
 

 

 
 
 
 
 
 
 
 
 
 
 
February 12, 2006 
 
      10 CFR 50.73 
 
U. S. Nuclear Regulatory Commission 
ATTN:  Document Control Desk 
Washington, D.C. 20555-0001 
 
Gentlemen: 

In the Matter of  ) Docket No. 50-390 
Tennessee Valley Authority ) 
 
WATTS BAR NUCLEAR PLANT (WBN) UNIT 1 – LICENSEE EVENT REPORT 
390/2006-010 – BOTH TRAINS OF AUXILIARY BUILDING GAS TREATMENT 
SYSTEM (ABGTS) INOPERABLE DUE TO BOUNDARY BREACH 
 
This submittal provides LER 390/2006-010.  This LER documents 
a condition involving the inoperability of both trains of 
ABGTS.  The report regarding this condition is provided in 
accordance with 10 CFR 50.73(a)(2)(vii). 
 
There are no regulatory commitments associated with this 
letter.  Should there be questions regarding this submittal, 
please contact J. D. Smith at (423) 365-1824. 
 
Sincerely, 
 
Original signed by 
 
 
Mike Skaggs 
 
Enclosure 
Cc:  See Page 2 
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Enclosure 
cc  (Enclosure): 

 NRC Resident Inspector 
 Watts Bar Nuclear Plant 
 1260 Nuclear Plant Road 
 Spring City, Tennessee 37381 
 
 Mr. Brendan T. Moroney, Project Manager 
 U.S. Nuclear Regulatory Commission 
 MS 08G9a 
 One White Flint North 
 11555 Rockville Pike 
 Rockville, Maryland 20852-2738 
 
 U.S. Nuclear Regulatory Commission 
 Region II 
 Sam Nunn Atlanta Federal Center 
 61 Forsyth St., SW, Suite 23T85 

 Atlanta, Georgia 30303 
 
 Institute of Nuclear Power Operations 
 700 Galleria Parkway, NW 
 Atlanta, Georgia 30339-5957 
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	Abstract: On December 12, 2006, at 0927 Eastern Standard Time (EST) hours the Auxiliary Building Auxiliary Unit Operator (AUO) reported to the control room that both doors A111 and A112 were found open.  The control room staff entered LCO 3.7.12, “Auxiliary Building Gas Treatment System (ABGTS),” Condition B due to both doors A111 and A112 being open at the same time causing a breach of the Auxiliary Building Secondary Containment Enclosure (ABSCE).  With this breach of the ABSCE boundary, both trains of ABGTS were inoperable.  Action B.1 of LCO 3.7.12 requires the plant to be in mode 3 in 6 hours and mode 5 in 36 hours.  At 0929 hours, the AUO closed both doors A111 and A112.  LCO 3.7.12 Condition B was then exited.  Since this condition affected the operability of both trains of ABGTS, it is being reported in accordance with 10 CFR 50.73(a)(2)(vii), “any event where a single cause or condition caused . . . two independent trains or channels to become inoperable in a single system designed to:…(D) mitigate the consequences of an accident.”

The cause of this event was a lack of positive controls to prevent operation of the A111 door interlock override button which allowed door A111 and A112 to be open simultaneously.  Contributing to this event was improper supervisory oversight of the Radiation Protection personnel moving laundry in the auxiliary building.  

Additional administrative controls have been established to assist in preventing inappropriate simultaneous opening
of doors A111 and A112 and Radiation Protection personnel directly involved with this event have been counseled.           
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	Narrative1: I. Plant Conditions

On December 12, 2006, WBN was in Mode 1 at 95% power following the Unit 1 Cycle 7 Outage.

II. Description of Event

 A.  Event

      On December 12, 2006, at 0927 Eastern Standard Time (EST) hours the Auxiliary Building Auxiliary Unit Operator (AUO)
      reported to the control room that both doors A111 and A112 were found open.  The control room staff entered LCO 3.7.12,
      “Auxiliary Building Gas Treatment System (ABGTS),” Condition B due to both doors A111 and A112 being open at the same
      time causing a breach of the Auxiliary Building Secondary Containment Enclosure (ABSCE).  With this breach of the ABSCE
      boundary, both trains of ABGTS [Energy Industry Identification (EIIS) Code VF]  were inoperable.  Action B.1 of LCO 3.7.12
      requires the plant to be in mode 3 in 6 hours and mode 5 in 36 hours.  At 0929 hours, the AUO closed both doors A111 and
      A112.  LCO 3.7.12 Condition B was then exited.

      Since this condition affected the operability of both trains of ABGTS, it is being reported in accordance with 
      10 CFR 50.73(a)(2)(vii), “any event where a single cause or condition caused . . . two independent trains or channels to
      become inoperable in a single system designed to:…(D) mitigate the consequences of an accident.”

B.  Inoperable Structures, Components, or Systems that Contributed to the Event.

      There were no additional structures, components or systems inoperable at the start of the event that contributed to the event.

 C.  Dates and Approximate Times of Major Occurrences

       Date             Time          Event

       12/12/06       ~0845        Radiation Protection personnel block open door A111 while door A112 is open to move laundry from
                                              Auxiliary Building.

       12/12/06       0927          Auxiliary Building AUO finds both doors A111 and A112 open and informs control room.  LCO 3.7.12
                                              Condition B entered for both trains of ABGTS inoperable.

       12/12/06       0929          AUO closes both doors A111 and A112.  LCO 3.7.12 Condition B is exited.

