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U.S.-Nuclear. Regulatory Commission
,

-ATTN:- Document Control-Desk
-Washington,-D.C.-20555

c- Centiemen:-y

. TENNESGEE VALLEY AUTHORITY - SEQUOYAll NUCLEAR PLANT UNIT 1 - DOCKET
f NO. 50-327 - FACILITY OPERATING LICENSE DPR-77 - LICENSEE EVENT. T.EPORT
.. (LER ) - 50-327 / 92008 '

~ - The. enclosed LER. provider details concerning an inadvertent containment
: ventilation isolation. This event is being reported in accordance with

10 CFR 50.73(a)(2)(iv) as a condition that resulted in the actuation of
-an-engineered safety feature.

Sincerely,

4

-

/

- L. Wilson

.
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cc: .See-page 2-
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U.S. Nuclear Regulatory Commission
.Page 2
April _6,_1992:

cc (Enclosure):
INPO Records Center
Institute of Nuclear Power Operations
1100. Circle 75 Parkway, suite 1500
Atlanta, Georgia 30339

Mr. D. E. LaBarge, Project Manager ;

U.S. Nucicar R3gulatory Commission 1

One White Flint, North |
11555 Rockville Pike
Rockville, Maryland 20852

-NRC Resident Inspector
Sequoyah Nuclear Plant
2600 Igou Ferry Road
Soddy-Daisy, Tennessee 37379

hr. D. A. Wilson, Project Chief
U.S. Nuclear Regulatory Commission
Region II
101 Marietta Street, NW, Suite 2900
Atlanta, Georgia 30323
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NRC' Form 366 U.S. ?JVCLEAR REGULATORY COMMi$SION Approved Ot@ No. 3150-0104
(6-89) Expires 4/30/92

' '- tICENSit EVtW1 REPORI (LER)
.

IACitt1Y NAME (1) |DOCKETNUMBER(2) LfAQLOL
- _ _ _ _ ~ J0]ElDl01013.12 ILlll0fLOLh_Sesunab3ucleatllActi3 nit 1

TITLE (4)
J e a d y er t e ntiniaineenLY entil a tio nlala tio!LDu tin g lad 3 a tto a3cn11oLIntin g _

_ _

_LYLULOALISL l LELHUtf0LLtb1____J3EPORLDAIEELl 01tiERlAGulRSJWOLVE0J0)
| | | | | SEQUENTIAL | | REVISION | | | | FACILITY NAMES |DOCKETNUMDER(5)

N1ti1HIELlYLALjYLALLLammR_L J auttBELin0NJtil3Atly[All J 015101010lj J._
l i I Li LJ l I I I I

.013L0lJL91213L2LI 0J3 J3JJ_LLLLot ALol 613L21- _._.- _- _ J 0151010lol.1 l-
OPERATING | |THISREPORT15$UDMITIEDPURSUANTTOTHEREQUIREMENTSOF 10 CFR 6:

H0DE | k(Ch e t Loo e_o tlo rto lt klollca in gilllL_.
_ ._ _

(9) . j Lj,_|20.402(b) L|20.405(c) |!Ut|50.73(a)(2)(iv) L|73.71(b)
POWER | |_|20.405(a)(1)(i) |_|50.36(c)(1) |_|50.73(a)(2)(v) |_|73.71(c)
LEVEL | |_|20.405(a)(1)(li) L|50.36(c)(2) L]50.73(a)(2)(vii) L_|0THER(Specifyin

__(10LLJBJ1]J 20.405(a)(1)(iii) L|50.73(a)(2)(i) |_|50.73(a)(2)(viii)(A) | Abstract below and in
L|20.405(a)(1)(iv) L|50.73(a)(2)(ii) L|50.73(a)(2)(viii)(ti) | Text, NRC Form 366A)

JJ20dQ51a1111hld J50J3 tall 2.)11LLLLikQJJialillh) I
__

LitW1LLCOMIACLEDRlHILLELUZ)
NAME L TELLEHON(JA%ER _

|AREACODE|
lanJajranewn1 lsaliance_Lireming IJtLLL5J B I 4 LLL._LJJ_LLLLL

C0!1tL U LONLL INEl#LEACtLC0tif0NEN L[AI LVRLDESC RIE LD_ INlHI LREfDRLU 3 L _._.

| | | |REPORTABLEl | | | | |REPOR1ABLE|
CAQ$[|$YJIIMLCOME0tRL1tWiULALWRERLIDERQL1 _lCWS E lH111till0tiEDNERIJ tWiUMNRER ll03 ERD 5 J

l | I I I I I I I I I

LL_LJJJJJJ 1- ! .J l i I LLJJJ_1_LJ _L_ J
l | I I I I I I I I I
L1 ! ! I I JJJJ ! L J LL_ L1 | LL! I LJ _ 1

SuffLEtiWIALREPORLEVICHD_U,4) _| EXPECTED |tMiUtLDALLYEAR_-

__ |_ | SUBMISSION | | |
J JCLI LLym,.I.o mple.t elXf LC I LDJV3111510tLD A I D_[J J JO LQM LULL |_j_ L Lj_ L
ABSTRACT (timit to 1400 spaces, i.e.. approximately fif teen single-space typewritten lines) (16)

