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NUCLEAR GENERAYTION

U. S. Nuclear Regulatory Commission
Document Control Desk
Washington, D.C. 20555

Subject: Docket No. 50-361
30-Day Report
Licensee Event Report No. 94-004
San Onofre Nuclear Generating Station, Unit 2

Pursuant to 10 CFR 50.73(d), this submittal provides the required 30-day
written Licensee Event Report (LER) reporting a violation of the Technical
Specifications that occurred when Edison unknowingly exceeded the time limits
allowed to complete the action requirements of Technical Specification 3.7.10,
"Emergency Chilled Water System." Neither the health nor safety of the plant
personnel or the public was affected by this occurrence.

As reported in this LER, Edison had planned maintenance for HPSI pump POl17 and
for room cooler ME417 (the cooler for the room containing HPSI pump PO17).

The two other HPSI pumps and therefore both HPSI trains remained operable.
When space cooler ME417 was removed from service, it was not recognized by the
equipment planners that this cooler also provides the required emergency room
cooling for Train A low pressure safety Injection pump and Train A Containment
Spray pump. As a result, Edison unknowingly entered Technical Specification
3.7.10, “Emergency Chilled Water System" and did not comply with appropriate
requirements.

Edison management is concerned that this occurrence may be indicative of a
larger problem with our administrative review process as it involved cognitive
errors by the equipment planners and by the control room operators, all highly
trained and qualified individuals. Individuals whe possess the skill required
to properly evaluate the implications of plant maintenance on equipment
operability. Additionally, two control room alarms were received when room
cooler ME417 was removed from service which could have alerted the operators
to the effect on Train A Low Pressure Safety Injection and Train A Containment
Spray systems, thereby avoiding this event., However, the operators apparently
took too narrow a view and did not recognize the significance of the alarms
received for several shifts.
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Edison is conducting a broad evaluation to determine the cause(s) and
implications of this event and identify long term corrective actions. As
discussed with Dyle Acker (NRC Region IV, Walnut Creek Field Office) on

July 25, 1994, this report was delayed to ensure that appropriate near term
corrective actions were identified and to allow further maragement review of
the issues involved. The attached LER will be supplemented when the long term
corrective actions are identified.

Sincerely,

~

Enclosure: LER No. 94-004

cc: L. J. Callan, Regional Administrator, NRC Region IV
K. E. Perkins, Jr., Director, Walnut Creek Field Office, NRC Region IV
J. A. Sloan, NRC Senior Resident Inspector, San Onofre Units 2 & 3
M. B. Fields, NRC Project Manager, San Onofre Units 2 and 3
Institute of Nuclear Power Operations (INPO)
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On June 19, 1994 at 1410, with Unit 2 at 98% power, Edison removed HPSI pump P0O17 trom
service for maintenance and declared the pump inoperable. The two other HPSI pumpe, and
thus both HPSI traine, remained operable. Maintenance was also planned for ECWS room
cooler ME417 (the cooler for the room containing HPSI pump P017) and it was also
declared inoperable. When equipment contrcl plannere scheduled the work for ME417, they
failed to recognize that Technical Specification (TS) 3.7.10, "Emergency Chilled Water
System" would be applicable. When ME417 was removed from service on June 19, 1994, the
action statement for Technical Specificaiion (TS) 3.7.10, should have been entered, but
was not. On June 23, at 0730, when the control room superv.sor identified that TS
3.7.10 should have been entered, the associated time limits of TS 3.7.10.b had been
exceeded; Therefore, Edison is reporting this occurrence in accordance with
10CFR50.73 (a) (2) (1) .

Edison has not yet determined all the causes of this event. This event involved
cognitive errors by the eguipment planners and by the control voom operators, all highly
trained and qualified individuals who posses the skill required vo properly evaluate the
implications of plant maintenance on eqguipment operability. Therefore, Edison will
conduct a broader evaluation teo determine the cause (s) and implications of this event.
Edison completed the TS 3.7.10.b required verifications at 0840 on June 23, 1594 and
returned cooler ME417 to service at 1115 on June 23, 1994. Edison has counseled all
individuals directly involved. Edison has reviewed this event with each operating crew
and will provide additional crew training based on this event.

There was minimal direct safety sign.ficance tc this event.



LICENSEE EVENT REPORT (LER) TEXT CONTINUATION

S&MN ONOFRE NUCLEAR GENERATION STATION DOCKET NUMBER LER NUMBER PAGE
UNIT 2 05000361 94-004-00 2 of 3
Plant: San Onofre Nuclear Generating Station, Units 2

Reactor Vendor: Combustion Engineering

Event Date: June 19, 1994

Mode : Mode 1, Power Operations

Power : 98%

DESCRIPTION OF THE EVENT:

On June 19, 1994 at 1410, Edison removed HPSI pump [BQ,P] P017 from service for
maintenance and declared the pump inoperable. The two other HPSI pumps, and thus both
HPSI trains, remained operable. Maintenance was alsc planned for ECWS room cooler
ME417 [KM,ACU] (the cooler for the room containing HPSI pump P017) and it was also
de~lared inoperable.

When eguipment control planners scheduled the work for ME417, they failed to recognize
that Technical Specification (TS) 3.7.10, "Emergency Chilled Water System" would be
applicable. T8 3.7.10 was applicable because ME417 also provides emergency room
cooling for Train A low pressure safety injection (LPSI) pump [BP,P] and Train A
containment spray (CS) pump [BE,P) as they are located in the same room. Therefore,
when ME417 was romoved from service on June 19, 1994, the plant conditions reqguired
complying with the provisions of TS 3.7.10 which was not done.

When one emergency chilled water system is inoperable, TS 3.7.10.a reqguires the
inoperable system to be returned to service within 7 days or be in hot standby within
the next 6 hours and cold shutdown within the following 30 hours. Additionally, TS
3.7.10.b requires that:

1) within 1 hour, verify that the normal HVAC system is providing cooling to
vital power distribution rooms,

2) within 8 hours, verify the operability of the safe shutdown
systems which do not depend on the inoperable cooler, and

3) within 24 hours, establish the operability of all required
systems, subsystems, trains, components and devices that depend on the
remaining operable emergency chilled water system.

On June 23, at 0730, when the control room supervisor identified that TS 3.7.10 should
have been entered on June 19, 1994, the associated time limits of TS 3.7.10.b had been
exceeded; Thernfore, Edison is reporting this occurrence in accordance with
10CFRS0.73 (a) (2) (4).

Additionally, when room cooler ME417 was removed from service, two unexpected control
room alarms were received associated with Train A Low Pressure Safety Injection (LPSI)
and Train A Containment Spray (CS8) systems. The control room operators investigated
these alarms by reviewing the alarm electrical diagrame which confirmed that they
should annunciate when the circuit breaker to Emergency Room Cooler ME417 is open. The
control operators did not sufficiently pursue the sign.ficance of the alarms
annunciating when the room cooler circuit breaker is open and therefore missed an
opportunity tc prevent this event. Two additional operating crewe as well as the
associated shift technical advisors (STA’'s) failed to adequately evaluate these control
room alarms until the day shift control room supervisor did so on July 23, 1994.

CAUSE OF THE B\ ENT:

Edison has not yet determined all the causes of this event. This event involved
cognitive errors by the equipment control planners [non-licenced,utility] and by the
contreol room operators [licensed, utility], all highly trained and qgualified
incividuale who posses the skill required to properly evaluate the implications of
plant maintenance on eguipment operability. Therefore, Edison will conduct a broader







