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On August 12, 1988 at approximately 1604, the Standby Liquid Control (SLC) pump
B suction manual isolation valve was inadvertently left in the closed position
following the SLC pump B suction valve test portion of a surveillance

instruction (SVI). This resulted in both trains of SLC being inoperable upon
taking the A train out of service. The SLC system was in this configuration
for approximately 80 minutes.

The cause of this event was personnel error. The Auxiliary Operators involved
f ailed to fully complete each step of the SVI or verify that each step was
fully complete prior to signing of f the verification checklist. Contributing
factors to these personnel errors were inadequate communication / teamwork
skills, lack of sufficient supervision, and an improvable procedure.

As a result of this event, a counseling session w111 oe heru w.cn c... L. 4 c;'.

personnel, a management directive has been issued, the SVI will be revised,
and other similar SVIs Qill be reviewed.
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On August 12, 1988 at approximately 1604, the Standby Liquid Control (SLC) (BR)
pump B suction manual isolation valve (ISV) IC41-F002B was inadvertently left
in the closed position following the SLC pump (P) B suction valve test portion
of a surveillance instruction (SVI). This resulted in both trains of SLC being
inoperable upon taking the A train out of service. At the time of this event,
the plant was in Operational Condition 1 (Power Operation) with reactor thermal
power approximately 90 percent of rated and reactor vessel (RPV) pressure
approximately 1000 psig.

On August 12, 1988 at 1343, the control room Supervising Operator authorized
the start of SVI-C41-T2001, "SLC Pump and Valve Operability Test." One
Auxiliary Operator (AO) was stationed at the Motor Control Center (MCC) in the
Control Complex Building for operation of the SLC pump suction valves at.d two
A0s were stationed inside containment for required local manual manipulations.
The A0 at the MCC had the working original of the SVI and was signing off the
checklist. The A0s inside containment had a working copy and were following
the steps in the body of the procedure but not signing off the checklist. All
were equipped with radios in order to maintain communication.

During the restoration of the SLC pump B suction valve test portion of the SVI,
the A0 located at the SIC pumps progressed to the step which directed the
closed valve IC41-F002B to be locked open. It was then noticed thtt the valve
had a broken locking wire and that no red locking devices were readily
available. At this time the other A0 inside containment was instructed to
obtain additional locking wire and red locking devices. Concurrently, the A0
at the MCC departed to the control room in ordar to obtain the necessary
approval signatures for completion of that section of the SVI. He felt that
based on the conversations he overheard on the radio, the A0s inside
cont inment should have been complete by the time he had obtained any approval
signatures. Therefore, in order to obtain the approval signatures for
completion of that section, the A0 inscribed his initials to the Sign-Of f
Verification Sheet indicating completion of all necessary steps.

At this point, the shift was at an end and it was felt that the SVI was at a
convenient stopping place. Therefore, the Control Room Unit Supervisor gave
permission to the A0 to notify the other *Os inside containment that they could
stop. Upon receiving the instruction to stop, the A0 at the SLC pumps radio
informed the A0 obtaining the locking wite and devices that he could leave as
soon as he returned. Red locking devices were obtained, but additional locking
wire could not be located. The A0 at the SLC pumps then proceeded to complete
the last remaining step of that section of the SVI. The A0s inside containment
then left the work place believing that al! the steps were completed properly
with the exception of an unlocked SLC pump B suction manual isolation valve
1C41-F002B.

At 1604, the next shift began the SLC pump A test with the B train of SLC still
unknowingly inoperable due to valve IC41-F002B being closed. Both trains of
SLC were Inoperable until 1744 ( a cotal of 80 minutes) when the pump A test
was complete and the A train declared operable. At approximately 1800, the
pump B suction manual isolation valve was discovered in the closed position
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after a discharge pressure could not be obtained during the SLC pump B test
run. The system was immediately restored to its proper lineup and the
surveillance test was completed at 1940.

Additionally, as part of the event investigation, on August 16, it was
discovered that the performance of this surveillance instruction
(SVI-C41-T2001) caused both trains of the SLC system to be incperable. As part
of the restoration following the operability test of the A or the B pump, the

SLC pump A discharge manual isolation valve and the SLC pump B to test tank
[TK) isolation valve are opened prior to closing the SLC pump discharge test
tank throttle valve or the SLC pump discharge to test tank isolation valve.
With this configuration a flow path exists from the discharse of both SLC pumps
to the test tank which is vented to the containment atmosphere. If the SLC
system was required to be initiated while in this line-up,' thy SLC pumps would
discharge to the lower presture test tank rather than inject to the reactor
vessel. During routine performance of this SVI, the SLC ryktem is lined-up in
this configuration for less than 5 minutes.

