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May 12, 1992

U.S. Nuclear Regulatory Commission
ATTN Docutnent Contrcl Desk
Washington, D.C. 20555

Centlement

TENNESSET. VALLEY AUTHORITY - SEQUOYAH NUCLEAR PLANT UNIT 2 - DOCKET
NO. 50-328 ' FACILITY OPER/iTING LICENSE DPR-79 - LICENSEE EVENT REPORT
(L 2) 50-328/92004

The enclosed LER provides details of a containmer.t' ventilation isolation
event occurring on Unit 2 as a result of a loss of power to containment
radiation monitors caused by a. breaker in Vital Instrument Board 2-III
going to the opeu position. This event is being reported in accordance
with 10 CFR 50.73(a)(2)(iv) as an actuation of an engineered safety
feature.

Sincerely.

h 64

. L. Wilson

Encloruire -
cc See page 2
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U.S. Nuclear Regulatory Commissior
Page 2
May 12. 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. Nuclear Regulatory Commission- ,

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

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

Mr. B. A. Wilson, Project Chief.
U.S. Nuclear Regulatory Commission
Region Il
101 Marietta Street. NW, Suite 2900
Atlanta, Georgia 30323
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ABSTRACT (Limit to 1400 spaces, i.e., approximately fif teen single-space typewritten lines) (16)

[ On April 14, 1992, at 0926 Eastern daylight time, with Unit 2 in Mode 6 for the Cycle 5
| refueling outage, a contai.. ment ventilation isolation (CVI) occurred because of a

spurious opening of a breaker in the Train A power supply to the contaAnment radiation
monitors. Operations verified that high radiation conditions did not exist and >

recovered from the CVI. No problems with the breaket or radiation monitors were
,

l identified during subsequent troubleshooting. The breaker was reset and the radiation
monitors were returned to service. The root cause of the breaker spuriously opening is,

j indeterminate.
.
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IExi (If more space is required, use additional NRC form 366A's) (17) {

i

I. P1 ANT CONDITIONS
'

;

Unit 2 was in Mode 6 for the Cycle $ refueling outage. Fuel movement had been
completed.

,

'

11. DESCRIPTION OF EVENTS

A. Event *

i
on April 14, 1992, at 0926 Eastern daylignt time (EDT), with Unit 2 in Mode 6. a -

containment ventilation isolation (CVI).(EIIS Code JM) occurred on Unit 2. This
event was classified as an engineered safety-feature (ESP) actuation, and NRC

-

was notified at 1151 EDT.

The event occurred because a breaker (EIIS Code BKR) on the 120-volts
elternating current Instrument Vita 4 Power Board-2-III opened. The. opening of
the breaker interrupted Train A power to the lower containment radiation-
monitors (EIIS Code MON). The loss of power caused the monitors to fail safe,

.

i.e., trip conditlen.; The CVI was the direct result of the radiation monitors i
,

' fall safe trip logic. After the CVI was recognized, Operations personnel- *

'appropriately verified the absence of a high-radiation condition and declared
. the CVI invalid. The radiation monitors were returned to' service after
b troubleshooting, and Operations personnel recovered from the CVI event in

.

accordance with plant procedures.

B. Inoperahlaltructures. Component 14_nrdv4_t.ema Thal.Contriinttid,lo_thclyant
;

None.
,

Dale and ApprDK mmte Time of Majar_QccurrencesiC. : ,

1. April 14,'1992 The CVI occurred. .

at 0926 EDT

2. April 14, 1992 NRC was notified via red phone in accordance with
,

at 1151 EDT 10 CFR 50.72.

3. April 14,.1992 Recovered from the CVI in accordance'with-
at 1224 EDT' plant proceduress

D.- Other_ Systema nt_ Secondary _Eunctional lfact.ed-

As a result of tlie CVI, the upperfandilowericontainment radiation monitors'' i
sample lines automatically isolated as_ designed. causing these monitors to

.

'

'

actuate malfunction alarms. Containment purge was in progress, and upon! receipt'
.of the CVI signal, the operating' fan-stopped and:the purge valves-closed as~ |

designed.

