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On September 8, 1995 at 2125 hours, while Unit 2 was at 100 percent Reactor Thermal Power, a reactor
trip occurred on a manual reactor trip signal. The reactor trip signal resulted from a cognitive error by
Operations personnel while supportirig a surveillance test'on the'Solid State Protection System (SSPS).
The Reactor Operator improperly placed a reactor trip breaker control switch in the trip position while
intending to close the breaker.

Operations personnel implemented plant procedures to verify proper response of the automatic protection
systems and to assess plant conditions for initiating recovery actions. All safety systems operated
normally in response to the trip signal, and the unit was stabilized in Mode 3, Hot Standby.

Administrative actions have been taken to lessen the possibility of a recurrence, and the Operations
Department has developed an action plan to minimize the number of events caused by personnel errors.

It was determined that the health and safety of the public were not jeopardized by this event.
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Unit 2 was in Mode 1, Power Operation, at 100 percent Reactor Thermal Power

On September 8, 1995 at 2125 hours, a reactor trip occurred when the Train A reactor trip breaker
(EIIS/AA) control switch was inappropriately placed in the trip position by Operations personnel.

Unit 2 had been in power operation for less than 48 hours. Due to the recent power ascension, the reactor
was undergoing a significant xenon transient. To offset the effects of increasing xenon concentration, the
Reactor Operator was frequently injecting primary water into the Reactor Coolant System (RCS) (EIIS/AB).
In order to start the primary water injection flow, the blender control switch (EIIS/CB) must be momentarily
placed in the stop position before it is placed in the start position.

The same individual who was performing the primary water injection was also assigned to support
Instrument and Control (l&C) personnel for a surveillance test of Train A Solid State Protection System
(SSPS) (EIIS/JG). As a part of the surveillance test, the Train A reactor trip bypass breaker (EIIS/AA) was
closed. The Train A reactor trip breaker (EIIS/AA) was then opened, per procedure, at the local panel. The
Operations person in the control room was then asked by I&C to close the Train A reactor trip breaker
(EIIS/AA) in accordance with the surveillance procedure.

The Reactor Operator, who was in the routine of resetting the blender control switch (EIIS/CB) before
starting primary water injection, operated the reactor trip breaker (EIIS/AA) in the same manner, placing
the reactor trip breaker control switch in the trip position before it was placed in the closed position. When
the control switch was placed in "trip", a manual reactor trip signal was generated which opened both the
Train B reactor trip breaker and the Train A reactor trip bypass breaker.

The cause of the event was a cognitive error by Operations personnel. The error was a result of
preconditioning from working with a system which operated in a different manner.
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This event is being reported per the requirements of 10CFR50.73 (a)(2)(iv), as an event that resulted in
automatic actuation of the Reactor Protection System. During this event, all Reactor Protection System
and Engineering Safety Features responded as designed to mitigate the consequence of the transient. The
health and safety of the public were not jeopardized.

Following the reactor trip, all equipment functioned normally. Two of the feedwater isolation valves did
not automatically close due to the fact that the automatic closure functions were bypassed per the
surveillance procedure in progress. Both feedwater isolation valves were manually closed by the control
room personnel upon the reactor trip. Since all four feedwater regulating valves automatically closed upon
the reactor trip, this is not a safety concern.

The surveillance procedure was revised to add a caution on the operation of the reactor trip breaker control
switch. The procedure was also revised to be an "in-hand" procedure.

A placard with the instructions on reactor trip breaker control switch operation has been prepared to aid
Operations personnel during Solid State Protection System testing.

Disciplinary actions have been completed for the involved individuals. Training material has been prepared
on the lessons learned from the event for continuous training for Operations personnel.

The Operations Department management developed an action plan to minimize events caused by personnel
errors. This plan includes long term provisions to improve the quality of operating procedures, enhance
the structure of pre-job briefings, and promote a continuously self-checking culture among the operations
personnel. The action plan also focuses on establishing and maintaining an environment among the
operations personnel in which all personnel, regardless of their experience level, are encouraged to ask
questions whenever a doubt exists about plant conditions or system operation. All Operations shift
personnel were briefed on the action plan.
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