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On 4/14/95, with the reactor shutdown for refueling, a breaker supplying one of the Primary Contairment Isclation
System (PCIS) logics was inadvertently hit and subsequently opened when an operator was removing a tag from an adjacent

braaker.

Groups 1,4 and & were already 1solated due to outage activities

due to the invalid signal and the remaining valves were already closed

The root cause of this event is personnel error.

inadvertently hit and opened the supply breaker to one of the PCIS logics

This resulted in a partial 1solation of PCIS Groups 1, 2, and 3 and full isolations of PCIS Groups 4 and 5. The valves in
Of the valves in Groups 2 and 3, five of these valves isolated

The operator was removing a tag from an adjacent breaker and

The immediate corrective action was to reset the isolation signals, secure the Standby Gas Treatment (SBGT) System

and return the Reactor Building Ventilation System to normal

gounseled on using care when operating breakers in close proximity to other breakers and equipment

The individual who inadvertently tripped the breaker was

The isolation of these valves did not significantly impact operations as the plant was shutdown for refueling.
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RESCRIPTION OF EVENT

On 4/14/95, at 0855, with the reactor shutdown for refueling, an invalid Primary Containment
Isolation System (PCIS)(ENS =JM) initiation occurred when a breaker, on the Instrument AC Panel,
supplying one of the PCIS logics was inadvertently hit and subsequently opened by an operator while
removing a tag from an adjacent breaker. This resulted in a partial isolation of PCIS Groups 1,2, and 3
and full isolations of PCIS Greoups 4 and 5. The valves in Groups 1,4 and 5 were in the isolated
condition due to outage activities. Of the valves in Groups 2 and 3, five of these valves isolated due to
the invalid signal and the remaining valves were already closed. Additionally, the Standby Gas
Treatment System (EIIS = VA) started and the Reactor Building Ventilation Fans tripped on the isolation
signal.

Following this event, the isolation signal was reset, the valves that isolated were opened, the
Reactor Building Ventilation System was returned to normal and the Standby Gas Treatment System was
secured.

CAUSE OF EVENT

The root cause of this event is personnel error. An operator, in the process of tearing a tag off of
a power supply breaker for an Area Radiation Monitor, inadvertently hit and subsequently opened the
supply breaker to one of the PCIS logics.

ANALYSIS OF EVENT

The design bases of the PCIS is to limit the uncontrolled release of radioactive materials to the
environs by initiating timely isolations of the Pnimary Containment penetrations.

The isolation signal resulting from the power interruption caused the five PCIS valves that were
opened to close. This was the proper response of those valves to an isolation signal. The valves that
were closed remained closed, which was also the proper response of the system; therefore, the PCIS
corractly performed the function for which it was designed.

During this event, the reactor cavity was flooded and the core was being cooled by the Fuel Pool
Cooling System. At ro time during the event was core cooling lost.

If this event had occurred at 100% power, Groups 1, 2, and 3 would have received a half of an
isolation signal, and no valves in those groups would have changed position. The valves in Groups 4
and 5 would have received a full isolation signal. The valves in Group 5 (Reactor Water Cleanup) would
have isolated and tripped the Reactor Water Cleanup System. The valves in Group 4 (Residual Heat
Removal Shutdown Cooling) would have received an isolation signal but, due to plant conditions, the
valves would have been closed and would not have changed position,
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ANALYSIS (cont.)

The isolation of these valves did not interrupt plant operations as the plant was shutdown for
refueling.

Based on the fact that the PCIS operated as designed, it is concluded that there are no safety
consequences from this event. This event did not pose any threat to the health and safety of the public.

CORRECTIVE ACTIONS

The immediate corrective action was to close the breaker that was inadvertently opened; reset
the isolations signals; return the valves to their pre-isolation positions; secure SBGT; and restart the
Reactor Building ventilation system.

Subsequent to the event, the operator responsible was counseled to use care when operating
breakers in close proximity to other breakers and equipment.

This LER, including the root cause, will be reviewed with the operators as part of the 1995
operator requalification program. This will be completed by September 1995,

ADDITIONAL INFORMATION

No similar events have been reported to the Commission in the past five years,
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