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P.O. Box 029100, Miami, FL, 33102-9100

SEP O6 1891
L-91-230
10 CFR 50 73

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

Gentlemen:

Re: Turkey Point Unit 4
Docket No. 50-251
Reportable Event: 91-005-00
Date of Event: August 9, 1991
Containment and Control Room Ventilation Isolation
Following Inadvertent Opening of Output Breaker toInverter 4B Due to Personnel Error b Construction Worker

The attached Licensee Event Report 251-91-005-00 is being
provided in accordance with the requirements of 10 CFR 50.73
(a)(2)(iv) to provide notification of the subject event.

Very truly yours,

J~M~e
T. F. Plunkett
Vice President
Turkey Point Nuclear

TFP/DPS/ds

enclosures

cc: Stewart D. Ebneter, Regional Administrator, Region II,
USNRC,
Senior Resident Inspector, USNRC, Turkey Point Plant

9109160073 910906
PDR ADOCK 05000251

PDR

an FPL Group company
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LICENSEE EVENT REPORT (LER)
PAOILITY NAME (1) TURKEY POINT UNIT 4 DOCKET NUMBER 2 PACE 3

'05000251 ot 4

TITLE (4) CONTAINMENT AND CONTROL ROOA VENTILATION ZSOLATZON FOLLOWING INADVERTENT OPENING OF
OUTPUT BREAKER TO INVERTER 4B DUE TO PERSONNEL ERROR BY CONSTRUCTION WORKER

EVENT DATE 5 LER NUMBER 6 RPT DATE I OTHER rACILITIES INV. 0

08 09 91 91 005

lbt )40N

00 09 06, 91

rACZLZTY NAMES

TURKEY POINT UNIT 3

DOCKET I (S)

05000250
OPERATZNC MODE (P) 'N.

POMER LEVEL 10 000

10 CFR 5'0.73 a 2 iv

LICENSEE CONTACT FOR THIS LER (12)

David R. Powell, Superintendent of Licensing TELEPHONE NUMBER

305-246-6559
COMPLETE ONE LINE FOR EACH COMPONENT PAILURE DESCRIBED ZN THIS REPORT 13

CAUSE SYSTEM COMPONENT NPRDSI 'AUSE NPRDS?

SUPPLEMENTAL REPORT'EXPECTED (14) NO YES 0 EXPECTED
SUBMISSION
DATE (15)

(ZZ yes, CO0Plete EXPECTED SUBMZSSZON DATE)

ABSTRACT (16)

At 0947 on August 9, 1991, with both units, defueled, the
Unit 4 containment and control room ventilation systemsisolated. After verifying that the cause of the event was
not a valid signal, all systems were reset and returned to
normal alignment. At 1030, FPL notified the NRC Operations
Center of a non-emergency event (Engineered Safety Feature
{ESF} actuation) requiring a four hour report in accordance
with 10 CFR 50.72(b)(2)(ii). This event was caused by a
momentary loss of power to Radiation Monitors R-11 and R-12
(Containment Noble Gases and particulate monitors). Theroot cause of this event was non-cognitive personnel error.
A non-licensed contract worker inadvertently opened the 4Binverter output breaker. To prevent occurrence of similar
events, and a repeat of this type of event, all construction
personnel working in the control room and the inverter rooms
were immediately removed from their jobs for additional
training. This training was performed to sensitize them to
the potential consequences resulting from a lack of care
while working in these vital areas.
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DOCKET NUMBER
05000251

LER NUMBER
91-005-00

PAGE NO.
02 oF 04

I. EVENT DESCRIPTION

At 0947 on August 9, 1991, with both units defueled, the Unit 4
containment (VA) and control room (VI) ventilation systems isolated.After verifying that the cause of the event was not a valid signal, all
systems were reset and returned to normal alignment. At 1030, Florida
power and Light (FPL) notified the NRC Operations Center of a non-
emergency event (Engineered Safety Feature (ESF) actuation) requiring
a four hour report in accordance with 10 CFR 50.72(b)(2)(ii).

