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On Apri) 8, 1987, at 0500, an inadvertent Safety Injection signal was generated on Unit 1 during
survetllance testing of the Reactor Protection System. The Unit was in Mode 6 (Refueling) at the time and
consequently all safeguards equipment was blocked from actuating except Containment ventilation Isolation.
Containment Ventilation Isolation actuated as design upon receipt of the Safety Injection signal. shift
personne] entered the appropriate emergency procedures and recovered without incident. The cause of the
event was, during a simulation of Pressurizer Pressure, a 2 out of 4 coincidence logic was made up when a
test lead became loose. One channe! was already tripped to monitor actual Pressurizer pressure.
Corrective actions include issuing a memorandum to remind appropriate personnel to exercise more caution
while working in the Safeguard Protection Cabinets and to implement a modification to allow Containment
ventilation Isolation safeguard feature to be blocked from actuating on a safety injection signal while in
a non-applicable mode.
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A. PLANT CONDITIONS PRIQR TQ EVENT:

Byron Unit 1 Event Date/Time _04/08787 / 0500
MOOE 6§ - _Refueling Rx Power _ 0% RCS [AB] Temperature/Pressure __100°F /de-pressurized

8. QESCRIPTION OF EVENT:

There were no systems inoperable at the beginning of the event which contributed to its significance. An
inadvertent safety injection signal occurred while performing the Reactor Protection System Response Time
Surveillance [JG].

The surveillance requires extensive process parameter simulation in the Process Protection Cabinets,
consequently, as a requirement in this surveillance, all safeguards [JE] equipment not required to be
operable in Mode 6 s blocked from actuating to protect against inadvertent actuations during the conduct
of this surveillance. The safeguard feature of Containment Ventilation isolation [VA] actuates from both a
safety injection signal and a high radiation in containment signal. The high radiation actuation is
required in Mode 6. Due to the circuitry design the safety injection input can not be blocked without also
blocking the high radiation input, consequently, a Containment Ventilation isolation from a safety
injection signal can not be blocked in Mode 6.

The section of the surveillance being performed required simulating three of the four (3/4) Pressurizer
pressure channels above the low Pressurizer pressure reactor trip setpoints to clear the reactor trip
signal. Once the pressure was raised above the safety injection block permissive setpoint the safety
injection protection was unblocked. One of the four (1/4) channels was left unsimulated (below the
Pressurizer safety injection setpoint) per the surveillance procedure. The safety injection signal was
generated while adjusting a channel simulation to 5% above its low pressure reactor trip setpoint. The
System Engineer (non-licensed) in touching the test signal wire caused the Pressurizer pressure channel to
spike below the safety injection setpoint making up the 2/4 coincidence necessary for a safety injection

signal.

Containment Ventilation dampers actuated as designed. After determination that the safety injection signal
was spurious, Shift Operating personnel recovered the Unit consistent with the appropriate Station
Operating Procedures.

Containment Ventilation was the only safety system that actuated. A Engineered Safeguard Feature actuation
is reportable pursuant to 10CFR 50.73(a)(2)(1v).

C. CAUSE QF EVENT:

The intermediate cause of this event was the lead used to simulate Pressurizer pressure above its Tow
pressure setpoint became momentarily loose while being touched. The loose condition caused that channel of
Pressurizer pressure to drop below the low Pressurizer pressure safety injection setpoint.

The root cause of this event was that all of the safeguard equipment actuated on a safety injection signal
could not be blocked from inadvertent actuation during the conduct of this surveillance. Oue to the

extensive activity in the cabinets in simulating process parameters during this surveillance an inadvertent
safety injection signal is a probable event.
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0. SAFETY ANALYSIS:
This event had no affect on the health and safety of the public and plant. Containment Ventilation
Isolation worked as designed. A1l other Engineered Safeguards Features were blocked, as allowed, in

mode 6. This event could only occur in modes 5 (Cold Shutdown) and 6, in which Containment Ventilation
Isolation on a safety injection signal is not required.

E. CORRECTIVE ACTIONS:

A memorandum was issued to Technical Staff Engineers and Instrument Maintenance Technicians to use extra
caution when working in the Process Protection Cabinets.

A modification is planned to remove the high radiaiion actuation portion of the Containment Ventilation
Isolation from the same circuitry as the safety injection actuation. This will allow Containment

Ventilation Isolation on a safety injection signal to be blocked when the Unit is in a non-applicable mode.
Action Item Record #6-87-073 will track this modification.

F. PREVIQUS OCCURRENCES.

Not Applicable

b) RESULTS QF NPROS SEARCH.

Not Applicable
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