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On September 1, 1988 at 2016 PDT, during restart at approximately 13 percent power,
Unit 1 experienced a turbine trip and a subs.quent reactor trip. The turbine trip
was inftifated by the anti-motoring relay, PS-30. The unit was stabilized in Mode 3
(Kot Standby) and the 4-hour nonemergency report required by 10 CFR 50.72(h)(2)(11)
was made at 2142 POT,

The event was cetermined to have been caused by the root isolation valve on the low
side of differential pressure switch PS-30 being in the closed position. Safety
systems responded as designed. The trip was not assocliated with ary hardware
failures.

The root cause for the valve being in a closed position s under investigation and
will be reported in a supplement to the LER.
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I. Initial Conditions
Unit 1 was in Mode | (Power Operation) at approximately 13 percent power.
IT. Description of Event
A. Event:

On September 1, 1988, at 2016 PDT, during the restart of Unit 1, with the
unit in Mode ) at approxiwately 13 percent power, Unit 1 experienced a
turbine (TA)(TRB) trip and a subsequent reactor (JC)(BKR) trip 30 ¢econds
after paralleling the main generator (GEN). The turbine tri, was
fnitiated by the anti-motoring relay PS-30 (JK)(ST). The unit was
stabt1ized in Mode 3 (hot standby) in accordance with approved plant
procedures. The four hour nonemergency report required by 10 CFR 50.72
was made at 2142 POT.

Inoperable structures, components, or systems that contributed to the
event:

None.

Dates and approximate times for major occurrences:

1. September ), 1988, at 2016 PDT: Event Date-Turbine tripped due to
anti-motoring relay PS-30 followed
by a reactor trip.

2. September 1, 1988, at 2110 POT: Made 4 hour nonemergency
notification to NRC as required by
10 CFR 50.72.

3. September 1, 1988, at 2200 PDT: Unit stable in Mode 3.

Other systems or secondary functions affected:

Norie

Method of discovery:

The event was immediately apparent due to alarms and other indications in
the control room.

Operator actions:

Operators stabilized the unit in Mode 3 in accordance with plant
emergency procedures.
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G. Safety system responses:
1. The turbine tripped.
2. The reactor trip breakers (JC)(BKR) opened.

3. The contro! rod drive mechanisms (AA)(DRIVE) allowed the control
rods to drop into the reactor.

I11. Cause of Event
A. Immediate Cause:

Reactor trip due to by turbine trip from actuation of anti-motoring relay
PS-30.

B. Contributing Cause:

During the start-up on September 1, 1988, the alarm associated with PS-30
actuated when the generator output breaker was closed, but failed to
reset immediately. The reset indicates that the turbine generator has
loaded properly. Since the alarm routinely actuates during a paralleling
operation, 1t was considered normal. The fact that it did not reset
within its 30 second trip delay was not noticed by the contro! room
operiators who were concentrating their attention on the st2am generator
level controls.

C. Root Cause:
The cause for the actuation of the PS-30 relay has been determined to
have been a closed low pressure side root valve which prevented the

proper operation of differential pressure switch PS-30. The reason for
the root valve being in the closed position 1s under investigation.

IV. Analysis of Event
A reactor trip is a previously analyzed Condition II event. Since the safety

systems functioned as designed, there were no safety consequences or
fmplicotiuns from this event.

V. Corrective Aciions
A. Immediate Corrective Actions:

The low side root valve for PS-30 was opened.
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B. Corrective Actions to Prevent Recurrence:

The corrective actions to prevent recurrance are under investigation.

VI. Additional Information
A. Fallec Components:
None.
B. Previous LERs:
LER 2-87-004-01 Turbine trip on PS-30

Turbine trip and subsequent reactor trip from P5-30 actuation from 13%
power, Unit 2 on Apri) 3, 1987. Root cause stated to be “The system does
not provide accurate enough indication, at low power levels, for the
operator to determine {f turbine generator load is sufficient to prevent
anti-motoring relay actuation and a subsequent turbine trip.*

Corrective actions taken for the previous event, relative to PS-30,
included the addition of an alarm when the relay 1s actuated, the
evaluation of the instrument tubing installation and a reduction in the
pressure switch setting.

The instrument tubing and pressure switch setting changes are not
applicable in this event as the closed root valve functionally isolated
them. The alarm did function, however as discussed under III above, the
fact that the alarm did not clear went unnoticed.
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September 30, 1988
PG&E Letter No. DCL-88-232

U.S. Nuclear Regulatory Commission
ATTN: Document Control Desk
Washington, D.C. 20555

Re: Docket No. 50-275, OL-DPR-80
Diablo Canyon Unit |
Licensee Event Report 1-88-026-00
Reactor Trip due to Turbine Trip from Anti-monitoring Relay
Caused by a Closed Root Valve on the Low Pressure Side
Sensing Line.

Gentlemen:

Pursuant to 10 CFR £0.73(a)(2)(iv), PG&E 1s submitting the enclosed
Licensee Event Report concerning a reactor trip due to a turbine
trip. The turbine trip resulted from the actuation of an
antimotoring relay caused by a closed root isolation valve on the
Tow pressure side of differential switch PS-30.

This event has in no way affected the public‘s health and safety.

Kindly acknowledge receipt of this material on the enclosed copy of
this letter and return it in the enclosed addressed envelope.

Sincerely,

P,

B.

M. R

B. H.

CPUC
Diablo Distribution
INPO

Enclosure

DC1-88-0P-N094
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