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On January 22, 2000, with the plant in Mode 1 (Power Operation) at 31 percent power, an automatic isolation of th( 
reactor core isolation cooling (RCIC) system occurred during surveillance testing. The purpose of the regularly 
scheduled surveillance test was to perform a channel functional test of the automatic isolation of the Division I 
steam supply isolation valve in the RCIC system as would occur with a low pressure condition in the steam supply 
line. The test technician misread a procedure step, which caused him to omit instructions to lift a circuit lead in 
order to block the isolation signal to the motor operated steam supply valve. When subsequent steps were 
performed, an isolation signal generated by the trip unit being tested was sent to the valve, which responded as 
designed. The isolation signal was reset, and the RCIC system was restored to its normal standby status 
approximately twenty-six minutes after the event.  

This event is being reported in accordance with 10CFR50.73(a)(2)(iv) as an event that resulted in the automatic 
actuation of an engineered safety feature. The RCIC steam supply valve is a primary containment isolation valve.  

The RCIC steam supply valve responded as designed to the isolation signal. The high pressure core spray system 
was operable at the time. This event had minimal effects on the health and safety of the public.



REPORTED CONDITION 

On January 22, 2000, with the plant in Mode 1 (Power Operation) at 31 percent power, an automatic isolation of 
the reactor core isolation cooling (RCIC) system occurred during surveillance testing. The test technician 
misread a procedure step, which caused him to omit instructions to lift a circuit lead in order to block the isolation 
signal to the motor operated steam supply valve (**ISV**). When subsequent steps were performed, an isolation 
signal generated by the trip unit being tested was sent to the valve, which responded as designed.  

INVESTIGATION 

The purpose of the regularly scheduled surveillance test was to perform a channel functional test of the 
automatic isolation of the Division I steam supply isolation valve in the RCIC system as would occur with a low 
pressure condition in the steam supply line. At one point in the procedure, the technician is directed to observe 
the status of an indicating light for the presence of an isolation signal at the trip unit being tested. If an isolation 
signal is present, the technician is directed to lift a circuit lead which will disable the automatic isolation function 
of the valve, allowing the test to continue. The technician misread the procedure step regarding the indicator 
light, which caused him to omit the instructions to lift a circuit lead. When subsequent steps were performed, an 
isolation signal generated by the trip unit being tested was sent to the valve, and it responded as designed.  

Two technicians were involved in performing the surveillance test. The second technician who was not signing 
procedure steps did not observe the indication that a trip signal was present, and was not involved in the 
erroneous decision to skip the step directing the lifting of the circuit lead. The technicians had been trained to 
use the "peer checking" process of error reduction only in cases involving tool / equipment manipulation, and that 
technique did not apply at the step in the procedure which the isolation signal was generated.  

ROOT CAUSE ANALYSIS AND IMMEDIATE CORRECTIVE ACTIONS 

The root cause of this event was that the technician did not apply error reduction practices, in that he did not 
apply self-checking to ensure that the intended action was correct. Additionally, while a pre-job briefing was 
performed before the test, the practice of defining critical elements found within the procedure was not adequate.  

After the automatic isolation was recognized, the trip signal was reset and the RCIC system was restored to its 
normal standby status.  

CORRECTIVE ACTION TO PREVENT RECURRENCE 

The qualifications of the technicians involved to perform surveillance testing were suspended pending the 
completion of a program of remedial training regarding procedure use, independent verification, and the conduct 
of maintenance.
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PREVIOUS OCCURRENCE EVALUATION 

A review of LERs submitted by River Bend Station since January 1997 found no other events in which a human 
performance error caused an isolation of the RCIC system.  

SAFETY SIGNFICANCE 

The RCIC steam supply valve responded as designed to the isolation signal. The high pressure core spray 
(HPCS) system was operable at the time. The RCIC system was restored to its normal standby configuration 
approximately twenty-six minutes after the event. This event had minimal effects on the health and safety of the 
public.  

The RCIC system is not part of the emergency core cooling systems. The RCIC system is designed to operate 
either automatically or manually following a reactor pressure vessel (RPV) isolation accompanied by a loss of 
coolant flow from the feedwater system to provide adequate core cooling and control of RPV water level. Under 
these conditions, the HPCS and RCIC systems perform similar functions. Should a design basis control rod drop 
accident occur, the RCIC system can be used in conjunction with the HPCS system to meet the single failure 
criteria in mitigating the consequences of the event. This event is not considered to be a safety system 
functional failure.  

(Note: Energy industry component identification codes are annotated in the text as (**XXX**).)