 D.  Other Systems or Secondary Functions Affected

       There were no additional systems or functions affected by this event.

 E.  Method of Discovery

      The breach of the ABSCE boundary was found during the Auxiliary Building AUO’s tour of the auxiliary building.

 F.  Operation Actions

      There were no operator actions associated with the event.

 G.  Safety System Responses

       There were no safety system responses as a result of this event.
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	Narrative2: III. CAUSE OF EVENT

The cause of this event was a lack of positive controls to prevent operation of the A111 door interlock override button which allowed door A111 and A112 to be open simultaneously.  Contributing to this event was improper supervisory oversight of the Radiation Protection personnel moving laundry in the auxiliary building.  

IV ANALYSIS OF EVENT

On December 12, 2006, Radiation Protection personnel were moving laundry out of the auxiliary building through doors A111 and A112.  Doors A111 and A112 serve as ABSCE doors.  Door A112 to the outside was opened and then door A111 to the waste packing area was opened by pressing the door interlock override button.  With both doors A111 and A112 open, a pathway was opened to the outside atmosphere that would have prevented the ABGTS from maintaining a negative pressure in the auxiliary building.  Doors A111 and A112 were opened for approximately 45 minutes prior to the discovery by the Auxiliary Building AUO at 0927 hours.  

V. ASSESSMENT OF SAFETY CONSEQUENCES

The ABGTS consists of two independent and redundant trains which filter airborne radioactive iodine and particulates from the area of the spent fuel pool following a fuel handling accident (FHA) and from the area of active Unit 1 Emergency Core Cooling System (ECCS) components and Unit 1 penetration rooms following a loss of coolant accident (LOCA).  The ABGTS is a standby system, not used during normal plant operations.  The ABGTS design basis is established by the consequences of the limiting FHA.  The analysis of the FHA assumes that all fuel rods in an assembly are damaged.  The design basis accident analysis of the FHA assumes that only one train of the ABGTS is functional due to a single failure that disables the other train.  The accident analysis accounts for the reduction in airborne radioactive material provided by the one remaining train of this filtration system.  The analysis of the LOCA assumes that radioactive materials leaked from the ECCS are filtered and adsorbed by ABGTS.   The amount of fission products available for release from the Auxiliary Building Secondary Containment Enclosure (ABSCE) is determined for an FHA and for a LOCA.  

Both trains of ABGTS were considered inoperable during the period of time that both doors A111 and A112 were open.  The impact of both doors being open simultaneously is a breach of the ABSCE boundary.  Since no fuel movement was in progress while the ABSCE boundary was breached, the FHA mitigation of ABGTS was not required.  With the plant in Mode 1, the ABGTS and ABSCE are required to function to mitigate the consequences of a Loss of Coolant Accident (LOCA).  An assessment was performed by the Engineering staff to determine the impact of having doors A111 and A112 open for approximately 2-hours.  Based upon this assessment, the 10 CFR 100 offsite dose limits and the 10 CFR 50 Appendix A GDC 19 dose limits for the main control room would not have been exceeded with the ABSCE boundary being breached for up to 2-hours.  In the event a LOCA occurred with the doors open, the ABGTS would actuate but not be capable of maintaining the negative pressure in the Auxiliary Building.  The operators would receive an overhead alarm in the control room alerting them to this condition and would be able to respond to the alarm, identify the breach in the ABSCE boundary and close the doors.  Based on the above, there were no safety consequences associated with this event.
                          
 VI. CORRECTIVE ACTIONS

       A.  Immediate Corrective Actions

       Upon discovery of doors A111 and A112 being open simultaneously, both trains of ABGTS were declared inoperable.    
       Laundry movement out of the auxiliary building was stopped.  Doors A111 and A112 were closed restoring ABGTS to an
       operable status.
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	Narrative3:        B.  Corrective Actions to Prevent Recurrence (TVA does not consider this item to constitute a regulatory commitment.  TVA’s
             corrective action program tracks completion of these actions.)

            1) Additional administrative controls have been established to assist in preventing inappropriate simultaneous opening of
                doors A111 and A112.

            2) Radiation Protection personnel directily involved with this event have been counseled.  In addition, discussion was held
                with the appropriate Radiation Protection personnel  regarding ABSCE boundary requirements and use of door interlock
                overrides.
            
VII.  ADDITIONAL INFORMATION

       A.  Failed Components

       There were no failed components due to this condition.

       B.  Previous LERs on Similar Events

       The following is a listing of the LERs which have been initiated for Watts Bar where both trains of the ABGTS were inoperable:

        LER Number   Cause of Event
       
        390/1997-04    Lack of questioning attitude by Operations personnel for test data taken during a 10-hour surveillance test run.

        390/2003-05    Inattention and inadequate communication by a shift test director responsible for directing alignment activities
                                associated with test prerequisites.

        390/2005-01    Inadequate system operating instruction and an inadequate fuel handling instruction.  Requirements
                                contained in the system description were not translated into the site implementing procedures.

       C.  Additional Information

       None

       D.  Safety System Function Failure

       This event is not considered a safety system functional failure in accordance with NEI 99-02, Rev. 4, in that the ABGTS
       system was still capable of automatic actuation as designed.  Operators have existing procedures to respond to the inability of
       the ABGTS to maintain the negative pressure in the Auxiliary Building and identify the breach of the ABSCE boundary.

       E.  Loss of Normal Heat Removal Consideration

       There was no loss of normal heat removal due to this condition.

VII. COMMITMENTS

 None



