vesely importance is 0.25, with a risk reduction
factor of 1.33.

3. Failure of the operator to inhibit Automatic Depressurization System (ADS) during
ATWS with feedwater unavailable is the seventh most important basic event. The

o
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Fussell-Vesely is 0.22, with a risk reduction factor of 1.28. With this factor
dropped from all events requining this action, total CDF is reduced 19% from
1.3E-05 10 1E-05.

4 Of the next 14 events, six are either human error events, oOr have some human
error contribution.

» Vulnerabilities associated with human error.

Vulnerabilities and vulnerability screening are discussed in Section 342. One
vulnerability was identified that is attributed to human error. This error is the failure to
inhibit ADS during an ATWS with feedwater unavailable.

PLANT IMPROVEMENTS AND UNIQUE SAFETY FEATURES
« Improvement insights stemming from HRA.

None of the improvement insight listed in the submittal are specifically attributed to the
HRA. It appears as if all improvements were identified as the result of systems and fault
tree anaiysis results, including the internal flooding analysis.

+ Implemented human factor improvements or enhancements stemming from HRA.

Several human factor improvements are given in Section 6.2.1. To reduce core damage
frequency due to loss of offsite Power, procedures have been enhanced to instruct the
operators to bypass the RCIC insolanon on high steam tunnel temperature, 10 instruct
operators on using the Unit 2 (incomplete unit) batteries, and for recovery of HPCS and
alternate injection systems by restoring offsite power. Also, instructions for response 10
flooding events have been revised.

« Human factors improvements or enhancements under consideration.

A significant improvement in CDF would be achieved with the installation of an
automatic ADS inhibit for ATWS events. This design change is under consideration,
Also, improvements in ATWS procedures for controlling power/level as a function of
containment pressure with a RPV water level near the minirmum allowable for steam
cooling would improve containment failure frequency.



