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December 24, 1990

Docket No. 50-278

Document Control Desk
U. S. Nuclear Regulatory Commission
Washington, DC 20$55

SUBJECT: Licensee tvent Report

Peach Bottom Atomic Power Station - Unit 3

This LER concerns the inadvertent opening of a safety relief valve
due to failure to follow procedure.

Reference Docket No. 50-278
Report Numbers 3-90-016
Revision Number: 00
Event Date: 12/02/90
Report Date 12/24/90
Pacility: Peach Bottom Atomic l'ower Station

RD 1, Box 208, Delta, PA 17314

This LER is being submitted pursuant to the requirements of
10 CFR 50.73(a)(2)(iv).

Sincerely,
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cc J. J. Lyash, USNRC Senior Resident Inspector

T. T. Martin, USNRC, Region I
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bec: R. A. Burricelli, Public Service Electric & Gas ';

Commitment Coordinator
Correspondence Controi Program-

T. M. Gerusky, Commonwealth of Pennsylvania
INPO Records Center
R. 1. McLean, State of Maryland !C. A. McNeill, Jr. - $26-1, PECo President and C00

!D. B. Miller, Jr. - SHO-1, Vice President - PBAPS I

Nuclear Records - PBAPS
i

H. C. Schwemm, VP - Atlantic flectric |

J. Urban. Delmarva Power
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On December 2, 1990, with Unit 3 at 100% power, a team of !&C technicians
were performing Automatic Depressurization System "B" Logic System
functional Test. During the test, a jumper was installed in the wrong
panel. This resulted in the 71J Main Steam Relief Valve opening for
approximately 3/4 of a second. The cause of the event was failure to
follow procedure with two contributing factors: inadequate understanding of
double verification and inadequate pre-job briefing. One previous similar
event was identified.
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Requirements for the Report

This LER is being submitted pursuant to 10CFR 50.73(a) 2)(iv) to report the
inadvertent actuation of an Engineered Safety Feature ESF)

Unit-Condition at the Time of the Event

Unit 3 was in the Run Mode at 100% power. There were no systems,
structures. or components that were inoperable that contributed to this
event.

Descriptian of Event
4 .

On Decem',er 2,1990 at 11:00 AM with_ Unit 3 at 100% power, a team of four
I&C. tech 1icians (utility, non-licensed) were performing a logic System
Functioral Test on the "B" Automatic Depressurization System (Ells:RV).
They hat successfully completed the "A" logic test earlier that day.,

One step in the test states " Momentarily jumper between two terminal points
in the C33 panel". This step requires double verification. Just prior to
the step is a Caution Statement which reads "The next step is performed in
panel C33". The technicians performing the test did not read the caution
statement and remained in the C32 panel. The momentary jumper being placed
in the wrong panel. generated an open signal to the 71J Main Steam Relief
Valve. The relief valve remained open for approximately 3/4 of a second
and then closed.

The "A" logic test was performed entirely in the C32 panel. The "B" logic
test starts in the C32 panel then moves to the C33 panel. This crew had i

-not performed the "B" logic test before.
'

One technician was reading the test.while the other performed the test,
repeating the steps prior to performing them.

The NRC was notified of the event through the Emergency Notification System
-at 12:30 on December 2, 1990. ;

Cause of the Event

The cause of the event was a failure to follow procedure. In addition, the
-technicians' understanding of--the term-double verification was inadequate.
Guidance for double verification is not consistent in Administrative
Procedures. The pre-job briefing did not-include a discussion of the
consequences of an error.

' Analysis of Event

There were no actual safety consequences that occurred as a result of this
~ event. -The relief . valve was opened less than one second. All systems
responded-as designed. Reactor pressure decreased 5 psig and then returned
to normal.
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Corrective Actions

The technicians involved were formally counselled concerning the importance
| of following procedures and the incident has also been reviewed with 1&C

technicians. Appropriate procedures will be revised to clarify the'

' definition of Double Verification. -

The logic system functional tests will be reviewed. Written pre-job
briefings will be developed from the review and 1&C personnel training will
be enhanced as necessary.

Previout $imi hr E.ents

One previous similar event was identified. Relief valve 71J lifted nn Unit
? on August 9, 1989 due to a momentary jumper being placed in the wrong
panel. The corrective action for his event was to place a caution
statement immediately before the test step which installs the jumper. The
correction did not prevent the event since the technician did not read the
caution statement.
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