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With the Plant shutdown on July 4,198h, at 09h0, maintenance work activity on the
shutdown sequencers [EK] resulted in a spurious left channel Safety Injection
Signal (SIS) actuation. The incident occurred while a technician was removing leads
per the approved procedure for the work activity. One of the terminals for which
a lead was to be removed also contained an additional lead providing power to the
left channel SIS block relay [RLY;JE]. The procedure was inadequate in that it
did not address the additional lead, or the fact that a loss of contact between
the two leads would result in power interruption to the left channel SIS block
circuitry. When the lead was lifted, the 'resulting power interruption caused the
SIS block relay to drop out, allowing a previously present PCS low pressure signal
to initiate a left channel SIS.

The procedure was subsequently revised to preclude recurrence of the incident. The
appropriate personnel vill be counselled regarding the incident and its generic
consequences.

The incident was quickly terminated by Operations personnel with no adverse
consequences. At power operation, the SIS block feature would not be in use,
and a nomal two out of four logic must be present for an SIS actuation to occur.
No threat to public health or safety, or other safety consequence, resulted.
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US Nuclear Regulatory Commission
Document Control Desk
Washington, DC 20555
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DOCKET 50-255 - LICENSE DPR-20 -
PALISADES PLANT - LICENSEE EVENT REPORT 84-009 - SPURIOUS SAFETY INJECTION

SIGNAL (SIS) ACTUATION

Attached please find Licensee Event Report 84-009 - Spurious Safety
.,

Injection Signal (SIS) Actuation which is reportable to the NRC per
10 CFR 50.73(a)(2)(iv).
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Ralph R Frisch
i Senior Licensing Analyst

CC Administrator, Region III, USNRC
Director, Office of Nuclear Reactor Regulation
NRC Resident Inspector - Palisades

Attachment

i

%b
i \

!

.

3

OC0884-0005A-NLO2

. _ _ _ _ _. _ . . _ . _ _
_ _ . . _ , _ _ . .


