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lequirement for the Report

(?)(5v) because of the unexpected
SF).

This report is required per 10 CFR 50.73 (a)
actuation of an Engineered Safety Feature (i

unit Conditions Prior to the Event

Unit 3 was in the cold shutdown condition for scheduled surveiliance testing. The 3B

Reactor Protection System (RPS)(EIIS:JC) bus was being fed via the alternate power
source for surveillance testing.

Description of the Event

On November 3, 1990, at 1850 hours, a Primary Containment Isolation System
(PCIS)(EI1S:JM) outboard Group 111 isolation occurred as the result of the Chief

Operator (Licensed, Utility) directing a Plant Operator (Non-lLicensed, Utility) to
us2 an inappropriate procedure.

The Chief Operator was attempting to transfer the 3B RPS power supply from the
alternate source to the normal source, but committed a cognitive error when he
selected an inappropriate procedure to perform the task. When the Plant Operator
executed the procedure, the output breakers (EIIS:BKR) from the alternate RPS power
source were opened. Since the alternate RPS power source was providing power to the
38 RPS bus at the time, the 3B RPS bus became de-energized resulting in closurve of
the Group 111 outbourd ventilation isolation valves along with the initiation of the
Standby Gas Trzatment Systen (SBGT) (E11S:BH).

The Unit 3 Reacior Operator

(Licensed, Utility) verified the actuations were either
tripped,

Isolated, or operating as required by plant procedures.

The isoletion signal sted for approximately one hour while operations personnel
procedures to use to restore power to the 38 PPS bus. At 1950
hours, the 3B RPS bus was returned to the normal power supply and Lhe Group 11
outboard isolation wes reset, A1l of the affected equipment functioned as designed
during this event,

getermined the correct

Lause of the tvent

This event was caused when a Plant Operator was directed to use an inappropriate

procedure 10 transfer power supplies on the 28 RPS bus. This was a cognitive error

L
on the Chief Operator's part, A f rmal Human “erformance Evaluation System (HPES)
investigation is currently being performed to 1oantify the causal factors which led

to the cognitive error,

Analysis of the Event

There were no actual or potentizi adverse consequences resulting from this event,
The appropriate equipment Operated as designed.

An outboard Group 111 isolation is anticipated whenever RPS power supplies are
transferred, but in this instance the isolation occurred sooner than expected

because
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