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U.S. Muclear Regulatory Commission
Attn: Document Control Desk
Hashington, DC 20555

SUBJECT: Licensee Event Report
Limerick Generating Station - Unit 2

This LER concerns an unexpected initiation signal of the Steam Leak
Detection System resulting in an actuation of the Primary Containment and
Reactor Vessel Isolation Control System which is an Engineered Safety Feature.
This actuation resulted in an isolation of the Reactor Core Isolation Cooling

System. The cause of this event was due to procedural non-cofp 1 1ance due to
Personnel Errov.

Reference: Docket Nos. 50-353

Report Mumber: 2-90-013

Revision Number: 00

tvent Date: August 31, 1990

Report Date: September 30, 1990

Facility: Limerick Generating Station
P.0. Box A, Sanatoga, PA 19464

This LER is being submitted pursuant to the requirements of 10 CFR
50.73(a)(2)(1v).

Very truly yours, /
e 1; P & \
o (T A

cc:  T. T. Martin, Administrator, Region I, USHRC
T. J. Kenny, USKRC Senior Resident Inspector, LGS
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Hbstract:

Un August 31, 1990, at 1100 hours, during the performance of a Surveillance T-st
(3T) procedure for the Reactor Core Isolation Cooling (RCIC) System (ST
procedure 57-2-049-614-2), an unexpected RCIC steam leak detection system signal
was generated. This resulted in an automatic actuation of the Primary
Lontainment and Reactor Vessel Isolation Contro) System (PCRVICS), an Engineered
safety Feature (ESF), The PCRVICS actuation resulted in closure of the RCIC
system inboard Primary Containment Isolation Valve, HV-49-2F007, and an
actuation of a RCIC turbine trip signal. The cause of this event was a
personnel error due to a lack of attention to detail resulting in procedural
non-compliance. The Instrumentation and Controls (1&C) technicians did not
disconnect the test equipment and terminate the field wires as directed by the
ST procedure. There were no adverse consequences and no release of radioactive
material as a result of this event. Additionally, the High Pressure Coolant
injection System was operable and available for high pressure injection to the
reactor vessel. The Main Control Room operators reset the isolation logic and
returned the RCIC System to service within ten minutes of the isolation., The
PCRVICS, steam leak detection system, and RCIC system operated as designed,
Procedural compliance and a higher level of attention to detail was reinforced
to all I&C technicians at an All Hands meeting on September 14, 1990. This

test, having a monthly frequency, has been performed successfully many times and
the technicians who erred have been counseled.
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Unit Conditions Prior to the Event:

unit 1 Operating Condition: 1 (Power Operation) at 98% power level.

Unit 2 Surveillance Test (ST) procedure ST-2-049-614-2, "NSSSS - RCIC Equipment
Room Temperature - High, RCIC Equipment Room dT - High and RCIC Pipe Rout ing
Area Temperature - High, Division 3 Functional Test," was being performed by
instrumentation and Controls (1&C) Technicians per the normal monthly scheduled
rrequency.

There were no structures, systems or components out of service which contributed
10 this event,

vescription of the Event:

Un August 31, 1990, at 1100 hours, during the performance of ST procedure ST-2.
049-614-2, an unexpected automatic RCIC gteam Leak Detection System signal was
generated. This resulted in an automatic actuation of the Primary Containment
and keactor vesse)l lsolation Contro) System (PCRVICS) (E11S:BJ), an Engineered

safety Feature (ESF), The PCRVICS actuation resulted in closure of the (RCIC)

s/stem irnboard Primary Containment Isolation Valve (PCIV), HV-49.2F007, and an
actuation of a RCIC turbine trip signal.

'he Main Control Room (MCR) operators were informed by the utility empioyed &
technicians who were performing the ST procedure, that they had made an error
that resulted in the unexpected RCIC system isolation and RCIC turbine trip
signal. The I&C technicians corrected the error and then the MCR Operators
reset the RCIC system isolation and returned the RCIC system to the automatic
standby mode at 1110 hours on August 31, 1980 in accordance with System
Uperating Procedure $49.1.8, “Recovery from RCIC Steam Line 1solation and
furbine Trip." The duration of the isolation was 10 minutes.

