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

SUBJECT: Licensee Event Report
Limerich Generating Station - Units 1 and 2

This LER reports the actuation of the Primary Containment and Reactor
; Vessel.IsolationControl; System (PCRVICS),anEngineeredSafetyFeature,
resulting in an isolation signal for the Drywell and Suppression Pool PurgeSupply and Exhatst valves. This event was due to a personnel error when

-

-the direction provided by a system procedure was exceeded.

-Reference:- Docket'Nos. 50-352
50-353

Report. Number: '1-91-006
Revision Number:' 00'
Event Date: February _18,1991

"

Report.Date: March-18, 1991
Facility: . Limerick Generating-Station

P.O. Box A, Sanatoga,_PA 19464
,

This LER is being' submitted pursuant to the requiremente of 10 CFR
50.73(a)(2)(iv). !

,

Very truly yours -

/
-/Ni>.%WGS:cah-

cc: T. T. Martin, Administrator, Region I USNRC
T.--J. Kenny, USNRC Senior Resident Inspector, LGS
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" ' ' ' ' ' ' This LER reports the actuation of' the Primary Containment and Reactor Vessel
Isolation Comtrol System due to a personnel 'rrorc
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' ' ' ' " " 'G. J. Madsen, Regulatory Engineer, Limerick Generating Station
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On February 17, 1991, while the Shift Technical Advisor (STA) was instructing an
STA trainee on the Pt;diological Meteorological Monitoring System (RMMS), an ;

' undefined' Wide Range Accident Monitor
attheSafety-RelatedDataAccessPanel(WRAM)channelitemnumberwasselected(RM-23) iocated in the Main Control
Room. This caused an actuation of the Primary Conteinment and Reactor Vessel
isolationControlSystem(PCRVICS),anEngineeredSafetyfeature(ESf),
resulting in the generation of a radiation. isolation signal for the Drywell and
Suppression Pool Purge Supply and Exhaust valves. However, no valve movement '

occurred since these valves were in the closed position during this event.- Ine
consequences of this event were minimal in that all associated plant systems and
equipment performed as designed and there we, no radioactive material released.
The cause of this event was due to personnel error when the STA and SlA trainee
exceeded the direction provided by a system procedure while interrogating the
RMMS. The STA and STA trainee used a RM-23 channel item number that is not
listed in Procedure RMMS-301, " Operation of the Main Control Room Panel 00C691."
The STA and STA trainee were counseled on the importance of performing a
thorough review of procedures prior to their performance and on operating
systems within procedural bounds. However, to reinforce procedure compliance,
this LER will be incorporated int (, the continuing training program for
appropriate operations personnel.
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Unit Conditions prior to the Event:

Unit 1 Operational Condition was 1 (Pcwer Operation) at 100% Power Level.

Unit 2 Operational Condition was i (Power Cparation) at 100% Power level.

There were no other~ structures, systems, or components out of service which
contributed to this event.

Description of the Event:

On February 17, 1991, at 2239 hours, while the Shift Technical Advisor (STA) was
instructing an STA trainee on the Radiological Meteorological Monitoring System
(RMMS, Ells:IS),an' undefined'WideRangeAccidentMonitor(WRAM, Ells: MON)
channel item number was selected at the Safety-Related Data Access Panel (RM-23)
located in the Main Control Room (MCR). This caused the actuation of the
Primary Containment and Reactor Vessel isolation Control System (PCRVICS,
Ells:JM),anEngineeredSafetyfeature(ESF),andcausedthegenerationofa ;

high radiation isolation signal for the Drywell and Suppression Pool Purge
Supply and Exhaust valves (E!!S:VTV). However, since these valves were in the
closed position, no valve movement occurred during this event.

The STA was instructing an STA trainee on the RMMS which consists of the
following computer systems:

o RM-80; Wide Range Accident Monitor (WRAM),
o RM-23; Safety-Related Data Access Panel,

,

o RM-11; Remote Terminal, and
o RR-026-076; Recorder.

See figure 1 for the single line system schematic.

The STA and STA trainee proceeded to the RM-23, which consists of a key pad and
digital display that allows the user to access and display all RMMS data. The .

'

STA and STA trainee then began accessing the RM-23 for ten minute trending data
in accordance with procedure RMMS-301, " Operation of the Main Control Room Panel

|00C691." During their review of Procedure RMMS-301, the STA and STA trainee
attempted to find an access item number corresponding to trending data for the
current ten minute period. As defined in Procedure RMMS 301, key pad access
item number 101 corresponds to the last ten minute average. Therefore, the STA

i

and STA trainee reasoned that the current ten minute period trending data could '

be found by using access item number 100. However, access item number 100 is
not-defined for Limerick Generating Station (LGS) RMMS use and is not listed
within Procedure RMMS-301.

