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| : V NIAGARA.
. \i MORAWEK

NINE MILE POINT NUCLEAR STATION/P.O. BOX 32, LYCOMING, N.Y. 13093/TELEPHONE (315) 343-2110

NMP67586

June 22, 1990

United States Nuclear Regulatory Commission
Document Control Desk
Washington, DC 20555

: RE: Docket No. 50-220
LER 90-08 :
Genﬁlemen:

In accordance with 10CFR50.73, we hereby submlt the following Llcensee
Event Report:

LER 90-08 Which is being submitted 'in accordance with 10CFR50.73
) (a) (2) (iv), "Any event or condition that resulted in manual
or automatic actuation of any Engineered Safety Feature
(ESF) ' including the Reactor Protection System (RPS).
However, actuation of an ESF, including the RPS, that
- resulted from and was part of the pre-planned sequence
during testing or reactor operation need not be reported".
This report was completed in the format designated in NUREG- 1022,
Supplement 2 dated September 1985.

f E “ Very truly yours,

.' MZV
J. L. Willis

General Superintendent
. . Nuclear Generation

cc: Regional Adminisﬁrator, Region I
Sr. Resident Inspector, W. A. Cook
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NRC €crm 366
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- U5, NUCLEAR REGULATORY COMMISSION
’ APPROVED OMB NO. 31500104
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ABSTRACT .

On. May 23, 1990, at 1313 hours, Nine Mile Point Unit 1 (NMP1)

experienced an actuation of an Engineering Safety Feature (ESF).

Specifically, initiation of Reactor Building Emergency Ventilation
(RBEV) and isolation of Reactor Bulldlng Normal Ventilation. At the
time of the event, the plant was in an extended refueling outage with
the core loaded and the mode switch in the "REFUEL" position.

root cause of the event was due to personnel error in that care
not exercised when workinq in close proximity to control devices.

The
was

The immediate corrective actions. consisted of verifying the RBEV
initiation, resetting control-logic and alarms, returning the Reactor
Building Normal Ventilation to service and restoring the RBEV to
standby. Other corrective actions consisted of counseling the
responsible technician and development of a Lessons Learned Transmittal ’ |
(LLT). Long term corrective action was to incorporate the root cause

. and contributing factors into the Independent Safety Engineering Groups -
(ISEG) evaluation of recurring RBEV initiations.

* NRC Form 366
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(NSZ%)FORM 366A \ . us, NUCLEA_R REGULATORY COMMISSIO . APPROVED OMB NO. 31500104
. EXPIRES: 4/30/92

: R PER RESPONSE TO COMPLY WTH THIS

L|CENSEE EVENT REPORT (LER) lsa;rga?}AETt:OBNUCgE'L‘ECTION REQUEST: 50@°T3$§;€?C%?‘%%
COMMENTS REGARDING BURDEN ESTIMAT

TEXT CONTlNUATlON AND REPORTS MANAGEMENT BRANCH (P-530), U.S. NUCLEAR

REGULATORY COMMISSION, WASHINGTON, DC 20555, AND TO
THE PAPERWORK REODUCTION PROJECT (31500104}, OFFICE
OF MANAGEMENT AND BUDGET, !VASHINGTON, 0C 20503.

FACILITY NAME (1) DOCKET NUMBER (2) LER NUMBER (6) PAGE (3)

T-]SEQUENTIAL |52 REVISION
YEAR | R~ Lt numeEn

Nine Mile Point Unit 1 " fosjojojoj2t20 {910 |—]ojo|8]|—=|o0j0] 02 oFf0 |4

TEXT (1f more space is required, use additional NRC Form 366A%s) (17)

T. DESCRIPTION OF EVENT

On May 23, 1990, at 1313 hours, Nine Mile Point Unit 1 (NMPl), with
the plant in cold shutdown and the mode switch in "REFUEL", the
unit experienced a Reactor Building Ventilation Isolation and a
Reactor Building Emergency Ventilation (RBEV) initiation. The RBEV
systenm is designed to automatically initiate upon receipt of a high
radiation signal from either the Reactor Building Ventilation duct
area of 5 mr/hr, or the Refuel Platform area of 1,000 mr/hr. At
the time of the event the "Refuel/Bypass" switch was in the
"Bypass" position, which inhibits RBEV auto initiation from the
Refuel Platform Monitors. Immediately following the initiation,
the Indicator Trip Unit was verified not to have a valid alarm
signal and reset. The RBEV system was returned to standby and
Reactor Building Normal Ventilation was returned to .service.

At the time of the initiation an Instrument and Control  (I&C) Chief
Technician was providing a pre-job briefing for WR#171817, which
was to replace two relays in the Reactor Building Constant Air
Monitor (CAM) Trip Unit. This unit was housed adjacent to the RBEV
Channel 11 Trip Unit which caused the initiation. The chief
technician had removed the Reactor Building CAM Trip Unit from its
mounting location to show the location of the relays and upon
returning it to the rack it became stuck on the front of the
mounting rack. The rack has a catch on the front which is designed
to hold the unit when it is partially slid out for calibrations.
In trying to free the trip unit from the c¢atch, the adjacent RBEV
Channel 11 Trip Unit was bumped hard enough to cause the alarm
indicator to illuminate and initiation of RBEV to occur.

