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U. §. Nuclear Regulatory Commission
Attn: Docu-ent Control Desk
Washington, DC 20555

SUBJECT:  COMANCHE PEAK STEAM ELECTRIC STATION (CPSES)
DOCKET NO. 60-445
CONDITION PROMIBITCD BY TECHNICAL SPECIFICATIONS
LICENSEE EVENT REPORT 91-030-00

Gent lemen:
Enclosed s Licensee Event Report 91-030-G0 for Comanche Peak Steam Electric

Station Unit 1, "Personnel Error Leading to Mispositioned Residual Heat
Removal System Crosstie vValves”,

Sincerely,

William J., Cahill, Jr,
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( n December 4. 1991, Comanche Peak Steam Electric Siation Unit 1 entered Mode 3
with two mispositioned valves in the Emergency Core Cocling System. The event is
conaidered to be a failure to satisty a Limiting Condition for Operation and a surveii.ance
requirement of the plant's Technical Specification. The cause of the event has been
datermined to be personnel error leading to the failure to properly pasition the crosstie
valves in the Resid..cl Heat Removal System foliowing filling of a portion of the system.
Corrective actions will be determined based on the resulls of continuing evaluation.
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PLANT OPERATING CONDITIONS PRIOR TO THE EVENT

December 4

STATUS OF STRUCTURES, SYSTEMS, OR COMPONENTS
THAT WERE INOPERABLE AT THE START OF THE EVENT
AND THAT CONTRIBUTED TO THE EVENT

nere wereg !

NARRATIVE SUMMARY OF THE EVENT, INCLUDING DATES AND
AFPROXIMATE TIMES
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£.  THE METHOD OF DISFCOVERY OF EACH COMPONENT OR SYSTEM
FAILURE, OR PROCEDURAL OR PERSONNEL ERROR

Whila reviewing plant systems configurations on the Emergency Responce Facility
(ERF) computer, an engineer (utility, non-licensed) in the Instrument and Control
(I&C) group observed that the RHR crosstie valves we. e not in the position axpectad
with the plant in Mode 3. The I&C engineer contacted a member of the Independent
Safety Engineering Group (ISEG) {0 reise the question of proper valve positicn, Aftay
review of the related operating procedures to confirm the correct valve position, the
ISEG eng.neer (utility, non-licensed) contacted the Control Room.

i COMPONENT OR SYSTEM FAILURES

A. FAILURE MODE, MECHANISM, AND EFFECT OF EACH FAILED
COMPONENT

Not applicabie - there were no component failures asscciated with this event
B. CAUSE OF EACH COMPONENY OR SYSTEM FAILURE
Not applicable - there ware no compenent 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 INFORMATION
Not applicable - there were no component failures associated with this ever*.
. ANALYSIS QF THE EVENT
A. SAFETY SYSTEM RESPONSES THAT OCCURRED

Not applicable - there were no component failures associated with this avent.
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DURATION OF SAFETY SYSTEM TRAIN INOPERABILITY

The |HR crosstie valves remained mispositioneu for approximately 53 hours and 7
minutes. This condition did not result in the inability of safety systems or components
to perform their intended functions.

SAFETY CONSEQUENCES AND IMPLICATIONS OF THE EVENT

The surveillance requirements for ECCS alignment provide verification that the
assumptions used in the safety analysis are met and that subsystem operability is
maintainad. Operability of two independent ECCS subsystems ensures that
sufficient emergency core cooling capability will be availabie in the event oi a loss of
coolant accident (LOCA), assuming the loss of one subsystem through any single
fallure. The ECCS analysis assumes low head safety injection into all four cold legs
of the Reactor Coolant System (RCS). For the limiting cold leg break location, safety
injection flow into the ruptured loop is assumed to spill to the containment with flow to
the remaining three cold legs. With the RHR system crosstia valves closed, the ability
of the ECCS to deliver flow to three cold legs following a LOCA coincident with a
single failure is impaired. Qur evaluation of the impact of this condition is continuing
and will be included in a supplement to this report.

V. CAUSE OF THE EVENT
IMMEDIATE CAUSE

The immaodiate cause of the event was personnel error resulting in the failure to place the
RHR system in the required alignment prior to entry into Mode 3.
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IMMEDIATE

Upon notification ana completion of research to determine the correct valve position, the
Unit Supervisor directed that the RHR crosstie valves be opened and that the appropriate
surveillance test be performed to varify the correct position of other vaives in the system.
A review of the survelllance database was performed to identity the potentia! for similar
problems. Additiona! alignment verifications were performed to ensure that no ather
system configuration problems existed. No valve misalignments were found.

PREVIOUS SIMILAR EVENTS

CPSES Licensee . vent Reports (LER) 90-005, 90-010, 90-015, 90-024, 90-026, 90-034,
90-040, 90-044, 91-003, 91-007, 91-011, 81-017, and 91-028 describe previous events
involving Technical Specification surveillance activities. The details of previously
reportec events are sufficiently different from the event described in LER 91-031 10
conclude that previous corrective actions could not he expected to have pravented
mispositioning the RHR crosstie valves.

ADDITIONAL INFORMATION

Additional evaluation is being performed to determir.e the root causes and contributing
1actors leading to the event. Corrective actions to prevent recurrence will be based on the
results of that evaluation.
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