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

PLANT HATCH - UNIT 1
NRC DOCKET 50-321

OPERATING LICENSE DPR-57
LICENSEE EVENT REPORT

APPARENT PERSONNEL ERROR RESULTS IN
ENGINEERED SAFETY FEATURE ACTUATION

Gentlemen:

In- accordance with the requirements of 10 CFR 50.73(a)(2)(iv), Georgia
Power Company is submitting the enclosed Licensee Event Report (LER)
concerning the unanticipated actuation of an Engineered Safety Feature
(ESF). This event occurred at Plant Hatch - Units 1 and 2.

Sincerely,

Q }} '

,d.T.Beckham,Jr.

SWR /CT/cr

Enclosure: LER 50-321/1991-018

cc: (See next page.)
|
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U.S. Nuclear Regulatory Commission
October 14 1991
Page Two

cc: Georaia Power Comoany
Mr. H. L. Sumner, General Manager - Nuclear Plant
NORMS

U.S. Nuclear Regulatory Commission. Washinaton. D.C.
Mr. K. Jabbour, Licensing Project Manager - Hatch

U.S. Nuclear Reaulatory Commission. Reaion 11

Mr. S. D. Ebneter, Regional Administrator
Mr. L. D. Wert, Senior Resident inspector - Hatch
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FIAVE HATQl, UNIT 1 05000321 i g |4
!!IEE (4)
APPARDTI PERSONNEL ERROR RESULTS IN DEINEFRED SAFim( FEAWRE ACWATION

EVEhl DATE (5) LER hu=BER (6) REFORT DATE (7) OTHER F ACIL111E5 lhv0LkED (8)

MONTH DAY TEAR VEAR SEQ hv4 REV M0hTN DAY YEAR F ACILIII h AMES DOCAET huMBER(5)
PLAVI ilATQi, UNIT 2 05000366

09 17 91 91 018 00 10 14 91 05000
Inn W H In M 10 m (11)

OPERATING
MODE (9) 1 A20.402(b) _

20.405(c) 50.73(a)(2)(tv) 73.71(b)

LEVEL 097 -
20.405(a)(1)(i) 50.36(c)(1) ~ 50.73(a)(2)(v) -

73.71(c)POUER

20.405(a)(1)(1i) [ 50.36(c)(2) 50.73(a)(2)(vit) OTHER (Specify in

_
20.405(a)(1)(1ti) _ 60.73(a)(2)(1) _

50.73(a)(2)(vtii)(A) Abstract below)

-
20.405(a)(1)( b) -

50.73(a)(2)(ti) 50.73(a)(2)(vtit)(B)
20.405(a)(1)(v) 50.73(a)(2)(tit) I 50.73(a)(2)(m)

LICEh5EE C0hTACT FCE INIS LER (ii)
NAME ICLEPHONE hum 6ER

JEA CODE

STEVEN B. TIPPS, MANAGER NUC1 EAR SAFEN AND UJHPLIANCE, HATQ1 912 367-7851
COMPLETE ONE LINE FOR EACi FAILURE DESCRIBED lh Inl5 REP 0kT (13)

AC- R PORT
MAhU[R

C- R PC T CAUSE SYSTEM COMP 0hEhi" A NU{RCAUSE SYSTEM COMPONENT
TUR T D5 7UR

S i PLEMENIAL REPORT EAPECTED (14) M0hTN DAY 1 EAR

SUBMISSION

] YES(If yes, complete EXPECTED SUBMISSION DATE) ] NO DATE (15)

ABiTRACI (16)

On 09/17/91, at 0457 CDT, Unit 1 and Unit 2 were both in the Run mode at power
levels of 2387 CE'T on Unit 1 (97 percent rated thermal power) and 2436 CM'4T on
Unit 2 (100 percent rated thermal power). At that time, an Instrument and
Control technician performing surseillance procedure 57SV-Dil-008-IS, " Reactor
Building Exhaust Vent Instrument Functional Test," apparently removed two
refueling floor ventilation system exhaust monitors (EIIS Code IL) from service
instead of the two reactor building ventilation system exhaust monitors as
required. This caused the 'B' train of both units' Standby Gas Treatment
Systems (SGTS, EIIS Code BH) to start and the normal ventilation systems to
trip / isolate as designed. The technician immediately realized his mistake and
reset one of the monitors, c1 caring the trip signal. Plant operators secured
the SGTS and returned the normal ventilation system to operation by 0502 CDT.
The surveillance on the reactor building ventilation system radiation monitors
was completed without further incident.

