Lo? ¥ IXX-91174
File # 10200

910.4
WELECTR Ref. # 50.73(a)(2)(iv)

May 16, 1991

William J. Cahiil, Jr
§swcuiive Vier President

U. S. Nuclear Regulatory Commission
Letn:  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 91-015-00

Gentlemen:

Enclosed is Licensee Event Report 91-015-00 for Comanche Peak Steam Electric
Station Unit 1, "Inadvertent Actuation of Control Room Air Conditioning
Engineered Safety Feature Due to Spurious Signal."

Sincerely,

William J. Cahill, Jr,
JAA/bm

¢ - Mr. R. D. Martin, Region IV
Resident Inspectors, CPSES (2)
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INADVERTENT ACTUATION OF CONTROL ROOM AIR CONDITIONING
ENGINEERED SAFETY FEATURE DUE TO SPURIOUS SIGNAL
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On April 12, 1991, the pressure boundary door seals to the Control Room Heating,
Ventilation, and Air Conditioning (HVAC) room were being replaced. The work required
the use of a portable electric drill and saw. At 0427 on April 16, 1991, the Control Room
HVAC system realigned to the emergency recirculation mode due to a high radiation
signal from Radiation Monitor (XRE-5895A). The signal immediately returned to normal.
The Reactor Operator (RO) responded to the event in accordance with the applicable
procedure. An Auxiliary Operator (AQ) was dispatched to investigate the possible cause
of the spurious signal. The AO found electrical extension cords within the sensitive zone
of XRE-5895A, with work in progress. The AO had the extension cords removed. At 0440
on April 16, 1991, the Contral Room HVAC sysiem was restored to original configuration.

The root cause of the spurious signal has not been determined. The probable cause has
been identified as an electromagnetically induced spike. Corrective actions include
procedure revisions and training.
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I RESCRIPTION OF THE REPORTABLE EVENT
A. REPORTABLE EVENT CLASSIFICATION

Any event or condition that resulted in an automatic actuation of any Engineered
Safety Feature (ESF),

B. PLANT OPERATING CONDITIONS PRIOR TQ THE EVENT

On April 16, 1991, Comanche Peak Steam Electric Station (CPSES) Unit 1 was in
| Mode 5, Cold Shutdown, with the Reactor Coolant System (RCS)(EIIS:(AB)) at a

| temperature of 100 degrees Fahrenheit and pressure of approximately 28 pounds
per square inch-gage.

C. SIATUS OF STRUCTURES, SYSTEMS, OR COMPONENTS
IHAT WERE INOPERABLE AT THE START OF THE EVENT
AND THAT CONTRIBUTED TO THE EVENT

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

D. NARRATIVE SUMMARY OF THE EVENT, INCLUDING DATES AND
APPROXIMATE TIMES

| On April 12, 1991, Construction personnel (contractor, non-licensed) began
replacing the seals of the pressure boundary door to the Control Room Heating,
| Ventilation, and Air Conditioning (HVAC) room which contains Radiation Monitor
| (XRE-5895A) (EIIS:(MON)(IL)). The work required the use of a portable electric drill
| and saw. Power for the drill and saw was provided via extension cords plugged into
’ a 120 VAC receptacle directly adjacent to XRE-5895A. The extension cord used for
the drill was lying on the floor adjacent to XRE-5895A, wiile the extension cord for
the saw was draped above XRE-5895A. Both cords were withir, the marked area
around XRE-5895A identitied as sensitive 1o bumping, jarring, or radio interference
where a possible hazard 10 the equipment or unit operation could exist if these
activities occur. This area was identified as the sensitive zone for XRE-5895A.
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At 0427 on April 16, 1991, the Control Room HVAC system (E IS (V1)) automatically
realigned to the emergency recirculation mode due to a high radiation signal from
XRE-5895A. The signal immediately returned to normal. The Reactor Operator
(RO)(utility, licensed) recognized this as a spurious signal and began restoration of
the Control Room HVAC system in accordance with the applicable procedure. The
RO dispatched an Auxiliary Operator (AQO) (utility, non-licensed) 1o investigate the
possible cause of the spurious signal. The AQ fcund electrical extension cords
within the sensitive zone of XRE-5895A, with work on the pressure boundary door
seals in progress. The AQ instructed the Construction personnel to relocate the
extension cords and to use another power receptacie. At 0440 on April 16, 1991, the
Control Room HVAC system was restored to original configuration.

An event or condition that results in a manual or automatic actuation of any ESF is
reportable within 4 hours under 10CFR50.72(b)(2)(l1). At 0559 on April 16, 1991, the
Nuclear Regulatory Operations Center was notified of the event via the Emergency
Notification System.

THE METHOD OF DISCOVERY OF EACH COMPONENT OR SYSTEM
FAILURE OR PROCEDURAL ERROR

The Control Room HVAC system realignment was annunciated by several alarms in
the Control Room. The RO recognized the signal was spurious, and began
restoration procedures. At 0440 on April 16, 1991, the Control Room HVAC system
was restored to original configuration,

Il COMPONENT OR SYSTEM FAILURES

EAILURE MODE, MECHANISM. AND EFFECT OF EACH FAILED
COMPONENT

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

CAUSE OF EACH COMPONENT OR SYSTEM FAILURE

Not applicable - there were no component failures associated with this event,
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SYSTEMS OR SECONDARY FUNCTIONS THAT WERE AFFECTED BY
FAILURE OF COMPONENTS WITH MULTIPLE FUNCTIONS

) '

0 FAILED COMPONENT INFORMATION

ANALYSIS OF THE EVEN]T

A. SAFETY SYSTEM RESPONSES THAT OCCURRED

DURATION OF SAFETY SYSTEM TRAIN INOPERABILITY

4
¥

SAFETY CONSEQUENCES AND IMPLICATIONS OF THE EVENT
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intended function if the actuation had been in response 10 one of the accident
conditions for which it was designed. It is concluded that the event did not adveisely
affect the safe operation of CPSES Unit 1 or the health and safety of the publi-.

V. CAUSE OF THE EVENT
ROOT CAVUSE

The root cause of the spurious signal has not been conclusively determined. The
probable cause has been identified as an electromagnetically induced spike, due 1o either
the use of the adjacent 120 VAC power receptacle and/or the placement and use of
electrical extension cords within the sensitive zone of XRE-5895A. These electrical
extension cords were in the same configuration for three days, with work in progress, prior
10 receiving the spurious signal.

V. CORRBECTIVE ACTIONS
A. IMMEDIATE

The RO responded to the event in accordance with the applicable procedure. The
RO dispatched an AO to investigate the possible cause of the spurious signal. The
AQ found electrical extension cords within the sensitive zone of XRE-5895A, with
work in progress. The AO instructed the Construction personnel to relocate the
extension cords and to use another power receptacle. The Control Rocom HVAC
system was restored to original configuration.

B. CORRECTIVE ACTIONS TAKEN TO PREVENT RECURRENCE
BOOT CAVUSE

The root cauce of the spurious signal has not been conclusively determined. The
probable cause has been identified as an electromagnetically induced spike, due to
either the use of the adjacent 120 VAC power receptacle and/or the placement and
use of electrical extension cords within the sensitive zone of XRE-5895A.
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CORRECTIVE ACTION

VI. PREVIOUS SIMILAR EVENTS

VIl. ADDITIONAL INFORMATION




