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-PHILADELPHIA ELECTRIC COMPANY l

LIMERICK GENER ATING STATION *

P. O. BOX A

SAN ATOG A. PENNSYLV ANI A 19464
L, ,

(218) 3271200 sxt. 2000

" * * * f ,"," ',* *.'.I" " * * ' May 24, 1990
u..................." Docket No. 50-353. 2

License No. NPF-85-

[U.S. Nuclear.. Regulatory Commission'
.

Attn: Document Control-Desk
Washington, DC 20555 -

, ,

SUBJECT: Licenree Event Report
Limerick Generating Station - Unit 2

This LER' reports an unplanned actuation of the Primary i

Cont'ainment and Reactor Vessel Isolation Control System (an
-Engin'eered Safety Feature) due to a personnel error during '

installation of electrical relay test jacks.

Reference: Docket No. 50-353
Report Number: ~2-90-009 '. '

Revision * Number: 00 -

-Event Date: April 25, 1990
Report Date: May 24, 1990

.

Facility: Limerick Generating Station
P.O. Box A, Sanatoga, PA 19464

This LER is being submitted pursuant to the requirements of
10 CFR 50.73(a)(2)(iv).

,

t

Very truly yours,
r

p A9(e. ,

WAR:cah

cc:,T. T. Martin, Administrator, Region I, USNRC
T. J. Kenny, USNRC Senior Resident Inspector, LGS
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On April 25, 1990 an unexpected isolation of the Primary
Containment Instrument Gas (PCIG) system occurred. The isolation
signal was from the Primary Containment and Reactor Vessel
Isolation Control System (PCRVICS) which is an Engineered Safety
Feature. The inadvertent isolation signal resulted from a
utility employed system engineer installing test (banana) jacks
on a relay in the PCRVICS logic circuit. The three affected
Primary Containment Isolation valves closed when temporary jumper
wires, preventing the valve isolations, were removed. In

response to the PCIG system isolation, Main Control Room (MCR)i

| operators initiated the backup Instrument Air system supply. The>

isplation was reset and the PCIG system returned to service 46
minutes after the valves closed. The event was caused by failure
of the system engineer to recognize and reset the isolation ;

signal, prior to removing the temporary jumper wires. There were
no adverse consequences due to the PCIG isolation. To prevent
securrence, the individuals involved were counseled and system
enginaars were reminded of the importance to perform adequate
research and job planning in order to prevent challenges to

,

| safety systems.
1
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'Unit Conditions Prior to the Event:
l

L <

Operating. Condition: 1 (Power Operation)
m Power Level 80%

,

r

Description of the Event:

On April 25, 1990, at 1627 hours, an unexpected isolation of the [Primary Containment Instrument Gas (PCIG) (EIIS:LD) system -
;

occurred. The isolation signal was from the Primary Containment'

and Reactor Vessel Isolation Control System (PCRVICS) (EIIS JM)
which is an Engineered Safety Feature (ESP). :

The event occurred while utility employed plant system angineers
were installing permanent test (banana) jacks on a relay in the
PCRVICS logic circuit. The relay was inadvertently tripped
creating the isolation signal. The affected primary containment
isolation valves, (HV-59-202, !?V-59-229B &nd HV-59-235) closed *

when temporary jumper wires were~ removed. The jumper wires had
been installed to prevent closure of the valves from possible ,

inadvertent isolation signals created during installation of the
test jacks. The 'A' and 'B' PCIG compressors tripped on low
suction pressure as designed; fol2owing closure of the suction
valve HV-59-202. Main Control Room (MCR) operators were alerted
to the' event hy annunciators (EIIS ANN).for low PCIG header .

pressure following the compressor trips, and responded by
initiating the backup Instrument Air (EIIS LD) supply tc the PCIG '

system. The system engineers assisted MCR operators in
investigating and resetting of the PCRVICS isolation logic in

'

accordance with General Plant Procedure GP-8, " Primary and
Secondary Containment Isolation Verification and Reset." At 1712,

hours, the backup Instrument Air supply was. secured and the PCIG
system was returned to normal service. The PCIG system remained
isolated for 46 minutes. -

A four (4) hour notification was made to the NRC at 1928 hours on
April 25, in accordance with 10 CPR 50.72(b)(2)(li) since the
event resulted in the automatic actuation of the PCRVICS which is
an ESP. .This report is being submitted in accordance with 10 CPR
50.73(a)(2)(iv).

!
'
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Consequences of the Event:

There was no release of radioactive material or adverse
consequences due to the PCIG system isolation. The PCRVICS and
the PCIG system components performed as designed. The backup
Instrument Air system supply was available and used during the
isolation in accordance with standard operating procedures.
Additionally, the PCIG compressors and isolated portion of the
system are not required for any safety related function.

Cause of the Events
.

This event was caused by a cognitive personnel error. The system
engineer failed to adequately review contingencies in the event
that continuity in the circuit was lost while installing the test
jacks. Installation of the relay permanent test jacks was done
using instructions provided on a Troubleshooting Control Form
(TCF) in accordance with Administrative Procedure A-41.1,
" Troubleshooting Safety Related/ Tech Spec Equipment." As
required by Procedure A-41.1, the MCR operators were advised and
the TCP documented the possibility of a PCIG system isolation
during the activity. The TCP also specified installation and
removal of the temporary jumper wires to " prevent closure of the
affected isolation valves." However, the system engineer did not
include explicit instructions on the TCP to check for and reset,
if necessary, the PCRVICS isolation signal prior to removing the
protective temporary jumper wires. The system engineer did not
recognize the tripped condition of the PCRVICS isolation relays
while installing the test jacks and consequently did not expect
the PCIG isolation during the jumper removal restoration step.

t

Corrective Actions:

After observing the annunciator alarms for PCIG trouble, MCR
operators responded by initiating the backup Instrument Air-

supply to the PCIG system when it was determined that this was an
inadvertent system isolation. The system engineers that

. installed the test jacks assisted MCR operators in verifying the
initiating cause of the isolation and the proper system response
in accordance with General Plant Procedure GP-8, " Primary and

g. .. ..
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Secondary Containment Isolation Verification and Reset." The
Instrument Air supply was secured and the PCIG system was
returned to normal service at 1712 hours, 46 minutes after the.

t isolation.

Actions Taken to Prevent Recurrencet

~

The system engineers involved were counseled and the event was,

reviewed-during a System Engineer department meeting on April 26,
1990. In addition to describing the cause and consequences,
engineers were reminded to perform adequate research and job
planning for these type activities to prevent challenges to

'

safety systems.

Previous Similar Occurrences:

LER 87-024 reported an unplanned actuation of the PCRVICS, caused
by a system engineer inadvertently disconnecting an incorrect
wire while performing work in accordance with Procedure A-41.1.
On this occasion the individual was counseled and all system
engineers reminded about the importance to fully investigate all
systems that could be affected by their work on plant equipment.
Due to the low frequency of incidents involving system engineers
troubleshooting and performing work under the controls of
Procedure A-41.1, this event is not considered to be a generic
problem. For this reason the previous and current corrective
actions are considered adequate.

Tracking Codes:

All - Failure to assess consequences of actions
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