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On 5/22/86 at approximately 1820 CDT, with Units 1 and 2 at 1096 and 2059 ' '
.

MWt respectively, (45% and 85% of rated thermal power) contractor personnel
troubleshooting the Drywell Wide Range Radiation Monitor (2D11K621A)
inadvertently touched an oscilloscope lead to the wrong electrical terminal,
thereby blowing a fuse. The blown fuse removed power from the torus and
drywell inboard ventilation valves trip logic and the Standby Gas Treatment
(SBGT) and ventilation logic circuitry. De-energizing these circuits caused
the following to occur: closure of the inboard isolation valves on the*

hydrogen / oxygen analyzer and Fission Products Monitor; trip and isolation of
the reactor building and refueling floor ventilation for both units; start
of SBGT fans 1A (Unit 1) and 2A (Unit 2); trip signal initiation to the
torus and drywell ventilation inboard isolation valves.

The fuse was replaced at approximately 1850 CDT and all systems were
returned to normal. The event's root cause was contractor personnel error.
Appropriate personnel were instructed to take greater care when working in
electrical panels. I
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The Engineered Safety Features (ESPs) actuation caused by the fuse failure
had no effect on plant safety. All affected ESPs responded per design.,

I There are no previous similar occurrences.
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Georgia Fbwer Company
333 Piedmont Avenue
Atlanta, Georgia 30308
Telephone 404 526-6526

Ma.hng Address:
Post Office Box 4545
Atlanta. Georgia 30302

Georgia Power
L T. Gucwa U * ' *# '"" ** TT' C W*"
Manager Nuclear Safety
and Ucensing g(,gg7

0166C

June 20,1986

U. S. Nuclear Regulatory Commission
Document Control Desk
Washington, D. C. 20555

Attached is Licensee Event Report 50-321/1986-025 This report meets the
reporting requirements of 10 CFR 50.73(a)(2)(iv).

Sincerely,

f f & :.
L. T. Gucwa

LGB/lc

Enclosure

c: Georgia Power Company Nuclear Regulatory Commission
Mr.t. P. O'Reilly Dr. J. N. Grace, Regional Administrator
Mr. J. T. Beckham, Jr. Senior Resident Inspector
Mr. H. C. Nix, Jr. *
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