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Unit Conditions Prior to the Event:

Unit 2 was in Operational Condition 5 (Refuel) at 0% power.,
There were no systems or structures inoperable which contributed to this event.

Description of the Event:

On April 4, 1991, at 1158 hours, the 022 tmergency Diesei Generator (EDG,
EIIS:EK), an Engineered Safety Feature (ESF), was nadvertently started. This
occurred during performance of Unit 2 Surveillance . st (ST) procedure ST-6-092-
312-2, "D22 Diese) Generator Operability Test Run," as a result of a plant
operator depressing the wrong pushbutton while performing the ST procedure,

The 3T procedure was being performed by two non-1icensed plant operators at the
local EDG control panel in the D22 E0G enclosure. The ST procedure (step
6.12,1) directed the operator to "... at panel 2BC5'4 press Emergency Stop
Pushbutton." However, thke first operator mistaken! depressed the “"Engine
Shutdown/Reset" pushbutton rather than the “Emergen y Slop" pushbutton., This
allowed the EDG to fnadvertently start when the second operator manually applied
starting air (EIIS:LC) to the EDG as part of the ST procedure (step 6.12.3),
The D22 EDG accelerated to its rated speed but the 02’ EDG electrical output
breaker (EIIS:BKR) did not close and supply power to the D22 4KV Safeguard Bus
since this bus was being powered by the offsite power source at the time of the
event.

Realizing that the EDG inadvertently started, the first operator tripped the E0G
using the “Emergency Stop" pushbutton on panel 2BC515. The first operator
contacted the Main Control Room (MCR) to report the inadvertent EDG start. The
procedure was then completed satisfactorily,

The inadvertent start of the EDG constituted an unplanned actuation of an ESF,

A foui' (4) hour notification was made to the NRC on April 4, 1991, at 1430
hours, in accordance with the requirements of 10CFR50.72(b)(2)(11). This report
s being submitted in accordance with the reruirements of 10CFRS0.73(a)(2) (1v).

Analysis of the Event:

The D22 EDG ran for less than ten (10) seconds before being shut down hy
operations personnel., The D22 EUG had been removed from service for performance
of the ST procedure, and was not required to be operable. The remaining Unit 2
EDGs were operable and available at the time of this event. The inadvertent
start did not affect the operability of the D22 EDG. The 022 E0G was available
for automatic s*art in response to a valid signal, and was capable of performing
fts designed function, Immediate operator action to shut down the 022 EDG
prevented any detrimental effects from the inadvertent start. Therefore, the
actual and potential consequences of this event were minimal.
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Cause of the Event:

The cause of this event was personnel error in that the plant operater de  ssed
the wrong pushbution while performing the ST procedure. The operator's
familiarity with the task led to less than adequate self-checking and a lack of
attention to detar] resulting 1n the error,

The ST procedure was reviewed and is correct as written and has heen
successfully performed by this and other operators in the past, Adequate
training has been provided for the task and is not considered to be a
contributor to the event, However, the procedure did not contain barriers that
could have assisted the operator in checking that the correct button was pushed.
Specifically, there was no direction for the cperator to verify that alarms
associated with cepr2ssing the “Emergency Stop" pushbutton annunciate, and there
was no direction tc 1ift the cover on the “"Emergency Stop" pushbutton, These
are actions which would assist in identiiying that the correct button was
pushed.

Corrective Actions:

The operator who depressed the wrong button was counseled on the importance of
attention to detall and the need for self checking. The following procedural

barriers are being implemented in the appropriate E0G ST procedures to assist

the operator to perform self checks during performance:

0 A procedural step is being added directing the operator to verify that
the alarms associated with depressing the "Emergency Stup" pushbutton
annunciate to confirm that the correct pushbutton was depressed,

0 An addition to the procedural step directing the operator to depress the
"Emergency Stop" pushbutton will require the operator to "1ift the
cover..." and depress the pushbutton., The "Engine Shutdown/Rese!."
pushbutton doe: not have a coaver,

These procedural enhanca:ments are expected to be completed by May 31, 1991,

There is a continuing effort at Limerick Generating Station (LGS) to heighten
operator awareness of tha need for attention to cetail and the need for self-
checking when performing tasks. This process of heightening operator awareness
will continue through training and management involvement to minimize the
frequency of events caused by inattentiveness.

The procedural enhancements and operator counseling are considered sifficient
corrective actions for this event and no further actions are planned.
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Previous Similar Occurrences:

LGS Unit 1 LERs 1-85-052, 1-88-022 and Unit 2 LER 2-91-004 reported inadvertent
EDG starts, but none were the result of failure to properly identify equipment.
Therefore, the corrective actions for these events could not have prevented this
event,

Tracking Codes: A6 - Failure to properly identif equipment,

NEC IQRW Jede
RLE 30