The cause of the event could not be conclusively determined. Although the
technician could only recall having manipulated one piece of equipment
incorrectly, it is believed that he actually removed two instruments from
service during the course of the surveillance, causing the event.

Corrective actions for this event included counseling the technician and
conducting a functional test of the involved instrumentation to ensure its
operability.

_ _ _ _ _ _ _ _ -______________ __
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LICEN8EE EVENT REPORT (LER)* TEXT CONTINUATION.

FACILITY MAME (1)_ DOCEET NUMBER (2) LER NUMBER (S). PAGE (3)
Y EAR SEQ NUM REV

PIMr 11ATCH, UNIT .1- -05000321 91 018 0'O 2- 0F 4
TEFI >

PLANT AND SYSTEH IDENTIFICATION

General Electric - Boiling Vater. Reactor
Energy. Industry Identification System codes'are identified in the text as (EIIS-

' Code KX).z

DESCRIPTION OF EVENT
,

On 09/17/91,-at 0457 CDT, Unit 1 and Unit 2 vere both in the Run mode at power.
Lleve!s of 2387 CMVT on Unit 1 (97 percent rated thermal pover) and_2436 CMVT on
Unit 2-(100 percent 1 rated thermal pover). At that time, a non-licensed

. Instrument and= Control technician was performing surveillance procedure
575V-D11-008-1S," Reactor Building Exhaust Vent Radiation Monitor Instrument
Functional Test'."' This-procedure requires the-technician to remove instruments

~1D11-K609C/D from. service. These instruments monitor radiation levelt in the- >

reactor building ventilation exhaust (EIIS Code VA). .A trip of these _
_ ,

instruments'results in initiation signals being sent to the 'B' train of both
' units' Standby Gas Treatment Systems (SGTS, EIIS Code BH). To prevent trip-

signals:from starting the SGTS, the procedure reauires the installation of a
,

-jumper.7 The instruments are located in Control Room panel 1H11-P606 beside two'

tidentical' instruments,_1D11-K6110/D. The-latter tvo instruments monitor,

radiation-levels'in the~ refueling floor ventilation exhaust and can also send
~ . initiation: signals to the.'B' train of both units' SGTS.

-

As'the technician was performing this procedure, it is believed that he
inadvertently remcVed both refueling: floor exhaust monitors from service rather
than removing the reactor building exhaust monitors from service. Although the
plant response-to a trip is the same whether the trip comes from the refueling
floor or the reactor _ building: monitors,.the trip signals from these monitors
enter _the SGTS initiation logic at different points. Therefore,_the jumper,

i :which had been. installed to prevent SGTS'from initiating during the functional.

|- test of'the reactnr building _ exhaust monitors had no effect on a trip emanating-
~

| from theLrefueling floor monitors. Thus,'when~the refueling floor-monitors were
L switched out-of'the OPERATE mode, the 'B' train of both units' SGTS received an
'~ = initiation signal and started per-design,'the normal reactor building and
L refueling floor supply fans-tripped, and the normal reactor building n d

L refueling floor ventilation systems iso .ted. As soo;. as the technician

! committed 1the error, he realized his mistake, and he reset the trip on
L1D11-K611D, which cleared the SGTS trip signal.- Subsequently, the surveillance
on the reactor _ building exhaust vent radiation monitors was completed vithout-

|. further; incident. . Plant operators secured SGTS by 0502 CDT,-and operation of
|- --the-normal reactor building and refueling floor ventilation systems was resumed.
! . -

| CAUSE OF EVENT

h .~

However, it is -

'

| The cause of.the event could_not be conclusively determined.
believed'that the technician who was performing surveillance procedure
57SV-D11-008-15~ inadvertently manipulated both refueling floor exhaust vent
-radiation monitors rather than the reactor building exhaust vent radiation
onitors. Vith both of these monitors out of service, a SGTS initiation andm

reactor building / refueling floor ventilation system isolation occurred per
H design.