~

NRC form 366(6-89)--

;

n . -_ - - , . - , , . - ,, - - . . _ , -- - . - . - - - ,- - -.=s--



-. -~ ~ . ~ . - . _ - - - . . . -. - .. -- .- -.-- - . -

[
NRC3 iorm ?%A, U.$. NUCLEAR REGULATORY C0Pti.3$10N Approved OMB No. 3150 0104 '

(6-89) , Emptros 4/30/92
j

LICtmstt tyrNT klMNti (i.[R)
TEXT CONTINUATION |.

!
*

FAtllliY NAMC (1) |DOCKETNUMDER(2)j LEIL]NigE!Lli) | [ PAGE (3) [
| | | |$EQUENTIAL| : REVISION | || | [

Sequoyah Nslear Plant. Unit 2 | - jYEAll | L.Jfut91R l tfu!fLILj.|-| | [
!ahjalolo1LlLle.JLlL1-La l 0 ! 41--J o I o.LnL31 ort ol 4

itXi (If more space is required, use additional NRC form 366A's) (17) [
i

E. MethoLaf._Diacolery i

'The CVI was detected when the unit operator acknowledged that the radia..on
!monitors for Unit 2 upper and lower containment had instrument malfunction

alarms, and the radiation monitor sampling lines were isolated. Also, a high
radiation alarm er ' Tad on the lower contalument monitor. ,

F. OpetaloLAcilona

The unit operator noting the loss of Train A power supply to the monitors
inspected the power supply panel, i.e., Vital Board 2-I n , and discovered a
breaker in the-open or trip position. A work-request was. initiated to inspect
and test the breaker. {

Operations personnel requested that the plant chemistry group pull a sample on i
the lower containment to verify whether the high radiation. alarm was valid or -

not.

After the high radiation alarm was verifled as being invalid, the operators
,

initiated the process of recovering from the event,.in accordance.with plant
procedures.

.

G. Safity._ System _RLspona.e

tipon receipt of the CVI signal . the equipment operated as designed. The= opening
of the breaker on Vital Board 2-III caused the radiation monitors t'o fall-safe,
which is e trip condition. Containment Purge. Exhaust Fan "B" stopped, and the
associated valves closed.

,

III. CAJSE OF EVENT

A. Immedial.n_Cause i

The innedlate cause of the CVI was. the' opening of the breaker on Vital
Board 2-III, causing the lower containment radiation monitor to go to the trip
position. The trip position logic of the rad.lation monitor is'to initiate a CVI.

B. Ro.nt_Cauac

The root cause of the event could not be' determined. -The breaker has tested'and:
no abnormalities were identified. _ The breaker. was reset and has not . experienced.

any.further-trips. The plant-was in a atable condition?(Mode'6),.and no
abnormal evolutions were in progress. There were no' indications'of any> . '

i

'' inappropriate actions by plant personnel, and there were no work'or testing-
activities'in the area that could have affected the-breaker either directly or
indirectly.

t

*
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C. Conirlhuting laciors

None.

IV. ANALYSIS

This eve.ut is being reported in accordance with 10 CFR 50.73(a)(2)(iv) as an ESF
actuation that was not part of a preplanned sequence. Upon receipt of the CVI
signal, the equipment that ia required to operate performed as designed. Following
the CVI, Operations personnel verified that a high radiation condition did not exist
and initiated appropriate actions to recover from the event. Since this was an
inadvertent CVI actuation, and no actual high radiation condition existed, there was i

'

no threat to plant personnel or to the general public.

V. CORRECTIVE ACTIONS

|
A. Inmediate CarreetIve AClions '

The immediate corrective action taken was to determino the validity of the CVI
signal and to initiate actions for recovery from the CVI.

B. CorrentiycLAction

Troubleshooting activities were performed on the breaker and radiation monitors
before being reset and returned to. service.

C. Actiona_Taken to_ PrevenLRe.currnate

There is no objective evidence to substantiate any. inappropriate action by
personnel, nor was any malfunction or failure of any equipment identified during
troubleshooting activities. The root cause of the inadvertent breaker opening
cannot be determined; therefore, no additional corrective actions are considered
necessary, llowever, as--a conrervative measure, the breaker was replaced on
May 5, 1992, without any abnormalities identified.

VI. ADDITIONAL INFORMATION

I There have been several previous reports involving spurious CVIs where the root
cause was indeterminate. Ilowever, this event 10 the only CVI initiated by a breaker
spuriously-opening and causing loss of power to the radiation monitors. The review
of previous events did not reveal any corrective action that should have prevented-
this event.

|
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