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Inadequate Op n 'or Response Time for inadvertent Safety injection (SI) Event
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ABSTRACT (Limit to 1400 spaces, i.e., approximately 15 single-spaced typewntten lines) (16) _.

On October 28,1996, (faresolved item Peport (UIR) 1068 was initiated for a potential issue related to the plant operators' ability
to meet the operator response time of 10 minetes assumed in Chapter 15 of the Final Safety Analysis Report (FSAR) for termination of
an inadvertent Safety injection (SI) event. On December 31,1997 it was determined that the assumptions contained within the FSAR
could not be consistently met. This determination was made on the basis that one of six operating crews had previously failed to prevent
a solid water condition from occuuing and that no crew met the required inadvertent Si termination response tirr.c during simulator
Qxercises. Because it can not be shown that the operators can consistently terminate an inadvertent SI event within 10 minutes as
desenbed in the FSAR, and because it could not be conclusively shown that the Condition il criteria will not be exceeded. this condition
is reportable pursuant to 10CFR50.73(a)(2)(ii)(B)as a condition that resulted in the nuclear power plant being in a ceridition that was outside
the design basis of the plant.

The root cause of this event is under investigation and will be reported in a supplement to this report, along with appropriate
correctre actions.

This condition is significant to the safety of the plant. Mitigating the significance of this condition is the fact that the
resulting tran.iient is bounded by the SBLOCA analysis. Also, the PORVs, which are typically available, are currently being
verified to be capable of controlling and mitigating this event. Additionally, five of the six operating crews have demonstrated, on
a plant specific simulator, the ability to terminate Si prior to a solid water condition occurring. There have been no adverse safety
consequences as a result of this condition since the plant has not experienced an iradvertent St while operating with a PORV
block valve closed.
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I, Descriotion of Event
S

On October 28,1996, Unresolved item Report (UIR) 1068 was initiated for a potential issea related to the plant
operators' ability to mect the operatcr response time of 10 minutes assumed in Chapter 15 of the Firal Safety Ana4 sis
Report (FSAR) for termination of an inadvertent Safety injection (SI) event. The analysis assumes that the operator
terminates the injection flow to avoid overfill of the pressurizer. However, observation of operator performance at the
simulator may not support this assumption.

The issues of this UIR were also identified and addressed in an Adverse Condition Report issued on November 20,
'

1996 which addressed difficulties in implementing Emergency Operating Procedures and in a second ACR issued on
November 22,1996 which addressed the difficulties in transferring to cold leg recirculation in the time specified in the
FSAR. These conditians were attributed to line organization's lack of en phasis on developing the skills necessary for
the operator to perform his job. In response to this condition, Training department was tasked with providing training to
hcensed operators with the objective of ensuring that they could perform to the standards contained within the FSAR for
three time entical activities:

l 1. Transfer to Cold Leg Recirculation.
2. Steam Generator Tube Rupture.
3. Spurious Safety Injection.

On December 3L 1997 it wat determined that Leme of the assumptio is contained within the FSAR could not
consistently be met. This determination was made on the basis that one of six operating crews had previously failed to

- prevent a solid water condition from occurring and that no crew met the required Inadvertent Si termination response
time during simulator exercises.

Because it can not be shown that the operators un consistently terminate an incdvertent Si event within 10 minutes as
described in the FSAR, and because it could not be conclusively shown that the Conuition 11 criteria will not be
exceeded, this condition is reportable pursuant to 10CFR50.73(a)(2)(ii)(B)as a condition that resulted in the nuclear
power plant being in a condition that was outside the design basis of the plant.

II. Cause of Event

A root cause evaluation for the two ACRs of November 1996 was completed on January 22,1997. This evaluation
attributed the root cause to line organizat;on's lack of eraphasis on developing the skills necessary for the operator to
perform his job. The corrective actions mandated in response to this were inadequate to prevent a recurrence of the
previously identified condition since the actions contained within the Emergency Operating Procedures (EOPs) could
not be completed in the required time frame, independent of the level of operator knowledge or training. Concurrent to
providing training to licensed operators, the need to perform an analysis to extend the time available in which to perform
those actions needed to terminate an inadvertent SI was identified. This analysis is stillin progress.

The root cause of this event is under investigation and will be reported in a supplement to this report.
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111. Analvsis of Event

The Standard Review Plan M5.1-15 5.2 for inadvertent operation of ECCS and Chemical Volume Control Systems
malfunctions that increase Reactor Coolant System (RCS) inventory states that "an accident of moderate seventy should
not generate a more serious plant condition without other faults occurring independently."

in the event that the operators cannot prevent a water sclid condition during an inadvertent Safety injection event, water
discharga through the pressurizer PORVs and/or Pnmary Safety Relief Valves (PSRV) could result. Since the PORVs
and/or PSRVs and the associated downstream piping had not been previously demonstrated to be qualified for water
relief, it was postulated that the pressurizer PORVs and/or PSRVs could be d6maged and remain open. If the PORVs
were to open, the event could be mitigated by closing the PORV block valvas. However, if the PSRVs were damaged,
the leak could not be isolated. This would represent a more serious event, equivalent to a Small Break Loss Of Coolant
Accident (SBLOCA), if the PORV block valves were initially closed, as authorized by Techrical Specifications, and the
operator failed to take action to preclude a water solid condition, wate' relief through the safety valves could occur.
Thus, the criterion for a Condition || event would not have been met. This condition is therefore significant to the t,afety
of the plant.

Mitigating the significance of this condition is the fact that that the resulting transient is bounded by the SBLOCA
analysis. Also, the PORVs, which are typically available, are currently being verified to be capable of contro!!ing and
mit> gating this event. Additionally, five of the six operating crews have demonstrated, on a plant specific simulator, the
ability to terminate Si prior " a solid water condition occurring.

There have been no adverse safety consequences as a result of this condition sira,e the plant has not experienced an
inadvertent Sl while operating with a PORV block valve closed.

1

IV. Corrective Action

There was no immediate impact on equipment operability and immediate corrective actions were not required as the
operator actions in question would only be reauired durir,g an event while ocerating in Modes 1 and 2.

The corrective actions for the technical issues which will be completed prior to entry into Mode 2 are:

1. The PORVs and associated downstream piping will be qualified for water relief,

2. Ensure that closed PORV block valves are available to be opened and mitigate an inadvertent Si event.

These actions assures that if an inadvertent Si occurs, the safety valves would not be challenged with water relief.

Corrective actions to address the root cause of this event will be reported in a supplement to this report.

V. Additional Information

None
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Similar Events

An LER discussing PORV deficiencies that could have impacted this condition is identified below.

LER 96-019-Oi Reactor Coolant System Power Operated Relief valves inoperable due to potential Structural Design
Deficiency

Manuf acturer Data

Ells System Code

Engineered Safety Features .4tuation System JE
High Pressure Safety injection System BQ

Elis Component Code

Valve, Relief RV

1

NRC FORM 36EA (4 a5) ~

s.


