
u auctEsa u:uu.Tw, Co .o=
,-.C..

3 APPaoTOD osse suo 3100 410
' ' ' ' " " " ' * *

LICENSEE EVENT REPORT (LER)

coC a t Y seuaust a ta t F AGE (3-
. ACILITT 8taaet til

Fe rmi-2 o 1610101o131411 i lor |0 12 r

TsTLE 644

Loss of Power to Main Steam Line and Fuel Pool Vent Radiation Monitors
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dn August 24, 1985, at 0548 hours, Engineered Safety Features were '

actuated when an instrument repairman inadvertently shorted a 120VAC
power supply. The plant was at zero power in Operational Condition 3 i

at the time. The repairman was replacing the cover on an instrument
drawer after completing a surveillance on the Main Steam Line Radiatior
Monitor, Division II, Channel B2/D. The repairman's screwdriver
slipped when he was installing the bottom cover on the drawer. The
screwdriver entered the drawer through the perforated cover, shorted !

the 120VAC instrument power filters, blowing fuse D11A-F9B and |

interrupting power to Main Steam Line radiation monitor D11-K603D and '

Fuel Pool Radiation Monitor D11-K609D. This led to a shutdown of t

Reactor Building HVAC, actuation of Standby Gas Treatment Division II i

(an.ESF), shift of Control Center HVAC to recirculation mode (an ESF), 1

a half-scram, and half-trip of the HSIVs. The fuse was replaced and
all systems returned to normal by 0638. All systems responded as
designed.
The repairman chose the wrong size screwdriver. To prevent recurrence,
the repairmen have been instructed about the proper size screwdriver to
use; the event report has been made required reading for all I&C

, ,

j personnel. ;
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On August 24, 1985, at 0548 hours, Engineered Safety Features were
actuated when an instrument repairman inadvertently shorted a 120VAC
power supply. The plant was at zero power in Operational Condition 3
at the time.

The repairman was replacing the cover on an instrument drawer after
completing surveillance 44.010.28 (Reactor Protection System and
Nuclear Steam Supply Shutoff System Main Steam Line Radiation, Divisior
II, Channel B2/D Functional' Test). The repairman's screwdriver slipped
off the head of a pan head screw when he was installing the bottom
cover on the drawer of MSL radiation monitor D11-K603D. The
screwdriver entered the drawer through the perforated cover and shorted
the 120VAC instrument power filters. This. blew fuse D11 A-F9B,
interrupting power to the MSL radiation monitor and the Fuel Pool
Radiation Monitor D11-K609D. Upon loss of instrument power, the
monitor fail-safe logic provided a trip output which simulated high
radiation (radiation conditions were normal throughout this event).
The upscale trips resulted in a trip of RPS Division II logic
(half-scram), shutdown of Reactor Building HVAC, auto start of Standby
Gas Treatment system Division II (an ESF actuation), and shift of
Control Center HVAC to recirculation mode (an ESF actuation). As aresult of the logic lineup, one of the two trip relays for closure for
each of the inboard and outboard Main Steam Line Isolation Valves was
deenergized. This put each valve in a half-trip condition.

The fuse was replaced and the Fuel Pool Radiation Monitor trip was
cleared at 0628. Reactor Building HVAC was restarted; the Control
Center HVAC was returned to normal; and SBGT Division II was shutdown
at 0630. The Main Steam Line Radiation Monitor trip and the half-scram
were cleared at 0638. All systems responded as designed.

The cause of this event was the repairman's error in choosing the wrong
size screwdriver. The correct size screwdriver would not have slipped
off the screw head or passed through the perforated cover. To prevent
recurrence, Instrument & Controls personnel who perform this
surveillance have been instructed about the proper size screwdriver to

An engineering design change in process will replace the existinguse.
Main Steam Line monitors. The new MSL monitor design will require
revision of the existing test procedures. This revision will eliminate
the need to remove the bottom cover of the monitor drawer to perform
the functional test.

The Deviation / Event Report describing this occurrence has been made
required reading for all I&C personnel. There have been no other
failures of the type described above.
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U. S. Nuclear Regulatory Commission
Attention: Document Control Desk
Washington, D.C. 20555

Gentlemen:

Reference: Fermi 2
NRC Docket No. 50-341
NRC Operating License No. NPF-43

Subject: Transmittal of Licensee
Event _ Report __&S-059

Please find enclosed LER.No. 85-053-00, dated September
20, 1985, for a reportable event which occurred on August
24, 1985. As indicated below, a copy of this LER is
being sent to the Administrator Region III.

If you have any questions, please contact us.

Sincerely,

1(A v

R. S. Lenart
Plant-Manager

Enclosure: NRC Forms 366, 366A

cc: P.M. Byron
M.D. Lynch

Regional Administrator
USNRC Region III
799 Roosevelt Rd.
Glen Ellyn, IL 60137

Director / Coordinator
Monroe City-County Office of Civil Preparedness
965 South Raisinville Road
Monroe, MI 48161
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