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Ref. # 50.73
wunem J. c.hiti. Jr, 50.73(a)(2)(i)
1:tecuuve tkg brusient

April 22, 1991

U. S. Nuclear Regulatory Commission
Attn: Document Control Desk
Washington, D. C. 20555

SUBJECT: COMANCHE PEAK STEAM ELECTRIC STATION (CPSES)
DOCKET NO. 50-445
MANUAL OR AUTOMATIC ACTUATION OF ANY ENGINEERED SAFETY FEATURE
LICENSEE EVENT REPORT 91-009-00

Gentlemen:

Enclosed is Licensee Event Repcrt 91-009-00 for Comanche Peak Steam Electric
Station Unit 1 " Automatic Isolation of Steam Generator Blowdown Due to
cognitive Personnel Error."

Sincerely.

W. J. Cahill Jr.

'/
i hp/l/By: *\ ,

. G.%Culdemond '

Manager, Site Licensing

JAA/bm

Enclosure

c - Mr. R. D. Martin, Region IV
ResidentInspectors,CPSES(3)
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AUTOMATIC ISOLATION OF STEAM GENERATOR BLOWDOWN DUE TO
COGNITIVE PERSONNEL ERROR
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On March 21,1991, Comanche Peak Steam Electric Station (CPSES) Unit 1 was in Mode 5,
Cold Shutdown, with Reactor Coolant System temperature of 130 degrees F and pressure of
325 psig. Steam Generator Blowdown (SGBD) System was in service and being used to drain
the Steam Generators (SG).

At 0300 draining of SG 03 began. The Unit Supervisor followed the System Operating
Procedure as written and knew that an ESF actuation would occur at 25 percent level in SG-
03, however; he thought this was a controlled evolution, with procedural guidance, and
therefore not reportable. Prior to the ESF actuation, the Turbine Driven and both Motor Driven
Auxiliary Feedwater pumps, as well as SGBD valves to SG 01,02, and 04, were secured to
minimize the impact on plant equipment. At 0656, a SG Lo Lo Level ESF actuation occurred,
automatically closing the SGBD valve to SG-03. At 0657 the oncoming shift, Reactor Operator,
recognized this as a reportable event, started MDAFW pump 02 and re-filled SG 03 to
approximately 30 percent, to clear the ESF actuation signal.

The root cause of this event was cognitive personnel error and less than adequate procedural
guidance. Corrective actions include training and procedure revisions.
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1. DESCRIPTION OF THE REPORTABLE EVENT

A. REPORTABLE EVENT CLASSIFICATION

Any event or condition that resulted in manual or automatic actuation of any
Engineered Safety Feature (ESF), including the Reactor Protection System (RPS)
(Ells: (JC)).

B. PL ANT OPER ATING CONDITIONS PRIOR TO THE EVENT

On March 21,1991 Comanche Peak Steam Electric Station (CPSES) Unit 1 was in
Mode 5, Cold Shutdown, with the Reactor Coolant System (RCS)(Ells:(AB)) at a
temperature of 130 degrees Fahrenheit and a pressure of 325 pounds per square
inch gage. The Steam Generator Blowdown (SGBD) System (Ells:(WI)) was in
service and being used to drain Steam Generator 03 (SG) (Ells:(SG)(SB)).

C. STATUS OF STRUCTURES. SYSTEMS. OR COMPONENTS
TH AT WERE INOPER ABLE AT THE START OF THE EVENT
AND TH AT CONTRIBUTED TO THE EVENT

Not applicable - no structures, systems or components were inoperable at the start of
the event that contributed to the event.

D. NARRATIVE SUMMARY OF THE EVENT. INCLUDING DATES AND
APPROXIM ATE TIMES.

On March 21,1991, prior to draining SG-03, the Operations Shift Crew (utility,
licensed) discussed the upcoming process and the SG Lo-Lo Level ESF actuation
signal. As a precaution, the Turbine Driven Auxiliary Feedwater (TDAFW) pump
(Ells:(P)(BA)) and both Motor Driven Auxiliary Feedwater (MDAFW) pumps
(Ells:(P)(BA)) were secured by placing the control switches (Ells:(33)(BA)) in the
" pull to lock" position. The SGBD valves (Ells:(V)(WI)) to SG 01,02, and 04 were
also secured in the closed position.

!
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At 0300 on March 21,1991, the Operations Shift Crew began draining SG 03. The
Unit Supervisor (utility, licensed) followed the System Operating Procedure as
written, which a! lowed draining of SG-03 in the present plant condition. The Unit
Supervisor knew that an ESF actuation would occur at 25 percent level in SG 03
and that SGBD would be isolated; however, he thought this to be a controlled
evolution, with procedural guidance, and therefore, not a reportable event. The Unit
Supervisor planned to continue the drain of SG 03, from inside containment, after
the ESF actuation.

