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the actuation setpoint to perform the troubleshooting, an actuation
on high ammenia occurred,

2, Inoperable Structures, Systems or Components that Contributed to the

Event:

Not applicable,

Sequence of Events:
RAIE  TIME
3/24/91 0800
3/25/91 1530
3/25/91 1600
3/26/91 0330

a. Method of Discovery:

/

ACTION

1618 Train "A" ummonia channel fails low.

TVIS Train "A" actuation on high ammonia
level during troubleshooting.

Control voom ventilation lineup returned te
normal

TGI8 Tralr *A" returned to service,

Control room alarms and in.ications alerted the operators of the
TG1S actuation.

3 Personnel Actions and Analysis of Actions:

The operators responded properly to the TGI§ sctuation by 1)
verifying proper system operation and 2) determining that the
ammonia level was normal prior te returning TGIS to the "standby"
mode and restoring normal control room ventilation.

6. Safety System Responses:

The TGIS and CREACUS systems functioned in accordance with their

design,

b. CAUSE OF THE EVENT:

1P lmmediate Cause:

During troubleshooting of the TGIS Train "A" ammonia channel, toe
Maintenance technician inadvertently bumped one of the connections
of the jumper used to bypass the actuation circuitry. This resulted
in the jumper being momentarily dislodged. Since the ammonia level
had been increased above the actuation setpoint to perform the
troubleshooting, an actuation on high ammonia occurred.



LICENSEE EVENT REPORT (LER) TEXT CONTINUATION

SAN ONOFRE NUCLEAR GENERATION STATION DOCKET NUMBER LER NUMBER PAGE
WIT 2

05000363 91:006:00 . 4of4

E.

2.

Root Cause:

The location of the jumper used for bypassing the TGl§ actuation
eiveuitry was adjacent to the area requiring access during
maintenance activities. Therefore, a potential existed for
disturbance of the jumper during these activities.

CORRECTIVE ACTIONS. v

¥

Corrective Actions [aken:

a. Appropriate disciplinary action has been administered to the
technician involved in this event,

b. This event has been reviewed with appropriate Maintenance
personnel .

Planned Corrective Action:

The bypass jumper, when installed in the future, will be relocated
to an area less likely to be affected by maintenance activities,
Specifically, the inputs on the terminal strip to which the vypass
Jumper is connected will be reloceted to the opposite side of the
strip. When this is completed, all the terminal strip inputs used
for connecting test equipment will be on one side of the terminal
strip and the bypass jumper will be on the other. Therefore,
installation and removal of the test equipment (such as a DMM)
should not interfere with the bypass jumper.

SAFETY SIGNIFICANCE OF THE EVENT:

There is no safety significance to this event since all TGIS and CREACUS
components operated as designed.

ADDITIONAL INFORMATION:

9

Component Fallure Information:
Not applicable.
Previous LERs for Similar Events:

LER 86-034 (Docket Ne. 50-361) reperted two TGIS actuations caused
by the bypass jumper being dislodged during the performance of
maintenance activities. As a result of these actuations, the design
of the bypass jumper was changed and the location of the jumper was
moved to minimize recurrence. The event being reported in this LER
is the first TG1S actuation caused by the bypass jumper since these
corrective actions.



