The Connecticut Light Ang Fowe: Company
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Northeas! Jtiitigs vice Company
Northeast Nuciear Energy Company (203)665-5000

Janvary 9 1990
MP-90-024
Re: 10CFRS50.73(a)(2)(iv)

U.S. Nuclear Regulaiory Commission
Document Control Desk
Washington, D.C. 20555
Reference: Facility Operating License No. NPF-49
Docket No. 50-423
Licensee Event Report 89-(134-00
Gentlemen:

This letter forwards Licensee Event Report 89-034-00, required to be submitted pursu-
ant '0 10CFR50.73(a)(2)(iv), any event or condition that resulted in the automatic actua-
tion of any Engineered Safety Feature.

Very truly vours,

NORTHEAST NUCLEAR ENERGY COMPANY

2
.//)?/M ace_
- Stephen E. Scace

Station Superintendent
Millstone Nuclear Power Station

SES/RDC:tp
Attachment: LER 89-034-00
cc:  W. T. Russell, Region | Administrator

W. J. Raymond, Senior Resident Inspector. Millstone Unit Nos. 1, 2 and 3
D. H. Jaffe, NRC Project Manager, Millstone Unit No. 3
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At 2236 hours on December 11, 1986 in Mode | at 100% power, 557 degrees and 2250 psia, a partial B
Train Containment Depressurization Actuation (CDA) signal was generated by personnel error while
conducting Slave Relay Testing. Procedural inadequacy was a contributing factor since the step being
execuied contained three specific actions not directly related to each other. The operator failed 10 execute
one of the actions in the step, 10 reset automatic test circuits prior to tesung the Containment Spray
Actuauon circuit. When the test was initated, the B Train Emergency Diese! Generator Load Sequencer
(EGLS) generated a parual B Train CDA signal. Containment spray and water injection into the reactor
did not occur because only a partial CDA signal was generated. The operator conducung the test
immediately reset the CDA Slave Relayv. Operators verified that the CDA signal had occurred only on the
B Train and that the CDA was not required. All eguipment functioned as designed. The operator
conducting the test was counselled on proper execution of procedures, and reviewed operation of the
EGLS. The A and B Train Slave Relay Tesung procedures were revised 10 separate the single step, which
required three unrelated actions, into three separate steps, and to require positive verification that
automatic test circuits have been reset
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HI.

Descupuon of Event

At 2236 hours on December 11, 198¢ while operating in Mode 1 at 100% power, 557 degrees
Fahrenheit and 2250 psia, a parual B Train Containment Depressurization Actuation (CDA) signal
was initiated by personnel error while conducting B Train Slave Relay Testing at the B Tran
Emergency Diesel Generator Load Sequencer (EGLS). The operator failed to properly execute the
procedure step which resets automatic test circuits, prior to tesung the Containment Spray Actuation
circuit.  When the test was initiated, the B Train EGLS generated a partial B Train CDA signal
Engineered Safety Features (ESF) equipment automatcally stared including the B (Train)
Emergency Diesel Generator, (B) Quench Spray pump, (B) Safety (njection pump, (B) Auxiliary
Feedwater pump, (B) Residual Heat Removal pump, and the standby (C) Charging pump. These
equipment acuons were proper for the parual CDA signal transmitted by the EGLS. Because only a
partial CDA signal was generated, Contamnment snray and water injection into the reactor did not
occur. The operator conducung the test immediately reset the CDA Slave Relay being tested.
Immediate actions by control room operators included verifving that the Containment
Depressunization Actuation signal had occurred on only the B Train and that a CDA was not
required. ESF equipment which autornatically started was stopped, and all plant equipment was
restored to the proper configuration. Equipment operation was reviewed, and found 1o be
saustactory.

Cause of Event

Root cause of the event was personnel error, in that the operator did not properly execute one step
in the procedure. Procedural inadequacy was a coniributing factor since the step contained three
specific actions not directiy related to each other. This contributed to the event by requiring the
operator 10 simultaneously complete several tasks within one procedural step. This allowed
completion of one or more actions without accomphishing the entire step.

This event 1s reportable under 10CFR$0U.73(a)(2)(iv) as an event that resulted in the automati:
actuation of an Engineered Safety Feature. Immediate notifications were made in accordance with
10CFR30.72(b)(2)(i1). There were no significant satety considerations since the inherently safe
design of the ESF actuations system produced a conservative action: generation of a parual CDA
signal. This did not afiect plant operations or the ability of safety systems to respond (o actual
piant conditions. Because only a partial CDA signal was generated, containment spray and water
injection nto the reactor did not occur.

~

The operator condlucting the test was counselled on proper execution of procedures, and reviewed
operation of the Emergency Diesel Generator Load Sequencer. To prevent recurrence, the A and
B Train Slave Relay Tesung procedures were revised to separate the single step which required
three unrelated actions, into three separate steps, and to require posiuve verification that the EGLS
auvtomatic test circuits have been reset. Yellow warning signs stating “CAUTION: THE
SEQUENCER WILL NOT STAY IN TEST UNLESS THE AUTO TEST IS RESET" are
permanently mounted in the EGLS cabinets. Adequacy of these warning signs was reviewed and
found to be satisfactory
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V. Adduional Inform;

could not have prevented this event.

ELS Codes
Sysiems
JE - Engineered Safety Features Actuation System
Components
None

Three similar events of ESF actuations due 1o personnel error are described in Licensee Event
Reports (LER) 88<0]19=00 /inadvertent Control Building Isolation Due to Personnel Error) and
89-005-00 (Inadverient Safety Iniection Due 1o Personnel Error by Switch Mispositioning), and
89~013-00 ("A" Train Loss of Power Signal Due 10 Personnel Error). LER 8§5-019<00 yeported a
Control Building Isolation ESF actuation due to personnel error in entering a radiation monitor
setpoint. Corrective actions were adeguate to prevent future ESF actuations from the radiation
moniloring system, but were not applicable to the event reported heremn. LER 89=005~00 and
LER 89-013-00 reported ESF acwations due 1o personnel error by failing 1o be Sully cognizant of
the total impact of their actions, and failing to follow detailed procedures. While these events are
similar in their root cause and affected equipment, there were significant differences in the
sequence of actions during each event. The corrective actions were adequate L0 prevent recurrence
of the same events, but due to unigue circumstances in each case, these previous corrective actions
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