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On February 17, 1989, at 2023 hours at 0% power, 14.7 psia and 132 degrees, an inadvertent safety
injection (S1), with flow to the core, occurred on Train B. The Reactor Coolant System had been at
reduced inventory for maintenance activiues. After troubleshooting in the Solid State Protection System, the
Instrument and Control technician recommended to the Supervising Control Operator (SCO) that he “reset
the S1 block.” The SCO placed the switch in the RESET direction, allowing the pressurizer low pressure S]
signal to be processed.

The charging system was restored to normal operation and the vessel level was verified to be stable within
20 minutes of the 81 actuation. A containment isolation occurred, initiated by the SI actuation.

Root cause of the SI was personnel error The SCO placed the swnch in RESET instead of the BLOCK

position. One of the 480V load centers, bus 32X, deenergized 2 seconds after the S actuaton due to a

defecuve circuit breaker. The circuit breaker was replaced. As action to prevent recurrence, all operators
have been counseled on the importance of being cognizant of their actions when manipulating equipment
The SCO responsible for this error was individually counseled.

0320
SR PAnock 050008

oo

'%HC Form 366
(0-83)



—

A AFormMA U.8 NUCLEAR REGULATORY COMMISSION
(%-83) APPROVED OMB NO. 3160-0104

LICENSEE EVENT REPOFT (LER) TEXT CONTINUATION F*FREs Baiee

FACILITY NAME (1) DOCKET NUMBER (2) ﬁER NU'M'%FP 6 PAGE (3

. : NUMBEF
Millstone Nuclear Power Station

Unit 3

Oj 8] #ojajajsisyel jojo8l °J°|012 oF| 0

TEXT (1 more space is required, us® additional NRC Form 366A s) (17)

I DRescripuon of Event

On February 17, 1989, at 2023 hours, while operating in Mode 5 (Cold Shutdown) at 0% power,
14.7 psia and 132 degrees Fahrenheit, with the Reactor Coolant System level at the center of the
hot legs, an inadvertent safety injection (SI), with flow to the core, occurred on Train B. Prior t¢
the SI actuation, the operators were starting to fill the Reactor Coolant System (RCS), which had
been at reduced inventory for maintenance activities. Both of the high pressure safely injection
pumps and one of the charging pumps were locked out, as permitted by the plant Technical
Specifications when the reactor coolant temperature is below 350 degrees Fahrenheit. The Safety
Injecuon Accumulator Tanks were also lo¢' - out since RCS pressure was below 1015 psia. The
remaining charging pump and the residual <emoval system were available to provide injection
and operated as required on the SI signal. ing the day shift (0800-1¢#30 hours) on Febraary 17,
1989, the Instrument & Controls (1&C) department had performed a surveillance on the 7 .in B
Solid State Protection System (SSPS). At 2015 hours, one of the Controi Operators (CO) saw that
there was an unexpected indication on one of the Engineered Safety Features (ESF) annunciator
panels. An 1&C technician was called to verify that the proper restoration had been performed
subsequent to the performance of the SSPS surveillance. After verifying that all the switches in the
SSPS cabinet were positioned correctly, the 1&C technician recommended to the SCO that he
“reset the SI block.” The SCO then moved the Pressurizer low pressure S1 switch in the RESET
direction instead of the BLOCK direction, causing the SI actuation signal. The RCS pressure was at
14.7 psia and the setpoint is 1892 psia.

The Shift Supervisor (SS) determined that the SI was not required and directed the Supervising
Control Operator (SCO) 10 terminate the injection flow. The flow to the vessel was 500 gpm. The
charging system was restored to the normal operating configuration within 10 minutes of the Sl
actuation and the vessel level was verified to be stable within 20 minutes of the SI actuation.

A containmem isolation occurred, initiated by the SI actuation. This was the only other ESF
actuauon required, and the only other one that occurred.

IL. Cause of Event

The root cause of the Safety Injection was personnel error. The SCO should have placed the switch
in the BLOCK position instead of the RESET position.

1. Analysis of Event

This event is reportable under 10CFR50.73(a)(2)(iv), any event or condition that resulted in the
automatic actuation of an Engineered Safety Feature. The health and safety of the public were not
affected since there was no requirement for a safety injection. The Cold Overpressure Protection
System was operable to protect the primary system from overpressurization. The containment
isolation actuation provided protection in the event that the §£1 caused flooding into the
containment. Immediate notification was made under 10CFR50.72(b)(2) (ii).

|
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One of the 480V load centers, bus 32X, deenergized 2 seconds after the SI actuation. This failure
was caused by a defective circuit breaker. The circuit breaker was replaced. The failure mode of
the defective circuit breaker is currently being investigated. All components that are required 1o
function on an Si actuation functioned correctly. During the restoration, two moter operated valves,
the charging pump safety injection header isolation, 3SIH*MVE801B, and the charging pump
miniflow recirculation isolaton, 3CHS*MVES$11B, did not close properly. The valves were closed
manually, then subsequently adjusted and retested sausfactorily.
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Reactor Coolant System-AB Switch-HS§

Safety Injection System-BQ Valve-V

Charging System-CB Circuit Breaker - BKR
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Corrective Astion

The immediate corrective action was 10 terminate the injection flow and stabilize the plant. The
flow 10 the vessel was observed 1o be 500 gpm. The charging system was restored to normal within
10 minutes of the SI actuation and the vessel level was verified to be stable within 20 minutes of
the SI actuation.

As an action to prevent recurrence, all licensed operators have been counseled in the importance
of being cognizant of their actions when manipulating equipment. The SCO responsible for this
error was also mdividually counseled. The Pressurizer Low Pressure SI BLOCK/RESET switch and
other similar switches will be evaluated 1o determine if they can be changed to different switches
that wiil require at least two actions to place the switch into the RESET pos‘tion. This evaluation
and changeout is scheduled to be completed by the third refueling outage

Another event of an inadvertent safety injection actuation was described in LER 88-001, the root
cause 0! which was determined to be a sensitive switch. There have been no other inadvertent
safetv injections actuations due to personnel error, in the previous two vears.
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U.S. Nuclear Regulatory Commission

Document Control Desk

Washington, D.C. 20555

Reference: Facility Operating License No. NPF-49

Docket No. 50-423
Licensee Event Report 89-005-00

Gentlemen:

This letter torwards Licensee Event Report 89-005-00, required to be submitted ‘

within thirty (30) days pursuant to 10CFR50.73(a)(2)(iv), any ~vent or condition that |

resulted in the automatic actuation of any Engineered Safety Feature. |
Very truly vours,

NORTHEAST NUCLEAR ENERG"' COMPANY |

/ Stephen E. Scace |

Station Superintendent
Millstone Nuclear Power Station

SES/faj
Attachment: LER 89-005-00
ce:  W. T. Russell, Region 1 Administrator

D. H. Jaffe, NRC Project Manager, Millstone Unit No. 3
W. J. Raymond, Senior Resident Inspector, Millstone Unit Nos. 1, 2 and 3



