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Public Service Electric and Gas Company P.O. Box 236 Hancocks Bridge ow Jersey 08038 i
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May 30, 1990 i

;
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U. S. Nuclear Regulatory Commission ,

Document-Control Desk ;.

. Washington, DC 20555 |
'

,

Dear Sir:
|

t

SALEM GENERATING STATION '

LICFNSE NO. DPR-75 i
IDOCKET NO.-50-311

UNIT NO. 2
LICENSEE EVENT REPORT 90-017-00

>
t
2

This. Licensee Event Report is being submitted pursuant to the
requirements of the Code of Federal Regulations 10CFR
50.73 (a) (2) (iv) . This report is required within thirty (30) days
of discovery. .

'

|

'!
Sincerely yours,

W
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L. K. Miller [
General Manager -
Salem Operations -
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On 5/1/90, with the reactor defueled, a manual Safety Injection (SI)
I occurred. Initial indications were that the SI signal occurred off of

Train A of the Solid State Protection System (SSPS). At the time of
the event, a Maintenance-I&C technician was modifying wiring in the
SSPS cabinets in support of the installation of a new Sequence oft

Events recorder. Upon initiation of the manual SI signal, all three
(3) Diesel Generators (D/Gs) started, but did not load, as designed. .

The SI circuitry was attempted to be reset, however, it would not. To
otop the D/Gs and return other equipment to their normal operating

,

| condition, for the current plant conditions, the SEC power supply
' breakers were opened. Available equipment, required to start as a

result of the SI, started. The root cause of this event has been
attributed to personnel error. The technician implementing DCP
2EC-2272 made an incorrect assumption that the wiring changes performed
in SSPS Train A would be identical for the changes required in SSPS
Train B. Upon successful completion of wiring changes to SSPS Train A,
the technician began work on SSPS Train B using the SSPS Train A
drawing. This resulted in a wiring configuration which provided power
to circuitry which caused a Manual SI actuation request from SSPS Train
B to SSPS Train A and the resulting SI. Corrective actions include:
1) holding those personnel directly involved in this event accountable;
2) review of this event with applicable Maintenance Department
personnel; 3) completion of a Station Deficiency Report requiring
angineering review of the incorrect-wiring installation; and 4)
correction of the incorrect SSPS Train B wiring.
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LICENSEE EVENT REPORT (LER) TEXT CONTINUATION
.

S21em Generating Station DOCKET NUMBER LER NUMBER PAGE
. Unit 2 5000311 90-017-00 2 of__4
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PLANT AND SYSTEM' IDENTIFICATION: :

Westinghouse - Pressurized Water Reactor

Energy Industry Identification System (EIIS) codes are identified in
the text as lxxl

IDENTIFICATION 0F OCCURRENCE:_

Inadvertent Manual Safety Injection Due To Personnel Error i

Event Date: 5/01/90

Report Date: 5/30/90
i

This report was initiated by Incident Report No. 90-288, i

CONDITIONS PRIOR TO OCCURRENCE:

Mode 6 (Refueling) - Day 32
:

DESCRIPTION OF OCCURRENCE:

On May 1, 1990 at 1103 hours with the reactor defueled, a manual
,

Safety Injection (SI) (JEl occurred. Initial indications were that
the SI signal occurred off of Train A of the Solid State Protection
System (SSPS) IJCl .- At the time of the event, a Maintenance-I&C
technician was modifying wiring in the SSPS cabinets in support of
the installation of a new " Sequence of Events" recorder. This work
was being performed as per an approved Design Change Package (DCP
2EC-2272).

Upon. initiation of the manual SI signal, all three (3) Diesel ;

Generators (D/Gs) |EKI started, but did not load, as designed. The
SI-circuitry was attempted to be reset, however, it would.not. To i

| stop the D/Gs and return other equipment to their normal operating
E condition, for the current plant conditions, the SEC power supply :
l breakers were opened.

L Available equipment, required to start as a result of the SI,
| started. This equipment included the No. 21 Auxiliary Feedwater Pump,

No. 24 Service Water Pump, No. 24 Containment Fan Coil Unit, No. 2
Emergency Air Compressor, and No. 22 Auxiliary Building Ventilation
Supply Fan.

Due to the actuation of the Emergency Core Cooling System (ECCS)
|JEl, the Nuclear-Regulatory Commission was notified in accordance
with the requirements of the Code of Federal Regulations 10CFR '

50.72 (b) (2) (ii) .

