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On October 22, 1990 at 1045 hours, an inadvertent actuation of the Channel 'A’
portion of the Reactor Building Isolation Contrel System (RF'S) occurred during a
semi-annual surveillance test. The actuation resulted in the automatic closing of
the Train 'A' >econdary Containment System (SCS)/Reactor Building ventilation
dampers anu the automatic start of Train 'A' of the SCS/Standby Gas Treatment
System (SGTS). The RBIS circuitry was reset, the affected SCS dampers were
reopened, and the SGTS was returned to normal standby status at 1049 hours.

The cause was a procedure error. The surveillance procedure was previously revised
to reflect a modification that was scheduled to be implemented during power
operation. The modification was not implemerted because of the potential for
adverse operational impact during power operation. The procedure was not revised
again prior to performing the survelllance to reflect the unmodified RBIS circuit.
The procedure has now been revised to reflect the unmodified RBIS circuit.
Additional corrective actions taken 1. “yJdel revision of the Conduct of Operations
procedure incorporating guidelines regarding restoration of equipment should a
procedural activity be interrupted or carnot be completed as written. This
actuation was an isolated occurrence. A directive was issued Ly the Plant
Department Manager emphasizing that al) procedure owners are responsible for having
up-to-date procedures stressing that these procedures must be current with plant
design. The actuation occurred during pcer operation with the reactor mode
selector switch in the RUN position. The reactor power level was 100 percent. The
Reactor Vessel (RV) pre.sure was 1036 psig with the RV water temperature at 548
degrees Fahrenheit. This report is submitted in accordance with 10 CFR
50.73(a)(2)(iv) and the actuation posed no threat to the public health and safety.
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REASON_FOR SUPPLEMENT

This supplementa’ report is being submitted to identify changes to some of the
corrective actions chat were planned when the initial report was submitted.

EVENT DESCRIPTION

On Octoher 22, 1990 at 1045 hours, an inadvertent actuation of the Channel 'A’
portion of the Reactor Building 'solation control System (RBIS) occurred during a
semi-annual surveillance test,

The actuation resulted in the automatic closing of the Secondary containment System
(SCS/Reactor building Train 'A' supply and exhaust ventilation dampors and the
automatic start of Train 'A' of the SCS/Standbhy Gas Treatment System (SGTS).

The surveil'ance was beiny performed per procedure 8.M.2-1.5.8.1 (Rev, 16), "High
Drywell Pressure, Low Water Level ano High Radiatioi Logic System A-Inboard
Functicnal Test". The event occurred when a utility licensed opecator
intentionally moved the keylocked RBIS channel 'A' control switch from the TEST
LOGIC position to the STANDBY position. This operator action was teken after the
removal of jumuers and insulating boots thai had been installed for the
surveillance. This action was taken as requested and as a result of 2 problem
discovered at step 19((d)(2)) of Attachment | of the procedure. For step
190(d)(2)], jumpers were to be installed at Panel C-7 termina! block K (from points
4] to 42 and from points 45 to 46). Prior to instaliing the jumpers, “he
Instrumentation and Contio) techaicians noted that no wires were connected to/from
the terminal block. [The terminal Llock erables the installation of jumpers to the
terminal block instead of jumpering contacts 5-6 and 9-10 of RBIS Channel 'A' relay
RPHA. A modification (FRN 90-02-15) that had been approvea for the connection of
the terminal block to the circuitry had not yet been implemented.] The jumpers
were not insiall.d per step 19((d)(I)) because the terminal block was not
connected. The Muclear Waich fngineer (senior shift licensed operator) was
notified and the surveillance test was halted. After review by the technicians and
Operations personnel, a decision was made to abort the surveillance test (1.e.,
remove the previously installed jumpers and insulating boots in reverse order.
After the jumpers and insuiating boots had been removed, the techniclians requested
that the control switch he moved from the TEST LOGIC position to the (normal)
STANDBY position; however, the control and seal-in circuit (conta\n1n? relays
16A<K17 and 16A-K17X) that becomes de-energized as part of the surveillance and is
reset at step 21 of the test, was not reset prior to the movement of the control
switch and remained de-energized, therebv generating an isolation signal.

The RBIS circuitry was reset. The affected Reactor Building ventilation dampers
were reopened and the SGTS was returned to normal standby status at 1049 hours.

Fallure and Malfunction Report 90-363 was written to document the event. The NRC
Oparations Ceiter was notified on October 22, 1990 at 1220 hours.
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CAUSE

A critigus of the event was conducted and atteuded by appropriate personne!)
including the Instrumentation and Control (JRC) technicians who performed the test.

The cause of the actuation was procedure error. The procedure (8.M.2-1.5.8.1) was
revised (to Rev. 16A) and issued on July 14, 1930 for the modification (FRN
90-02-13). The modification was originally scheduled for implementation during
power operation on July 17, 1990. The procedure was revised by the I&C Division as
requested by the Modification Management Division (responsible for modification
co-ordina‘ion). The modification's implementation was postponed (1.e., not

imp | -mented) as schedu)ed because of the operational impact durin? power

operation. llowever, the I&C Division was not notified of the implementation change
and, therefore, the procecure was nol revised (to 1ts previous version) prior to
performing the surveillance test.

There were no component or system fallures that caused or resulted from this event.

CORRECTIVE ACTION

The initial Licensee Event Report committed to corrective actions that included the
revision of Nuc'ear Organization Procedure 83E), “Control of Modifications for
Pilgrim Station", and Procedure 1.3.4-1.9, "Temporary and Special Test Procedures
Formatting Guioe". Management review of these documents and the (solated nature of
this event resulted in the subsequent determination that revising these procedures
is not warranted. A directive from the Plant Department Manager was issued
emphasizing that all procedure owners are responsible for having up-to-date
precedures and stressing that these procedures must be current with plant design.

