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On April 30, 1988, at 1245, a loss of Emergency Bus 101 occurred
with a subsequent st~rt of EDG 101 and numerousgs ESF actuations
due to personnel error. The plant was in Operational Condition 4
(Cold Shutdown) with the mode switch in Shutdown and all rods

was performing a surveillance test on the Emergency Bus Load

the emergency bus 101 from becoming completely de-energized
Before going to lunch, the technician re-landed this lead to
restore the Emergency Bus Program to normal. Following lunch, the
technician forgot he had re-iandei the lifted lead and proceeded

inserted in the core. An Instrument and Controls (I&C) technician

Prograrm (SP 44.309.04). By procedure, he lifted a lead to prevent

as if the lead was lifted. At 1245, through relay actuation due to
testing, the Emergency bus was de-energized. This resulted in the
actuation of the Emergency Bus Program. The Emergency T esel
Generator (101) started and its output breaker closed on the
de-energized emergency bus.Numerous ESF actuations alsoc occurred.
The diesel started and ran without incident for 45 minutem. The
bus was returne2 to its normal power supply, all the affected
systems returned to normal and the EDG shut down. The technician
who por‘mrmpi this test was prohibited from any further testing
pending further training and disciplinary action . Procedural
revisions to SP 44,.309.04 will be implemented to emphasize the
operational impact of certain key steps in the procedure along
with cant‘ch statements placed strategically throughout the -1
Pro ocedure, e * i,
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When the undervoltage lockout relay was energized, it moved to
the lockout position. This caused a trip and lockout of the
Normal Station Service transformer and Reserve Station Service
transformer supply breakers to Bus 101. This resulted in a
de-energized bus which actuated all the other associated
undervoltage relays. These undervoltage relays actuated the
Emergency bus program, which started EDG 101 and caused a

half scram of the reactor and certain ESF actuations.

The lack of supply power to the Emergency Bus 101 caused the
'A'RPS MG set to trip. This caused a half scram and the
following ESF actuations:

Half of an NS4 (Nuclear Steam Supply Shutoff System) [JM]
isolation, RWCU (Reactor Water Clean Up) [CE] isoclation,

'A’ RBSVS (Reactor Building Standby Ventilation System) [VA]
initiation, 'A’ CRAC (Control Room Air Conditioning) [BH]
initiation, ’'A' RBCLCW (Reactor Building Closed Loop Cooling
Water) [CC] split, RBSW (Reactor Building Service Water
{Bl]) split.

All of the ESF actuations occurred as designed and without any
problems. The bus de-energization also caused EDG 101 to start
and its associated output breaker to close on the bus.

It then picked up minimal load (<500 KW),due to loads being
tripped off and various supply breakers bLeing open because of
lack of bus voltage and ran without incident

When the Control Room was notif.ed by the technician what had
happened, the alternate power supply to the 'A’ RPS bus was
energized. The 1/2 scram was rese. at 1247, and the ESFs returned
to normal.

At 1323, 38 minutes after the incident the NSST started supplying
normal power to the emergency bus. The EDG was shutdown at 1331,
Plant Management was notified at 1351 and the NRC was notified
per 10CFR50.72 at 1357.

CAUSE OF THE EVENT

The cause of the event was personnel error. The technician

deviated from the procedure and forgot work that he had done

prior to going to lunch. Instead of relifting the lead to the

27/868 relay, he resumed his place where the lead should have been
lifted. He re-performed a part of the test which caused, through
relay actuation, the entire bus to have an unplanned de-energization.
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The technician had initialed that he had lifted the lead and when

he re-landed it prior to going to lunch, he was performing a step

out of sequence, When he returned from lunch, he resumed the
surveillance from where he had left off, not accounting for the

step that was performed out of sequence. He never notified the Watch
Engineer that he landed the lead (or performed a step out of sequence)
or that the emergency bus program was operable. The precaution
section of the procedure requires that the steps are to be performed
in sequence and to notify the Watch Engineer if any problem develops
during the performance of the test.

He was fully qualified tc perform this surveillance and others
like it.

ANALYSIS OF THE EVENT

This event resulted in an unplanned diesel start and numerous ESF
actuations and is reportable per 10CFR50.73(b)(2)(iv). There was
minimal safety significance to the event. The Emergency Diesel
Generator operated as designed. All other Safety systems that
initiated performed as designed. Operators carried out all the
required actions utilizing the appropriate procedures. Had this
event occured under a more severe set of circumstances (5% power)
there would still be minimal safety significance.

CORRECTIVE ACTIONS

1. The Technicians’ Surveillance Testing Qualification was
revoked until successful completion of remedial training.

2. Recommendations for appropriate disciplinary action against
the Technician will be made by members of Plant Management.

w

The discussion section of SP 44.309.04 (4160 Volt Emergency
Bus Toad Sequence Program Cal & Funct) will be expanded to
emphasize the operational impact (and potential) of certain
key procedural steps. The overall test methodology will be
explained.

4. CAUTION statements will be placed strategically throughout
the procedure, just prior to certain steps tuat have potential
operational impact.

The procedure and basic procedural methodology will be re-
evaluated to consider disabling the emergency bus program
at the beginning of the procedure.
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