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Hope Creek Generali g Statior

DATE February 19, 1991

U, 8. Nuclear Regulatory Commission
Document Control Desk
Washington, DC 20555

Dear Sir:

HOPE CREEK GENERATING STATION
DOCKET NO. 50-354

UNIT NO. 1

LICENSEE EVENT REPORT 92-001

This Licensee Event Report is being submitted pursuant to
the regquirements of 10CFR.73(a)(2)(iv).
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On 1/21/92 at 1226, contrel room personnel received indications of a
Reactor Protection System (RPS) loss of power, a half scram, and
initiation of channel A & C Nuc ear Steam Supply Shutoff System (NS4).
The Nuclear Control Operatcr (00 RO licensed) verified proper system
response IAW system cperating procedures, The KPS Bus was re-energized
via the alternate power supply, the half scram and isclations reset and
Vs Reactor Water Clean Up system was placed in service. Concurrent to
this event Instrument and Controls Technicians (1&C Techs) were taking
voltage readings on the output of the RPS MG set at one of the
electrical protection assembly (EPA) breakers. When the Technician
placed the test leads on the terminals of the breaker, the leads arced
and the EPA breaker tripped as did the redundant EPA breaker and the MG
Set output breaker, The Technicians terminated testing and returned to
the contreol room and explained to the control room personnel what had
occurred. The meter which was used was no longer functioning so testing
was resumed with a new meter. An inspection of the failed meter was
performed by the vendor (Fluke) who determined the failure was due to
the leads being plugged into the wrong test connections of the meter,
The technicians involved have been counseled on proper self check
techniques and this incident is being reviewed with all technicians to
reinforce the importance of self checking during routine evolutions.
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ELANT AND SYSTEM IDENTIFICATION

General Electric ~ Beiling Water Reactor (BWR/4)
SYSTEM ~ Nuclear Steam Supply Shutoff System (EI1S Designation: JE)
Reactor Protection System (EI1lS Designation:)

ADENTIFICATION OF OCCURRENCE

TITLE Engineered Safety Feature Actuation = Trip of Reactor
Protection System Electrical Protection Assembly resulted in
half scram and initiation of A & C Channels of Nuclear Steam
Supply Shutoff System.

Event Date: 1/21/92
Event Time: 1226
This LER was initiated by Incident Report No. 92-016

CONDITIONS PRIOR TO OCCURRENCE

Plant in OPERATIONAL CONDITION 1 (power operation)
Rector power 100%, Unit lLoad 1115 Mwe,

RESCRIPTION OF OCCURRENCE

On 1/21/92 at 1226, control room personnel received indications of a
Reactor Protection System (RPS) loss of power, a half scram, and
initiation of channel A & C Nuclear Steam Supply Shutoff System (NS4),
The following system responses and indications were noted:

A RPS Bus de-energized and half scran

A & C Channels NS4 activated

Inboard Reactor Water Clean up Isolation Valve BG-HV-F001 closed
Inboard Main Steam Line Drain Valve AB-HV-F016 closed

RPS A Normal Power Supply lamp extinguished
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The Nuclear Control Operator (NCO RO license ) verified proper system
response 1AW system operating procedures. The RPS Bus was re-energized
via the alternate power supply, the half scram and isclations reset and
the Reactor Water Clean Up system was placed in service. Concurrent to
this event Instrument and Controls Technicians (1&C Techs) were taking
veltage readings on the output of the RPS MG set at one of the
electrical protection assembly (EPA) breakers., The Technicians were
using a model 8600 A Fluke test device to monitor the output voltage.
When the Technician placed the test leads on the terminals of the
breaker, the leads arced and the EPA breaker tripped as did the
redundant EPA breaker and the MG Set output breaker. The Technicians
terminated testing and returned to the control room and explained to
the control room personnel what had occurred. The Fluke which was used
was no longer functioning so testing was resumed with a new meter.
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The RPS Motor Generator fet supplies power to the Reactor Protection
System and the Nuclear Steam Supply Shutoff System logics through a
normal output breaker and two Electrical Protection Assembly breakers.
In the event abnormal voltage conditions occur in the MG Set output the
EPA breaker will open the circuit to prevent failures in the KPS or
NSSSS Systems. The EPA breakers are redundant to ensure failure of one
breaker to open will not result in a system failure.

Technicians had been scheduled to collect voltage output readings of
the RPS MG sets IAW the performance trending program. The data
acquisition is performed quarterly IAW an approved funitional test
which designates specific locations for data acquisition. The
technicians performing the test obtained a meter (Fluke model B6OOA)
from the calibration room and set it up for the test verifying that the
Fluke was on the proper range and function setting for the required
readings. When the leads of the meter arced the Technicians suspected
that the meter was faulty and immediately sent it to the calibration
lab to determine the cause of the failure. The calibration lab could
not determine the cause of the failure and in turn torwarded the Fluke
to the vendor for root cause determination. A report from Fluke
determined that the meter fai'ed due to a short circuit created by the
test leads being plugged into the wrong terminals of the meter. The
incorrect lead placement resulted in a short circuit path through the
meter.,

APPARENT CAUSE OF OCCURRENCE

The direct cause of this event was concluded to be personnel error on
the part of the technicians who set up and used the meter without
adequate self checking. The leads were installed by one of the
technicians before the second technician used the meter to cbtain the
voltage readings. Fallure to correctly place the leads in the neter
by the first technician and failure to verify proper lead placement by
the second technician prior to its use are considered to be the
primary causes of this event,
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EREVIOUS OCCURRENCES

Although there has been no instances of an ESF actuation attributed te
incorrect placement of leads in the test meter, an event due to a test
meter being placed on the wrong scale did cause an ESF actuation as
reported in LER 87+«006~00,

SAFETY _SIGNIFICANCE

This incident posed minimal safety significance as all aystems
functioned per design. The systems which are powered from the RPS power
supply will actuate and perform their intended functions when AC power
is lost,

CORRECTIVE ACTIONS

1. The technicians involved in this test have been counseled on the
need for self checking and attention to detail when performing
routine activities during testing.

2, This incident will be reviewed with all technicians to reinforce the
importance of proper self check procedures when performing routine
tasks,

3. A Performance Enhancerent Panel will review this event with the
technicians involved to determine adeqguacy of corrective actions,
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