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on Janucry 25, 1986, with the plant shutdown for refueling, I&C Technicians
pulled the connector on the wrong Pressure Indicator (PIA) resulting in a loss
of Safety Injection Signal (SIS) block signal and then initiating SIS. Since
this initiating event was not identified, the loss of various electrical load
centers and motor control centers resulted in a Main Transformer Trouble
Alarm. This resulted in the prudent actior. to start and load the diesel
generators.

Upon verifying that the electrical system appeared proper, the 16C Technician
again pulled the connector on the wrong PIA resulting again in a loss of SIS
block signal and then initiating SIS. This time the initiating event was
realized.

The 16C Technicians and Supervisors were given instructions regarding attention
to actions and testing.

No additional threat to the public health or safety resulted from this event.
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Description of Event

At 2252 hours on January 25, 1986, with the plant shutdown for refueling IEC
Technicians pulled the connector for Pressure Indicator PIA-0102DLL [PI;BQ]
rather than PIA-0102D, resulting in loss of the SIS block and initiating SIS.

The fact that the wrong PIA was disconnected and thus causing the SIS was not
discovered until later. Since the initiating event was not known by the
control room personnel, when the SIS tripped the incoming feeder breaker to
bus IE resulting in the loss of numerous Load Centers because of crossties due
to outage work, and the loss of Motor Control Center, 5 which brought in the
Main Transformer Trouble Alarm, it was thought there was a potential Main
Transformer problem.

At that time, buses IC and ID vere being fed from the main transformer.
Although switchyard readings did not indicate a problem, control room personnel
did not know the cause of the event and determined that the most prudent
course of action was to start and load the diesel generators until the switchyard
and main transformer were proven to be operating correctly. Buses IC and ID
vere deenergized and the loads picked up by the diesel generators. When
evaluating the incident, control room personnel determined that the most
likely cause of the event was a load shed signal of unknown origin. The
Electrical Supervisor was requested to determine the status of the IC and ID
undervoltage relays. At 2400 hours, it was reported that everything appeared
proper and that no standing load shed signal was in effect.

The I&C Technician resumed his work and at 0050 hours on January 26, 1986 a
second SIS occurred for the same reason when the connector for the wrong PIA
was pulled. Thie time, however, the initiating event was realized to be the
action by the 1(J Technician.

Cause of Event

The cause of the event in both cases was the I6C Technician pulling the
connector for the wrong PIA (the two PIA are installed side by side), which
resulted in loss of the SIS block signal and initiates SIS. The I&C Technician
was confident he had the correct instrument because of previous testing
conducted by Operations. When the first SIS was initiated, he was unaware
that his action had caused it, and, because of control room operator activity
that was taking pla'ce, he restored the connection and got out of the way of
the control room operators.

Analysis of Event

There were no additional risks to the health and safety of the public as a
result of this event since the reactor was in cold shutdown. Also, prudent
action was taken to protect the electrical system by starting and loading the
diesel generators when the cause for the Main Transformer Trouble Alarm was
not known.
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Corrective Action

The I&C Technicians and Supervisors were instructed to increase their awareness
of ongoing control room activities and to know the importance of assuring that
they are working on proper devices. They were also instructed on the importance
of knowing the impact of the test being performed upon plant activities.

Additional Information

Previous similar events regarding loss of SIS block signal and subsequent SIS
signal initiation are LERs 85-011 and 85-028.
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US Nuclear Regulatory Commission
Document Control Desk
Washington, DC 20555

DOCKET 50-255 - LICENSE DPR-20 - PALISADES PLANT -
LICENSEE EVENT REPORT 86-007 - INADVERTENT SAFETY INJECTION SICNAL ACTUATION

j Licensee Event Report (LER) 86-007, (Inadvertent Safety Injection Signal
Actuation) is attached. This event is reportable to the NRC per

. 10CFR50.73(a)(2)(iv).
!

4M,

Brian o .sohnson
i Staff Licensing Engineer

i

j CC Administrator, Region III, USNRC
NRC Resident Inspector - Palisades'
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