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VPNPD=91-101 10 CFR 50.73
NRC~91~-029

March 20, 1991

U, §. NUCLEAR REGULATORY COMMISSION
Document Control Desk

Mail Station P1~-1137

Washington, D. C. 20555

Gentlemen:

Enclosed is Licensee Event Report 90-002-01 for Point Beach
Nuclear Plant, Unit 2. This report is provided in accordance
with 10 CFR 50.73 (a)(2)(iv), "The licensee shall report...any
event or condition that resulted in manual or automatic actuation
of any engineering safety feature...."

This is a supplement to the report submitted on November 8, 1990,
which described the inadvertent start of motor-driven auxiliary
feedwater pump P38A during a ten-year hydrostatic test of the
steam generators an' associated systems. This report includes
the results of our root cause evaluation and corrective zctions.

If further information is required, piease contact us.
Very truly yours,
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“ L L ’4’%

C. W. Fay
Vice President
Nuclear Power

Enclosure

Copies to NRC Regional Administrator, Region I11l
NRC Resident Inspector
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EVENT DESCRIPTION:

On October 9, 1990, at 1346 hours the "A" motor-driven auxiliary
feedvwater pump (PJ8BA) received an automatic start signal. At the
time of the event, operating personnel weve in the process of
performing a hydrostatic test of the Unit 2 steam generators and
steanm lines in accordance with inservice test procedure, I1T-1026.
The Unit 2 steam generators were filled and pressurized., In
accordance with the procedure's regquirements, the "B" motor-
driven auxiliary feedvater pump (P38B) was running, and the main
feed pump control switches were in pullout in order to block the
signal for the auxiliary feedwater pump automatic start circuit.
Simultaneous with this test condition, the Unit 2 "“B" train
safeguards had been removed from service for maintenance.

Removal of the "B" (rain safeguards included the disconnection
and tagout of the low-low steam generator level bistable ocutput
cables. This fulfilled the logic requirements for 2/3 low=-.ow
level even though the steam generators were full of water. The
start circuitry was blocked as long as the main feedwater pump
switches were in pullout,

In accordance with the test procedure, the "A" main feed pump
control switch was passed through the neutral position to start
the pump to increase the pressure to greater than that which the
auxiliary feedwater pump supplies. This unblocked the steam
generator low-~low level automatic actuation signal to auxiliary
feedwater resulting in automatic actuation of both motor-driven
auxiliary feedwater pumps. The "B" motor-driven suxiliary
feedwater pump was already running. The "A" pump started in
accordance with system design.

Some water was injected into the Unit 1 "A" steam generator
because of that unit's lower pressure (as compared to the
hydrostatic test pressure of Unit 2). The Unit 1 control
operator immediately closed the auxiliary feed discharge valve to
the Unit 1 "A" steam generator. The operator attempted to secure
the "A" motor-driven auxiliary feedwater pump by moving its
control switch to the trip position. Upon releasing the control
switch, however, the pump restarted. On the second automatic
start, the pump tripped on overload.

An investigation by operating personnel showed that the "A"
auxiliary feed pump breaker pneumatic overload device had
actuated to trip the breaker. At 1411 hours, the br.aker was
reset. When restored to the auto position, the breaker and pump
operated normally. At 1425 hours, the simulated steam generator
low=low level signals were reset and the motor-driven auxiliary
feedwater pumps were secured. During the period of time, the “"A"
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CORPECTIVE ACTION
Short Term:

The auxiliary feedwater pump was immediately sacured.

A maintenance work request (MWR 904517) was initiated to
determine the cause of the "A" auxiliary feedwater pump
breaker overload trip. The breaker was removed and overlioad
tested. Testing of the "C" phase (C¢) revealed resistance
inconsistencies. Accordingly, the overload was disassembled,
inspected, cleaned, and ite pick-up current adjusted. Post~
maintenance testing was successfully completed with the
auxiliary feedwater pump running in the recirculation mode.

Term:

A ten-year pressure test of the mair steam arnd main feed
systems will be conducted during the upcoming Unit 1 Refueling
18, Becaus. this procedure will be conducted concurrently
with Instrument and Control maintenance, a procedure change
shall be made. The change will "caution" the reactor operator
of potential engineered safeguards actuations when operating
the main feed pump control switch.

A root cause evaluation was performed on this event and
similar occurrences of ESF actuations to determine what
corrective actions cculd minimize the potential for
recurrence. A specific precursor condition, common to each
event, could not be identified. Based on this finding, no
further corrective action is planned.

Modification Reguest 87-034, "Amptector Overload Upgrade of
480 V DB Breakers", had been initiated previously to replace
all existing 460 V DB breakers overcurrent trip devices. Our
schedule for this modification is for completion by the end of
1992, The auxiliary feedwater pump breakers are included
within the scope .f this modifi-ation request. This will
improve the reliability and repeatability of the settings of
the overcurrent trip devices and eliminate the time delay for
the overload reset.

The original revision of this Licensee Event Report
(301-90-002) was required reading for each operating crew.
This revision will also be reviewed by each operating crew.
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8. Operations outage planning is an area in which Point Beach
management has been increasingly sensitive. Previous to this
event, considerable time was spent integrating the Instrument
and Control maintenance work with the Operations Unit 2,
Refueling 16 activities. Operations planners analyzed the
potential impacts of each instrument refurbishment on plant
systems and aessisted in the scheduling of the maintenance to
limit overall exposure to safeguards actuations. Several
potential events were avoided. Outage planning activities
will continue with increased emphasis on preventing
inadvertent safeguards actuations.

GENERIC IMPLICATIONS

A generic problem with the pneumatic overload devices was
previously identified. This identification and evaluation
concluded with the initiation of a modification request to change
out 480 V breaker trip devices.
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