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On 5/22/96, at approximately 1305 hours, the Unit 2 'B' Reactor Protection System (RPS)
power supply was unexpectedly lost. The loss of the 'B' RPS power supply initiated an
outboard group Il Primary Containment Isolation System (PCIS) isolation signal. As a result,
the instrument nitrogen compressor outboard suction and the containment atmospheric control
sample valves automatically closed. The cause of this event was human performance. No
other procedural or human factors deficiencies were identified which could have contributed to
this event. No actual safety consequences occurred as a result of this event. The RPS bus
power supply was restored and the PCIS isolation signal was reset. The operator involved in
this event was coached on self-checking practices and the need to remain focused on the task
at hand. This event will be communicated to other operations personnel. Ten previous LERs
were identified which concerned RPS bus trips and subsequent PCIS actuations. However,
these events were the result of equipment deficiencies. Since the event described in this LER
was the result of human performance, the corrective actions associated with the previous

events could not have been expected to have prevented this event.
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Requirements of the Report

This report is submitted pursuant to 10 CFR 50.73(a)(2)(iv) due to unplanned Engineered
Safety Feature Actuation (ESF).

Unit Conditions at Time of Discovery

Unit 2 was in Mode 1 (RUN) at approximately 90% thermal reactor power. There were no other
systems, structures, or components that were inoperable that contributed to the event.

Description of the Event

On 5/22/96, at approximately 1305 hours, the Unit 2 'B' Reactor Protection System (RPS)
power supply was unexpectedly lost. The loss of the 'B' RPS power supply initiated an
outboard group lll Primary Containment Isolation System (PCIS) isolation signal. As a result,
the instrument nitrogen compressor outboard suction and the containment atmospheric control
sample valves automatically closed.

Cause of the Event

The cause of this event was human performance. At the time of this event, the 'B' RPS bus
was being supplied by an alternate power supply and restoration activities were in progress to
restore the normal 'B' RPS power source. During these restoration activities, the plant operator
(utility:non-licensed) mistakenly operated the voltage regulator on the in-service alternate power
supply instead of the out of service normal supply. A contributing factor whicn lead to this
misoperation was a temporary delay in the restoration activities. During the delay, the plant
oparator began to pre-stage equipment required for the later steps in the restoration procedure
associated with the alternate RPS power supply. When restoration activities were resumed,
the plant operator had become focused on the alternate supply, and therefore mistakenly
performed the voltage regulator adjustment on alternate supply instead of the normal supply
as specified by the restoration procedure. No other procedural or human factors deficiencies
were identified which could have contributed to this event.

Analysis of the Event

No actual safety consequences occurred as a result of this event. The PCIS occurred as
designed. There was no adverse impact on the operation of Unit 2 as a result of this event.
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Corrective Actions
The RPS bus power supply was restored and the PCIS isolaticn signal was reset.

The operator involved in this event was coached on self-checking practices and the need to
remain tocused on the task at hand.

This event will be communicated to other operations personnel.

Previous Similar Events

Ten previous LERs were identified whi~h concerned RPS bus trips and subsequent PCIS
actuations. However, these events were the result of equipment deficiencies. Since the event
described in this LER was the result of human performance, the corrective actions associated
with the previous events could not have been expected to have prevented this event.
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