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Raobert A Fengch

Vice Presigen!, Sequoyah Nuciesar Plant
April 13, 1993

U.S. Nuclear Regulatory Commission
ATIN: Document Control Desk
Waghington, D.C. 20555

Gentlemen:

TENNESSEE VALLEY AUTHORITY - SEQUOYAH NUCLEAR PLANT UNIT 1 - DOCKET

NO. 50-327 - FACILITY OPERATING LICENSE DPR-77 - LICENSEE EVENT REPORT
(LER) 50-327/93005

The enclosed LER provides details concerming an inadvertent actuation of
a containment isolation valve. 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,
bt Homed
Robert A. Fenech

Enclosure
cc: See page 2
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U.S. Nuclear Regulatory Commission
Page 2
April 13, 1993

cc (Enclosure):
INPO Records Center
Institute of Nuclear Power Operations
1100 Circle 75 Parkway, Suite 1500
Atlanta, Georgia 30339-3064

Mr. D. E. LaBarge, Project Manager
U.S. Nuclear Regulatory Commission
One White Flint, North

11555 Rockville Pike

Rockville, Maryland 20852-2739

NRC Resident Inspector

Sequoyah Nuclear Plant

2600 Igou Ferry Road

Soddy-Daisy, Tennessee 37379-3624

Regional Administrator

U.S. Nuclear Regulatory Commission
Region 11

101 Marietta Street, NW, Suite 2900
Atlanta, Georgia 30323-0199
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LICENSEE EVENT REPORT (LER)
TEXT CONTINUATION
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TEXT (If more space is reguired, use additional NRC Form 366A's) {17)
1. PLANT CONDITIONS
Unit ! was in Mode 5, cold shutdown, for a forced outage.
11. DESCRIPTION OF EVENT
A. Event

On March 20, 1993, at 1519 Eastern standard time (EST), a containment isolation
valve was inadvertently actuated. The valve is the containment isolation valve
(EIIS Code M) for a lower compartment containment radiation monitor (EIIS

Code IL) sample return line. An instrument mechanic (IM) inadvertently shorted
test leads at the test equipment after verification of test equipment set-up
(three chart recorders). The electrical short circuit caused a contrel circuit
fuse to blow, resulting in the valve traveling to the closed position. The
electrical short occurred while the IM was reinstalling the test leads to the
back of one of the chart recordeis after having completed chart scaling and
labeling verification. The IM installed one lead into the recorder and then
plugged the second lead into the first. The test egquipment was set up on a
work table against a wall by a different Instrument Maintenance crew. The
size, weight, and sengitivity of the equipment did not allow for movement of
the equipment or the table tc provide better access to the input terminals at
the rear after completion of equipment set-up.

B.

C.
Marzh 20, 1993 An Instrument Maintenence crew completed the test set-up
at approximately portion of a surveillance instruction (SI) for valve
0730 EST response time testing.
March 20, 1993 Operations' review of the 81 identified a need for a
at 1330 EST procedure change. The procedure c* ' ge was initiated,

and 81 performance was placed on hold.

March 20, 1993 The IM was instructed to verify the test hookup, chart
at approximately scaling, and chart labeling.
1400 EST

NRC Form 36616-89)
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I11. CAUSE OF EVENT

A. lmmediate Cause

The immediate cause of the event was determined to be a loss of control power
as a result of a blown fuse.

B. Root Cause

The root cause of the event was personnel error.
C. Contributing Factors

Access to the test eguipment was determined to be a contributing factor in this
event. The test eguipment (three chart recorders) was set up on a work table
with the back of the equipment against a wall. The size, weight, and
sensitivity of the test equipment did not allow for movement of the equipment
or table to provide clear access to the input terminals at the rear after

completion of equipment set-up. The limited access restricted visual contact
with the recorder input terminals.

IV. ANALYSIS OF EVENT

The inadvertent actuation of a containment isolation valve resulted in the valve
moving to its fail-safe, safety position. Closure of the containment isolation
valve isolated the lower containment radiation monitor for a short period of time;
however, the upper containment radiation monitor wae fully operational before,
during, and after the event. There were no adverse consequences to the health and
safety of plant personnel or the general public as a result of this event.

V. CORRECTIVE ACTIONS
A. lmmediate Corrective Actions

Operators evaluated the condition and restored the affected equipment to
service. The test leads were correctly reconnected to the test eguipment.

B. Action to Prevent Recurrence

The event was discussed with the involved individual with emphasis on
self-check techniques.

Instrument Maintenance personnel were instructed to ensure that adequate access
is provided to test equipment when setting up the equipment.

NRC Form 366(6-89)
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