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Principal Investigator Dave Hippchen WV PSC 

Regional Director Byron Coy 

Date of Report 02/19/2011 

Subject Failure Investigation Report – CGT Files Creek Venting Incident 

 

This event was downgraded from a reportable incident to an abnormal operation, since the cost of lost gas did not 
exceed $50,000.  

Summary: 

 
While unmanned on Sunday April 19, at 3:42 AM,  Gas Control took the main Unit #5 off line.  In the process of 
shutting down, the suction valve did not respond to the "close" signal during the control sequence and remained 
open.  The blow down valve opened as part of the control sequence allowing gas to vent to atmosphere outside of 
the GMV compressor building.  On Monday April 20 at approximately 7:00 AM, The Operator arrived at the station 
and found gas blowing from the compressor blow down vent.  The operator proceeded with the necessary actions 
to close the suction valve.  Gas vented to the atmosphere outside the GMV compressor building from the Unit #5 
compressor blow down vent for 27 hours and 20 minutes.  
 
Operator, Location, & Consequences 

Date & Time of Failure:   4/19/2009 at 3:42 AM 

Commodity Released:   Natural Gas 

City/County & State:   Beverly District, Randolph County, West Virginia 

OpID & Operator Name 2616 Columbia Transmission 

Unit # & Unit Name 67781 Files Creek Compressor Station 

SMART Activity #:    128517 

Milepost / Location Files Creek Compressor Station 

Type of Failure:   Compressor Station valve controller failure 

Fatalities:   0 

Injuries 0 

Description of area 
impacted 

Rural 

Property damage None 

 

While unmanned on Sunday April 19, at 3:42 AM, Gas Control took the main Unit #5 off line.  In the process of 
shutting down, the suction valve did not respond to the "close" signal during the control sequence and remained 
open.  The blow down valve opened as part of the control sequence allowing gas to vent to atmosphere outside of 
the GMV compressor building.   

Events Leading up to the Failure  
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On Monday April 20 at approximately 7:00 AM, the Operator arrived at the station and found gas blowing from the 
compressor blow down vent.  The operator proceeded with the necessary actions to close the suction valve.  Gas 
vented to the atmosphere outside the GMV compressor building from the Unit #5 compressor blow down vent for 
27 hours and 20 minutes.  

Emergency Response  

The Operator arrived at the plant and found gas venting, he checked to see if possibly the unit had just been shut 
down.  When the operator saw the unit had been down for hours, he checked and found the suction valve had not 
closed.  He greased the suction valve to see if this would help make it close, but this did not get the valve to 
operate.  He manually closed the blow down valve to stop gas from venting.  The operator then notified the other 
station personnel and the Monitoring Center. The Operations Team Leader was then notified by other station 
personnel. 

 

The station personnel proceeded to troubleshoot and pinpoint the problem and take corrective actions.  The 
VERSA valve was replaced and the system checked for proper operation.  

Summary of initial start-up plan and return-to-service, including preliminary safety measures 

 

The main causal factor for this incident is a single component failure, the VERSA valve.  The root cause for the 
failure of the valve could not be determined in this investigation.  The causal factor for the near DOT recordable 
level of damages, (lost gas) is that management had accepted a risk in setting up the unit for remote shutdown.  
The unit was set up for remote shutdown without the level of automation to provide feedback that the desired 
operation has successfully been carried out.  When using the fault system to shut down the unit, there is no 
feedback to gas control to give indication of a problem with the process due to the use of the fault system to shut 
down the unit.   

Investigation Findings & Contributing Factors  

 

1 

Appendices 

NRC 903208 
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3 Root Cause Analysis_Files Creek 
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Appendix 3     Root Cause Analysis_Files Creek 

 

Columbia Gas Transmission Root Cause Investigation 

 

This document is on file at PHMSA 
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