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PHILADELPHIA ELECTRIC COMPANY

PEACH BOTTOM ATOMIC POWER STATTHON
R Box 20K
Dela, Pennsylvania 17414

PRACH BOTTOM - THE POWER OF EXCRLLENCE (717 ASG "0

June 14, 199]

Docket No., 50-278

Document Control Desk
U. S. Nuclear Regulatory Commission
Washington, DO 20555

SUBJECT: I icensee tvent Report
E§§§ﬁ*h§iion lfomgc Power Station - Unit 3

This LER concerns an Engineered Safety Feature actuation during

Surveillance testing due to pe=sonr~! error,

Reference: Docke’ No. 50-278

Report Number: 3-91-008

Revision Number: 00

Event Date: 05/20/91

Report Date: 06/14/9

Facility: Peach Bottom Atomic Power Station

RD 1, Box 208, Delta, P* 17314

This LER 1s being submitted pursuant to the requirements of 10 CFR

50.73(a)(2)(1v).
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| cc: J. J. Lyash, USNRC Senfor Resident Inspector
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Requirement for the Report

This report is being submitted to satisty the requirements of 10 CFR
50.73(a)(2)(iv) due to an automatic actuation of an Engineered Safety feature.

Unit Status at Time of the fvent

Unit 3 was in the REFUEL mode. There were no other systems, structures, or
components that were inoperable that contributed to the event.

Description of the Event

On 5/20/91 at 0730 hours during the performance of & Residual Heat Removal
(RHR) (E11S:B0) “B" Logic System Functional Surveillance Test (ST), the 3C RHR
pump (E1IS:P) unexpectedly started when a test switch (ETIS:HS) was
inadvertently left in the wrong position during testing. The purpose of the
test switch is to allow logic testing without a pump initiation, The test
switch was then returned to the proper position, Prompt notification was made
to the NRC via the ENS at 0910 hours. Subsequently, the RHR ST was completed
satisfactorily.

Cause of the Lvent

The cause of this event has been attributed to personnel error ("tility, non-
Ticensed) caused by a repetitive pattern set up in the test which was then
suddenly changed. During the ST, a key 1§ Inserted into an (CCS test switch,
the switch is then moved to the test position, an annunciator is verified, the
switch is returned to normal, and the annunciator s cleared. This sequence
is repeated on the first three switches, However, in the next sequence the
fourth switch was also returned to norma) rather than being left in the test
position as specified in the ST,

Analysis of the Event

No safety consequences occurred as a result of this event, The actuated system
operated properly and was restored after the event,

Corrective Actions

The system was secured and the ST was completed satisfactorily,

The event has been discussed with the involved individuals with appropriate
actions taken., The pertinent information from this event has been presented
to other 1&( pcrsonnel,

Additionally, the procedure will be enhanced to make the sequence of steps the
same for all four switches.
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