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June 15, 1990 m-a '

O.S. Nuclear Regulatory Commission I

Mail Station P1-137 -

Washington, D.C. 20555 |

Attention: Document Control Desk

Gentlemen:

SUBJECT: Grand Gulf Nuclear Station
Unit 1
Docket No. 50-416 :

License No. NPF-29
Failure To Comply With Technical
Specifications Due To Personnel
Error -

LER 90-007
AECH-90/0109

!Attached is Licensee Event Report (LER) 90-007 which is a final
'

report.

Yours truly, ,

"IOWTC:cg
Attachment

Mr. D. C. Hintz (w/a) /a)
cc:

Mr. T. H. Cloninger (w
Mr. J. G. Cesare (w/o)
Mr. R. B. McGehee (w/a)- i

Mr.N.S.Reynolds(w/a)

Mr. H. L. Thomas (w/o)(w/a)Mr. H. O. Christensen

Mr. Stewart D. Ebneter (w/a)
'

Regional Administrator
U.S. Nuclear Regulatory Commission
Region II
101 Marietta St., N.W., Suite 2900
Atlanta, Secrgia 30323

Mr. L. L. Kintner, Project Manager (w/a) |
|OfficeofNuclearReactorRegulation

U.S. Nuclear Regulatory Commission
Mail Stop 11021 / p
Washington, D~.C. 20555 /
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On May 16, 1990, an Operations Shift Supervisor determined that the l
actions taken by the previous shift for an inoperable reactor water level |
' transmitter were not adequate to comply with the requirements of Technical.
Specification 3.3.2 (Isolation Actuation Instrumentation). The level
transmitter was inoperable for 10.3 hours; however, the affected channel was
actually in the tripped condition for only 6.6 hours during that time.

-

The failure to maintain compliance with the LCO requirements was due to
an error by licensed operators. The Technical Specifications placed different
LCO time limits on the different functions of the affected instrumentation.
In evaluating options to take advantage of the extended LCO time limits for I

the Reactor protection System trip function, the Operations Shift Supervisor i
'and Shift Superintendent did nct ensure that a detailed technical review was

performed to verify that the method of maintaining compliance with the
Ghutdown Cooling isolation. function was adequate.

,

Improper assumptions and verbal communications not being fully understood were
contributing factors. Meetings were held with all shift SR0s to discuss:
specific duties relative to Technical Specification compliance, the
expectations of personnel performing technical reviews, and concise
communications.
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A. Reportable Condition

On May 16, 1990, licensed operators failed to maintain complianco with
the requirements of Technical Specification Action 3.3.2.b for an
inoperable isolation actuation instrument (EIIS system code: JM). This
condition is reported pursuant to 10CFR50.73(a)(2)(1)(B).

B. Initial Conditions

The' plant was operating at approximately 100 percent power at the time of
occurrence with the affected isolation valves in the normally closed
position.

C. Description of Occurrence
_

On May 16, 1990, a Licensed Shift Supervisor determined that the actions
taken by the previous operations shift for an inoperable level
transmitter were not adequate to comply with the requirements of
Technical Specification 3.3.2. The level transmitter was inoperable'for
10.3 hours. The total time of noncompliance with Limiting Condition for
Operation (LCO) was 3.7 hours. The following discussion sununarizes the
soquence of evnnts leading to the error.

'On May 16,-'1990 at 1144, reactor level transmitter 1B21-N080B was
declared inoperable after a special inspection revealed that although it
was functional, it did not fully meet environmental qualification
requirements. The heat shrink around one of.the transmitter openings.did
not completely seal the opening as required.. 'A Limiting Condition for
-Operation (LCO) was entered pursuant to Technical Specifications 3.3.1
and 3.3.2.

Technical Specification 3.3.1 (RPS Instrumentation) states: "With the
..

number of OPERABLE channels less than required by the minimum OPERABLE
" channels per Trip System requirement (2 per Trip System) for one trip

system, place the inoperable channel and/or that trip system in the
-tripped condition within twelve hours."
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% Technical Specification 3.3.2 (Isolation Actuation Instrumentation)
k states: "With the number of OPERABLE channels less than required by tho'
$. minimum OPERABLE channels por Trip System requirement (2 per Trip System)
[ for one trip. system, place the inoperable channel and/or trip system in,

L the tripped condition within one hour."

'

The operator's first response was to conservatively place trip unit
1B21-N680B to trip. This provided a "B" channel trip to both the RPS and
SDC isolation trip-functions. The Shift Superintendent.then decided to,

take advantage of the extended LCO thne limit for the inoperable RPS'

.

channel to minimize potential plant transients. After confirming that

[ the LCO requirements were met, operators began investigating options for
clearing the RPS channel trip.:-

The Shift Superintendent consulted with operations section supervision
on a proposal to remove the trip condition from trip unit B21-N600B,
reset the RpS trip logic, and place in effect administrative controls to
restrict resetting the SDC isolation logic. This proposal was concurred
with by the staff assistant and management.

At 1350 on May 16, Trip unit B21-N680B was removed from the tripped
condition and the RPS trip was reset. An information tag was placed on
the SDC isolation reset switch prohibiting the reset of the SDC isolation
signal. The Shift Superintendent thought that the isolation channel for
valve E12-F037B would remain tripped by this-action.

T
When the next operations shift. began, the oncoming Shift Supervisor

_ questioned the actions taken for the SDC isolation function. Upon
- reviewing the isolation logic schematics,,it was realized that the

"B" channel isolation logic for valve E12-F037B was not tripped:and that
the LCO requirements were not being met. At 1633, handswitch C71-M611B

_

was placed to " TEST" which provided the B channel trip and roostablished
Technical Specification compliance.

Level transmitter B21-N080B was resealed and returned to operable status
at 2158 on May 16.

.

_

-__

_
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'O. Apparent Cause

The Shift Supervisor had performed a preliminary review of logic schematics
in developing alternatives for clearing the Rps channel trip, but had not
performed a detailed comprehensive review to verify Technical Specification
compliance for the particular method chosen. The Shift Superintendent made
the decision on the method of Technical Specification compliance based on j

his knowledge-of how the system functioned and concurrence from operations
section supervision. The Shift Superintendent received this concurrence
based on approval of the general method of compliance and not on a detailed
technical review.- Through various communications with the staff and ;

management, the Shift Superintendent thought that a technical review had
been completed..

The failure to maintain compliance with the LCO requirements was due to an
error by licensed operators. The Operations Sh.ift Supervisor and Shift
Superintendent did not ensure that a detailed technical review was
performed to verify the adequacy of the actions taken. Improper
assumptions and verbal communications not being fully understood were
contributing factors.

E. Supplemental corrective Action

An Incident Review Board (IRB) was convened on May 17 to investigate the
incident. In addition, a !!uman Performance Enhancement System (HPES)
evaluation was conducted.

The Operations Superintendent counseled the individuals involved and met
with all SROs to discuss the event and its causes. These meetings focused
on the following matters: the specific responsibilities and duties of the
Shift Supervisor and Shift Superintendent relative to Technical
Specification compliance and technical verifications, the expectations of
personnel performing technical reviews, and concise communications with
non-shift resources such that information or requests are clearly
understood.

F. Safety Assessment

Valve E12-F037B is in the Residual lleat Removal (RHR) discharge line to the
upper containment pools. The line is used for emergency inventory makeup
to the upper containment pools. The E12-F037B valve is normally closed
during plant operation and was maintained closed during this event. The
valve does not have an automatic opening feature. Emergency inventory
makeup to the upper containment pools is accomplished only by operator
actions. Therefore, the event did not compromise plant safety.
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