At 0656 on March 21,1991, SG 03 level reached 25 percent, and a SG Lo Lo Level
ESF actuation occurred. As a result, the SGBD valve to SG 03 automatically closed,
and the Condensate Storage Tank (CST) (Ells:(TK)(KA)) was isolated from the Main
Condenser (Ells:(COND)(SG)). At 0657 the oncoming shPt, Reactor Operator (RO)
(utility, licensed), recognized this as a reportable event, started MDAFW pump-02
and re-filled SG 03 to approximately 30 percent to clear the Lo Lo Level condition.
At 0730 the RO placed the Solid State Protection System (SSPS)" Mode 5/6-
Normal" switch (Ells:(33)(JE)) in the " Mode 5/6" position to allow SG 03 to be
drained below 25 percent without an ESF actuation signal.

An event or condition that results in a manual or automatic actuation of any ESF,
including the RPS,is reportable within 4 hours under 10CFR50.72(b)(2)(ii). At 0906
on March 21,1991, the Nuclear Regulatory Commission Operations Center was
notified of the event via the Emergency Notification System.

E. THE METHOD OF DISCOVERY OF EACH COMPONENT OR SYSTEM
FAILURE OR PROCEDUR AL ERROR

The System Operating Procedure used to drain SG-03 did not instruct the RO to
place the SSPS " Mode 5/6-Normal" switch in the " Mode 5/6" position to prevent the
ESF actuation. This was recognized by the Unit Supervisor and discussed with the
Operations Shift Crew prior to draining SG-03. The Unit Supervisor knew that an
ESF actuation would occur, but thought that this was a controlled evolution, with
procedural guidance, and therefore not a reportable event.

_ _ _ _ _ _ - _ _ _ - _ _ _ _
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11. QQMPONENT OR SYSTEM FAILURES

A. FAILURE MODE. MECH ANISM. AND EFFECT OF EACH FAILED
COMPONENT

Not applicable - there were no component failures associated with this event.

B. CAUSE OF EACH COMPONENT OR SYSTEM FAILMBE

Not applicable - there were no component failures associated with this event.

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

Not applicable there were no component failures associated with this event.

D. FAILED COMPONENT INFORM ATION

Not applicable - there were no component failures associated with this event.

Ill. AN ALYSIS OF THE EVENT

A. SAFETY SYSTEM RESPONSES TH AT OCCURRED

The SG Lo Lo Level ESF actuation signal resulted in the Condensate Storage Tank
(Ells:(TK)(KA)) being isolated from the Main Condenser (Ells:(COND)(SG)), and the
SGBD valve to SG 03 automatically being closed. SGBD valves to SG 01,02, and
04, as well as the TDAFW pump and both MDAFW pumps had been secured prior to
the event as a precaution.

| B. DUR ATION OF SAFETY SYSTEM TR AIN INOPER ABILITY

No safety system trains were inoperable as a result of this event.
..
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C. SAFETY CONSEQUENCES AND IMPLICATIONS OF THE EVENT

An ESF actuation was anticipated and was not required in response to an actual
event. SG 03 was being drained in accordance with procedure and in a controlleo
manner. Prior to the ESF actuation precautions were taken to minimize the impact of
the ESF actuation on plant equipment.

I

Based on the above discussion, the event did not adversely affect the safe operation
of CPSES Unit 1 or the health and safety of the public.

IV. CAUSE OF THE EVENT

ROOT C AUSE - 1

The root cause of this event was cognitive personnel error. The Unit Supervisor knew the
ESF actuation would occur but still allowed it to occur as he misunderstood the guidance
as to when an ESF actuation could occur during the performance of a controllod
evolution. This is allowed only if the ESF occurs as part of a planned operational
procedure or test.

ROOT C AUSE - 2

The System Operating Procedure was less than adequate. The procedure allows the
SGs to be drained without placing the SSPS " Mode 5/6 Normal" switch in the " Mode 5/6"
position.

V. CORRECTIVE ACTIONS

A. CORRECTIVE ACTIONS TO PREVENT RECURRENCE

ROOT CAUSE - 1

The root cause of this event was a cognitive personnel error.

_ _ _ _ _ _ _ _ _ _ _ - _ _ _ - _ _
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i CORRECTIVE ACTION - 1

The Operations Shift Crew was counselled as to when an ESF actuation is allowed
to occur and not be reportable and the implications and perceptions of their actions.
In addition, training will be developed on the requirements of NUREG 1022,
" Licensee Event Report System," and what constitutes an FSF actuation. This
training will be presented to all Licensed Operators.

|

ROOT C AUSE - 2

Procedure was less than adequate.

CORRECTIVE ACTION - 2

| A procedure change has been implemented to allow the SSPS " Mode 5/6 Normal"
: switch to be placed in the " Mode G/6" position immediately after entry into Mode 5, if

L desired.
,

VI. PREVIOUS SIMILAR EVENTS

' Although there have been several previous events due to personnel error, the root causes
L - of those events were unrelated to the root cause of this event. The corrective actions

taken to resolve the root causes of the previous events would not have prevented this
event. Therefore, no previous similar events have been reported, pursuant to
10CFR50.73.

1

Vll. ADDITIONAL INFORMATION
!

The times listed in the report are approximate and Central Standard Time.

L
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