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On 9/7/88, an electrician was in the process of reinstalling shorting bars

into fuse holders following the completion of an electrical switch replacement,
At 1257 CDT, the electrician unintentionally created a short between two 120

valt AC circuits. Various alarms and indicators actuated, including those

for a Containment Ventilatfon Isolation (CVI). The appropriate CVI valves

and dampers actuated. Contro! room personnel verified that no abnormal radiation
condition existed by observing redundant monitors. The control room personnel
and the electrician immediately notified each other and confirmed that the
electrical short had initiated the CVI.

The cause of this event is the use of an improper tool by the electrician.

Fuse pullers provided to the electrician would not fit between the inserted
shorting bars, so he used needle-nose pliers to perform the insertions. These
pliers made the electrical short by simultaneously contacting two shorting

bars following one shorting bar's insertion, Appropriate personnel will be

. advised to avoid the use of needle-nose pliers or makeshift tools for installation

of fuses or shorting bars. Also, the proper size fuse-pullers will be made
available.
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CAUSE OF EVENT

The direct cause of this event is the electrical short which led to a momentary
loss of power to 1RE-0003, resulting in a high radiation alarm and a CVI.

The root cause of this event is the use of an improper tool by the electrician.
Fuse pullers provided to the electrician would no* fit between the inserted
shorting bars, so he used needle-nose pliers to perform the insertions.

These pliers made the electrical short by simultaneously contacting two
shorting bars following one shorting bar's insertion.

Contributing to this event were the cramped conditions surrounding the
fuse holders, Although the electrician had successfully inserted three
shorting bars without incident, the tight guarters which he encountered
were a hindrance to the completion of his tasi.

ANALYSIS OF EVENT

No actual high radiation condition existed at the tim: of the event as

shown by the redundant radiation monitors. The valves and dampers receiving
the CVI signal actuated to their correct positinns, [Based on these
considerations, it is concluded that there was no adverse effect on plant
safety or prhlic health and safety as a result of this event.

CORRECTIVE ACTIONS

1. Appropriate personnel will be advised to avoid the use of needle-nose
nliers or makeshift tools for installation of fuses or shorting bars
and to contact their foreman if the occasfon arises. They will also
be instructed to exercise ertreme care when working in cramped conditions.
These guidance sessions are expected to be complete by 10/31/88,

2. Proper-size fuse pullers will be obtained and are scheduled to be available
for use by 12/1/88.
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