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n Uecember 4, (990, Main Control Room operations perscnnel received indication
at an isolation of the Unit | Reactor Enclosure Heat1ng Ventilation and Air
Londitioning system, an Engineered Safety Feature (ESF) actuation, occurred as a

result of a blown fuse in panel 100623. This isolation resulted in a Primary
Lontainment and Reactor Vessel lsolation Control System actuation, also an ESt
actuation, and caused two additional ESF actuations to initiate as designed:
the 'B' train of the Reactor Enclasure Recirculation System and the 'B' train of
the Standby Gas Treatment System. The actual consequences of this event were
minimal and all associated systems functioned as designed. The root cause of
this event 1s unknown. However, we suspect that a contributing cause of this
evenl was the inadvertent grounding of a lifted lead causing a power Supply fuse
to blow. This event is considered to be an isclated occurrence due Lo the
ircumstance surrounding the work (i.e., electrical separation rework, cable
wrapping) being performed in panel 10C606. Therefore, the blown fuse was
replaced and no further corrective actions are planned.
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to service. A1l PCRVICS 1solations and affected plant systems mentioned above
were restored and placed into normal operating conditions within twenty-four
minutes,

A four hour notification was made to the NRC on December 4, 1990, at 2400 hours
In accerdance with the requirement of 10CFRS0, 72, b) (2)(11), stnce this event
resulted in spurious automatic actuations of [5f¢. Accordin ly, this report is
being submitted in accordance with the requirements of 10CFR 0.73(8)(2)(1v).

Analysis of the Event:

The PCRVICS isclations and the inftiations of the 'B' train of RERS and the 'R
train of SGTS functioned as designed under the loss of a logic power created by
the blown power supply fuse. The PCRVICS isolations were reset and the
assoclated ESH systems were restored to their normel operating modes in
accordance with plant procedures and there was no adverse impact on other plant
systems. There was no release of radioactive materia) to the environment as @
result of this event,

The systems impacted by this event were aligned to their safety function mode
anc were performing their safety function in the event an accident had occurred.

Ir addition, If an actua)l transient at rated power had occurred, MCR operati_ns
personnel would have initiated immediate follow up actions to this type of event
(1.e., Loss of Logic Power) in accordance with procedures E1BY160, "Loss of 'B'
RPS and UPS Power," and GP-8, Licensed operators receive requalification
training to review and perform operator response to transients of thais type.
This training provides practice on immediate operator actions and minimizes the
length of time certain systems are isolated reducing the impact on the plant,
Therefore, as a result of adequate procedural guidance, training, and prompt
operctor actions, the duration of this type of event would be limited and no
adverse plant conditions «culd develop.

Cause of the Event:

The rcot cause of this event fs unknown, However, we suspect that a
contributing cause of this event was due to a yersonne) error that resulted in
an inadvertent grounding of a lead that was 1ifted during <i.e repair of
electrical separation deficiencies in pane) 100606,

Un December 4, 1990, prior to the fuse blowing, Installation Group electricians
were working in panel 100606 in accordance with procedure A-41.1. This internal
panel work was being performed to support the repair of an electrical separation
deficiency.
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However, while tracing panel wiring or 1ifting the lead from its termination
point, the wire may have been inadvertently grounded and caused the fuse to
blow, I1&C and Insta)lation Group personnel involved with this incident ¢id not
observe any arcing nor find any evidence of arcing, Although, after further
review of the work and 1ts surroundings, plant staff determined that the wire
with the nicked insulation could have shorted to ground against a metal flex
conduit while Instaiiation Group electricians were tracing the panel wiring,

Corrective Actions:

This event 1s considered to be an isolated occurrence due to the circumstances
surrounding the work being performed in panel 10C606. &0 and Installation
Group personnel involved adequateiy followed and implemented the associated
procedural requirements. Therefore, no further corrective actions will pe
implemented cther than those indicated within the description of this LER,

Previous Similar Occurrences:

LERs 1-84.21, 1-84-30, 1-85-11, 1-86-12, 1-85-49, 1-85-74, 1-86-45, 1-87-2i, I-
87-38, 1-89-06, and 2-89-11 also reported various fsolations due to & blown fuse
as & result of personnel error, However, these LERS did not involve & nicked
wire that coulc have inadvertently grounded a circult and caused a fuse to '  Jw,
Therefore, the corrective actions associated with the above 1isted LERS could
not have prevented this event.

Tracking Codes: A99 - Other Personnel Error
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