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U.S. Nuclear Regulatory Commission
Attn: Document Control Dest
washington, DC 20555

SUBJECT: Licensee tvent Report
[imerick Generating Station - Unit 2

Ihis LER reports an inadvertent automatic actuation of the Primary Containment
and Reactor vessel Isolation Control System, an Engineered Safety Feature (ESF),
that resulted in the closure of the High Pressure Coolant Injection (HPCI)
system steam line outboard isolation valve., This ESF ectuation resulted from a
personnel error due to the failure to recognize the need to reset an isolation

signal prior to energizing the HPCI system steam 1ine outboard isolation valve
motor operator.

Reference: Docket No, 50-353

Report Number: 2-90-017

Revision Number: 00

tvent Date: September 16, 1990

Report Date: October 16, 1990

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

This LER 1% being submitted pursuant to the requirements of 10CFR50,73
‘“}(;‘)(i,)‘
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T. 1. Martin, Administrator, Region I, USNR(
T. J. Kenny, USNRC Senior Resident Inspector, LGS
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This LER reports an inedvertant actuation of the Primary Containment and Reactor
Vessel lsolation Control System an ESF due to personnel error.
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Un September 16, 1990, an inadvertent automatic actuation of the Primary
Lontainment and Reactor Vessel Isolation Control System (PCRVICS), an Engineered
safety Feature (ESF), occurred. This ESF actuation resulted in the closure of
the Unit 2 High Pressure Coolant Injection (HPCI) system steam supply 1ine
outboard primary containment isolation valve, HV-055-2F003 due to re-energizing
the motor operator for this valve prior to resetting the isolation logic from
the Main Control Room (MCR). The cause of this event was the failure of the
Unit 2 Reactor Operator (RO) to be aware of system conditions prior to resetting
the PCRVICS isolation logic. An additional causa) factor is inadequate
communication between the Unit 2 RO and the MCR shift supervisor. Both of these
operators were counseled, There were no adverse consequences und no release of
cadioactive material as a result of this event. In the event of an accident
requiring the use of the HPCI system during the time period that it was
Isolated, operators could have unisolated ¥, -055-2F003 and then manually
initiated the HPC! system. In addition, the Automatic Depressurization System,
the low pressure Emergency Core Cooling Systems, and the Reactor Core Isolation
Looling System were operable to respond to an accident condition in the event
that the HPCl system could not have been manually initiated. This event will be
discussed in the Licensed Operator Requalification LOR Training program,
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unit Conditions Prior to the Event:
unit 2 was in Operating Condition 1 (Power Operation) at a 100% power ievel.

Hrior to the event, the Unit 2 High Pressure Coolant Injection (HPCI, C11S:B. L
system outboard primary containment steam supply line isolation valve |
E11S:1SV), HV-055-2F003, was de-energized in the open position. The redundant ‘
isolation valve remained operatle in the open position. This condition enabled :
nstrumentation and Control (I1&C) technicians to perform troubleshooting of the
ltterential pressure instrumentation that provides indication of high stean 5
low in the HPCI steam supply line. There were no other structures, systems o t
omponents out of service which contributed to this event.

ﬁ in September 16, 1990, at 1820 nours, an inadvertent automatic actuation of tne
. Primary Containment and Reactor Vessel Isclation Control System (PCRVICS,

. E11S:JM), an Engineered Safety Feature (ESF), occurred. This ESF actuation

T resulted in the closure of the Unit 2 HPCI system steam supply line outboard 3
primary containment isolation valve, HV-055-2F003, due to re ‘ergizing the 3
motor operator for this valve prior to resetting the PCRVICS lation logi

trom the Main Control Room (MCR),

Ihe Differential Pressure Indicating Switch (PD1S-085-2N657B) (E11S:PDIS) hac
veen indicating low differential pressure and was satisfactorily tested by
utility employed I&C technicians on day shift on September 16, 1990. However,
the PDIS indication remained lov and the technicians suspected that the
associated Differential Pressure Transmitter (PDT-055-2N057B) (ETIS:PT) was out
of-calibration or the instrument sensing 1ines had developed a buildup of
trapped air, The PDT and PDIS =monitor the differential pressure (DP) in the
steam supply line to the HPCI turbine, upstream of the HV-055-2F003 valve. The
logic associated with these instruments provides a PCRVICS isolation signa! that »
will Close HV-055-2F003 in the event of a high steam flow or an instrument |ine
break, At 1712 hours on September 16, 1990, operations personnel de-energized
3 Hv-055-2F003 in the open position to support 1&C technicians in the performance
! of a calibration check of the PDT and PDIS. This arrangement would allow the
‘L HPCI svotem to still function in the event of an accident. The I&C technicians
succe.v*ully completed the calibration check and informed the MCR shift )
super sry @ senior licensed operator, that the instrument sensing lines had ®
been fiushed to eliminate any trapped air that may have existed. The MCR shitt
. supervisor then informed the Unit 2 Reactor Operator (RO), a licensed operator
o that the troubleshooting performed by the 1&C technicians was complete and the
PCRVICS isolation logic could be r~eset and valve HV-055-2F003 could then be re-
§ energized. The Unit 2 RO had a non-licensed Assistant Plant Operator (APO)
S ? restore the power L0 the motor operator for HV-055-2F003, at 1820 hours, prior
: to resetting the PCRVICS isolation logic. This allowed an existing PCRVICS
: Isolation signal, that had been generated due to the functional testing
B performed on the PDT and PDIS, to cause the automatic closure of HV-055-2F003.
| ‘he Unit 2 RO was immediately notified of this ESF actuation by a MCR
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annunciator alarm, The RO acknowiedged the alarm, verified that a valid
Isolation signal was not present, reset the PCRVICS 1solation logic, and
reopened velve HV-055-2F003 at 1821 hours on September 16, 1990,

