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Tennessee Valley Authc<ity Post Offcc Box 2000 SyJdy Desy vennessee 373/9

January 23, 1995

U.S Nuclear Regulatory Commission
ATIh . Document Control Desk
Washi-1gton, D.C. 20355

Gentlemen:

TENNESSEE VALLEY AUTHORITY - SEQUOYAH NUCLEAR PLANT UNIT 1 - DOCKET
NO. 50-327 - FACILITY OPERATING LICENSE DPR-77 - LICENSEE EVENT REPORT
(LER) 50-327/94017

The enclosed LER provides details concerning an auxiliary building
isolation and auxiliary building gas treatment system start as a result of
high radiation in the spent fuel pool area. This report is being reported
in accordance with 10 CFR 50.73(a)(2)(iv) as an event that resul ted in the
automatic actuation of engineered safety features.

Sincerely,

!

R. J. Adney
Site Vice President
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Enclosure
cc: See page 2
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!* U.S. Nuclear Regulatory Commission
IPage 2'

January, 23 1995

|
!cc (Enclosure):

INP0 Records Center !

Institute of Nuclear Power Operations |'700 Galleria Parkway
Atlanta,-Georgia 30339-5957 |

!

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 f
Sequoyah Nuclear Plant j

2600 Igou Ferry Road j

Soddy-Daisy, Tennessee 37379-3624 :
1

Regional Administrator !

U.S. Nuclear Regulatory Commission '

Region II
101 Marietta Street, NW, Suite.2900
Atlanta, Georgia 30323-2711 i
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NRC Fora 366 U.S. NUCLEAR REGULATORY COMMISSION Approvsd OMD No. 3150-0104
Expires 5/31/95(5-92) '

tICENSEE LYDfT REPORT (LER)
,

*
.

1

FACILITY HA'ME (1) |DOCKETNUMBER(2) |PAGE(31_ |

_Segugyah_tivglga r Pl an_t_LSON) . Unit 1 10lMald0131217 Il191Lnt_4
TITLE (4) j

.Antl.lary_Rullding Isolation ( ABIL.as_a_ Result of High_Radh. Lion in the Soent Fuel Area
EVENT DAY (5) | LER NUMBER (6) l REPORT DATE (7) | OTHER FACILITIES ItLVOLVED (8)

| | | | | SEQUENTIAL | | REVISION | | | | FACILITY NAMES |DOCKETNUMBER(S)

(")1d!!)_QAY lyEAA_| YEAR I I NUMBER l I NUMBER (tjQNLHI DAY lYEAR l. 10]S10[QlDll}Zll
I I I l_I l_| | | | | | i

allL212LSL4L21A I 01 1 1 ~ l 1 0 1 0 1 01 il 21 31 91 SI 10lM0101011I j
OPERATING | |THIS REPORT IS SUBMITTED PURSUANT TO THE REQUIREMENTS OF 10 CFR $.

MODE | |_lih_gsjugn_a_grr_Ingre of '.he fo110wina)(11) ;

(S L_ _Li L | 20.402(b) |_|20.405(c) |M]50.73(a)(2)(ivi |_|73.71(b)
POWER | |__|20.405(a)(1)(1) |_|50.36(c)(1) |__|50.73(a)(2)(v |_j73.71(c)
LEVEL | |_|20.405(a)(1)(li) |_|50.36(c)(2) |_|50.73(a)(2)(vi) |_]OTHER(Specifyin
(10) 111010.l_|20.405(a)(1)(11i) |_|50.73(a)(2)',1) |_|50.73(a)'.2)(vit') 1) | Abstract below and in

|_|20.405(a)(1)(iv) |_|50.73(a)(2)(ii) |_|50.73(a)(2)(viii)(B) | Text, NRC Form 366A)

l 120.405(a)(1)(v) I 150.73(a)(2)(ii.j) l 150.73(a)(2)(x) l

LICENSEE CONTACT FOR THIS LER (12)

NAM: | TELEPHONE NUMBER

|AREACODE|
A_W . P ro fRLt . _C omR].i gnqe_L ice _n_ ting I 6 | 1 1 5 | 8 L4_1_3 J - | 6 I 6 L1_1_L

C01]ELETE ONE LLNL. LOR _LA_CH COMPONENT FA111/EE_.DMCRIBED IN THIS REPORT (13)

| | | | REPORTABLE | | | | | | REPORTABLE |
CAUSEjSYSTEMICOMPONENTIMANUFACTURLRlTONfRQSl |CAUSElSYSTEMI COMPONENT |MANUFACTURERl TO NPRDS |

| | | | 1 1 I I I i i
l I LJ l 1 1 | | 1 I I | 1 I I I I I I ! I I I I

I I I I I I I I I I.

