
- - _ _ _ _ _ _ - _ _ - _ _ _ _ - _ _ _ _ - _ - _ _ _ _ _ _ _ _ _ _ _ _ _ _ - _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ - _

e .

EIIIC Pere 300 U.S. NUCLEAR REOULATORY CUsessmeON

APPROvt) 0e10 eso. 31801804
' " " " ' ' ' ' ' " "UCENSEE EVENT REPORT (LER)

PACsLITY InessE til Dosasi peUts50R (3) FA8E m~

Cooper Nuclear Station o |5 | o lo | o |2 |9 I 8 1 |OF| 013
T4TLE 64

Reactor Trip
EYO887 OATSl'It LRR NuesstR top REPORT DAf t (7) OTHER FACILITIES tesv0LV80 ISI

"Ik f," b MONTH DAY YEAR F AC8 LIT V esAa.es DOCKET feUtsSSRIS)tsONTH QAY YEAR YEAR :-

0151010101 I I

0| 1 3|0 84 8 |4
-

0 | 0|3
-

0|0 0|2 2 |4 8 |4 o issogoioi | |
THe8 REPORT IS OueMITTED PUlt0UANT TO THE REQUIRit#ENTS OP to CFR l. (Chase sae er more e, one ,suomasi 1111OPSRATHIS

mo** * N N .emi 30 <ei x 734sH3Hi.i T3.7mi
_ _

A
_

N.4084sH1HG B0.3stsH11 OS.734sH3Hel T3.714el

Og 30 N HiH., .0.Misim 7mHan , R
_ _ _ 7, , , ,

N.4084sH1Haill 90.734eH2HG 90.73IoH3HeeuMA) Jg8Af
_ _

N dE54sH1Havt 90.734eH3Het 30.734eH3HomHel
_ _

- N.4AS4sH1Het 30.734sH3Halli 30.734sH3Hal

| LtCENSEE CONTACT FOR THIS LER liti

NAast TELEPHOfst NUMetR

ARIA CODS
Robert Brungardt, Operations Supervisor

4 i 02 8 2 5| -|3|8 l i li i
COesPLtit ONE Lipet POR SACM COedPONENT F AILURE Ot9CRISED IN TM88 REPORT (13)

CAUSE SYSTEM COMPONENT " Mg|0 "fC g|0 A8,E
R i *"A

R CAult $YSTEM COMPONENT

I I I I I | | | t | 1 | | | c

| | | | | | | | | | | | | | M
SUPPLetstNTAL REPORT EXPECTED lie MON 1H DAV V3AR

[ no | | |
YEs tre Pet. eennes exPacrto svearission cA rt)

A TRACT <u., .e , ,. A. re.- R, e ,-, , n .,

The reactor protection system generated a high Average Power Range Monitor (APRM)
high flux reactor trip as a result of a reactor feedwater flow transient during
reactor startup. The transient was caused by a trip of the reactor feedwater pump
while an Instrument & Control Technician was troubleshooting a loss of feed pump

| speed indication. The reactor feed pump was immediately restarted, however, the
' feedwater addition rate was then excessive. The positive reactivity added due to the

rapid feedwater injection caused reactor power to increase to the trip setting. This
event will be. discussed with Operators and Instrument Technicians in order to improve
communications such that alternate methods of operating and testing are employed to
prevent recurrence of similar events. This LER will be routed to the appropriate
supervisors and all the licensed operators. Additionally, during seminars with all
licensed operators, the Operations Supervisor will discuss alternate methods of plant
operation that could have prevented this event. Personnel errors identified were
lack of specific controls on troubleshooting, failure to provide direction and
effective communication, and not utilizing the available redundant equipment.
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On January 30, 1984, reactor startup was in progress. Reactor power was approximate-
ly ten percent, rcactor pressure approximately 800 psig, and intentions at this point
in the startup were to shift from the "STARTUP" to the "RUN" operating mode. At
about 2300, reactor feed pump "A" speed indication failed downscale. Feed pump
control was not affected although the reactor startup was halted pending resolution
of the indication problem. Instrument & Control (I&C) personnel were informed and
came to the control room to look at the indicator to assure all wiring leads were
intact. They left the control room at about 2310. No discussion between the Opera-
tors and the I&C Technicians ensued at this point. Thus the mutual intentions of the
I&C Technicians and the Operators were not known to each other. The operators did
not proceed further with the startup. Alternate methods of reactor feed such as
starting the second feed pump were not considered. At this time, only an indication
problem was apparent rather than a feed pump control problem. The I&C personnel,
using appropriate drawings and test equipment, continued troubleshooting at the local
instrument rack outside the reactor feed turbine room. The Control Room Operators
were unaware of exactly what effect this troubleshooting could have on the reactor
2eed pump controls.