A four (4) hour notification was made to the NRC at 2024 hours on September lo,
1990, in accordance with 10CFR50.72(b)(2)(11), because the event resulted in the
inadvertent automatic actuation of the PCRVICS, an ESF. Accordingly, this
report 1s being submitted in accordance with the requirements of
L1OCFRS0.73(a)(2)(1v).

Analysis of the Etvent:

Ihere were no adverse consequences ard no release of radioactive material as o
result of this event, The PCRVICS and HV-055-2F003 functioned as designed and
the valve closed when the motor operator was re-energized with an isolation
signal present, The HPCI system was out of service for one (1) minute as a
result of this event,

In the event of an accident requiring the use of the HPC! system during the time
period that it was isolated, operators could have immediately reset the PCRVICS
tsolation logic and reopened HV-055-2F003 from the MCR, and then manually
initiated the HPCI system. In addition, the Automatic Depressurization system,
the low pressure . ernency Core Cooling Systems, and the Reactor Core Isolation
Looling system were uperable to respond to an accident condition in the event
that the HPCI system coula not have been manually initiated. In addition,
Iicensed 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 resuit
of adequate training, and prompt operator actions, the event duration was
limited to one minute and no adverse >lant conditions developed during this
event.,

Lause of the Event:

che cause of this event is an isolated occurrence of personne!l error in that the
Unit 2 RO failed to recognize the need to reset the PCRVICS isolation logic and
Clear the isolation signal prior to energizing HV-055-2F003. As a result, the
unit 2 RO instructed the APO to re-energize the valve motor operator while the
PCRVICS 1solation signal was still present, causing an automatic actuation of
the PCRVICS and closure of HV-055-2F003.

An additional casual factor identified was inadequate communication between the
Unit 2 RO and MCR shift supervisor., This communication error occurred in that
the Unit 2 RO did not "Repeat Back" the MCR shift supervisor's directive as
required by the Operations Manual Chapter 6.2, "Operations Verbal Communications
stanaards," which is included in the Licensed Operator Requalification (LOR)
training program. The MCR shift supervisor also failed to regquire the Unit 2
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RU, as stipulated in the Operations Manual, Chapter 6.2,10 use the "Repeat Back
method of communication,

rrective Actions:

Un September 16, 1990, the Unit 2 RO was counseled on the need to be aware of
system conditions prior to restoring poer to a motor operated valve. In
addition, the MCR shift supervisor and Unit 2 RO were both counseled on the
importance of using the "Repeat Back" method of communication. Additionally,
the past performance records for both the Unit 2 RO and MCR shift supervisor
were revic«ed and the results indicate that no personne! errors concerning
Inadequate communication had been previously noted for either operator,
raining will be provided by January 1, 1991, to emphasize the need for
perators to be aware of system conditions at all times and to 1)lustrate the

need to adhere to high standards of communication as stipulated in the
Operations Manual Chapter 6.2.

LOK

in addition, operators are individually evaluated on a six week frequency, w!
in LOR simulator training, to improve and enforce the need to "Repeat Back"
ommunications to ensure the understanding of task expectations. This
ommunication evaluation criteria of LOR simulator training was previously
incorporated into the program an. is currently ongoing., Finally, control roon
rew team training i1s scheduled to begin on October 22, 1990, This Training is
designed to help each crew member understand the personalities of the other
members of the team which will serve to enhance teamwork and communications.

rrevious similar Uccurrences:

\LRs 1-B4-014, 1-86-002, 1-86-053, 1-87-059, and 1-87-062 a)| reported an
iutomatic actuation of an ESF as a result of the primary cause being an

operations personne! error, However, the operator involved has not made this
rype of personnel error prior to this event, therefore, previous corrective
actions would not have prevented this event.

LERs 1-84-031, 1-85-003, 1-85-051 and 1-89-18 all reported an automatic
actuation of an ESF as a result of the primary cause being a communication
leticiency involving operations personnel. We recognize the need to strengther
Lhe area of communications and have implemented the above corrective measures i
addition to the enhancements already made in ongoing training, the Operations

Manual Chapter 6.2, and evaluatiorns of individuals based upon their
communication skills,

iracking Codes: All-Failure to properly assess consequences of
actions

A7-Failure to properly communicate
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