
Cerrstt C. Et w irAs

' ach tto Atomic Power Station

. . .

V
OEN RGY reco ee <9, ce-ae v*

RD 1. Box 208
Delta PA 17314 9739'

'

717 456 4244

Document Control Desk
U. S. Nuclear Regulatory Commission
Washington, DC 20555 -

Docket Nos. 50-277 & 278

SUBJECT: Licensee Event Reoort. Peach Bottom Atomic Power Station
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This LER concerns an unplanned Engineered Safety Feature actuation during a
fast transfer.

Reference: Docket No. 50-277 & 278
Report Number: 2-95-003
Revision Number: 00
Event Date: 08/15/95
Report Date: 09/13/95
Facility: Peach Bottom Atomic Power Station
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This 'LER is being submitted pursuant to the requirements of 10 CFR
50.73(a)(2)(iv).
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On 8/15/95, the #2 Startup feed was lost when an electrical distribution breaker (SU-25)
tripped open. Four 4KV busses fed from the #2 Startup feed automatically fast transferred
to the #343 Startup feed per design causing Unit 2 & 3 Group II/Ill half isolations.
Following the event, the Group II/Ill isolation logics were reset. Affected systems were
restored to appropriate conditions as necessary. The cause of the isolations has been
determined to be the loss of the #2 Startup feed. An investigation has determined that
the cause of the #2 Startup feed loss was that the SU-25 breaker tripped open when a
wire was cut in a junction box near the decommissioned Unit 1 facility. The wire, which
was cut, was in protective relay logic associated with the 220-08 off site electrical power<

line. The cut wire has been repaired. The cut wire has been repaired and the yard area
electrical prints will be revised. Access to this junction box has been minimized since the
box is now buried underground. In addition, the Unit 1 facility will be reviewed to identify
if other junction boxes are not adequately labelled or referenced on the appropriate yard

; area prints. Corrective actions including additional labelling and print revisions will be
evaluated and implemented as needed. The involved supervisor has been cosched
regarding his actions. Lessons learned from this event will be communicated to'

appropriate station personnel. No previous similar events have been identified.
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Reouirements for the Recort

This report is submitted to satisfy the requirements of 10 CFR 50.73(a)(2)(iv) because of
unplanned Engineered Safety Feature Actuations.

Unit Conditions at Time of Event

Unit 2 was in the RUN mode at 100% of rated thermal reactor (Ells:RPV) power and Unit
3 was in the RUN mode at 66% power. There were no systems, structures, or
components that were inoperable that contributed to the event.

Descriotion of Event

On 8/15/95 at 1035 hours, the #2 Startup feed was lost when an electrical distribution
breaker (SU 25) tripped open. The four 4KV busses fed from the #2 Startup feed
automatically fast transferred to the #343 Startup feed per design. Transfer of the Startup
feeds resulted in Unit 2 & 3 Primary Containment isolation System (Ells:JM)(PCIS) Group
II/Ill half isolations. These isolations caused the Standby Gas Treatment System (Ells:BH)
to initiate, the Reactor Water Clean Up system (Ells:CE) to isolate, and several
containment isolation valves (Ells:JM) to close. The isolations occurred due to the
momentary de energization of several electrical distribution panels on each unit during the
fast transfer. In addition, one Reactor Protection System (RPS) Motor Generator (M/G)
set on each unit tripped thus causing a half scram signal on each unit. Appropriate ,

'

actions were immediately taken to stabilize the units and the NRC was notified of the
event at 1423 hours. Following the event, the PCIS Group II/lli isolation logics were reset.
Affected systems were restored to appropriate conditions as necessary.

Cause of Event

The cause of the PCIS isolations has been determined to be the loss of the #2 Startup
feed. An investigation has determined that the cause of the #2 Startup feed loss was that
the SU-25 breaker tripped open when a wire was cut in a junction box near the
decommissioned Unit 1 facility. The wire, which was cut, was in protective relay logic
associated with the 220-08 off site electrical power line.

|
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The wire was cut by a Station Support individual (Utility : Non-Licensed) during Unit 1
exterior renovation activities. This individual conferred with his supervisor prior to cutting
the wire. The Station Support Supervisor (Utility : Non-Licensed) believed that the wire

;

and associated junction box were abandoned, and therefore, would not impact any plant
systems or electrical distribution systems. The decision by the supervisor to cut the wire
was based on several factors.

;

Voltage monitoring was performed prior to cutting the wire but the low voltage readings
obtained were believed to be induced by the nearby 500 KV electrical power lines.

4

In addition, the abandoned Unit 1 Main Generator electrical distribution output tower was
just recently removed and this junction box was located directly underneath the tower.
This made the supervisor believe the junction box was also abandoned.

.

The junction box and protective relay logic cables were not clearly identified on the Unit
1 yard area electrical prints. In addition, the junction box was not labeled to identify its

;
function or assist in locating the appropriate electrical drawing.-

| Although these factors contributed to the supervisor's decision, the supervisor did not
meet Management's expectations with respect to confirming the function of the wire. It
is the Management's expectation that employees stop, seek assistance, and totally'

resolve any questions before proceeding with any work activity that is not fullyi

understood. This expectation has been communication to station personnel in various
station programs. ;

:Analvsis of Event
1

No actual safety consequences occurred as a result of this event. All automatic PCIS
'

isolations functioned as designed.

Corrective Action

Following the event, the PCIS Group il/Ill isolation logics were reset. Affected systems
were restored to appropriate conditions as necessary.

The cut wire has been repaired. The yard area electncal prints will be revised to reference
ithe location of this junction box. Access to this junction box has been minimized since the
'

box is now buried underground.
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The involved supervisor has been coached regarding his actions during the event.
Lessons learned from this event will be communicated to appropriate station personnel.

4 in addition, the Unit 1 facility will be reviewed to identify if other junction boxes are not
adequately labelled or referenced on the appropriate yard area prints. Corrective actions:

including additional labelling and print revisions will be evaluated and implemented as;

J needed.

Previous Similar Events
>

No previous similar events have been identified which involved Station Support individuals.
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