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At 0815 PDT, August 5,1985, while the unit was in Mode 1 (power operation), an
automatic isolation of the Containment Ventilation System (CVS)(JM), an Engineered
Safety Feature (ESF), occurred. Three containment air isolation valves (ISV) closed as
designed. The required 4-hour Significant Event Report was made at 0950 PDT.

| The containment ventilation isolation (CVI) occurred while replacing a signal cable
connector on radiation monitor (IL)(MON) RM-12. The cable connector was being replaced

j in accordance with corrective action as identified in Unit 1 LER 85-025 regarding a
previous inadvertent CVI.

This event was caused by a combination of an incomplete shopwork follower and personnel
error. The shopwork follower, specifically generated for this work, did not contain
all the steps necessary to return the monitor to operation. The plant technician, not
having all the steps in the follower, erroneously removed power from the monitor by
pulling its fuse. The loss of power to the monitor triggered the CVI. The fuse was

j insnediately replaced and RM-12 was returned to service.

To prevent recurrence, signs are now installed on RM-11 and RM-12 stating that
| deenergization of these instruments may cause an ESF actuation. In addition,

appropriate personnel have received addit 4.onal training which emphasizes the requiremen'
to notify a foreman when the procedure or work follower cannot be followed.
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PGandE Letter No.: DCL-85-292

'
93cument Control Desk
U. S. Nuclear Regulatory Commission
Washington, D.C. 20555

Re: Docket No. 50-275, OL-DPR-80
Diablo Canyon Unit 1
Licensee Event Report 85-027-00

Containment Ventilation Isolation

Gentlemen:

Pursuant to 10 CFR 50.73( A)(2)(iv), PGandE is submitting the enclosed Licensee
Event Report concerning the inadvertent actuo:f on of an Engineered Safety
Feature (ESF), Containment Ventilation Isolation.

This event has in no way affected the public's health and safety.

Kiildly acknowledge receipt of this material on the enclosed copy of this
letter and return it in the enclosed addressed envelope.

Sincerely,

/m
/

Enclosure

cc: J. B. Martin
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