I I I I I I l | I I I I I I I I I I I 1 1 1 I I I

SUPPLEMENTAL REPORT EXPECTED (14) | EXPECTED |t1QN_Ili[DAYjYEAR

___ | __ | SUBMISSION | | |
_ l lE S_i l ly e L_c ompleimlX_Ef11LD_1URMISS IONN_DAT E ) I X l NO I DATE (15) |_j l l | |

ABSTRACT (timit to 1400 spaces, i.e., approximately fifteen single-space typewritten lines) (16)

On December 22,1994, at 1410 Eastern standard time, a B-train ABI and start of the
B-train auxiliary building gas treatment syst3m (ABGTS) occurred. The initiation was
the result of high radiation in the spent fuel pool area. During modification ,

Iactivities associated with the spent fuel pool storage rack replacement, a vacuum hose
was being removed f rom the sper.t fuel pool. During the removal of the hose, an air
pocket developed in the hose. During attempts to remove the air pocket, the hose came
into close proximity of the radiation monitor. The hose was within sufficient proximity
of the radiation monitor and dose rate of sufficient magnitude for the monitor to
actuate. The high radiation signal cleared after placing the hose back in the spent
fuel pool. Af ter verifying the cause of the high radiation signal, Operations returned
the auxiliary building ventilation system to normal. The cause of the event was the
failure to take adequate precautions to ensure ta ' u.e activities associated with the
spent fuel pool would not result in an ABI.

1

NRC Form 366(6-89)
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'NRC Ftre 366A U.S. NUCLEAR REGULATORY COMMISSION Approvsd OHB No. 3150-0104

(5-92) Expires 5/31/95
LICENSEE EVENT IIEIORT (LElt)*

TEXT CONTINVAT'.ON
*

.

FACILITY N4HE (1) |00CKETNUMBER(2)1 LER N M ER (6) | | PA(tE (3)

| | | | SEQUENTIAL | | REVISION | | | | |
%quoyah Nuclear Plant (SQN), Unit 1 | lYEAR| | NUMBER | | NUMBER I | | | |

1015.10101013 lj|_J7 19 14 |-l 0 1 1 1 7 |-l 0 1 0 1 01 2l0fl 01 4
_.

TEXT (If more space is required, use additional NRC Form 366A's) (17)

I. PIANT CONDITIONS

Units 1 and 2 were in Mode 1 at approximately 100 percent power.
I

II. DESCRIPTION OF EVENT

A. Event

On December 22, 1994, at 1410 Eastern standard time (EST), a B-train auxiliary
building isolation (ABI) (EIIS Code BD) and start of the B-train auxiliary
building gas treatment system (ABGTS) (EIIS Code BH) were automatically
initiated. The initiation was the result of the high radiation in the spent
fuel pool area.

During modification activities associated with the spent fuel raol storage i

rack replacement, a vacuum hose was removed fron. t'ae spent fuel pool. During
the removal of the hose, an air pocket developed in the hose. During attempts ,

to remove the air pocket, the hose came into close proximity of the radiation ,

monitor. The hose was within sufficient proximity of the radiati'n monitor

(EIIS Code RM) and of sufficient dose rate to exceed the radiation monitor
setpoint. The high radiation signal cleared after placing the hose back in ;

the spent fuel pool. After verifying the cause of the high radiation signal ;
operations returned the auxiliary building ventilation system to normal. |

,

B. Inoperable Structures. Components. or Systems That Contributed to the Event -

None.

C. Dates and Approximate Times of Major Occurrencem

December 22, 1995 An ABI and ABGTS start were initiated by a high radiation
at 1410 EST signal from the spent fuel pool area radiation monitor.

December 22, 1995 ABGTS was stopped and the auxiliary building venti-
at 1739 EST 1ation system was returned to normal

D. Diher Systems or Secondary Functions Affected

None. ,

E. tiethod of Discorery

The ABI alarm was annunciated in the main control room. Also, the assistant
shift operations supervisor (ASOS) directing the refuel floor activities
observed a shift in the ventilation system and radiation monitor alarm and
notified the Unit I reactor operator of the event.

