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REPORTED CONDITION

On 11/04/90 at 1140 with the wunit in Operatiuvnal Condition §
(Refueling), an isolation nf the reactor water cleanur system (FICU)
(*CE*) occurred, The isolation occurred while perfurming plant
modifications to power supply wiring in control room panel (*PL%)
1H13~P642, The power supply circuit in this panel provides powts to
several systems includ.ng the leak detection system (LDS) and the RWCU
system (*CE*) and is duwisy=-chained from one component to another., The
modification involved de-terminating and re-terminating power supply
leads on several LDE components, and when the first de~termination was
made, power was lost to the RWCU system through the daisy-chain,
Typically in power generation control complex (PGCC) panels (*PLY),
power supply wires are daisy-chained from one component to another.
When one termination is lifted for removal or addition of a wire power
is lost to all components downstrmam of this termination point., 8ince
the safety related components of the RWCU system (*CE*) fail to a safe
position wupon & loss of power, an isolation resulted, This isclation
constitutee an engineered safety feature (ESF) actuation: therefore,
this event is reportable pursuant to 10CFR50.73(a) (2) (iv).

INVESTIGATION

Modification Request (MR) 87-0837, field change notice (FCN) 1
required the addition/deletion of various wiring terminations in
IH13*PNLP642 (*PL*) %o replace the existing leak detection system
drywell wunit cooler condensate Jeak=off line low transmitter
instrur~ntation loop. During the performance of this work, the work
instructions provided in FCN 1 required that one of two wires
currently terminated o . fuse 1E31A-F78~1 be remocved and another wire
added. When the terminal screw was vemoved at this termination point,
control power for all downstrear instrument loops was lost which
caused an RWCU isolation due to power failure. These instrument loops
are designed to fail safe on a loss of control power,

The work instructions given in MR 87-0837 FCN 1 provide a complete
list of steps necessary to accomplish the wiring changes shown within
the MR, However, precautionary steps were not provided to warn of
potential isclations associated w'th the addition/deletion of power
supply wiring.

A review of previous reports has identified two similar events., LER
89-016 reported isolations of valves (*I8V*) 1DER*AOV126 and
IDFR*AOV101 during a modification in panel (*PL*) 1H13*P852. An
engineering a.alysis completed prior to the implementation of the
melification(to install an emergency operating procedure actuation
switch) did not reveal the potential for relay 3B-2-11SCB04 to react
before elay 3B-118CB04 when the AC daisy chain neutral for the
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re-established, LER 90-035 report-d a loss of shutdown cocling when a
cable (*CEL3*) was disconnected from control room panel (*PL*)
1H13-P692, The system engineer prepa 5d a cable~effects list for a
modification, This was caused by the system engineer not recognizing
that the removal of the cable would result in the isolation of valve
1E12*MOVF009,

CORRECTIVE ACTION

At the time of the isolation, the B8hift Supervisor ordered the
maintenauce perscnnel to re-~terminate the power supply lead. With
power restored, the 8hift Supervigor reset the isolation signal and
the RWCU system (*CE*) wag returned to operation,

Design Engineering implemented specific precautionary steps directly
into the fleld work instructions of the modification package to
prevent additional occurrences, These additional work instructions
were then incorporated into the maintenance job plan,

GSU will evaluate the engineering/maintenance planning responsibility
and incerface to identify corrective actions designed to reduce the
potential for similar eventeg, GS8U also continues to evaluate the root
cause of this event, A supplement to this LER will be provided by
February 28, 1991 to provide the results of these evaluations.

SAFETY ASSESSMENT

The RWCU isolation occurred as designed and was restored following
retermination of the lead., Therefore, thig event did not adversely
affect the health and safety of the ublic,

NOTE: Energy Industry Identification 8System Codes are identified in
the text as (®*XX%),
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