_
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Since the exact sequence of personnel actions which led to the actuation could
not be conclusively determined, a data history tape from the Safety Patameter
Display System (SPDS, EIIS Code 70) was reviewed to determine the source of the
SGTS initiation signal. The data tape proved that the source of the actuation
signal was simultaneous trips occurring in both refueling floor ventilation
exhaust monitors. However, the technician could recall having erroneously

j

operated only one of the refueling floor monitors. This raised the suspicion |

that a latent malfunction in one of the refueling floor monitors might have '

contributed to the actuation. Therefore, surveillance procedure
575V-Dil-007-IS, " Refueling Floor Exhaust Vent Radiation Monitor Func tional
Test," vas performed on 9/23/91. The procedure was completed satisfactorily
with no abnormalities observed; therefore, it was concluded that no malfunctions
existed in the instrumentation which vould have contributed to the actuation.

REPORTABILITY AND SAFETY ASSESSMENT
1

This event is reportable per 10 CFR 50.73(a)(2)(iv) because an unplanned
actuation of an Engineered Safety Feature (ESF) occurred. Specifically, a |personnel error resulted in the initiation of one train of each units' SGTS.

i

The Standby Gas Treatment System is designed to limit the release of !
4

radioactivity to the environment following the leakage of radioactivity into |secondary containment. The SGTS trains automatically filter the exhaust air |

from the secondary containment following an accident and discharge it via the l

| Main Stack (EIIS Code VL). Each unit's SGTS consists of two identical,
iredundant, 100 percent capacity parallel air filter trains containing the !I necessary heaters, filters and exhaust fans.
i

IIn this event, two refueling floor radiation monitors vere svitched out of the
{

,

| OPERATE mode at the same time. This caused the SGTSs to receive a start signal, 1

and also resulted in isolation signals being sent to the normal reactor building |
!

and refueling floor ventilation systems, and trip signals being sent to the|

normal supply fans. All actuations occurred as designed. As a result, the 'B'
; SBGT trains vould have been available to mitigate the consequences of an
i- accident should such have been required. The SGTS vas secured after
, approximately 5 minutes and the normal reactor building and refueling floor
! ventilation systems were returned to service.
|

! Based on the above analysis it is concluded that.this event had no adverse
L impect on nuclear safety. This analysis is applicable to all power levels.
!

| CORRECTIVE ACTIONS

1. The tech 13cian responsible for the error was counseled regarding the need
for attentiveness.

2. Surveillance procedure 575V-D11-007-15 " Refueling Floor Exhaust Vent
: 2adiation Monitor Functional Test," vas performed on 9/23/91 to ensure the

operability of the involved instrumentation. No abnormalities were observed
during the course of this surveillance.

--_
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FACILITY RAME (1) DOCE.rF NUMBt:R (2) 1.LR NUMBER ($) PACE (3)
T EA!' St.Q NUM REV.

PIANT HATCH, UNIT 1 05000321 91 018 00 4 0F 4

TEYT

ADDITIONAL INFORMATION

1. Other Systems Affected: No systems vere affected other '.han those mentioned
in this report.

*

2. Previous Similar Events: Events reported in the past two years in which
personnel errors resulted in ESF actuations vere described in the following
LERs:

50-321/1989-014, dated 11/08/89
50-321/1989-018, dated 12/14/89
50-321/1990-010, Revision 1, dated 08/13/90
50-321/1990-011, dated 06/22/90
50-321/1991-006, dated 03/25/91
50-321/1991-007, dated 03/27/91
50-321/1991-010, dated 06/14/91
50-366/1991-005, dated 03/15/91
50-366/1991-006, dated 04/12/91
50-366/1991-010, dated 05/13/91

Corrective actions for these events included counseling personnel, issuing
memoranda from the Manager of Operations concerning verbal communications,
implementing a design change to facilitate easier system operation,
conducting training during Maintenance Department Tool Box meetings,
describing an event to personnel in an operating experience report,
conducting an inspection of panels in the Main Control Room and other areas
of the plant, revising procedures, rerouting viring on improperly installed
relays, ieplacing failed equipment, issuing a departmental directive from
the Manager of Operations concerning movement of irradiated materials in the
spent fuel pool, and evaluating the appropriateness of certain tools used in
the plant.

The majority of the corrective actions listed above vould not have prevented
this event because they were unique to their respective events.
Specifically, no problem vith equipment, tools or procedures contributed to
this event. The liaintenance Department Tool Box meetings, which are
conducted monthly, vill continue to include training concerning recent
relevant Plant Hatch and industry events to essist in prevention of similar
events in the future. Such training generally emphasizes the constant need
for attention to detail in the performance of maintenance functions.

3. Failed Componer?ts Identification: No failed components contributed to this
event.

|

|
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