I&C personnel removed the input wires at the speed transmitter and connected a signal
generator into the speed indicating circuit in order to simulate various feed pump
speeds for testing the Revolutions Per Minute (RPM) indication circuit. Immediately I

upon connecting the signal generator, the I&C Technician heard the feed pump trip.
He immediately removed the signal generator and reconnected the input wires from the
signal pickup probe. The I&C Technician then realized the signal generator had been
set at such a high RPM setting that the simulated high speed signal had activated the
feed pump electric trip device which has its input from the speed indication circuit.
The I&C Technician had intended to jumper out the trip circuit and/or have the signal

'

generator set low enough in order to not trip the feed pump. Thus, although the I&C
Technician's knowledge of the system was adequate, his intentions were not implemented
correctly. The feed pump tripped at 2331 with RPM indication pegged high.

Shortly after communicating with the I&C Technician, the Control Room Operator then
reset the feed pump. The feed pump restarted and operated as would be expected in
this circumstance. Due to the period with no feed flow, a reactor level demand
signal existed which caused the reactor feedwater system to respond in a way to
quickly restore normal reactor level. The reaulting feedwater transient overshoot
added enough positive reactivity to cause reactor power to increase. The operator
response to the transient, reducing feedwater flow rate, was correct, however, not
fast enough to prevent a reactor trip. Thus at 2333, two minutes after the reactor
feed pump turbine was reset, the reactor protection system initiated an Average Power
Range Monitor (APRM) high flux trip. Since the reactor mode switch was in startup,
the trip occurred at the nominal 15 percent power setting as reactor power increased
from ten percent during the transient.

Subsequent to the trip, the reactor plant was stabilized without further difficulty.
After determination that no Technical Specification safety limits had been exceeded
and that all required systems responded as required, a reactor startup was completed
and the reactor plant was returned to normal operation.
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Some personnel errors were identified. The Operators and ISC Technicians did not
communicate their intentions to each other. Overall direction on how and when the
troubleshooting was to take place was not provided. Not enough thought was given to
starting the second feed pump or perhaps setting plant conditions in order to utilize
a condensate booster pump to feed the reactor. Troubleshooting could have been done
after the affected feed pump was not required. Sufficient thought was not given to
the effects of restarting the feed pump in the situation described. Throttling feed
flow prior to restarting the pump could also have avoided the transient.

This event was thoroughly discussed with the personnel involved. Alternate methods
of troubleshooting and plant operation which could have been employed were discussed.
This LER will be routed to all licensed Operators, cognizant supervisors, and I&C i

Technicians. Seminars led by the Operations Supervisor will be conducted with all
operating crews as well as with I&C personnel led by the I&C Foremen. The speed
indicating circuit has been repaired; however, the root cause of this event was not
the speed indication problem, rather it was the errors in troubleshooting that led up
to this event. This occurrence presented no adverse consequences from the standpoint
of public health and safety.
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Dccket Number 05000-298
CNSS840058

February 24, 1984

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

Dear Sir:

Cooper Nuclear Station Licensee Event Report 84-003 is forwarded as an attach-
ment to this letter.

Sincerely,

P. V. Thomason
Division Manager of
Nuclear Operations

PVT:lb
cc: J. T. Collins

L. G. Kunc1
J. M. Pilant
INPO Records Center
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