I

NRC form 366(6-89)
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(5-92) Expires 5/31/95
* LICENSEE EVENF REPORT (LER) ;

1

TEXT CONTINUATION*
,

FACILITY NAhE (1) |DOCKETNUMBER(2) | LER_RUMBER (6) l | EAGL(3)

| | | | SEQUENTIAL | | REVISION | | | | |
Sequoyah Nuclear Plant (SQN), Unit 1 | lYEAR l | NUMBER | | NUMBER | | | | |

101510101013 12 17 19 14 |-| 0 | 1 1 7 | l 0 1 01013101]014
TEXT (If more space is required, use additional NRC Form 366A's) (17) ,

O_erator ActionsF. n
t

Upon receipt of the ABI, Operations personnel determined the cause of the {
event, then returned the auxiliary building ventilation system to normal. '

G. Safety System Responses

The equipment required to operate after the automatic ABI and start of AGBTS
performed as expected.

.

III. CAUSE OF EVENT

A. Inmediate Cause |

The ABI and ABGTS were att*.omatically initiated as a result of the high
radiation in the close proximity of the spent fuel pool radiation monitor.

B. Root Cauan !
.

The root cause of this event was the failure to take adequate precautions to {
ensure that the activities associated with the spent fuel pool would not

'

result in an ABI. The work order that controls the modification activities
contained precautions to be taken to prevent an ABI actuation during removal i

of materials (e.g., fuel rack, diffuser piping, and supports); however, the I

work order did not mention temporary equipment such as a vacuum hose. i

C. Contributing Factora

There were no contributing factors associated with this event.

IV. ANALYSIS OF EVENT

Plant equipment required to operate after the automatic ABI and start of ABGTS
performed as expected. The high radiation signal was the result of a contaminated
vacuum hose being allowed to get in close proximity to the pdiation monitor.
Radiological control measures and coverage of the spent fuel s.rea were being
performed during the modification activities to ensure that personnel were not
unnecessarily subjected to a high radiation condition. As a rersuit of the event, ;

a review was performed which determined that the radiological conditions did not ;

result in overexposure of the involved individuals. Therefore, it can be
concluded that there were no adverse consequences to plant personnel or to the
public as a result of this event.

NRC Form 366(6-89)
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NRC Fcrm 366A U.S. NUCtEAR REGULATORY COMMISSION Apprevzd OMB No. 3150-0104

(5-92) Expires 5/31/95
LICENSEE EVENT REPORT (LER)*

'

TEXT CONTINUATION'
,

FACitITY NAME (1) |DOCKETNUMBEP(2) I LER NUMBER (6) | | PAGE (3)

| | | |$EQUENTIAL| | REVISION | | | | |
S:quoyah Nuclear Plant Unit 1 | lyLAR| | NUMBER l | NUNDER_1 | | | |

10151010101312171914 |-l 0 | 1 17 | l 01 0 1 01 4l0Fl 01 4
TEXT (If more space is required, use additional NRC Form 366A's) (17)

V. CORRECTIVE ACTIONS

A. Immediate Corrective Actiona

The personnel involved with the spent fuel pool rack replacement have been
briefed on the event and the precautione that need to be observed to prevent
recurrence.

B. Corrective Action to Prevent Recurrence

The work order was revised to specify actions to be taken during removal of
any items from or around the spent fuel pool. This should reduce the
possibility of unanticipated high radiation areas near the radiation monitors.

VI. ADDITIONAL INFORMATION

A. Eailed Components

None.

B. Previous Similar Everita

There were three previous similar reportable events identified: 50-327/84016,
50-327/84021, and 50-327/84065. These events were associated with cleaning of
the spent fuel transfer canal. After cleaning activities were completed
materials used in performing the activities were brought in close proximity of
the spent fuel pool radiation monitors and resulted in an ABI. Additionally, ,

the setpoint on the radiation monitors was at 10 mrem / hour. The corrective |

actions included raising the radiation monitors setpoint to 50 mrem / hour and )
|revising procedures to advise personnel of the potential of causing an ABI

when snoving radioactive materiais in the spent fuel pool area. Since ,

Iimplementation of the corre :tive actions, there had been no previous ABIs
associated with spent fuel pool area activities. This ABI occurred because
the personnel involved failed to recognize that the vacuum hose could become
contaminated, potentially resulting in an ABI.

VII. COMMIIMENTS
|

None.
|
1
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