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PHILADELPHIA ELECTRIC COMPANY

LIMERICK GENERATING STATION
P.O BOX A
SANATOGA PENNSYLVANIA 15464
(218) 3271200 exrt. 2000

LIMERICK GENERATING BSTATION
Docket N7, 50-353
License No. NPF-BS

U.S. Nuclear Reguiatory Commission
Attn: Document Control Desk
Washington, DC 20555

| SUBJECT: Licensee Event Report
Limerick Generating Station - Unit 2

This LER reports an inadvertent start of a Unit 2 Emergency Diese)
Generator, an Engineered Safety Feature. The cause of this event was a
personnel error in that a non-licensed operator failed io follow a system
operating procedure.

| Reference: Docket No. 50-353
| Report Number: 2-92-005
Revision Number: 00

i Event Date: June 5, 1992
| Report Date: June 26, 1992
| Facility: Limerick Generating Station

i P.0. Box 2300, Sanatoga, PA 19464- 2300

| This LER is being submitted pursuant to the reguirements of 10 CFR

| 50.73(a)(2)(iv).
|
!
i Very truly yours,
| e 8 s
l J. Doering, Jr.
! Plant Manager
! DBN:cah
E cc:  T. T. Martin, Administrator, Region I, USNR( 4
| T. J. Kenny, USNRC Senior Resident Inspector, LGS ﬁikj&zz;
P
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Inadvertent Emergency Diesel start as a result of personnel error.
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On June 5, 1992, during performance of System (S) operating procedure S92.2.N,
"Shutdown of the Diesel Generators," tne Unit 2 D21 Emergency Diesel Generator
(EDG) was inadvertently started. The inadvertent start of the £0G resulted in
an unplanned actuation of an Engineered Safety Feature, A non-licensed operator
skipped a step in the procedure and did not depress the Emergency Stop Button
prior to supplying starting air to the EDG. These steps are performed to remove
any excess lube oil from the exhaust manifold following an EDG shutdown.
Contributing causes were task interuption and less than adequate previous
corrective actions. The corrective actions from two similar EDG starts failed
to identify the consequences of the imposed task interupticn. Insufficient
barriers were added to prevent recurrence. The inadvertent start did not affect
the operability of the D¢l EDG and there were no detrimental effects. Tne
operator was counseled and an Operator Aid was posted on the Unit | ang 7 EDG
Manual Air Start valves providing a reminder about the required actions. The
Operations Manuai chapter pertaining to procedure use and compliance was revised
to more clearly communicate management's expectations in recognizing task
interuptions and proper procedure use when interuptions occur, The event, the
Operator Aid and the concern of task interuption were discussed in a Shift
Training Bulletin that was issued to all Operations personnel and will be
discussed further in Non-Licensed Operator Continuing Training.
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in accordance with the requirements of 10CFRS0,72(b)(2)(11,, This report is
being submitted in accordance with tne requirements of 10CHRB0,73(a)(2)(1v).

Analysis of the [Lvent:

The 021 EDG ran for less than 20 seconds before being shut down by the cperator.

The D21 EDG was being run for investigative testing and wa: avallavle auring
this event, The inadvertent start did not affect the operaLility of the U2)
EDG., This type of inadvertent start has minimal detrimente) effects, such as
thermal cycling and wear, on the EOG because the operator t1ook immediate action
to shutdown the EDG. The remaining Unit ® EDGs were operal le and available at
the time of this event. Therefore, the actual and potentia! consequences of
this event were minimal.

Cause of the Event:

ihe cause of this event was personnel error in that the operator failed 1o
perform step 8.8.1 of the procedure. C(ontributing causal tactors were tLask
interuption and less than adequate previous corrective actions. Procedure
$92.2.N requires a twenty minute cooldown period before air barring the engine.
Ouring this period, the operator had discussed other test related concerns with
the I&C Technicians. Following this discussion, the operator returned to the
procedure to continue the air barring process. He unknowirgly started further
into the procedure than where he had stopped prior to the ‘nteruptions drng nad
skipped the step to depress the Emergency Stop Button,

There were two previous air barring events resulting rrom 1@l lures Lo depress
the Emergency Stop Button. On April 4, 1991, tne D22 £0G vas started after an
operator depressed the tngine Shutdown/Reset button instead of the Emergency
Stop Button. This was reported in Unit 2 LER 2-91-006. Procedure revisions
were made as human performance enhancements to clarify use of tne proper switcn
and the expected indications. On August 1, 1991, the 024 t0G was startes after
an operator failed to depress the Emergency Stop Button before operating the

Manual Air Start valve. This was reported in Unit 2 LER 2-91-014. The aperator

reported that he did not have the procedure in-hand while performing this
evolution and task interruption was also a contributing causal factor.
Procedure guidance was determined to be satisfactory to prevent inadvertent
diesel starts following this event. The previous corrective actions ra‘ ed t
fdentify the consequences of the imposed task interuption (i.e.. Ihe Leerl.
minute hold) on the air barring process. Insufficient barriers were adie: L
prevent recurrence.

Corrective Actions:

The operator involved in the event was counseled on the importance of procedure
compliance and strict attention to detail. Interuptions occurring wrile
performing work activities should be recognized and a thorough review performed
of the current status of the tack was addressed during the counseling process.,
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valves,

management 's expectation on procedure use and explained

Operational Related tvents training during Non-Licensed
Training that is expected to begin in August 1992, Thne
the procedures associated with air barring the £0Gs and
critical steps,

Previous Similar Uccurrences:

procedure non-compliance during air barring activities.
actions are discussed in the cause section,

An Operator Aid was applied toc the Manual Air Start valves on the Unit L 4nd
Unit 2 EDGs. This posting will serve as a reminder to stop and think about the
actions required to air bar the EDG prior to operating the Manual Air Start

A Shift Training Bulletin discussing this event was i1ssued to ali Uperations
personnel, The bulletin explained the Operator Alds postec at the Manual Air
Start valves and the intent of the barrier. The bulletin reinforced

Lhet the operators

should familiarize themselves with the task and any critical procedure steps 1o
minimize the potential for errors. The bulletin also aiscussed the need to
recognize task interuptions while performing work activities and to pertorm a
thorough review nf current activity status prior Lo -ontinuing with the task.

The Operations Manual chapter pertaining to procedure use ond compliance was
revised Lo more clearly communicate management's expectations in recognizing
task interuptions and proper use when interuptions occur.

This event and the two previous events will be discussed during the Current

Uperator Lontinuing
d15CUsSSI0ON will yeview
will identify Uhe

Unit 2 LERs 2-91-006 and 2-91-014 reported inadverter' tUL starts du

ithe urif\"dd) Correct 1ve
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