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On November 20, 1990 at 1651, the Equipment Operator tripped the Train B Reactor Trip Breaker while
verifying the breaker position for PI-5, the Montiily Reactor Protection Logic Surveillance. The Shift
Engineer and the Licensed Shift Supervisor visually inspected the breaker with the Equipment Operator
after he racked it out but no abnormal conditions were found, so the breaker was racked back into its
cubicle and closed. The breaker's trip time was retested and the results were accaptable. The position
of the Train A Reactor Trip Breaker was alen inspected and found satisfactory. The cause of this event
was attributed to inadequate guidance on the method for verifying that the breaker was racked in. This
event had no safety significance because the Reactor Protection circuitry would have still been able to
operate as it was designed. PT-5 will be changed to include more specific instructions for verifying
breaker position, and the proper means of verifying that the breakers are correctly racked in will be
reviewed during the Equipment Operator Training program.
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CONDITION PRIOR TO EVENT
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DESCRIPTION OF EVENT

On November 20, 1990 at 1651, while concluding the performance of PT-5 on the Unit 2 Train B
Reactor Protection System, the Equipment Operator was locally verifying that Reactor Trip Breaker "B"
was completely racked-in and both the breaker positioning lever and the breaker release latch, located
on the left and right side of the breaker cubicle respectively, were engaged. When the Equipment
Operator lifted the breaker positioning lever to verify that the breaker was rackod-in, the breaker
tripped. The Equipment Operator notified the unit operators who were performing PT-5 that Reactor Trip
Breaker "8" had tripped. The Shift Engineer and the Licensed Shift Supervisor (LSS) went into the
Reactor Trip Breaker Room to look at the breakers and they found that the breaker positioning lever was
very stiff and hard to operate indicating to the Shift Engineer and the LSS that the breaker was not
properly racked in to the connect position.

Since Bypass Breaker "B" was stil] racked in and closed, the Shift Engineer directed the Equipment
Operator to rack out the "B" Reactor Trip Breaker to investigate the cause of its trip. After racking
the breaker out of its cubicle and not finding any unusual indications, the Equipment Operator racked
the breaker back into the cubicle and closed the breaker. When e checked the breaker positioning
lever, the lever moved freely indicating that the breaker was correctly rack in to the connect position.

A section of PT-5 was re-performed to test the "B" Reactor Trip Breaker. The breaker tripped
within 58 milliseconds which is well within the 100 mil)lisecond acceptance criteria.

In addition, while the “A" Bypass Breaker was racked in and closed, the cubicle door for the "A"
Reactor Trip Breaker was opened and the "A" Reactor Trip Breaker was verified to be properly racked in.

Technical Staff Special Procedure TSSP 121-90 was performed on the Train “B" Reactor Trip Breaker
to investigate the operation of the breaker positioning lever. The test indicated that the lever can
not be lifted above its normal position. The lever moves down and up freely below this position. The
procedure showed that the degree of stiffness of the lever was caused by normal breaker movement within
the cubicle when the breaker is fully racked in and would not affect the operability of the breaker.
Tripping of the breaker using the lever depends on the pressure exerted by the Operator.

APPARENT. CAUSE OF EVENT

The cause of this event was attributed to inadequate guidance on the method for verifying that the
breaker was racked in. When the Equipment Operator manipulated the lever during his verification, the
lever was moved far enough to hit the trip ~ar and cause the Reactor Trip Breaker to trip.
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0.  SAFLTY AMALYSLS OF EVENT
The Reactor Trip Breakers are designed to trip when the breaker pos.tioning lever is depressed to
prevent the breaker from being racked out while it is energized. The Reactor Trip Bypass breaker was
racked in and closed during PT-5 so the unit did not trip when the Reactor Trip breaker tripped. There
is no safety significance te this event because the Reactor Protection Equipment operated as it was
designed.
E.  CORRECTIVE ACTIONS
The spare Reactor Trip Breaker that is used by the training department in the Equipment Operator
training class is not able to be racked into or oul of the training cubicle. This breaker will be
repaired and ~eturned to the training department. (304-180-90-13501)
The instructional steps in PT-5 that require the Equipment Operator to verify that the Reactor Trip
Breaker is properly racked into position will be changed to clarify what should be Jone to verify the
breaker pecition. (304-180-90-13502)
The necessary steps that the Equipment Operator must perform to ensure that the Reactor Trip
Breakers are properly racked into the cubicles wil)l be reiterated in the Equipment Operator training
program. (304-180-90-13503)
F.  PREVIOUS EVENTS
A similar event occurred under LER B6-012-00 on Unit 1, The event was caused by the Reactor Trip
Bypass Breaker not being fully racked into the cubicle preventing the cell switch interlocks from being
made up., A Reactor Trip was caused by the event. The corrective actions for LER B6-012-00 would not
have prevented LER 90-014-00 from occurring.
G.  COMPONENT FAILURE DATA
None.
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