On March 7, 1992, at approximately 0634 Eastern standard time, with both units in power
opere*. ion (Unit 1 at 81 percent und Unit 2 at 75 percant), an inadvertent containment
ventilation isolation (CVI) occurred on Unit I when an instrument mechanic (IM)
unintentionally alarmed the wrong radiation monitor (RMi during performance of a
postmaintenance test (PMT) for a Unit 2 RM Upon actuation, Operations' personnel
verified that the CVI was not required, reset the CVI, and returned the Unit 1 RMs to
service. Unit 1 was not purging at the time of the event and, therefore, the actuation
only cloaed isolation valves to the Unit I containment RMs. The Unit 2 PMT was
completed without further incident. The inadvertent CVI occurred because of the IM's
failure to repeat the self-check process after losing visual contact with the component
to be manipulated. The event will be discussed with Instrument Maintenance personnel to
stress the importance to repeat the self-check process upon loss of visual contact or
interruption of work and tn heighten their awareness of the proximity of Unit 1 and Unit
2 RM modules.

NRC form 366(6-89)
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NR'C form 366A U.S. f(JCLEAR REGULATORY COMMIS$10N Approved OH3 No. 3150-0104

(6-89) Expires 4/30/92
LICIMSEE EVI'NT REPORT (111)*

TEXT CONTINUATION*
,

FACitITY NAME (1) |DOCKETNUMBER(2)1 _. 1LUNWERELJ L.fAOLQ1-

| | | | SEQUENTIAL | | REVISION | | | | |
.-Sequayah Nuclear Plant Unit 1 | jXM Ll_l_tNWLB_ j _ LtMtf0LLI | | | |

lohlDlalol3JLILisJLl=L oJ_0J.Ll--LaJ_0J_oLal0LLO.LL
TEXT (If more Space is required, use additional NRC For.n 366A's) (17)

I. PLANT CONDITIONS

Unit I was in power operation at approximately 81 percent. Unit 2 was in power
operation at approximately 75 percent in coast down for a refueling outage.

II. DESCRIPTION OF EVENT

A. Event:

On March 7, 1992, at approximately 0634 Eastern stendard time (EST), an
inadvertent containment ventilation isolation (CV1) (EIIS Code-JM) occurred on
Unit I when an instrument mechanic (IM) unintentionally alarmed the wrong
radiation monitor (MI) (EIIS Code-IL) during performance of a postmaintenance
test for a Unit 2 RM. Earlier, in accordance with procedure, the high
radiation relays were removed on a Unit 2 M1 module, and the appropriate RM
block switches were placed in the block position to prevent a CVI event during
performance of scheduled maintenance. Upon completion of the required
maintenance, the high radiation relays were reinstalled and were to be tested
to verify proper operation. During performance of the postmaintenance test,
the IM knelt down at the control room panel and located the correct Unit 2 RM
module. He then stood up, turned to the operator, and notified the operator
that the associated annunciators would alarm. The 1M turned to the control
room panel, mistakenly to a Unit 1 M1 module and manipulated a control knob
that alarmed the Unit 1 RM. Unit I was not purging at the time of the event;
theref ore:, the actuation only closed isolation valves to the Unit 1 containment
RMs.

B. Ino pe rnhi eltr.uttur_eL_Componen tL _oLSyElema,llia L.Co n t r ib u ted_to.;1he_Eyent :

| None.
|

C. Dates _and_A pproximat_e_limeno L11a j o r_Qccurrences :

March 6,-1992 at 1710 EST A Unit 2 M1 as removed f rom service for
scheduled maintenance. Associated high radiation
relays were removed.

March 7, 1992 at 0634 EST An IM inadvertently manipulated the wrong RM,
causing a Unit 1 CVI. Limiting Conditions for
Operation (LCOs) 3.3.2.1, 3.3.3.1, and 3.4.6.1
were entered.

March 7, 1992 at 0656 EST Operators reset the CVI, returned the Unit 1 RMs
to service, and exited LCOs 3.3.2.1, 3. .1, and
3.4.6.1.

|

| NRC Form 366(6-89)
|
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NRC fora 366A U.S. NUCLEAR REGULATORY C0tfilS$10N ApprovQd OK3 No. 3150-0104
(6-09) [xptres 4/30/92

,

i tlCEN5tE LYtNT RtPORT (LIR),

TEXI CONT!NUATION'
,

fACIL11Y NAME (1) |DOCKETNUMBER(2)1 LULNUMOLILI61_.| !_ PAGL13)
|. | | |SfQUENTIAL| | REVISION | | | | |

Sequoyah Nuclear Plant Unit 1 | .|YfAll_|__lMfDER._j_LHUt10ERJ | | | |
10.is101010 lLi ti Ll 9J L1--LD_LLLL1-- LD J_LLOL 310f1DL L

' '1CXT (If more space 15 required, use additional NRC form 366A's) (17)

D. 01her Syatema_on. Secondary _Eunctiona_MiceLed:

None.

