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Carolina Power & light Company
Harris Nuclear Plant
PO Box 165
New Hill NC 27562

U.S. Nuclear Regulatory Commission
ATTN: NRC Document Control Desk
Washington, DC 20555

Serial: HNP-96-210
10CFR50.73

SHEARON HARRIS NUCLEAR POWER PLANT UNIT 1

DOCKET NO. 50-400
LICENSE NO. NPF-63

LICENSEE EVENT REPORT 96-022-00

Sir or Madam:

In accordance with Title 10 to the Code of Federal Regulations, the enclosed Licensee Event
Report is submitted. This report describes a wiring discrepancy found in the Reactor Auxiliary
Building Ventilation System.

Sincerely,

J. W. Donahue
Director of Site Operations
Harris Plant

MV

Enclosure

c: Mr. J. B. Brady (HNP Senior NRC Resident)
Mr. S. D. Ebneter (NRC Regional Administrator, Region II)
Mr. N. B. Le (NRC - NRR Project Manager)

96i2270i5i 9hi223
PDR ADQCK 05000400
S PDR

State Road 1134 New Hill NC



U. S. Nuclear Regulatory Commission
Document Control Desk / HNP-96-210
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cc: Mr. R. T. Biggerstaff
Ms. P. B. Brannan
Mr. H. K. Chernoff (RNP)
Mr. B. H. Clark
Mr. J. M. Collins
Mr. G. W. Davis
Ms. S. F. Flynn
Mr. H. W. Habermeyer
Mr. M. D. Hill
Mr. W. J. Hindman
Ms. C. W. Hobbs (HEEC)
Ms. W. C. Langston
Mr. C. W. Martin (BNP)
Mr. R. D. Martin
Mr. J. W. McKay
Mr. P. M. Odom (RNP)
Mr. W. R. Robinson
Mr. G. A. Rolfson

= Mr. R. F. Saunders
Mr. R. S. Stancil
Mr. C. N. Sweely
Mr. M. A. Turkall
Mr. J. P. Thompson (BNP)
Mr. T. D. Walt
Mr. R. L. Warden (RNP)
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On November 22, 1996, with the plant operating in'Mode 1 at 100% power, a wiring lead was found incorrectly
terminated in the Reactor Auxiliary Building Ventilation System. This lead was landed on the wrong relay terminal
on August 27, 1996 during installation of a plant modification. The incorrect wiring configuration did not result in
any plant transients, alarms or actuations, but did provide a parallel power supply source to two relays which are

required to deenergize following a safety injection signal. With the lead landed in the wrong location, the parallel
power source would become energized upon receipt of a certain main control room alarm. On November 12, 1996,

this alarm occurred resulting in energizing the two relays. With these relays energized from the parallel power supply
source, twenty-six A-train dampers that isolate the non-safety related portions of the RAB Ventilation system from the
safety-related portion, would not have closed to perform their safety function following a safety injection signal. The
relays remained energized until the wiring discrepancy was discovered and corrected on November 22, 1996. The
corresponding B-train dampers were operable throughout this period and would have performed the safety related
isolation function.

This event was caused by personnel error on the part of the maintenance technician that incorrectly terminated the

wiring lead and the quality control technician that verified the work to be correct.

Immediate corrective actions included properly terminating the wiring lead and counseling the involved individuals.
Trainin on this event will also be erformed for a ro riate maintenance and ualit control, ersonnel.
R l4 )
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EVENT DESCRIPTION:
On November 22, 1996, with the plant operating in Mode 1 at 100% power, a wiring lead from annunciator relay

El(2/3151) was found incorrectly terminated in Auxiliary Relay Panel 2A-SA in the Reactor Auxiliary Building
Ventilation System circuitry (EIIS Code:VF-RLY). This lead was incorrectly landed on terminal ¹2 of relay
Gl(52X2/3177) instead of terminal ¹1 on August 27, 1996 during installation of a plant modification. The incorrect
wiring configuration did not result in any plant transients, alarms, or actuation, but did allow a parallel power supply
to the Gl and Jl(52X1/3177) relays. With the lead landed in the wrong location, the parallel power source would
become energized upon receipt of a RAB Ventilation System alarm located in the main control room on the Auxiliary
Equipment Panel (AEP-1).

This path remained deenergized during the time period that no alarm signal was present. However, on November 12,

1996, at approximately 1759 hours, a clearance was placed on one of the twenty-seven A-train RAB Ventilation
System dampers that isolate the non-safety related portions of the RAB Ventilation system from the safety-related
portion following a safety injection signal. This caused the El annunciator relay to energize as expected, which
providing a HVAC trouble alarm on AEP-1. This energized the parallel path to the G-1 and J-1 relays. With these

two relays energized the other twenty-six A-train RAB dampers would not have closed to perform their safety function
following a safety injection signal.

On November 22, 1996 the RAB normal exhaust fans were secured to allow un-related maintenance. Operations
personnel observed that the A-train RAB isolation dampers did not shut as expected with all fans secured.
Investigation into this condition revealed the wiring discrepancy in ARP 2A-SA. At 1443 hours, the lead was landed
correctly restoring the ability of the A-train RAB dampers to perform their safety function following a safety injection
signal.

The period of time between November 12, 1996 (1759 hours) and November 22, 1996 (1443 hours) when the lead
was incorrectly landed and the relays were energized, exceeded the seven day allowed outage time for the RAB
Emergency Exhaust System per Technical Specification 3.7.7.

CAUSE:
The cause of this event was personnel error on the part of the maintenance technician that incorrectly terminated the
wiring lead in ARP 2A-SA and the quality control technician that verified the work to be correct. Proper self-
checking techniques were not applied. Both individuals are experienced utilitypersonnel and the work package that
was being used provided adequate guidance.

SAFETY SIGNIFICANCE:
The safety consequences associated with this event were minimal. The wiring discrepancy affected only the A-train
RAB Ventilation System dampers. The B-train dampers were available to perform the safety function of isolating the
non-safety related portion of the system from the safety-related portion.

This condition is being reported in accordance with 10CFR50.73.a.2.i.B. as a violation of Technical Specification
3.7.7.

PREVIOUS SIMILAREVENTS:
There have been no previous similar personnel error events reported due to incorrectly landed leads which resulted in
disabling a safety function and subsequent Technical Specification violation.
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The wiring discrepancy in ARP 2A-SA was discovered and corrected on November 22, 1996.

A review of other leads landed while installing the plant modification in August 1996 was performed during
the event investigation. No other problems were identified.

3. The Maintenance and QC individuals involved were counseled following the event.

CORRECTIVE ACTIONS PLANNED:

1. The involved individuals will provide training on this event to other appropriate Maintenance and QC
personnel. This training willbe completed by January 31, 1997.
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