The cause of the August 12 event was personnel error. The A0s involved failed
to fully complete each step of the surveillance instruction or verif y that each
step was fully complete prior to signing of f the verification checklist.
Contributing factors to these personnel errors were inadequate
communication / teamwork skills, lack of sufficient supervision, and an
improvable procedure.

| The cause of the problem identified on August 16 was an inadequate procedure.
| The SVI was written to prevent both SLC trains from being placed in an

inoperable condition during the prerequisites, but war not written properly to
prevent inoperability of both f.LC trains during the restoration steps following
the operability test of the A or the B pump. This deficiency existed for

approximately 13 months.

The SLC system provides a backup method of shutting down the react.or,
independent of the normal Control Rod Drive (CRD) system ( AA) and the Alternate
Rod Injection (ARI) pottion of the Redundant Reactivity Control System [JC).
The SLC system is manually initiated f rom the main control room if the control
room operator determines that the reactor cannot be shut down or kept shut down
with the CRD system. Upon initiation, two full capacity positive displacement
pumps inject a boron neutron absorber solution into the reactor. The Perry
Safety Analysis Report has classified the probability of a transient occurring
with a failure of the normal scram function (ignoring ARI) as extremely remote.

In fact, such an event has never occurred. Additionally, the Perry Technical

Specifications allows both trains of SLC to be inoperable for up to 8 hours.
The CRD system, as well as the Reactor Protection System [JC), was available
for scram functions during these events. Therefore, this event is con 61dered

to have no safety significance.

__ _
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A previous event similar to the one discovered on August 16, 1988 has been
identified (see LER 87-033) in which the performance of SVI-C41-T2001 or
SVI-C42-T2002 momentarily rendered both trains of SLC inoperable. This
procedural deficiency identified in May, 1987 existed in the prerequisites, not
the restoration as was the case in this event. The corrective actions in May, i

1987 included revision of the subject SVIs and training to personnel :

responsible for surveillance review. The revisiot.3 properly resolved the
deficiencies which existed within the prerequisites, however, the similar L

deficiency was inadvertently added to the restoration por; ions of the
operability tests for the A and the B pumps.

As a result of this event, the following corrective actions have been or will
bc implemented.

1. A counseling session for the A0s involved in thia event will be pcrformed
and will include ,

;

The importance of repeat-back communication to verify that each-
,

step is performed.
The importance of strict procedural compliance such that each step --

is performed fully prior to proceeding.
the benefits associated with one team member taking lead :-

responsibility when performing a surveillance.
The necessity to notify and consult supervision when difficulty is-

encountered in performing a task.
The importance of proper teamwork methods necessary to successfully-

;

perform such tasks.

2. A Managemett Directive has been issued to all Shift Supervisors |

reemphasia.ag their responsibility to ensure strict procedural compliance j
and to ensure that only the individual performing the procedural step ,

signs the procedure indicating completion. '

3. This event will be reviewed by all operators as part of the existing *

Requalification Training Program. The need for supervisory involvement j

before, during, and af ter task performance will be reemphasized. ,

4. SVI-C42-T2001 will be revised to require independent verification of I

proper system lineup prior to proceeding to the alternate train. |
i

5. Regarding the procedural deficiency identified on August 16, the !
!applicable SVIs will be revised to ensure that only one SLC train is

rendered inoperable at a time during testing. Additionally, appropriate i

personnel responsible for surveillance revision and review have been made f
aware of the errors leading to this procedural deficiency. >

\

6. A review of similar SVIs will be conducted to determine if the described |

deficiencies exist elsewhere. Revisions will be made accordingly.

Energy Industry Identification System Codes are identified in the text as
I

(XX).
t
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PERRY NUCLEAR POWER PLANT

Al Kaplan

v t msant
DA>CLE AR G%+

September 9, 1988
PY-CEI/NRR-0913 L

U.S. Nuclear Regulatory Com:nission
Document Control Desk
Washington, D.C. 20555

Perry Nuclear Power Plant
Docket No. 50-440
LER 88-029-00_

Dear Sir . . ,

Enclosed is Licensee Event Report 88-029-00 for the Perry
Nuclear Power Plant.

Very truly yours,

M, y ou

Al Kaplan
Vice President
Nuclear Group

AK:sec

Enclosure: LER 88-029-00

cc T. Colburn
K. Connaughton

U.S. Nuclear Regulatory Commission
799 Roosevelt Road
Glen Ellyn, Illinois 60137
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