Procedure 1.3.34 "Conduct of Operations", was revised (to Rev., 32) and issued on
May 16, 1991, The revision provided guidelines regarding restoration of equipment
if a procedur~! activity is interrupted or cannot be completed (such as procedure
8.M.2-1.5.8.. un October 22, 1990).

Procedure B.M 2-1.5.8.) was revised (to Rev. 17) on November 7, 1990 to reflect the
existing RBIS Channel "A" circuitry.

As a result of corrective actions taken as part of LER 92-002-00, the need to
fnstall FRN 90-02-03 has been eliminated. The steps that initiate Reactor Building
Isolation and Standby Gas Treatment start relays (RPWA and RPWA1) have been removed
from Procedure 8.M.2-1.5.8.1, Rev. 19, and this procedure will no longer test the
energizing or seal-in function of relays RPHA or RPWA1. These functions are
currently accomplished in Procedure 8.M.2-1.5.9,

e
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SAFETY _CONSEQUENCES
This event posed no threat to the public health and safety.

The REIS actuation that occurred was the designed response to the movement of the
KBIS Channel 'A' control switch to the STANDBY position with the seal-in circuitry
(including relay 16A-K17) nut reset.

This report 1s submitted in accordance with 10 CFR 50.73(a)(2)(iv) because the RBIS
actuation, although a designed response, was not an expected part of the test being
performed.

SIMILARITY TO PREVIOUS EVENTS

A review was conducted of Pilgrim Station Licensee Event Reports (LERs) written
since January 1984. The review focused on LERs submitted in accordance with

10 CFR 50.73(a)(2)(1v) involving an RBIS actuarion that occurred during a
surveillance type activity. The review identified related events reported in LERs
50-293/85-015-,0, 85-017-00, 88-011-00, 89-003-00 and 89-035-00, and 92-002-00.

For LER 85-015-00, an REIS actuation occurred during power operation while
performing a dally check (procedure 2.1.15) of thr SCS/Reactor Building refuel
flecor ventilation exhaust radiation monitors. Tre event occurred on June 24, 1985
at 0718 hours when the cover _f an RBIS Channel 'A’' monitor (located at Panel
C-91v) was ('7'ed too hard. The closure of the cover resulted in an upscale trip
tignal that together with a concurrent RBIS Channel 'B' trip signal, resulted in
the event. The cause was attributed to utility licensed operator error.

For LER 85-017-00, an RBIS actuation occurred during power operation while
performing a semi-annual surveillance test (procedure B.M.2-1.5.8.2), The event
occurred on July 12, 1985 at 1500 hours when the conta~ts of two logic relays (RBIS
Channels 'A' and 'B') were incorrectly opened contrary to the procedure. The cause
was attributed to utility non-licensed technician error,

For LER 88-011-00, an RBIS actuation occurred during an outage while performing a
daily check (procedure 2.1.15) of the four SCS/Reactor Building refuel floor

¢ haust radiation monitors located at Panel C-910. The event occurred on March 31,
1988 at 1242 hours as a result of incorrectly resetting each of the first three
moniiirs prior to checking the fourth monitor. The cause was attributed to utility
licensed operator error.

For LER 89-003-00, an RBIS actuation occurred during an outage while performing a
semi-annual surveillance test (procedure 8.M.2-1.5.8.1). The event occurred on
Janvary 15, 1989 at 1620 hours when the keylocked RBIS Channel 'A' control switch,
located at Pane! C-7, was inadvertently moved to the TEST position instead of the
TEST LOGIC position during the test. The cause was attributed to utility licensed
operator error.
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For LER 89-035-00, an RBIS actuation occurred during power operation while
porfornin? a semi-annual surveillance test (B.M.2-1.5.8.1). The event occurred on
November 11, 1989 at 141) hours while installing & Jumper to "“{ RPHA contacts
9-10 in Panel C-7. The cause for the event was *he location of the relay (RPHA)
that adversely affected the abiiity to jumper the normally closed pair of contacts
("<10) for the test. Corrective action taken for the event included the issuance
of the modification (FRN 90-02-13) to facilitate the surveillance testing (e.g.
8.M.2-1.5.8.1) of the RBIS Channel 'A' logic circuitry.

For LER 92-002-00, an RBIS actuation occurred during power operation while
performing surveillance test 8.M.2-1.5.8.1 (Rev. 18). The event occurred on
February 27, 1992 at 1008 hours, while instailing & jumper to relay RPWA contacts
9-10 in Panel C-7, The cause of the event was Jimited access to relay RPHA which
created the actuation after an I&C technician had connectsd a jumper to stationary
contact 9. While attempting to connect the jumper to armgture contact 10, the
clamping arm of the jumper came in contact with adjacent a‘mature contact 12 and,
thereby, resulted in the event. Corrective action taken for the event, was a
revision of procedures B.M.2-1.5.8.1 and 8.M.2-1.5.8.2 to eliminate the need to
install a jumper to relay RPWA and RPWB for the test.

ENERGY INDUSTRY IDENTIFICATION SYSTEM (E115) CODES

The £11S codes fur this report are as follows:

COMPONENTS CODES
Switch, Hand (RPWA) HS
SYSTEMS

Containment Isolation Control System (RBIS) JM
Engineered Safety Features Actuation System (RBIS) JE
Panels System (C-7) JL
Reactor Building (SCS) NG
Reactor Bullding Environmental Control System (RBIS) VA
Standby Gas Treatment System (SGTS) 8O
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