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At 0155 hours, nn March 2, 1992, while Fort Calhoun Station was in refueling shutdown
(Mode 5), an electrician was installing fuses to re-energize a lockout relay associated
with channel B of the emergency safeguards Ventilation Isolation Actuation gi?nal (VIAS).
when lockout relay 86B/VIAS was re-energized, it tripped, resulting in an unplanned VIAS
actuation. Components designed to respond to a VIAS performed as expected. After
further 1nvost1?ation it was discovered that the lockout relay for channe)l B of the
Containment Radiation High Signal (CFAS), B6B/CRIIS, had been installed in its tripped
condition and was not reset following installation, resulting in the initiation of the
VIAS when its circuit was re-energized.

The safety significance of this event was low because the VIAS placed the plant into a
more conservative condition than required at the time of the event,

The cause of this event was determined to be a procedural deficiency resulting from
inadequate verification and validation of the procedue governing the removal and
replacement of lockout relays.

Corrective actions to address this event include review and revision of the deficient
procedure and providing information regarding this event to appropriate individuals.




LAY Bt
m(\wmh;‘f % s sk
R ~y AR &

;f{':wf"c 3

Fort Calhoun Station Unit No. |
b ol slololel2lBls]lol2l-jojolol-Jojojol2(% 0|4

-—
THRT & nuove sense (0 mouiee. ume eevilions NAC £ & S8 )1 )

At Fort Calhoun Station Unit No. 1, the Ventilation Isolation Actuation Signal (VIAS) is
designed to prevent release of significant radioiodine or radiocactive gas from the
containment to atmosphere from such sources as reactor coolant leaks. VIAS is dosigncd
to be initiated by any one of three actuation signals; Safety Injection Actuation Signal

SIASZ, Containment Spray Actuation Signal (CSAS?. and Containment Radiation High Signal
CRHS). The CRHS feature employs five radiation monitors which take samples from the
containment and/or plant ventilation stacks, Activity detected above the setpoints of
any ore of these five monitors can initiate a CRMS from either of two redundant circuits
(A and B). Control room indication for the status or presence of CRHS and VIAS signals
is rrovidod through annunciators, Position indication of each si?nal's respective
lockout relays 1s also provided., Lockout relay BGB/CRHS (B circuit of Emergency
Safeguards) is normally in its reset position. 1f one of the five radiation monitors
reaches its setpoint, the B6B/CRHS relay irips, producing a CRHS which trips the 86B/VIAS
lockout relay. The signals generated by the tripping of the B6B/VIAS relay are designed
to perform several automatic functions,

The functions which VIAS performs are:

1. Closes the containment purge valves (if open),

2 Closes the containment pressure relief valves (if open),

3. Stops the containment purge fans (if running),

4. Closes the containment air sampling valves,

2{qlssos the safety injection pump rooms' and spent regenerate tank room's

ters

6. Pigces {he control room ventilation system in the filtered air makeup mode,
an

Isolates the waste gas decay tanks,

On February 28, 1992 at 1303, Fort Calhoun Station was in mode 5 (refuelin? shutdown).
Equipment tagouts for the removal of fuses from the circuitry associated with lockout
relay 86B/CRHS were completed and the relay removed for cleaning and repair/replacement
under Maintenance Work Order (MWO) 920048, Four other MWOs (914315, 914316, 914317 and
914318), each for the removal and repair/replacement of additional lockout relays on the
‘8" Safeguards panel, were also performed in conjunction with the B6B/CRHS relay
maintenance, The tagouts for these MWOs ircluded the removal of fuses VV-3 and VV-4 for
the 868/VIAS lockout relay, and fuses VV-7 and VV<B for the B6B/CRHS relay, to ensure
proper isolation of associated circuitry prior to performing maintenance.

On March 2, 1992, after the reinstallution of the B6B/CRKS relay had been completed, the
lead maintenance craft person performing the work conferred with a Senior Licensed
Operator regaraing the reinstallation ¢¥ the fuses and clearance of the tagout. There
was a discussion about rela¥ 86B/CRHS being in a “Tripped" condition (the other four
leckout relays were in the "Reset" condition), Followin? the MWO and its detailec work
instruction, the lead maintenance craft person erroneously believed the *ripped condition
of relay B6B/CRHS to have been accounted for in these procedures, Convinced by this
discussion, the Senior Licensed Operator authorized reinstallation of the fuses,
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At 0155 hours on March 2, 1992, fuses VV-3 and VV-4 were being installed in order to
return power to the 86B/VIAS lockout relay circuit. As the second fuse made contact with
its holder, the maintenance personnel heard an audible alarm (i.e. the VIAS actuation),.
They continued to reinstall the remaining fuses. As they began to install fuses VV-7 and
VV-8 for the B6B/CRHS relay, the operator instructed them to stop due to the VIAS which
had occurred when fuses VV-3 and VV-4 were installed.

The contro) room operators verified that all systems functioned as required for an
emergency safeguards actuation of VIAS, A1l additional work on the relay was stogped
until a review of the work documents could be performed. The review determined that the
86B/CRHS lockout relay should have been placed in its "Reset" condition prior te fuse
replacement. The CRNg and VIAS relays were reset and the remaining fuses installed.

The NRC was notified of this event at 0315 on March 2, 1997, pursuant to
10 CFR 50.722b;$2;§11;. This report is being submitted pursuant to
10 CFR 50.73(a)(2)(iv).

A Root Cause Analysis $RCA) was performed following this event. The RCA includ:4 a
review of each of the five MWO packa?es and their associated detailed work instructions,
a review of the associated electrical schematics, and interviews with the Senior Licensed
Operator, lead Maintenance craft person, Maintenance Planners, and other individuals.
This investigation determined that having the 86B/CRHS relay in its "Tripped" condition
resulted in closing a contact in the BGB’VXAS relay circuitry which caused the VIAS
actuation when power was returned to the 86B/VIAS circuit as a result of the installation
of fuses Vv-3 and Vv-4.

The review of each of the five MWO work packages revealed that procedure EM-RR«EX-0201
was to be followed for detailed work instructions on the repair and replacement of the
lockout relays. On1{ one of these work packa?es included instructions specifyiug the
need to place the relay into a particular position prior to the replacemert of fuses,
This need was not <pecified in the CRHS relay replacement work instructions or in
procedure EM-RR-EX-0201, indicating that an inadequate verification and validation was
performed on this procedure prior to its implementation.

Interviews with the lead Maintenance craft person, Maintenance Planner and the Senior
Licensed Operator indicated that technical reliance was placed upon the procedures being
used to ensure that the CRHS relay was placed in its appropriate condition prior to fuse
replacement. Although the tripped condition of the CRHS relay was recognized and
discussed prior to the actuation, the individuals involved defaulted to the instructions
in the MWO when the procedure did not provide specific guidance,
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