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Dot et Nos. S0-317 and 50-318

Baltimore Gas and Electric Compary
ATTN: Mr, George C. Creel

Vice President-Nuclear Energy
Calvert Cliffs Nuclear Power Plant
MD Routes 2 and 4
Post Office Box 1535
Lusby, Maryland 20657

Dear Mr, Creel:

Subject: NRC Region | Combined Special Inspection Report Nos. 50-317/91-09 and
50-318/91-09

This refers to your letter dated June 7, 1991, in response to our letter dated May 8, 1991,

Thank you for informing us of the corrective and preventive actions documented 1n yo - letter.
These actions will be examined during a future inspection of your licensed program.

Your cooperation with us is appreciated.

Sincerely,

Original Signed By:
Curtis J. Cowgill

Curtis J. Cowgill, Chief
Reactor Projects Branch No !
Division of Reactor Projects

o0

R. McClean, Power Plant Sitii.2, Nuclear Evaluation
Gi. Adams, Licensing (CCNPP)

J. Walter, Engineering Division, Public Service Commission of Maryland
K. Burger, Usquire, Maryland People’'s Counsel

R. Ochs, Co-Director, Maryland Safe Energy Coalition
Public Document Room (PDR)

Local Public Document Room (LPDR)

Nuclear Safety Information Center (NSIC)

NRC Resident Inspector

State of Maryland (2)
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CHARLES CENTER ¢ PO BOX 475 ¢ VALTIMORE, MARYLAND 21203 1478

U. S Nuclear R(“uluu)()‘ Commission
Washington, DC 20555

ATTENTION Document Control Desk

SUBJEC Calvert Cliffs Nuciesr Power Plani

Unit Nos. 1 & 2, Docket Nos, 50-317 & 50-318
Response 0 NRC Regzion 1 Combined Special Inspection Report Nos

5Q-30781-09 and 30-3 169109

REFERENCE (a) Letter from Mr. C. W. Hehl (NRC) to Mr. G. C. Creel (BO&E),

NRC Region | Combined Special Inspection Repon Nos
$0-317/91-09 and 50-31891.09 (March 12, 1991 to Apnil 5, 1991 and
April 12, 1991), dated May 4, 1%'71

Geotlemen

L

DESCRIFTION AND CAUSE OF THE EVENT

On March 12, 1991 at 12:48 a.m., plant operators inadveriently drained approximaicly 1900
%ullom of Resctor Coolant System (RCS) water through the Calvert Cliffs Unit 2

‘ontainment Spray (CS) Ring and Drain Line. This incident occurred while the operaton
were lining up to fill the Unit 2 Safety Injection Tanks (STTs). At the time of the event, Unit
2 was in Cold Shutdown st 100 psi on Shutdown Cooling.

The operators involved with this evolutlon included the supervisor directing the evolution,
the on-shift Plant Watch Supervisor (PWS) and jour plant opcrators Fre-evolution briclings
were conducted before the operators procecded with the evolution in which Operations
Instruction (OI) 3A was used. Two of the operators were directed 1o close a valve that would
isolate the RCS from the CS beader. Before completing this task, the other two Operalon,
under the direction of the PWS, started 10 open & valve which creaied the direct path from
the RCS to the CS spray ring, resulting in the inadverient partial drainin [ the RCS
Additional information concerning this cvent can be found in LER 50-31851-001

On March 27, 1991, at 11:51 am., an inadvertent Safety Injection Actuation Signal (S1AS)
was initisted on Calvert Cliffs Unit 2. The incident occurred while utility licensed operaton
were w—cnct;iziz’ the Pagincered Safety Features Actustion System (ESF AL
Actuation Logic Cabinet. At the time of the event Unit 2 was in Cold Shutdown with an
RCS temperature of 140 degrees Fahreaheit and 8 pressure of 220 psl
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Two licensed operstors were involved with this event, an exira Senior Reactor Operator
(SRO) on duty l(cn startup and a Coutrol Room Operator (¢ RO). A pre-evolution briefing
was condacted before the operators proveeded with the evolution in which O1- 34, Appendix
D and Appendix H were used to re-encrgue the cabinets. To re-energize the cabinets the
operators had to reinstate the low Pressuier Pressure Block Signal Modules belore
reinstating the SIAS Pressurizer Pressurc Modul=s. The SRO read the procedure 0 the
CRO, who in turn performed each siep The SRO teiled 1o read two CAUTION statements
ta the CRO and directed him to pcn}o m steps that removed the block signal with a valid
SIAS signal present, causing the inadverient SIAS  Addiunnal information conceming this
event can be found in LER 50-31891-002
The root cause of the CS event was personnel error in that the PWS misinterpreted a
procedure which be believed allowed him 1o perform steps conc urrently in O 3A. Cealvert
Clifs Instruction (OCI) 300 allows the concurrent perfonoance of provedure “cﬁ‘ i the
steps arc evalusted in the sequence listed and found not 10 be dependent on any other stepo
in the procedure; and if the Shift Superasor or Control Room Supesvisor (CRS) gives
ermission 1o do the steps concurreatly. The PWS knew of the requircments of OC1- 500 but
uiled 10 interpret the requirements properly and directed the manipulation of the subject
valves without permissios from the Control Room Supervision. Contributing to this eveat
was 8 lack of propsr communication berwesn the operators, an inadequate pre-evolution
briefing, and the direct involvement of the PWS in a valve manipulation,

