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On December 2, 1988, at 0500, with Unit 3 in cold shutdown and Unit 4
* defueled, a Nuclear Turbine Operator (NTO) was attempting to remove the
4B normal inverter from service to allow maintenance to be performed.
After transferring load to the "B" spare inverter, the NTO mistakenly
opened the output breaker for the "B" spare inverter instead of opening
the output breaker for the 4B normal inverter. This resulted in a loss
of power to the 120 vital AC bus 4P0O8 and the process radiation monitoring
rack. Loss of the process radiation monitoring rack resulted in the
automatic isolation of the Containment Ventilation and Control Room ’
Ventilation systems. " The breaker was closed approximately 30 seconds
after being opened, and at 0540 the Control Room Ventilation system was
returned to its normal alignment. The cause of the event was personnel
error in that the NTO opened the output breaker for the "B" spare inverter
instead of opening the output breaker for the 4B normal inverter.. Human
factors considerations contributed to this event in that the "B" spare
inverter was mis-labeled as "B standby inverter."” The NTO was counseled
following the event. The spare inverters will be re-labeled as spare
inverters. 1In addition, the procedure in use at the time of the event will
be revised to require that the operator verify that the inverter to be
de-energized is not supplying power to the bus.
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DESCRIPTION OF THE EVENT

On December 2, 1988, at 0500, with Unit 3 in cold shutdown and Unit 4 defueled,

a Nuclear Turbine Operator (NTO) (non-licensed utility employee) was'attempting
to remove the 4B normal inverter (EIIS:EF; component: INVT) from service to allow
maintenance to be performed. The NTO had previously transferred the load from
the 4B normal inverter to the "B" spare inverter. Following the load transfer,
the NTO mistakenly opened the output breaker for the "B" spare inverter, instead
of opening the output breaker for the 4B normal 'inverter. This resulted in a
loss of power to the 120 volt AC vital bus 4P08. The process radiation
monitoring rack is powered from bus 4P08. Therefore, the loss of bus 4P08
resulted in the loss of the process radiation monitoring rack. The 1loss of the
process radiation monitoring rack resulted in the ‘automatic isolation of the
Containment Ventilation System (EIXS:VA) and the Control Room Ventilation
System (EIIS:VI). Breaker 4P08 was reclosed approximately 30 seconds after
being opened. At 0515 the 4B normal inverter was de-energized. At 0540, the
Control Room Yentilation System was returned to its normal configuration.

CAUSE OF THE EVENT

The cause of the‘'event was personnel error in that the NTO opened the output
breaker for the "B" spare inverter instead of the output breaker for the 4B

normal inverter. Human factors considerations contributed to the cause of this
event. The section of the procedure used to de—energize an inverter is labeled
"De-energizing a Standby Inverter." The procedure requires that the operator
"Perform the following steps at the affected inverter panel." In this event, the .
affected inverter was the 4B normal inverter. In addition, the "B" spare

inverter was mis-labeled as "B Standby Inverter." The NIO apparently became
confused about which inverter was the "affected inverter" and opened the wrong
breaker. .

x

ANALYSIS

The Containment Ventilation System and the Control Room Ventilation System
isolated as designed on a loss of power to the process radiation monitoring
rack. No plant equipment was damaged as a result of this event. Based on the
above, this event had no effect on the health and safety of the public.

CORRECTIVE ACTIONS

1) Breaker 4P08 was reclosed within approximately 30 seconds, restoring power
to the bus.

2) The NTO and the other operators on the same shift were counseled on
the importance of recognizing the goals of the evolution being performed,
and the relationship between those goals and the procedural steps being
performed. In addition, a night order was issued to instruct all shifts
to verify that an inverter being removed from service is not carrying any
load prior to opening the output breaker.
' v -
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3) The spare inverters will be re-labeled as spare inverters. ‘This action will
" be completed by February 24, 1989.
' \

4)  Procedure 0-0P-003.3 will be revised to require that the operator verify
that the inverter to be de-energized is not supplying power by checking
the associated ammeter prior to opening the breakers. This action will be
completed by February 10, 1989. .

ADDITIONAL IRFORMATION

Similar eventé:LERé 251—88-002 and 250-87-032 describe similar events.

-
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P.0. Box 14000, Juno Beach, FL 33408-0420

_NECEMBER 3 O 1988.°

L-88-555
10 CFR 50.73

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

Gentlemen::

Re: Turkey Point Units 3 and 4 .
Docket Nos. 50-250 and 50-251
Reportable Event: 250-88-32
Date of Event: December 2, 1988
Personnel Error Results in Loss of Power
to Vital Instrument Bus and Automatic )
Isolation of Control Room and Containment Ventilation -

The attached License Event Report (LER) is being submitted pursuant
to the requirements of 10 CFR 50.73 to provide notification of the
subject event.

Qery truly yours,

%%

W. F. Conw
Senior Vice President - Nuclear

WFC/RHF/gp

Attachment

cc: Malcolm L. Ernst, Acting Regional Administrator, Région II,
USNRC
Senior Resident Inspector, USNRC, Turkey Point Plant

an FPL Group company ) ' \