II'VENT CAUSE

1. Immediate Cause

This event was caused by a momentary loss of power to Radiation
monitors R-11 and R-12 (IL)(RM). The external relay (IL)(RLY)that supplies the R-11 and R-12 ESF signal to the isolation racks
(JE)(RK) dropped out during the momentary loss of power thereby
generating an ESF signal for automatic containment and control
room ventilation system isolation.

2. Root Cause

The root cause of this event was non-cognitive personnel error.
A non-licensed contract worker inadvertently opened the 4Binverter output breaker (EF)(BRK). The 4B inverter (EF)(INVT)
supplies power to radiation monitors R-ll and R-12. The
momentary loss of power to radiation monitors R-11 and R-12
caused the external relay that supplies the R-ll and R-12 ESF
signal to the isolation racks to drop out during the momentary
loss of power thereby generating an ESF signal for automatic
containment and control room ventilation system isolation
signals.

3. Contributing Cause

When the output breaker to the 4B inverter was opened, the
associated 120 Volt Vital Instrument AC bus (EF)(BU).automatically transferred to a Constant Voltage Transformer
(EF)(XPT). This automatic transfer is normally fast enough to
prevent the radiation monitors from recognizing the loss of
power. However, creating the bus fault by manually opening the
supply breaker provides for a slower bus transfer than otherinitiating events. Thus, there was a certain probability that
the bus transfer would not be fast enough to prevent the
radiation monitors from going into alarm. Under normal
operation, loads would be transferred before manually opening the
breaker, in accordance with procedure O-OP-003.3, "120 V Vital
Instrument AC system."

III'VENT SAFETY ANALYSIS

Other than the automatic initiation of the containment and control roomventilation systems isolation signal, there were no manual or automatic
reactor protection system or engineered safety features actuations.
No other manual or automatic actions were required or expected.-
Engineered Safety Features were designed to prevent by anticipation,
or by reducing the severity through quick automatic response, eventsthat could affect the health and safety of the public.
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This event did not involve an actual safety related event; however,loss of power to instruments required to recognize certain safetyrelated events and to initiate positive responses to protect the health
and safety of the public, require these instruments to fail safe.Since the safety function of these instruments is to isolate theventilation for containment and the control room, the fail safe designof the detector required that a signal be initiated as if the detectors
had detected a worst case event.
All automatic closures performed as required. Thus the health andsafety of the public were not affected by this event. The actualautomatic closure of the required valves provides additional confidencethat, had this been an actual high radiation event, the isolationvalves would have closed as required.

.IV CORRECTIVE ACTIONS

Immediate Corrective Actions

After determining the cause of the containment and control roomventilation isolations, the control room operator restored the 4Binverter to its vital bus, reset containment ventilation isola-tion, and restored control room ventilation to the normal line
up

2 ~ Corrective Actions to Prevent Recurrence

a. To prevent occurrence of similar events and repeats of this
event all construction personnel working in the control room
and the inverter rooms were immediately removed from their
jobs for additional training. This training was performedto sensitize them to the potential consequences resulting
from a lack of care while working in these vital areas.
New construction workers receive training during General
Employee Training and additional training upon reporting tothe Construction Department. This training includescautions concerning sensitive equipment and work in vitalareas. Weekly "tool box" meetings with all the constructioncrafts personnel discuss issues and events such as this oneto keep personnel sensitized to what can happen ifinattentive. Work Orders, such as the one controlling the
work being accomplished at the time of this event, providecautions on the sensitive equipment in the areas being
worked.

b.

c ~

Additional work controls instituted following a similarevent were reported in LER 250-91-002-00. They were notinitiated and made effective until after the occurrence ofthe event reported in this LER.

A review of the event showed that the automatic transfer ofthe 120 V Vital Instrument AC bus to the constant voltagetransformer occurred as designed. Thus no additionalcorrective actions are deemed necessary.
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V ADDITIONAL INFORMATION

LER 250-88-032 reported a similar event where a non-licensed operatorinadvertently opened the inverter output. breaker, causing a loss of
power to the 120 V Vital Instrument AC bus.

LER 250-91-002 reported a similar event where a plant technician bumped
a relay causing the activation of the reactor protection system.
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