The root cause of the ESFAS event was personnel error by the SRO directing the re-
energization of the ESFAS cabinet Specifically, the SRO (ailed to0 follow the guluance
contained within the two CAUTION siatements that were part of Ol-34, Appendix H. By
failing to conduct an adequate pre evolution briefing and ty not reading the ( AUTION
statements to the CRO, the SRO directed the evolution without (he beoelit of concurrence
or [eedback from the CRO

Due 1o the shor time between the two events and some common elements, an cvaluation
was performed 1o determine if any genenc ca usal factors might exist between the two evenis
as well as between previous ESFAS events. The final conclusion from this evaluation is that,
while tiicre are some areas in nced of improvement such as pre-evolution brieflngs,
sugcrviy.‘.xy methods, communication, and procedural compliance, their occurrence does not
indicate a significant generic ptoblem that would chalienge al2 plant operation.

CORKECTIVE STEPS TAKEN AND RESULTS ACHIEVED.

Persoanel ections were taken with the individuals who were involved. Additionally, we
determined that there were areas of potentially broader weaknesses. These wore sddressed
in General Supervisor-Nuclest Plant Operations (GS-NPO) Expectations Memos. Guidance
concerning pre-evolution briefing, superasion, procedure usage, and communications was

provided within these memos. The evenis and (3S-NPO expectations were discussed with
each crew

Pre-evolution Briefing - A detailed pre-evolution briefing checklist wos developed to provide
more structured and consistent briefirgs. The Shilt Supervisor or CN'S must decide if
a briefing i required and all of the individuais who are involved with the evolution
must be preseat for the briefing. As part of the briefing, consideration & given Lo the
potential results of & failure during an evolution and the barriers that couid be put in

place 10 prevent such failures. This pre-evolution briefing checklist has been formally
incorporated into CCI-140.
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Supervisiop - Guidance on supervision was also reintorced in the GS NPO Expectations

memos. Supervisors were directed to stcp back and ensure they maintein an overall

nce of the entire evolution in which they are the supervisor in charge. The

role of the supervisor was better detined (o prevent detailed involvement or actual
hands-on menipulations from interfering with (heir supervisory perspective.

. The GS-NPO Expectations memo reinforced the proper use of
ures, compliance with procedures, end steps that should be teken to change
ncorrect proced ures.

Commy:nisation - Proper communication is essential 10 conducting operations in a safe and
quality manner. This messagc was re-emphasized in the GS-NPO memo &nd
specifically stressed the need for communications to be complete such that there is no

doubt as 1o what the intended message is. The importance of detalled repeat-backs
and face-10-face communications were also reitcruted.  CCT-140 was revised to

formelly capture this guidance.

Managemett observations during the recent event-free startups of Unit 2 and controlled
shutdowns of both units indicate the guidance provided has been beneficial with respect 10
opector performance, Operations supervision provided around the clock coverage during
the startup of Unit 2, and observations of detaiicd and complete pre-evolution biiefings were
poted. There were many complicated and extensive tests peiformed during the startups and
shutdowns in which supervision, communication, and procedural compliame  were
implementcd with success.

CORRECTIVE STEPS WHICH WILL BE TAKEN TOAVQID FUKTHER VIOLATION .

The guidance related to supervision will be formally captured in an Operations policy or
procedure. This guidance will cover the supervision o Operation's sctivities in general,
along with sperific guidance on supervising evolutions involving cquipment like ESFAS in
the Cable Spreadiog Room.

To ensure operators retsin 8 complei2 understanding of critical processes o list of these key
processes was generated. A lesson plan for the operator requalification training cycle will be
devcluped 1o cover these issues.

The specific use of concurrent o\emn procedures was evaluated for appiicability in each type
of operations procedure. A detalled plan was developed to impiement the specific changes
which will be made to the procedures and to CCL-300. Additional details conceming changes
made to CCI-300 will be provided in the responsc to Unresolved Ttem 50-317/9% ard
50-318/91-09-02

The leasoas learned and corrective actions from these two events apply siie wide, to other
groups in addition to Operations. The Calvert Clifls Plant General Manager has established
a Task Circle, oomg::.ol representatives from Operatlons (Circie leader) Mainlenance,
Radiation Salety, istry, and Plant Enginecring to evaluate the need for a procedure

which would expectations for procedure usage, pre-evolution briefing. and supervisory
involvement.
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Full compli was schieved on April 6, 1991 when the last Operations crew was trainad on
the GS- Fxpectations.

Should you have wny further questions regarding this matler, we will be pleased 10 discuss * m wh,
you.
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A. Bruoe, Esquire
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