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U.8, Nutlear RO?ulatoty Coma' esion
pecument Control Desk
Washington, D.C, 208559%

Subjrctt MeGuire Nuclear Station Unit 2
pocket No. 50-370
Licensce Event Report 370/%2-71

Geont lemen:

pursuant to 10 CFR 50.73 Sections (a) (1) and {(d), attached is
Licensee Event Report 370/92-01 concerning an inadvertent

Eng’ eered Safety Features Pctuation. This report is beinyg
submltted in accordance with 10 CFR 50.73 (a) (2) (iv). This
event is considered to be of no significance with respect to the
tealth and safety of the public.

Very truly ywurs,

70N, ///;/

L. McMeekin
TLP/bcb
Attachment

xc: Mr. 5.D. Ebneter
Administrator, Region 11
U.S. Nuclear Regulatory Commission
101 Marintta SL., NW, Suite 2900
Atlanta, GA 30323

INPO Records Center
Suite 1500

1100 Circle 75 Parkway
Atlanta, GA 30339

Mr, Tim Reed

U.S. Nuclear Requlatory Coamissicn
Office of Nuclear Reactor Regulation
Wwashington, D.C. 20555

Mr. P.K. Van Doorn

NRC Resident Inspector
McGuire Nuclear Station
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[E1181RLY ] test on ST 7A to correct the increase in timer spead and return 8T TA to within
the reguired T5 time limits,

The recalibration was performed under the guidance cof procedure IP/0/N/N3%0713A, Train A
Dievel Sequencer Timer Calibration. The procedure containe guidance used in either
simulated blacksut and Loss of Cooling Accident (LOCA) mode testing. IAE personnel
reviewed the procedure prior to beg.nning work. Step 10.8, ST Relay Test contains the
folluwing note: "0/G control power must be tagged out to perform the following test.”
This was inconsistent with statements made at steps 5.4 and 10.1.4. These statenents
pernit either the DG to be running or the DG control power to be tagged out. TAE
personrel identified this inconsistency and notified supervision. After reviewing the
MCEE 214.00 series (Unit 2 Load Sequencer) Electrical Elementary Diagrame and discuseing
the accuracy of thie note, & decision was made by IAE personnel that the sequencer tim&r
recalibre.ion could be performed without tagging out the DG gontrol power and would have
no adviree effect on the DG run. This information was conveyed to OPS personne! and the
DG Syetem Engineer, both of whom concurred with the decision.

The work proceeded uneventfully under WR 600569 through step i0.1.6 of procedure
IP/0/A/3250/12A, Slgn offs and independent verifications were made as appropriate. IAE
personnel performed steps 10.8.1 and 10.8.2 of the procedure. When the IAE personnel
flaced a jumper between terminals El and E10 in DG 2A Sequencer cabiret, as directed by
step 10,8 3 of the prccedure, SSPS relay K60B wae bypassed and & safety injection signel
was generated. The generation of the satety injection signal was expected. However, as a
result of the mignal, DG 2A breaker on BUS 2FTA openad and DG 2A Sequencer shed load. The
opening of the breaker was not expected and sonstituted an ESF actuation.

OPS personnel reset the sequencer and shutdown DG 2A. OPS personnel requested IAR
personnel to visually inepect overcurrent relays 50 and 51 .o determine if an actual
overcurrent cord tion had caused DG 2A breaker on Bus 2ETA to open. IAE personnel

H inspected the relays and determined that no actual overcurrent condition occurred, OPS

and IAE personnel then determined that the safety injection signal generated by the test
had caused DG ZA Breaker oa Bue JEVA to open on an overcurrent signal. This overcurrent
signal wae generated by the DG iA sequencer closing a ~ontact to bypass che $0 and §1
relay circuitry. The eignal generated by the sequencer was not an actual overcurrent
conditicn but Lle ueed to open DG 2A breaker on 2ETA when normal power is available. OPS
personnel then restarted and reloaded DG 2A. The required four hour NRC notification was
made by OPS personnel in accordance with procedure RP/0/A/8700/10, NRC Immediate
Notification Requirements at 1218 on February §, 1992,

Conclusion
A cause of Defective Procedure ie assigned to thie event because the controlling
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OQORRECTIVE ACTIONS:

(ol Late:

Subsequent :

Planned:

SAFETY ANALYSIS:

IAE personnel visually inspected the 50 (instantaneous) and 51 (tvimed)
Gvercurrent protective relay targets to ver.fy that ne valid instantanecus

overcurrent signal existed.

'1)

(2)

(3)

(2)

(3)

OPS personnel reset DG Sequetcer ZA, stopped DG 2A, and restarted the
RG.

IAE crpws involved in the Incideant have discussed the circumstance
leading Lo the event ir & crew heeting.

OF§ personnel made the required notification to the YRC in arcordance
wobt BP/G/A/5700/10, NRC Immediate Notification Requirements.

A procedure major change to IP/O/A/3250/12A and IP/D/A/3250/128 wil) be
processed to address the performance of the 8T relay testing with the DG
running and loaded.

This LEk will be in.orporated into IAE lesson plan for IE-MC-ADM-289
(McGuire Electrical Elementries) and IE-MC-8Y§-258 (DG Load Sequencer).

selected [AE personnel will be evaluated on MCEE drawing interpretation.
Individuals who do not demonstrete salLisfactory proficiency will be
targeted for remedial training.

Unit 2 was in No Mode (defueled) at the time of the inadvertent ESF actuation, The ESF
actuation syetem [EIIS:JE) ie not reguired to be operable during No Mode because the ESF

equipment does not serve to mitigate the consequences of an accident with the unit in Mode

§ {Cold Shutdown) or below, Some SSF equipment (Auxiliary Feedwater (BI18:BA), Turbine
[EII8:TRB) Driven Pumpe (EIIS:P), Safety Injection (LY1S:1BQ] Pump, Centrifugal Charging
[E118:CB) Pump, etc.) i@ intontionally removed from service in Mode § to preclude damage
to the equipment oy the unit because the ESF equipment iw not designed to cperate in Mode
There were no operational problems, disturbances, or damage to Unit 2 hae a
result of this event.

5 or helow.

Although not required in No Mode, DG 2B and ity associated bus were operable and available
for service if needed.
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OPS personnel took Lmmediate action to reset DG Sequencer 1A, etop DG 2A, and restart and
reload the generator.

The unexpected ESF actuation resulting from a planned safety injection signal and was not
generated as a result of actual abnormal eystem conditions, Lyt rather from & Defivient
Procedure and an Inappro; riate Action during normal maintenance of equipment.

Thie event did not affrct the health and safety of the public,




