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ABSTRACT:

On December 24, 1991 at 0445 hours Unit Two was in the Run
core thermal power. While performing a Return to Service v
Service 3639, the Unit 2 Equipment Operator (£0) inadverten
a white plastic fuse holder obstruct\n? view of the fuse, f
Unit Two (U2) Reactor (Rx) Butlding (Bldg) Vent Control Pan
caused the U2 Rx Bldg Vent Isolation Dampers to fall close
and exhaust fans.

The Ymmodiate corrective actions was to notify the Contro)

reinstai) the fuse. The Return to Service was completed an
turned back on,
tuse holders completely.
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mode at 65% of rated
erification on Out of
tly vemoved fuse F.3 and
rom the 2252-24X panel,
el. The fuse removal
and tripped the supply

Room of the event and
d the U2 %x Bldg Vents

Further corrective actions wil! be to remove the white plastic

The apparent cause of the event was a design defliciency from a human factors

standpoint.

This event 15 being reported in accordance with 10CFRS0.73(
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FACILITY WAME (1) BOCKET NUMBER (7) ALK MUMBLR (6] o lage (3
Year ;;; Seguent ial ;55 Revision
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PLANT AND SYSTEM IDENTIFICATION:

General Electric - Bolling Later Reactor - 2511 MWt rated core thermal power.

EVENT IDENTIFICATION: U, B2 v ;1 Vent Isolation during return to service ver!\fication.
A, CONDITIONS PRIOR 10 Ly¢.")

Unit: Two fvent Date: December 24, 1991 (fvent Time: 0445
Reactor Mode: 4 Mode Name: RUN Power Level: 65%

This report was In't dod &y Deviation Report D-4.2-91-086.

RUN Mode (4) « In ih)s potition the reactor system pressure 1s at or above B25
psig, and the reattsy poiaection system 15 energized, with APRM protection and RBM
Interlocks in service (driluding the 15% high flux scram) .

B. DESCRIPTION OF E¥iNT:

On December 24, 1991 &t 0445 hours Unit Two was In the Run mode at 65% of rated
core thermal power. Khile performing a return to service verification on Out of
Service (005 3639, the Unit Two Equipment Operator (EQ) attempted to move a white
plastic cover out of fhe way In the 2252-24X panel, Unit Two Reactor Bullding Vent
Control Pane!, to verify fuse fuse F-3 was Installed properly. The white plastic
fuse holder cannot be removed without the fuse being removed with {t. Fuse (FU)
F-3 Inadvertently came out while the €0 was trying to look around the fuse holder
to verify the fuse installation. The fuse removal caused the Unit 2 Reactor
Bullding (Rx Bldy) Vent iso'ation Damper [DMP) Solenoids [SOL) to deenergize. The
dampers fatled closed and the supply and exhaust fans tripped as requived, The EO
immedlately notified the “ontrol Room and reinstalled the fuse.

Return to Service 3639 on the Unit 2 Rx Bldg Vent lsolation Damper was successfully
completed at 0504 nours. The Unit 2 Rx Bldg Fans [VA) were tuined back on at 0510
hours .

The Emergency Notificution System pnone call was made on December 24, 199) at 0820
hours 1n accordance with 10CFRS0. 72 (b (2Y(11),

C.  APPARENT_CAUSE OF EVENT;

The apparent cause »f the event was 3 design deficiency from a human factors
standpoint. Thn Unit 2 EO inadvertently removed fuse F-3 from the 2252-24X panel
during the return to service of 005 3639. The Unit 2 €O was having difficulty
verifying proper installation of fuse F-3 with & white plastic fuse holder in the
way. Khen he sttempted to look around the fuse holder to verify the fuse
Installation, the fuse and fuse holder iradvertently came out. It 1s not possible
to remove the fuse holder without removing the fuse.
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D.  SAFETY ANALYS1S OF EVINT.

The safety consequences of the event were minimal, All expected actions occurred
upon the removal of fuse F-3. The Unit Two Reactor Bullding Vent Isolation Dampers
falled closed and the supply and exhaust fans tripped. The Unit One Reactor
Bullding Ventilation System was operable and keeping the Reactor Bullding at a
negative differential pressure to ensure no out lTeakage of contaminants.

This event 1s being reported \n accordance with 10CFRS0.73. (a)(2)(1v). The
11censee shall report any event or condition that resulted in manual or automatic
actuation of any Engineered Safety Feature (ESF).

€. CORRECTIVE ACTIONS:

The immediate corrective action was to notify the Control Room of the event and
reinstall fuse F-3 in the 2252-24X panel. The return to service on 005 3639 on the
Unit Two Rx Bldg Vent lsclation Dampers was successfully completed at 0504 hours.
The Unit Two Rx Bldg Vents were turned back on at 0510 hours.

An evaluation will be conducted to determine {f the white plastic fuse holders can
be removed so the fuses can be clearly seen. These fuse holders will then be
vemoved 1f 1t 15 determined that the fuse holders are not necessary (NTS #265 200
91 0B601),

In addition, an investigation will be conducted to fdentify any other fuses that
have similar plastic fuse holder:. These fuse holders will also be removed after

1t 15 determined that these fuse holders are not necessary (NTS # 265 200 91 0B602).

F.  PREVIOUS EVENTS:

This 15 an Ysolated event in that a human factors design deficlency caused an ESF
actuation. There have been no previous events of this type.

G. COMPONENT FAILURE DATA:
No component failure data \s needed.
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