
. - - - - . - . . ~ --- - - - ___-_.- .---.-- - -

*
.

,

?"::'
'

y,, w ,.

Southern Catifornia Edison Company i

t)Afd Of40F ht; tdVGL F A61 CL tVI HA11fd0 B1 At lOtd

f* O 140 % 11'8

D At4 C4 LME te1E. C Alif OlvdiA vF074 Otra

$, W kM!E(hlf4 T i l i"' F WE
.uwm uma n e nm as,

October 2 1991

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

:

Subject: Docket No. 50 361
30 Day Report
Licensee Even* Report No. 91 013
San Onofra . u scar Generating Station, Unit 2

Pursuant to 10 '. t 4,d), this submitta! provides the required 30-day
written Licensee i ~nt :eport (LER) for an occurrence involving the Units 2
and 3 Toxic Gas isolat'.on System. Since this occurrence involves similar
systems, cause, and corrective actions applicable to l''lts 2 and 3, a single
report for Unit 2 is being submitted in accordance with NUREG 1022. Neither
the health nor the safety of plant personnel or the public was affected by
this occurrence.

If you requ(rc any additional information, please so advise.

,._ Sincerely,
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Enclosure: LER No. 91 013

cc: C. W. Caldwell (USNRC--Senior Resident inspector, Units 1, 2 and 3)

J. B. Martin (Regional Administrator, USNRC Region V)

Institute of Nuclear Power Operations (INPO) p
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At 0718 on 9/5/91 with Unit 2 in Mo@ 6 and Unit 3 at 100% power, the Train "A"
Toxic Gas isolation System (TGIS) [Vl] actuated. Control room alarms and
indications alerted control room operators (utility, licensed) of the actuation.
Operators responded properly to the 1 rain "A" TGIS actuation by promptly: 1)
verifying proper system operation, and 2) determining that the actuation was
spurious due to a momentary loss of power. At 0815 the NRC was notified via red
phone of both a TGIS and a Control Room Isolation System (CRIS) ectuation.
Subsequent investigation has determined that only a TGIS actuation occurred.
Train "A" TGIS was reset and normal control room ventilation restored at 0822.

Preparations were being made for a Unit 2 Train "A" electrical Bus outage at the
time of the actuation, with Unit 3 stipplying power to the Train "A" 1GIS. An
operator was reading Circuit Breaker (CB) [$2] numbers and required CB positions
from a checklist while another operator (both utility, non-licensed) was tagging
and positioning tM CBs. While positioning the CBs, the second operator
inadvertently opentd toe CB whici supplies power from Unit 3 to the Train "A"
TGIS cample pump and analyzers. The operator immediately re-closed the CB.

This event was caused by inutention tr tail (cognitive error) by the operator
positioning the CBs. The operator involved in this event has received
approariate disciplinary action. In addition, the circumstances of this event,

have acen reviewed with appropriate Operations personnel. There was no safety
i

significance to this event since all T lin "A" TGIS components functioned as
designed.