At 2239 hours, on February 17, 1991, the STA end STA trainee proceeded to access
channel item number 100 and immediately received an error light. This error
light was promptly cleared by the STAS in accordance with procedure RMMS-301.
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ThetwoSTAsthen'checkedtheRM-11(RemoteTerminal)locatedinthecontrol
area of the MCR.

.The RM-ll was found to display the error message, "Honitor $can Overload " which
is an alarm that is not addressed by the Alarm Response Procedure RMMS-402,
" Determining Monitor or Channel Status at RM-11 Color Console." Additionally.
WRAM High and High-fligh radiation alarms were momentarily received concurrent

.

with the " Monitor Scan Overload" error message. However, both of these alarms
had cleared prior to the STAS entering the control area of the MCR and the RM-ll
indicated no valid radiation alarm conditions. MCR operations personnel then
contactedinstrumentationandControls(l&C)personneltobeginaninvestigation.
to determine the reasons for the momentary radiation alarms and ' undefined' RMMS'
error message.

On february 18, 1991, at 0300 hours I&C personnel associated with
troubleshooting the RMMS processed a Troubleshooting Control form (TCF). As
part of the TCf review process, the STA interrogated the Emergency Response
facilities Data System in order-to view the display for system isolation
statuses. The STA found that an actuation of the PCRVICS, an ESF actuation, had '

occurred.at 2239 hours on february 17, 1991, resulting in the isolation of the-
Drywell and Suppression Pool Purge Supply and Exhaust valves. However, no valve
movement occurred during this event. MCR Operations personnel reset the high
radiation isolation at 0316 hours.. Further investigation into the cause-of the~

PCRVICS actuation by 1&C personnel and the STA revealed that the PCRVICS
isolation signal associated with the Drywell Suppression Pool Purge Supply and
Exhaust valves initiated concurrently with the RMMS " Monitor Scan Overload"
error message.

A'four hour notification was made to the NRC on february 18, 1991, at 0404
hours,inaccordancewiththerequirements'of10CFRSO.72(b)(2)(ii),sincethis
eventresultedintheautomaticactuationofanESF(PCRVICS). This report is
being submitted in accordance with the requirements of.10CfR50.73(a)(2)(iv).

Analysis of the Event: -

' The consequences of.tnis event were minimal in that the RMMS and PCRVICS
operated as designed ard there was no radioactive material released. ,

;

The RMMS and PCRVICS were: operable during this event and could have initiated
MCR! radiation alarms in the event an actual radioactive material release had
occurred. Additionally, the Drywell and Suppression Pool Purge Supply and
Exhaust valves experienced no valve movement as a result of the PCRVICS
radiation isolation signal since these valves were in the closed position during
this event.'
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Cause of the Event:

The cause of this event was personnel error in that the STA and STA trainee
exceeded the direction provided in Procedure RMMS-301 while interrogating the
RMMS.

-
'

While interrogating 'the RMMS, the STAS selected a channel item number (i.e.,
100)thatisnotlistedinprocedureRMMS-301. When the STAS selected this
channel item number . the WRAM microprocessor began to repeatedly search for non-
existant data. .The WRAM microprocessor was not able to complete the task of
locating the requested data in the alotted time pfiriod, resulting in the error
message. This error message caused the WRAM to initiate a system reset by.

momentarily down powering and then powering back up. This system reset resulted
in the de-energization of the relays located within the WRAM. One of these

. relays is associated'with the actuation of the PCRVICS high radiation isolation
signal. Therefore, when this specific relay was momentarily de-energired, it
failed to its safe position (closed) and initiated the PCRVICS high radiation

i
isolation signal.for the Drywell and Suppression Pool Purge Supply and Exhaust

: valves.

_ Corrective' Actions:

The STA and STA trainee were counseled on the importance of performing a
thorough review of procedures prior to their performance, and operating systems
within procedural bounds. This event has been determined to be an isolated
case. However, to. reinforce procedure compliance, this LER will be incorporated
into the continuing training program for appropriate operations personnel.

Procedure RMMS-402 was revised on March 15, 1991 to define the " Monitor Scan
-Overload," error message and clarify MCR alarm and monitor restoration.

Previous Similar Occurrences:

None

Tracking Codes: All - failure to Properly Assess Consequences.of Actions

!
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