E. Melhad_nLMacnyery:

The CVI was annunciated on the main control room panels.

F. Operator _Attions:

Operators immediately entered LCOs 3.3.2.1, 3.3.3.1, and 3.4.6.1. The CVI was
evaluated and the cause determined. Operators recovered from the CVI and
returned the RMs to service.

G. Safety _ System _ Responses

Unit I was not purging; therefore, the only actuation was the closure of!
'

isolation valves to the Unit 1 containment RMs.

III. CAUSE OF Ti!E EVENT

A. ImedialLCause:

A Unit 1 RM was placed in alarm by injecting a test signal above the alarm
setpoint.

B. Roni_Cause:

IMs failed to repeat the self-check process after losing visual contact with>

the component to be manipulated.

C. Contr.ihutinLEactnrs:

The Unit 1 and Unit 2 RM modules are located apprcrximately 30 inches apart on,

.one main control room panel. Additionally, the RM modules are similar in
appenrance.

IV. ANALYSIS OF THE EVENT

Upon receipt of the CVI signal, the equipment required to-actuate on a CVI signal
performed as designed. Following the CVI, Operat. ions' personnel verified that an
actual high-radiation condition did not exist and took appropriate actions to
recover from the CVI. The RM system performed as expected; Unit I was not purging
containment; therefore, the only actuation was the closure of RM isolation valves.
There wete no adverse consequences to the health and safety of plant personnel or :

the gene ral public as a result of this event.

NRC form 366(6-89)
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3CForm366A U.S. NUCtlAR REGULATORY COMMISSION Approved OHO No. 3150-0104

- tlCtNSEE LYtNI RtPORI (LtR)
TEXT CON 11HUATION*

,

i

FACILITY NAME (I) |DOCKliNUMBER(2)jI t ERJVMUER. M )_| _ _ _ |_JAGE _13)
| | | |$EQUENTIAL| | REVISION | | | | |

Sequoyah Nuclear Plant Unit 1 | ] YE A!L } _|_NVH0(IL_| _ j JVttt1LR_ | | | | |
J olEl 0J 01013J L l L J L I L1=LLilJ aJ -- 11Lt.L obletlJ 1JL

1ERT (If more space is required, use additional NRC form 366A's) (17)

V. CORRECTIVE ACTIONS

A. ImediattLCarrec11YLAttions :

Operators recovered f rom the CVI and returned the RMs to service.

B. CarrecLiv et Attica_t caterenLRet utiente :
-

1. The event will be discussed with Instrument Maintenance personnel to stress
the importance to repeat the self-check process upon loss of visual contact
or interruption of work and to heighten their awareness of the proximity of
Unit 1 and Unit 2 RM modules.

2. Instrument Malatenance will develop a method to provide enhanced visual
identification of the control room RM module during perfcrmance of
maintenance activities for RMs that have the potential to initiate a CVI.
This method of identification will be implemented by a site maintenance
manager ditective (SMMD).

3. As part of the control room design review (CRDR), a human engineering
deficiency was identified with the associated RM panel. This review
concluded that relabeling and changes in demarcation are necessary to more
clearly identify specific RM modules.

V'. ADDITIONAL INFORMATION

A. EailesLComponents:

None.

B. Ereviouallmilarlrents:

A review of previous events identified four LERs associated with inadvertent
CVI actuation because of wrong component manipulation (LERs 327/65039 and
88006; 328/90003 and 90005). With the exception of the CRDR upgrades described
above, corrective actions were focused at performance of specific organizations
and/or personnel involved in the events. The CRDR upgrade is scheduled for the
Cycle 6 refueling outage.

VII. COMMIMENTS

1. The event will be discussed with Instrument Maintenance personnel to stress the
importance to repeat the self-check process upon loss of visual contact or
interruption of work and to heighten awareness of the proximity of Unit 1 and
Unit 2 RM Modules by May 8, 1992.

NRC Form 366(6-89)
- - -~
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NR'C Form 366A U.S. HUCLEAR REGULA10RY COMMISSION Approved OMB No. 3150-0104

(6-00) Empires 4/30/92
LICfNSEE LVENT RtPORI (lIR)-

+ TEXT CONT!HUAi!0N
,

FACILITY HAME (1) |DOCAET NUMBER (2) | LLR. tNMDER jfe)_| |_JAGb3)
| | | |$EQUENilAl| | REVISION | | | | |

Sequoyah Nuclear Plant Unit 1 | [ Yt AR_.. |_ } _flVHD(IL_| _ | _ NVMBE L[ ] | | |
10.1510lololLillL19_ lL1 =l_0_i_0_1_0_l--l_0._L 0101.510ti_0Lh_

TEXT (If more space is required use additional NRC form 366A's) (17)

2. A method will be developed to provide enhanced visual identification of the
control room 101 module during performance of maintenance activities for 101s
that have the potential to initiate a CVI by May 18, 1992.

3. An fel'!D will be issued by June 12, 1992, providing guidance for enhanced visual
identification of control room 101 modules during perf ormance of maintenance
activities on IGis that have the potential to initiate a CVI.

_

_

NRC Form 366(6-89)
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