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On November 5, 1987, while the plant was at cold shutdown, a )
‘technician initiated a partial safety injection system (SIS) actuation
signal. The technician was performing preventive maintenance (PM) to
check proper relay freedom of coil movement. All three Emergency
Diesel Generators (EDGs) were inoperable due to work being performed
on the EDG Service Water (SW) system. As a result of the partial ‘SIS
actuation signal, a loss of 480 volt vital power occurred since the
EDGs were tagged out. The. operators recognized the loss of 480 volt

- vital power and restored normal supply from offsite power. As
permitted by the Technical  Specifications, almost all Engineered
Safety Features (ESF) were tagged out of operation for maintenance.

The Weld Channel and Penetration Pressurization System (WCPPS) did
operate. ' :

There was no impact upon the health and safety ofithe public.
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" APPROVED OMB NO. 31500104

LICENSEE EVENT REPORT (LER) TEXT CONTINUATION - aromouto oo an s 0"

EXPIRES: 8/31/88

Plant and System Description:

Westinghouse 4-loop pressurized water reactor

Identification of Occurrence:

A technician depressed a relay plunger, resulting in SIS (ESF)

actuation.

Event Date:

November 5, 1987

Reference:

Significant:Occurrence Report (SOR) 87-548

Past Similar Event:

None

Description of Occurrence:

On November 5, 1987 at 4:51 p.m., while the plant was at cold shutdown

for refueling, a technician depressed a randomly chosen relay plunger,
SI-21X, located in Central Control Room (CCR) Cabinet F8. This caused
a partial safequards actuation. . This relay is the blackout relay
associated with train A. It senses voltage on 480 volt AC vital
busses 5A and 6A which are normally powered by offsite power. On a
loss of offsite power, the blackout relay would sense the undervoltage
on buses 5A and 6A and trip open the upstream breakers leading to 480
volt AC busses. On November 5, 1987, the EDGs were inoperable due to
work being performed on the EDG Service Water (SW) discharge Flow
Control Valves (FCV) 1176 and 1176A. All three EDGs have their SW
discharge combined into one header upstream of FCV 1176 and 1176A. At
the time, the FCVs were being replaced so the EDGs were
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tagged out. Therefore, when the 480 volt AC busses were deenergized,
the EDGs did not pick up the load. The operators recognized the loss
of 480 volt vital power and shut the normal supply breaker to 480 volt
bus 3A at approximately 4:54 p.m. The remaining 480 volt busses were

_energized from their normal supply at approximately 5:00 p.m. The

operators were hampered due to also losing instrument busses 21 and
22. The instrument busses were lost due to work being performed on
battery cables and the associated inverter. The loss of instrument
busses complicated the event because it deenergizes certain instruments,
valve position indications, and breaker position indications in the
control room. The operators must use other means, such as other
instruments energized from live instrument busses and locally verifying
valve and breaker positions. The instrument busses were returned to
service at approximately 5:15 p.m. and all lost equipment was
reenergized shortly thereafter. No increase in spent fuel pool
temperature was noticed with the reactor totally defueled.

The technician was'performing preventive maintenance, in accordance to
procedure "IC-PM-347", The purposes of IC-PM-347, Rev.l are to
inspect instrumentation racks and terminal boxes for cleanliness,
inspect CCR relays for proper.operation and verify screw tightness.

The portion of IC-PM=347 being performed at the time of the event was
relay inspection in the F8 rack in the CCR. As required by procedure,
the relays randomly selected for inspection are to be manually actuated
and inspected for freedom of plunger movement.

Analysis of Occurrence:

This report is being made since. the Weld Channel and Penetration
Pressurization System (WCPPS), an ESF, was inadvertently actuated.
The event took place during a preventative maintenance operation,
while the plant was at cold shutdown for -refueling: It was not
required to mitigate any condition at the tlme of its actuatlon. No
containment integrity was required. ’
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Cause of Occurrence:

The cause of the occurrence has been determined to be a lack of
pre-established parameter condition(s) within the steps of procedure
IC-PM-347. The inspection of relay portion of IC-PM-347, Rev. 1 did
not- include precautionary statement(s) which identified what
condition(s) or plant parameters would have to be established if any,
prior to manual relay exercise for inspection purposes.

Corrective Action:

Immediate corrective action was taken by manually releasing .relay
SI-21X and terminating partial ESF actuation. Subsequent corrective
action will consist of revisions to the relay inspection portion of
IC-PM~347 to 1) designate the randomly selected relays to be inspected,
and 2) to provide cautionary prerequisites to preclude undesirable.
actuation of equipment as a result of relay operation.
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Stephen B. Brami .
Vice President

Consolidated Edison Company of New York, Inc.
Indian Point Station

Broadway & Bleakley Avenue

Buchanan, NY 10511

Telephone (914) 737-8116

Document Control Desk

U.S. Nuclear Regulatory Commission
Washington, DC 20555

Re:

March 10, 1988

Indian Point Unit No. 2
Docket No. 50-247 °
LER 87-13-01

The attached Licensee Event Report LER 87-13-01 is hereby submitted in
accordance with the requirements of 10 CFR 50.73.

attachment

ccC:

Mr. William Russell

Regional Administrator - Region I
U.S. Nuclear Regulatory Commission
631 Park Avenue"

‘King of Prussia, PA 19406

Ms. Marylee Slosson

~Project Directorate I-1

Division of Reactor Projects I/II
U.S. Nuclear Regulatory Commission
Washington, DC 20555

Senior -Resident Inspector

U.S. Nuclear Regulatory Commission
P.0O. Box 38

Buchanan, NY 10511

Very truly yours,




