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Unit Conditions Prior to the Event:

Unit 2 was 1 Operational Conditicn 1 (Power Operation) at 100% power leve).
Unit 2 Survelllance Test (ST) procedure $T-2-056-606-2, "MPCI - Turbine Trip;
Turbine Exhaust Pressure - Highy Pump Suction Pressure - Low; (P1S-56-2N652,
P15-56-2N656B, PIS-56-2N656F)," was being performed by an Instrumentation and
Controls (1&C) technician per the normal monrthly scheduled frequency just prior
to this event., There were no other structures, systems or components out of
service or being tested which contributed to this event,

Description of the Event:

On October 7, 1991, a utility employed I&C technician was performing ST
procedure 5T-2-056-606-2. At 0921 hours, the J&C technician was switching
electronically between trip units and inadvertently placed the selector switch
to the next numbered trip unit to the trip unit specified to be tested in the ST
procedure. The technician then depressed the switch to begin the functional
test which resulted in a Primary Containment and Reactor Vessel lsolation
Contro) System (PCRVICS, EIIS:JM) actuation, an Engineered Safety Feature (ESF)
actuation, which closed the Unit 2 High Pressure Ccolant Injection (HPCI,
E115:8J) system steam supply line outboard isolation valve, HV-55-2F003.

Main Control Room (MCR) operators observed annunciator indication in the MCR for
the HPCl system fsolation. Additionally, the 1&C technician immediately
notified the MCR operators that selecting and testing the incorrect trip unit
had caused the isolation, MCR operators then reset the isolation using General
Plant (GP) Procedure GP-8, "Primary and Secondary Contairment lsolation
verification and Reset," and restored the HPC! system to normal system alignment
by 0942 hours on October 7, 1991,

A four (4) hour notification was made to the NRC on October 7, 1991, at 1307
hours in accordance with the reguirements of 'OCFR50.72(b)(2)(11) and
10CFR50.72(b)(2)(111) since this event resulted in automatic actuation of an ESF
and an event which alone could have prevented the fulfiliment of the safety
function of a system since the HPCI system is a single train system, This
report is being submitted in accordance with the requirements of
10CFRS0,73(a)(2)(1v) and 10CFR50.73(a)(2)(v).

Analysis of the Fvent:

The actua) consequences of this event were minimal in that an accident condition
did not occur during the time in which the HPCI system was isolated, and
therefore, the HPCI system was not called upon to perform its intended safety
function, Additionally, no radicactive materia) was released to the environment
as a result of the HPCl system being isvlated. The HPCl system was isolated fer
21 minutes during this event, If an accident had occurred while the HPCl system
was isolated, the operators would have bypassed or reset the isolation per
procedure GP-8 and opened the isolation valve., If the HPCI isolation valve
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