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On 2-5-93, preparations were being made for Unit 2 entry into mode 4 after a
cold shutdown outage. At 0344 on 2-5-93, an inadvertent 'A' train safety
injection (81) occurred during the performance of FNP-2-STP-33.0A, "Solid State
Protection System Train A Operability Test". The control room responded to the
inadvertént actuation and subsequently terminated the $1 and returned the
Engineered Safety Features (ESF) systems to their pre-SI alignment. All ESF
equipment functioned properly in response to the ‘A’ train 8] signal.

During performance of the surveillance test procedure (STP) with the plant in
Mode 5, the lights on the Bypass and Permissive panel should illuminate when the
low pressurizer pressure safety injection and low steamline pressure safety
injection signals are blocked. When attempting to biock these signals the
operator noted the lights did not illuminate, He incorrectly concluded this was
the correct response and failed to communicate this observation to other crew
members and correct the problem before proceeding to the next step of the
procedure, FNP has concluded that the failure to block the safety injection
signals as desipned was due to the misoperation of the block-reset hand
switches

This event was caused by cognitive personnel error. The individual involwed in
this event has been disciplined for fajlure to use self-verification techniques
and to effectively communicate with other members of his crew. As an
enthancement all STP-33.0 series procedures have been revised to include the
expected Bypass and Permissive Panel lamp indication based on plant conditions.
This incident will be covered in licensed operator requalification training.
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Plant and System Identification

Westinghouse - Pressurized Water Reactor
Energy Industry Identification System codes are identified in the text as [XX].

Summary of Event

3

On 2-5-93, preparations were being made for Unit 2 entry into mode 4 after a
cold shutdown outage. At 0344 on 2-5-93, an inadvertent 'A’' train safety
injection (SI) [JG] occurred during the performance of FNP-2-STP-33.0A, "Solid
State Protection System Train A Operability Test" due to cognitive personnel
error. The control room responded to the inadvertent actuation and subsequently
terminated the SI and returned the Engineered Safety Features (ESF) systems to
their pre-SI alignment. All ESF equipment functioned properly in response to
the 'A’ train SI signal.

Description of Event

On 2-5-93 at 0300, preparations were being made for Unit 2 entry into mode 4
following a cold shutdown outage.

Operations personnel were performing FNP-2-STP-33.0A, "Solid State Protection
System Train A Operability Test". The test was successfully completed up

to the step in which the operator btlocks the low pressurizer pressure and low
steamline pressure safety injection signals. When these signals are blocked
with the plant in these conditions (Mode 5), lights on the Bypass and Permissive
panel illuminate. When the operator attempted to block the low pressurizer
pressure and low steamline pressure safety injection signals, the lights did not
illuminate. He noted these lights did not illuminate and incorrectly concluded
this was the correct response. He failed to communicate this observation to
other crew members and to correct the problem before proceeding to the next step
of the procedure. At approximately 0344, SSPS was returned to normal which
resulted in a safety injection on 'A' train.

All ESF equipment functioned properly in response to the 'A’' train SI signal.

The control room responded te the inadvertent actuation and subseguently
terminated the SI and returned the ESF systems to their pre-S1 alignment.

FNP has concluded that the¢ failure to block the safety injection signals as
designed was due to the misoperation of the block-reset hand switches. The
operator mistakenly placed the block-reset switches to the reset position vice
the block position. Had he positioned the switches to block, the bypass and
permissive panel lights would have ‘lluminated, signifying that the low
pressurizer pressure and the low steamline prassure S1 signals were blocked.

Subsequent to the event, the SSPS was extensively tested to verify that there
was no equipment malfunction and STP-33.0A was performed successfully prior to
returning to power.
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Cause of Event

This event was caused by cognitive personnel error. At this step in the
surveillance test procedure (STP) and the plant in this condition (Mode 5), the
lights on the Bypass and Permissive panel illuminate when the low pressurizer
pressure safety injection and low steamline pressure safety injection signals
are blocked. The operator noted these lights did not illuminate. He incorrectly
concliuded this was the correct response and failed to communicate this
observation to other crew members and correct the problem before proceeding to
the next step of the procedure. FNP has concluded that the failure to block the
safety injection signals as designed was due to the misoperation of the
block-reset hand switches.

Reportability Analysis and Safety Assessment

This event is reportable due to the actnation of ESF equipment.
All 'A' train ESF equipment functioned properly in response to this event.

The health and safety of the public was not affected.

Corrective Action

The individual involved in this event has been disciplined for failure to use
self-verification techniques and to effectively communicate with other members
of his crew. As an enhancement all STP-33.0 series procedures have been revised
to include the expected Bypass and Permissive Panel lamp indication based on
plant conditions. This incident will be covered in the licensed operator
requalification training program.

Additional Information

Similar events invelving safety injections caused by personnel error were
reported in Units 1 LER 89-006-00, B88-024-00, 92-003-00 and Unit 2 LER
89-005-00.

No components failed during this event.

This event would not have been more severe if it had occurred under different
operating conditions,