The "initiation occurred May 23, 1990, at 1313 hours. Immediate
corrective actions including clearing alarms, returning RBEV system
to standby, and restoring normal Reactor Building Ventilation were
- performed by 1325 hours. NRC notification was made by Operations
at 1436 hours by telephone.

II. CAUSE OF EVENT

The root cause of the event has been determined to be cognitive
personnel error, specifically a chief I&C technician not carefully
reinstalling the Reactor Building Constant Air Monitor (CAM)
Indicator Trip Unit adjacent to the initiating Indicator Trip Unit
(Reactor Building Emergency Ventilation Channel 11).

NRC Form 366A (6-89)
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NRC FORM 366A .S. N EAR REGULATORY COMMISSION
(689) 366 . ‘ us. nuet . APPROVED OMB NO, 31600104
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TEXT CONTINUATION COMMENTS REGARDING BURDEN ESTIMATE TO THE RECORDS
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FACILITY NAME (3) DOCKET NUMBER (2} LER NUMBER (6} PAGE (3}
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Nine Mile Point Unit 1 0 [5]0jojo| 42j0{9 [Of—|0J0|8 |—|0 0[O0 3 |oF|0 }4

TEXT (¥ more space is required, use additons! NRC Form 366A%) (17)

While investigating the event on June 1, 1990, ‘Reactor Building
Emergency Ventilation (RBEV) was manually initiated and an effort
was made to dupllcate the initiation. The initiation sxgnal could
not be duplicated, however, upon removing RBEV Channel 11 Trip Unit
it was discovered the power connection was not fully seated. This
power connection is not provided a retaining mechanism to insure
it remains connected. This connector provides power for the
detection and alarm relay control. The alarm relays, Kl and K2,
are normally energized when not in alarm and upon loss of control
power would initiate an output alarm and subsequent initiation.
Also, there is no physical separation provided between the trip
units. They are located in an open rack and contact is made with
adjacent units as a unit is slid out for calibration. The lack of
a retainer for the power connection and lack of a mechanical
separation between units have been determlned to be contributing
factors of the event.

ITXY. ANALYSIS OF EVENT °

This event is reportable in accordance with 10CFR50.73 (a) (2) (iv),
"Any event or condition that resulted in manual or automatic
actuation of any Engineered Safety Feature (ESF) including the
Reactor Protection System (RPS)."

There were no significant safety consequences as a result of this
event. The plant was in a cold shutdown condition with fuel loaded
, in the core. The initiation of the Reactor Building Emergency
t Ventilation System (RBEVS) is the protective mode of operation, and
thus performed its intended safety function. Had this event
occurred during plant operations, the plant and operator response
would have been the same. The operator actions are described in
the appropriate operating procedures for the affected systems.
Therefore, the health and safety of plant personnel and the general
public were not affected.

The Reactor Building Normal Ventilation System was returned to
service and the RBEVS was secured to its normal standby condition
within 15 minutes by operator actlon.

IV. CORRECTIVE ACTIONS

Immediate corrective actions consisted .of verifying Reactor
Building Emergency Ventilation System (RBEVS) initiation, resetting

NRC Form 366A (6-89)
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alarms and annunciators, restoring RBEVS to standby and returning
the Normal Reactor Building Ventilation System to service.

Other corrective actions included counseling the chief I&C
technician on exercising care when working in close proximity to
sensitive automatic initiating control devices. A Lessons Learned
Transmittal (LLT) will be prepared to alert other department
personnel responsible for-activities of this type of the possible
potential for inadvertent actuations.

Long term corrective action consisted of inputting the events root
cause and contributing factors into the Independent Safety
Engineering Groups (ISEG) evaluation of past RBEV actuations. This
evaluation was initiated to determine the best overall corrective

action to prevent future actuations since past corrective actions

have proven ineffective. Long term corrective actions will be
based upon ISEG's evaluation ‘results, and reported in a supplement
to this LER.

V. ADDITIONAL INFORMATION
A. Failed components: none.
B. Previous similar events:

There was one similar event which occurred August 15, 1985,
reported in LER 85-10. At that time it was determined the
event was an isolated occurrence. Consequently no corrective
actions were developed which would have prevented this
occurrence.

[

C. .Identification of components referred to in this LER:

IEEE 803 1IEEE 805

. COMPONENT 4 ‘ FUNCTION SYSTEM ID
Reactor Building Ventilation System N/A VA
Reactor Building Emergency Ventilation

Systenm N/A VA
Radiation Monitor MON IL
Trip Unit RI IL

CaM : MON IL

NRC Form 366A (6-89)
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