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On July 29, 1985, while in Cold Shutdown (Mode 5) recovering from Refuel V Outage,
Crystal River Unit 3 experienced actuation of the Engineered Safeguards System.
Surveillance Procedure SP-132," Engineered Safeguards Channel Calibration" was in progress
at approximately 0130 when the control board operator performed an incorrect switch
manipulation which caused the "B" train of the Low Pressure Injection (LPI) subsystem to be
actuated. All avaliable LPI equipment functioned as designed. When the actuation was
recognized as spurious, it was reset and the LPI equipment was returned to standby
condition.

The actuation was caused by the operator inadvertently placing a reset switch in the wrong
position. The operator was counseled on verifying proper control switch designation and
position prior to operating the switch and on proper procedural compliance.
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EVENT DESCRIPTION

On July 29, 1985, while in Cold Shutdown (Mode 5) recovering from Refuel V Outage,
Crystal River Unit 3 experienced a partial actuation of the Engineered Safeguards System
(JE). The Reactor Coolant System (AB) pressure was less than 500 psig, which is the
actuation setpoint for the Low Pressure Injection (LPI) (BP) subsystem of the Emergency
Core Cooling System (ECCS), and Actuation Channels 1, 2, and 3 of both trains of LPI were
bypassed in accordance with plant procedures. Surveillance Procedure SP-132, ES Channel
Calibration, was in progress on the LPI portion of the "B" train. Actuation Channel I was in
the tripped condition in accordance with this Surveillance Procedure. When the control
board operator (Reactor Operator, licensed) started the recovery of Actuation Channel 1, he
inadvertently placed the Actuation Channel 3 switch to the " RESET" position instead of
placing the Actuation Channel I switch to the " BYPASS" position. This removed the bypass
on Actuation Channel 3, momentarily gave a tripped indication on Actuation Channel 3, and
completed the two out of three logic necessary to cause LPI actuation. Upon actuation, all
components in the LPI subsystem responded as designed, including an automatic start of the
"B" Emergency Diesel Generator (EK, DJ). The high pressure injection subsystem (HPI) of
the Emergency Core Cooling System could not actuate due to the Mode 5 restraint which
removes the power breakers for the HPI pump motors. The HPI discharge valves did stroke
to midposition as designed.

The control board operator was immediately notified by the auxiliary building operator of
the "B" Emergency Diesel Generator start and quickly recognized his error in switch
manipulation. Actuation Channels 1 and 3 of the LPI subsystem were returned to the
bypassed condition and all components which had actuated were returned to their standby
status.

This operator, who has several years of control board experience, made an error and used
the procedure for restoration from an inadvertent actuation at power instead of the
Actuation Channel restoration procedure. Restoration from an inadvertent actuation at
power would include, as a first step, placing the Actuation Channel 3 switch in the " RESET"
position rather than placing the Actuation Channel 1 switch in the " BYPASS" position. This
action led directly to the inadvertent LPI subsystem actuation.

SAFETY CONSIDER ATIONS

The High Pressure Injection subsystem was out of service per plant shutdown procedure due
to low temperature overpressurization mitigation concerns. The Low Pressure Injection
subsystem of the Emergency Core Cooling System functioned as designed and therefore, this
event did not impact plant safety. This specific event could not occur at power because the
three Actuation Channels would already be reset and would not be susceptible to inadvertent
reset of the Actuation Channel bypasses.
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CORRECTION ACTION

The control board operator involved was counseled on the need to verify proper control
switch designation and required position prior to manipulation of a switch and on the need
for strict procedural compliance. The procedure involved was reviewed and found
acceptable.

PREVIOUS SIMILAR EVENTS
i

(
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There have been eight previous occurrences of inadvertent Engineered Safeguards System
actuations. One previous event was caused by personnel error.
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August 28,1985
3F0885-17

Document Control Desk
U.S. Nuclear Regu!atory Commission
Washington, DC 20535

Subject: Crystal River Unit 3
Docket No. 50-302
Operating License No. DPR-72
Licensee Event Report No. 85-008-00

Dear Sir:

Enclosed is Licensee Event Report (LER) No. 85-008-00 which is submitted in
accordance with 10 CFR 50.73.

Should there be any questions, please contact this office.

Sincerely, j

, ,

*
!

G. R. Westafer
Manager, Nuclear Operations
Licensing and Fuel Management

AEF/feb

Enclosure

cc: Dr. J. Nelson Grace
Regional Administrator, Region 11
Office of Inspection & Enforcement
U.S. Nuclear Regulatory Commission
101 Marietta Street N.W., Suite 2900
Atlanta, GA 30323
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