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On January 23, 1986, at 0855 CST, unit 3 instrument mechanics were taking voltage
measurements during reactor building ventilation radiation monitor calibration
surveillance instruction (SI 4.2.A-10) when the voltmeter lead slipped and
momentarily shorted the power supply to ground. This tripped the radiation
monitors which caused a partial primary containment isolation, refuel zone
isolation, train B and C standby gas treatment lnitiatlon, and train B control
room emergency ventilation initiation. Standby gas treatment train A, control
room cmergency ventilation train A, and unit 3 reactor zone isolation did not
initiate as expected. It is believed that the momentary ground was not of
sufficient duration to allow the system logic to go to completion.

Tre operators recurred the isolated cystems to normal alignment. The instrument
mechanics subsequently completed the SI. Corrective action will consist of a
general rewrite of the SI as well as a critique of the event by instrument
maintenance personnel. TVA is planning to perform a test to verify correct
functioning of the logic for train A standby gas treatment, train A control room
emergency ventilation, and unit 3 reactor zone isolation.
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Units 1 and 3 were in an extended maintenance outage, and unit 2 was in a
refueling outage. Unit 3 and common ventilation systems were affected.

On January 23, 1986, at 0855 CST, unit 3 instrument mechanics were performing
reactor building ventilation radiation monitor calibration surveillance
instruction (SI 4.2.A-10) when, while checking the power supply voltage, the
voltmeter alligator clip slipped and shorted a terminal momentarily to ground.
This caused reactor zone exhaust channel "B," RM-90-141, and refuel zone exhaust
channel "B," RM-90-143, to experience a momentary loss of voltage condition.
This would trip relays K1 and K2 of RM-90-141 and RM-90-143, which in turn would
trip relays in the isolation logic and emergency ventilation trip circuitry.
However, only the following occurred:

1. Standbv gas treatment (BH) initiation of train B and C

2. Control room emergency ventilation (VI) initiaticn of train B
3. Units 1, 2, and 3 refuel zone (VA) isolation

4. Group 6 (purging and venting) (JM) isolation

Standby gas treatment train A, control room emergency ventilation train A, and
unit 3 reactor zone (VB) were expected to initiate but did not. It is believed
that the momentary ground was not of sufficient duration to fully activate the
isolation logic.

After verifying that no abnormal conditions existed, the operateors returned the
listed isolated systems into normal alignment. The instrument mechanics
subsequently completed the SI normally.

Personnel errcr in hookup of test instruments caus>d the isolations. The
testpoint wires are No. 28 AWG to No. 32 AWG with other wires in vicinity of
test points approximately 1/16 inch to 1/8 inch apart. The alligator clip could
easily short to other wires on the power supply under test. Use of different
type of leads (pin type or clip type) on the voltmeter would have been more
suitable for measurements under these conditions. This SI is also lengthy and
cumbersome in execution.

A critique of the reactor building vent monitoring system was prepared by the
instrument maintenance supervisor, which discussed this event and other problems
in performing this SI during the 1985 calender year. The instrument mechanics
will be required to review the critique as constructive criticism for recurrence
control. TVA is planning to perform a special test to verify correct functioning
of the logic for train A standby gas treatment ini<iation, train A control room
emergency ventilation initiation, and unit 3 reactor zonc isolation. A general
rewrite of the SI has also been initiated to clarify the .nstruction.
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TENNESSEE VALLEY AUTHORITY
Browns Ferry Nuclear Plant
P.0. Box 2000
Decatur, Alabama 35602

February 21, 1986

U.S. Nuclear Regulatory Commission
Document Control Desk
Washington, D.C. 20555

Dear Sir:

TENNESSEE VALLEY AUTHORITY - BROWNS FERRY NUCLEAR PLANT UNIT 3 - DOCKET
NO. 50-296 - FACILITY OPERATING LICENSE DPR-68 - REPORTABLE OCCURRENCE
REPORT BFRO-50-296/86003

The enclosed report provides details concerning a personnel error in
voltage measurement which reculted in inadvertent containment
isolation. This report is submitted in accordance to 10 CFR 50.73
(a)(2)(iv).

Very truly yours,
TENNESSEE VALLEY AUTHORITY
5 .",J./o 4

rt L. Lewis
Plant Manager
Browns Ferry Nuclear Plant

Enclosures

cc (Enclosures):
Regional Administrator INPO Records Center
U.S. Nuclear Regulatory Commission Suite 1500
Office of Inspection and Enforcement 1100 Circle 75 Parkway
Region II Atlanta, Georgia 30339

101 Marietta Street, Suite 2900
Atlanta, Georgia 30303

NRC Resident Inspector, Browns Ferry Nuclear Plant

An Equal Opportunity Employer



