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On June 5,1988, at 0326, a Reactor Scram occurred due to high Average Power
Range Monitor neutron flux levels. During manual adjustment of reactor
recirculation flow, the control room operator inadvertently caused the
Recirculatlon Flow Control System to shif t to automatic, causing an increase in
recirculation flow, and the subsequent reactor scram.

The cause of this event was personnel error. At the time of the event, the
Flux Controller was not properly adjusted f or automatic operation, requiring
operation in the manual mode. The operator did not exercise proper caution
when making the flow adjustment , and inadvertently depressed the AUTO
pushbutton on the controller.

the automatic mode of Flux Control has been disabledTo prevent recurrence,
until proper adjustments are completed, to prevent any unintentional transfers
to automatic. Additionally, the operator involved in this event has been
disciplined, and all licensed operators will be trained to this Licensee Event
Repo rt .

0460 eso7oj
DOCK 0500044o

S PNu

hN
i ,

(f ,c.mv _)



...--- _ _ . . . . - .. . - . _ . . . . - ..,
_

*
.

,

sestC Pwen 3e6A . U1 asVCLEAR A SOULATORY C0heMitS608s
"

UCENSEE EVENT REPORT (LERI TEXT CONTINUATION Amoveo ous o. mo.oion
(XPtAES: t/31tas

FACluTY 8sAast til' OOCILET s.UnsetR Gl LtR anaestR 166 PAGS (31

YEAR -

I g ',4 k;$j,j,"

o | 7| 0 0 |0 OI ? OF n|qPerrv Nuclear Power Plant, Unit 1 0 |5 |0 |0 |0 | 4|4 | 0 g| g -- ~~

mer wa-. . s .asm w anc r.= asmawm

on June 5,1988, at 0326, a Reactor Scram occurred due to Average Power Range
Monitor ( APRM) [IG) readings greater than the neutron upscale trip setpoint
(118% of rated thermal power), due to operator error. At the time of the
eve nt , the plant waa in Operetional Condition 1 (Power Operation), at
approximately 80% power, with reactor vessel [RPV) pressure approximately 977
psig.

At 0047 on June 5,1988, control room operators completed a power reduction
f rom 100% to approximately 80% rated thermal power in order to perform Main
Turbine Valve testing. Af ter completion of the required testing, power was
maintained at 80% at the request of the System Dispatcher. As Xenon
concentration increased f ollowing the power reduction, it was necessary for the
reactor operators to periodically adjust Reactor Recirculation System [ AD] flow
to maintain power constant. At 0326, while attempting to increase reactor
recirculation flow, a control room operator inadvertently depressed tne AUTO
pushbutton on the Recirculation System Flux Controller [TC), shif ting the Flux
Controller into automatic. Due to deviation between the automatic flux demand
signal and the actual reactor power level, the Recirculation System Flow
Control Valves [ FCV) were automatically opened. The increase in reactor
recirculation flow caused reactor power to increase, initiating a high APRM
neutron level signal f rom all eight APRM channels. The Reactor Protection
System [JC] initiated a iull reactor scram, and all systems responded as
de signed . Plant operators responded to the event in accordance with approved
operating instructions, and the plant was stabilized in a normal, Hot Shutdown
condition. The highest neutron flux level reached during the transient was
120%, and the minimum water level af ter the scram was 140 inches above the top
of active fuel. Ib other safety systems were actuated during this event.
Af ter initial investigation was completed, the Plant Manager granted permission
to restart the plant on June 6, 1988.

The cause of the event was pe rsonnel error. The AUTO pushbutton is directly
be hind the se tpoint adj us t me nt slide switch and in the direct line of motion of
the operator's hand when making an adjustment to the control setting. The
operator in this event did not exercise suf ficient care to avoid contact with
the pushbutton. At the time of the transf e r, a high deviation existed between

the automatic and manual setpoints of the Flux Controller as a result of
p revious operator adjustments. This deviation resulted in the demand signal
f or flow control valve opening when the controller was inadvertently
transferred to automatic. Prior to a normal transfer to automatic, the

operato r would have zeroed the controller deviation in accordance with
Operating Instructions.

A contributing f actor to the operator error was the operating status of the
Recirculation Flow Control circuitry. The Flux Auto mode of flow control would
automatically adjust the flow control valves to compensate f or changes in
reactor power, such as those caused by Xenon transients. Due to bi-stable flow

(vortexing) tendencies exhibited by the Recirculation System, however,
operation in the Flux Auto mode of recirculation flow control was not being
used until the system could be properly aligned f or plant specific
cha rac teri s tics . Preparations f or these modifications we re in progress at the
time of the event.

~



. . . _ . _ . - - . .- .. . . - .. . .

*
.

mac Peru. Jea4 y S. NUCI, TAD 5.EluLAfoAY CoMasasssom
" LICENSEE EVENT REPORT (LER) TEXT CONTINUATION unaovio ous so. aino.om

ExMRts:4/31/88

PAcsuTv maase 06 DocusfmuMetR Q) LER NUMG4R 143 PAGE(3

Maa "2 PAW." ! 4a*.3

Perry Nuclear Power Plant, Unit I o |5 |0 j o |0 |4 | 4| 0 8| 8 0 | 2|0 0| 0 0| 3 or 0 |3
mrc= . - e m4wnn

The Reactor Recirculation Flow Control System is designed to provide various
levels of manual and automatic recirculation flow and reactor power control. A

recirculatica flow control f ailure with increasing flow at f ull reactor power
has been fully analyzed and is discussed in the Safety Analysis Report (USAR
Section 15.4.5) . The event which occurred on June 5.1988 was within the
envelope of this analysis, and all plant systems functianed as designed. This
e ve nt , therefore, is considered to have no safety significance. tb previous

events were identified.

In order to prevent recur rence of this event , the Flux Controller has been
disabled until it is properly tuned, and is ready f or full automatic control.
This will prevent accidental or inadvertent transfer of the system to automatic
o pe r at ion.

The operator involved in this event has been disciplined with respect to his
actions. Additionally, as part of the normal training process, this Licensee
Eve nt Report will be discussed with all licensed operators during operator
requalification training.

Energy Industry Identification System Codes are identified in the text as {XX) .
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