A four hour notification was made to the NRC at 1255 hours on August 31, 1990 in
accordance with 10CFRS0,72(b)(2)(11), since this event resulted in an automatic
actuation of an ESF, This report is being submitted in accordance with the
requirements of 10CFR50,73(a)(2)(1v)

Analysis of the Event:

Ihere were no adverse consequences and no release of radioactive material as a
result of this event, The PCRVICS, the Steam Leak Detection System, and the
RCIC system al) operated as designed to the isolation signal.

If a transient had occurred resulting in an automatic RCIC initiation signal
during the time period that the RCIC system was isolated, operators could have
manually reset the RCIC isolation logic to allow the closed valve to be opened
manually and then started the RCIC system, Additionally, High Pressure Coolant
injection System (E11S:8J) was operable and available for operation for high
pressure injection into the reactor vessel.
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immediate and follow-up actions to this type of event (i.e., inadvertent
isolation of the RCIC System) are provided in procedure $49.1.B. Licensed
operators receive requalification training to review and perform operator
responses to transients of this type. This training provides practice on
immediate operator actions and minimizes the length of time certain systems are
isolated reducing the adverse impact on the plant, Therefore, as a result of
adequate procedural guidance, prompt communication, training, and prompt
operator actions, the event duration was limited and no adverse plant conditions
deve loped,

Cause of the Event:

Ihe cause of this event was & personnel error due to a lack of attention to
detal]l resuiting in procedural non-compliance. The I&C technicians did not
disconnect the test equipment and terminate the field wires in the panel as
directed by the ST procedure even though this 1s a sign-off step in the
restoration section of the ST procedure.

The ST verifiec the isolation capability of PCRVICS by verifying its input from
the Steam ieak Detection System for the RCIC System. In order to test the Steam
Leak Detection System logic, the 1solation logic portion of the system is
bypassed during the performance of the test using a “Normal/Bypass" switch, The
steam leak detection system is designed to detect leaks in the RCIC system
piping by the resulting changes in room temperature, Several steps in the ST
procedure were inadvertentiy missed during the restoration portion of this ST.
These steps included disconnecting test equipment and reconnecting two wires in
the isolation logic system prior to taking the isolation logic system switch
from "bypass" to “rormal"., The I&C technicians took the system out of bypass
and verified that all of the alarms were clear. One of the technicians then
turned off the test equipment which was still connected to the test terminals.
This completed the Steam Leak Detection system isolation lo?1c for high
temperature which caused a PCRVICS actuation in that the RCIC turbine steam
supply Tine inboard isolation valve (HV-49-2F007) closed upon receipt of the
spurious fsolation signal. The PCRVICS actuation also resulted in a RCIC
turbine trip signal.

Lorrective Actions:

Procedural compliance and a higher level of attention to detai) was reinforced
to all I&( technicians at an A1l Hands meeting on September 14, 1990. This
test, having a monthly frequency, has been performed successfully many times and
the technicians who erred have been counseled. No other additional actions are
planned.

NAC FORNY Mes
LA



o mes e VB NUCLEAR REGULATORY COMMIESION
g LICENSEE EVENT REPORT (LER) TEXT CONTINUATION APPROVED OMB NO 31800104
CPRES 800
| T COTRET WML Py

Yhar

LN

Limerick Generating Station, Unit 2

“-V 1 morn apoce & moured um addvone’ NRC Sorm 3084y 111

sast o
O |610]0(0|3]5/3[9]0|=0]1]3 —OIOOPJ"'IOM

Previous Similar Occurrences:

1-89-038 reported an isolation of RCIC system oue to procedural non-compliance
resulting from personnel error. The corrective actions in LER 1-89-038 did not
prevent this LER from occurring due to different root causes.

Iracking Codes: Personnel error
A-2 Fatlure to follow implement ing procedures.
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