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ventilation isolation (CV1) occurred.

Operations personnel verified that there was no
high radiation and reset the CVI in accordance with System Operating Instruction
(801) 801-30.2B "Containment Ventilation System Isolation",
met with IM personnel to discuss this event and others recent events in which
Instrument Maintenance personnel were directly involved.
in Lheir discussion the lessons learned from these events and reemphasized the need
for adherence to procedure to ensure that the potential for future events is

AL

On August 31, 1988 at 0920 EDT with Unit 2 in mode one, an "A" train containment

An investigation by Operation and Instrument
Maintenance (IM) personnel concluded that the CVI resulted from the performance of
Surveillance Instruction (851)-82.2 "Functional Test For Radiation Monitoring

The immediate cause of the CVl was found to be that a current path was
inadvertently created across Radiation Monitor (RM) 2-RM-90-106 high particulate
vadiation relay contacts during the performance of $1-82.2.
event ig attributed to an error made by IM personnel when steps in S1-82.2 were
The out of sequence performance resulted in an "A"

The root cause of this

Plant Management has

Plant Management included
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Operations verified that no high radiation conditivn existed and the CV1 was
subsequently reset in accordance with System Operating Instruction (S01) S0T 30.28
"Containment Ventilation System Isolation”.

CAUSE OF THE EVENT

The immediate cause of the CV1 was found to be that a current path was
inadvertently created across the K2-R106A high radietion relay contacts during the
performance of S1-82.2 step 5.4.12.7. When Operations returned the bypass
handswitches to ‘he normal (unblock) position during performance of step 5.3.12.8,
the curtent path created across the K2-R106A relay contacts allowed a spurious high
radiation signal to the "A"™ train of the SSPS and subsequently initiated an “"A"
train CVI,

The root cause of this event is attributed to an error made by IM personnel during
pecrformance of S1-82.2. Steps 5.3.12.7 and 5.3.12.8 were performed out of

sequence . Strop 5.3.12.7 required the DMMs to be adjusted to measure 48 volts DC.
During performance of this step IM personnel adjusted the DMM connected across the
K106B relay contacts; however, the DMM connected across the K2-R106A relay contacts
was left in the resistance measurement position. 1In the resistance position a
current path was created across the K2-R106A relay contacts allowing o spurious
high radiation signal to the “"A" train SSPS when the bypass handswitches in the MCR
were returned t¢ the normal (unblock) position. A precaution exist in 81-82.2
which warns personnel that a CV1 could occur if the DMM are not placed in the
voltage measurement position. A second party verification (by signature) is
required for step 5.3.12.7. Step $.31.12.8 which instructed IM personnel to request
that Operations return the Dypass handswitches to the normal position was performed
out of sequence before the procedure was signed that both DMM were set to the
voltage measurement position in accordance with step 5.3.12.7.

ARALYSLIS OF THE EVENT

A CVL is an engineered safety feature actuation which is veportable for all modes
of operation in sccovrdance with 10 CFR 50.73, paragraph a.2. iv.

This event did not adversely affect the hoalth and safety of the puulic. The
actustion of the "A” train CV] system was caused by an inadequate performance of
S§1-82 ¢ by IM personnel. Operations personnel took appropriate actions to
deternine the cause of the CVI and reset the system in accordance with S01 30.28
"Containment Ventilation System lsolation"” once it was discovered that the CV1 did
not result from an actual high radiation condition. Since no hardware problems
were found during the performance of the 81 -82.2 functional test, TVA is confident
that in the event of an actual high radiation condition all equipment would have
perforusd as designed.

CORKECTIVE ACTION

Opvra‘lons personnel took immediate courrective action to verify that no high
radiation existod then reset the CV1 in aceordance with S01. 30.28.
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For further corrvective action, Plant Management has met with Instrumentation
personnel to discuss this event and other recent events in which Instrument
Maintenance personnel were directly involved. Plant Management included in their
discussion the lessons learned from these events and reemphasized the need for
adherence to proceduirs to ensure that the potential for future events is reduced.

ADDITIONAL INFORMATION

There have been three previously recorded Licensee Event Reports (LERs) which
report CVI occurrences which resulted from a failure to correctly implement
procedures, Refererre LERS: SQRO-50-327/88006, 88014, 85039,

COMMITMENTS

None
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s TENNESSEE VALLEY AUTHORITY

Soquoyah Nuclear Plant
Post Office Box 2000
Soddy-Daisy, Tennessee 37379

September 22, 1988

U. &, Wuclear Regulatory Commission
Document Control Desk
Washington, DC 20555

Gent lemen:

TENNESSEE VALLEY AUTHORITY - SEQUOYAM NUCLEAR PLANT UNLIT 2 - DOCKET NO.
$0-328 - FACILITY OPERATING LICENSE DPR-79 - REPORTABLE OCCURRENCE REPORT
SQRO-50-328/88035

The enclosed licencee event report provides details concerning a containment
ventilation isolation which resulted from an inadequate performance of a
gsurveillance instruction to functionally test a radiation monitor. This
event is reported in accordance with 10 CFR 50.73, paragraph a.2.iv. as an
engineered safety feature actuation.

Very truly yours,

TENNESSEE VALLEY AUTHORITY

Enc losure
ce (Enclosure):

J. Nelson Gra~e, tegional Administrator
U. 8. Nuclear Regulatory Commission
Suite 2900

101 Marietta Street, NW

Atlanta, Georgia 30323

Records Center

Institute of Nuclear Power Operations
Suite 1500

1100 Circle 75 Parkway

Atlanta, Georgia 30336

NRC Inspector, Sequoysh Nuclear Plant




