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On April 7, 2001, Unit 2 was reducing power, preparing to enter a refueling outage. While steam
generator (SG) feedwater pump A was out of service, personnel were testing the SG feedwater
pump turbine (SGFPT) A trip signal. However, upon simulating a SG high water level signal, a trip
of SGFPT B occurred. This resulted in both SGFPTs being out of service. Therefore, control room
operators performed a manual reactor trip at 2123 EDT. A normal trip sequence ensued and plant
operators transitioned the unit to stable operation in Mode 3 (hot standby).

An investigation of this event found that, prior to the SGFPT B trip, I1&C technicians had opened a
sliding link to disable the feed pump trip signal. A review determined that the sliding link had not
been fully opened, thereby leading to the SGFPT B trip when a simulated high water level signal
was processed. The root cause of the event was the man-machine interface that prohibited the
technicians from visually determining the link position. The link position could only be determined
by feel using a nut driver. Corrective actions include performing an engineering review to
determine if the link should be moved to a more accessible location in the cabinet. Additionally,
until completion of this review, this surveillance will only be performed when the SGFPTs are out
of service.
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A. REQUIREMENT FOR REPORT

This report is required per 10 CFR 50.72 (a)(2)(iv) because an unplanned actuation of the reactor
protection system occurred.

B. UNIT STATUS AT TIME OF EVENT

At the time of this event, Unit 2 was operating in Mode 1 (power operation) at 46% of rated thermal
power and was reducing power prior to entering a refueling outage. Steam generator main
feedwater pump turbine (SGFPT) A had been removed from service.

C. DESCRIPTION OF EVENT

On April 7, 2001, personnel were verifying the operability of a SGFPT A trip signal, in accordance
with procedure 14236-2, “SGFPT A and SGFPT B Trip TADOT.” However, upon simulating a
steam generator (SG) high level signal, a trip of SGFPT B occurred. This resulted in both SGFPTs
being out of service. Therefore, control room operators performed a manual reactor trip at 2123
EDT. The reactor protection system actuated as designed and the auxiliary feedwater system began
to provide feedwater to maintain SG water levels. There were no safety-related components that
failed to perform their functions. Plant operators transitioned the unit to stable operation in Mode 3
(hot standby).

D. CAUSE OF EVENT

An investigation of this event found that, prior to the SGFPT B trip, 1&C technicians had opened a
sliding link, as required by the surveillance procedure, to disable the feed pump trip signal. A
review determined that the sliding link had not been fully opened, thereby leading to the SGFPT B
trip when a simulated high water level signal was processed. The link is difficult to access and
visually confirm in the open position. The cabinet is narrow and cramped. Also, due to the layout
of the panel, lighting may be less than adequate. Therefore, the root cause of the event was the man-
machine interface that prohibited the technicians from visually determining the link position. The
link position could only be determined by feel using a nut driver.
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A contributing cause was the lack of a clear standard or policy for sliding link manipulation. The
work is considered “skill of the craft,” and it is left to technician discretion to decide whether or not
to tighten a link in the open position. An accidental bump or vibration may cause a link to change
position.

E. ANALYSIS OF EVENT

When the SGFPT B tripped, control room operators acted appropriately to manually trip the reactor
and prevent a challenge to the automatic trip actuation circuitry. The reactor protection system and
the auxiliary feedwater system performed as designed. The unit was stabilized in mode 3 (hot
standby). Based on these considerations, there was no adverse effect on plant safety or on the health
and safety of the public as a result of this event.

This event does not represent a safety system functional failure.

F. CORRECTIVE ACTIONS

1. Perform an engineering review to determine if the link should be moved to a more accessible
location in the cabinet.

2. Until completion of this review, this surveillance will only be performed when the SGFPTs are
out of service.

3. Appropriate personnel were advised that the expected practice for manipulating sliding links is to
tighten the nut to secure the links in both the closed and opened positions.

4. A standard for sliding link manipulation and for sliding link visual verification will be
established by July 30, 2001.
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G. ADDITIONAL INFORMATION

1. Previous Similar Events:
None

2. Failed Components:
None

3. Energy Industry Identification System Code:
Main Feedwater System — SJ
Reactor Protection System — JG
Auxiliary Feedwater System — BA
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