APPARENT CAUSE OF OCCURRENCE:

The root cause of thic event has been attributed to personnel error.
;
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S les Generating Station DOCKET NUMBER LER NUMBER PAGE
Unit 2 5000311 90-017-00 3 of 4

APPARENT CAUSE 0F OCCURRENC_E: (cont'dl
The technician implementing DCP 2EC-2272 made an incorrect assumption
that the wiring changes performed in SSPS Train A would be identical
for the changes required in SSPS Train B.

Upon successful completion of wiring changes to SSPS Train A, the
technician began work on SSPS Train B using the SSPS Train A
drawing. This resulted in a wiring configuration which provided
power to circuitry which caused a Manual SI actuation request from
SSPS Train B to SSPS Train A and the resulting SI.

,

The technician had understood that the changes to SSPS Train B were
functionally identical to SSPS Train A changes. He did not consider
that Train A is physically wired different than Train B. Therefore,
without further consideration and a firm belief that he understood
the wiring changes required, he proceeded to modify the Train B
wiring using the Train A drawing. He did not make reference to the
jumper cards specific for Train B. These cards detail the specific
wiring changes to be made. There is one jumper card per wiring
change.

In performing the wiring changes to Train A, the technician had used
both the Train A drawing and associated jumper cards.

A contributing factor to the cause of this event is inadequate
procedural guidance. The work package provided to Maintenance-I&C
(associated with DCP 2EC-2272) did not procedurally detail the steps
required to successfully complete the design modifications. The DCP

,

required the use of jumpers, relay removal and reinstallation, and
the lifting and relanding of leads. The use of a detailed procedure,

l with appropriate inspection hold points, may have prevented this
event from occurring.

ANALYSIS OF OCCURRENCE: !

ECCS is not required to be operable in Mode 5 (Cold Shutdown) or Mode
6. The DCP modifications associated with the Sequence of Events
Recorder installation was identified as being required to be
performed only during a refueling outage. Therefore, due to ECCS and,

| SSPS operability requirements in Modes 1 through 4 and the
| installation requirements, this work would not have been done in a

mode other than Modes 5 or 6.

During the event, the manual SI could not be reset by the Operators,

one minute after the event. This was due to the inadvertent Train B
wiring modifications. To allow the SI to be reset, the Train B
RllB-1 relay (SI Operate Relay) was removed (deenergized) and the
slave relay (K602) was mechanically latched thereby energizing the
time delay relay. The SI was subsequently reset. The D/Gs and other ,

equipment which had started due to the SI signal had been stoppedi

previously by opening the SEC power supply breakers. The equipment,
associated with the SI, functioned as designed given the
circumstances of the SSPS Train B inappropriate wiring configuration.

. _ .
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LICENSEE EVENT REPORT (LER) TEXT CONTINUATION ;

Salen Generating Station DOCKET NUMBER LER NUMBER PAGE
Unil 2 5000311 90-Q17-00 4 of 4 |

ANALYSIS OF OCCURRENCE: (cont'dl

Testing successfully proved that the incorrect wiring modifications
initiated the Manual SI and prevented the Manual SI Reset.

The incorrect wiring of the SSPS Train B, had it not caused the
Manual SI, would have been identified through SSPS operability
testing. Therefore, the Unit would not have been brought to a Mode
of operations where the SSPS is required to be operable. Therefore,
this event did not affect the health or safety of the public.
However, do to the inadvertent actuation of Manual SI, this event is
reportable to the Nuclear Regulatory Commission in accordance with '

Code of Federal Reguiations 10CFR 50.73 (a) (2) (iv) .

CORRECTIVE ACTION 1 ;

This event has been reviewed by Maintenance Department management and
those personnel directly involved in this event have been held
accountable. *

This event will be reviewed with applicable Maintenance Department
personnel stressing the need to question assumptions for validity
(e.g., design change work or procedural paper work should be specific
for the unit, component and train).

Upon identification of the miswiring of SSPS Train B, a Station
Deficiency Report (DR SMD-90-107) was initiated. In response to the
DR, System Engineering reviewed the wiring as installed and provided

l detailed instructions for correcting the miswiring, for completion of
( the DCP work, and for additional testing necessitated by the
| miswiring. Subsequently, the incorrect SSPS Train B wiring was

corrected and the SSPS Train B satisfactorily tested.
1

The Maintenance Department has initiated a review of this event
I including: adequacy of the DCP installation instructions and
i adequacy of the planr.ing process associated with the implementation
| of DCPs.
.

!
.$b,

General Manager -
i Salem Operations
1
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