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EVENT DESCRIP11ON AND PROBABLE CONSEQUENCES (10)

(312 LAL 1551 on November 3, 1983 while performing maintenance on the 120 VAC |
GID L Vital Bus Transfer Switch (VBXS-1A), a fuse was blown rendering Inverter i

(€12 L3A inoperable. The Vital Bus then switched to the backup power cupply
L s designed. The Inverter was repaired, tested, and returned to service |

[ET€) Lat 1115 on November 10, 1983, The alternate power source to "A" Vital

| Bus was available and Buses B,C and D were operating from normal power
G Lsupph‘es. This is the 3rd failure of Inverter 3A and the 6th report
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CAUSE DESCRIPTION AND CORREC MVE ACTIONS

I LIne fail "A" n_fuse caused by maintenanc
137 Lpersonnel inadvertentiy shoriing out a lamp base. The Inverter was re-
oo | paired, tested, and returned to service. The responsible personnel will i

(GIz] | _be reinstructed on proper operation and maintenance of the Vital Bus |

o Iransfer Switches. |
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SUPPLEMENTARY INFORMATION

REPORT NO.: 50-302/83-058/03L-0
FACILITY: Crystal River Unit 3
REPORT DATE: December 22, 1983

DATE OF OCCURRENCE: November 3, 1983
IDENTIFICATION OF OCCURRENCE:

The 120 VAC Vital Bus #3A was operable. However, it was not energized from
normal sources of power as required by Technica! Specification 3.8.2.1

CONDITIONS PRIOR TO OCCURRENCE:

Mode | (97.7% Full Power).

DESCRIPTION OF OCCURRENCE:

At 155! on November 3, 1983 while performing maintenance on the 120 VAC Vital
Bus Transfer Switch (VBXS-lA), a fuse was blown rendering Inverter "3A"
inoperable, The Vital Bus then switched to the backup power supply as designed.

The Inverter was repaired, tested, and returned to service a: llI5 on November 10,
1933.

DESIGNATION OF APPARENT CAUSE:

Maintenance perscnnel inadvertently short circuited a lamp base in Inverter "A"
causing a fuse to blow.

ANALYSIS OF OCCURRENCE:

The alternate power source to "A" Vital Bus was available and Buses B, C, and D
were operating from normal power supplies.

CORRECTIVE ACTION:

The Inverter was repaired, tested, and returned to service. Responsible personnel
will be reinstructed on proper operation and maintenance of the Vital Bus Transfer
Switches.

FAILURE DATA:

This is the third failure of Inverter "2A" and the sixth report under Technical
Specification 3.8.2.1.




CORPORAY ON

December 22, 1983
3Fi283-35

Mr. James P. O'Reilly

Regional Administrator, Region Il
Office of Inspection & Enforcement
U.S. Nuclear Regulatory Commission
10l Marietta Street N.W., Suite 2900
Atlanta, GA 30303

Subject: Crystal River Unit 3
Docket No. 50-302
Operating License No. DPR-72
Licensee Event Report No. 83-058

Dear Mr. O'Reilly:

Enclosed is Licensee Event Report No. 83-058 and the attached supplementary
information sheet, which are submitted in accordance with Technical Specification
6.9.1.9(c). This report has been delayed beyond the requirad 30 day interval from
date of occurrence because of a misinterpretation of the reportability on this item.
The nature of the inverter failure causecd the vital bus to automatically switch to
its alternate AC power supply. This power source was presumed at the time to be
a normal power source. On November 25, 1983, the reportability of this incident
was re-assessed and determined to be reportable because the alternate AC power
supply did not meet the reguirement of being the norm~! power source.

Sincerely,

st} Bk

P. Y. Baynard
Assistant to Vice President
Nuclear Operations
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