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EVENT aescmn ON AND PROBABLE CONSEQUENCES
L_With unit 2 in mode 3 (0% Rx power, 450 degrees F, 2100 psig) at 1730 CST on

(E13) |L__11/07/83, during heatup and pressurization, it was noted that the UHI isolation

[eT<] | valves were not opened prior to exceeding 1900 psig. Investigation into this event

[AT3] | indicated that two valves (2-FCV-87-24 and -23) would not operate correctly due to

wh - .
(T Witing errors. The unit complied with LCO 3.5.1.2 action requirements. There was n

["‘T‘],, 7] | effect upon public health and safety. Previous occurrences - none.
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["Io]1 Investigation into the event of exLeeding 1900 psig without ogening the UHI isolatio_k

m |__valves i{ndicates that this was a perconnel error in that the operator failed to

h .

m | follow procedures. Upon event discovery, the pressure was immediately reduced to
'g-- : .
- | less than 1900 psig. Following the reduction in pressure, an attempt was made to

—

G:_—:j |___opei ile vaives. However, valves FCV-87-23 and -24 failed to operate correctly due
¢t % 9 Incorrectly terminated wires in J{w associated level switches. .
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Sequoyah Nuclear Plant

LER SUPPLEMENTAL INFORMATION

SQRO-50-328/83151 Technical Specification Involved: 3.5.1.2

Reported Under Technical Specification: 6.9.1.13.¢
Date of Occurrence: 11/07/83 Time of Occurrence: 1730 CST

identif’cation and Description of Occurrence:

During startup of unit 2, while the reactor coolant system (RCS) was being
hcated and ;:essurized, it was noted that the RC5 pressure had exceeded 1900
psig without the upper head injection (UHI) isolation valves being opened.
Investigation into this event revealed that two of the four isolation valves
would net operate correctly. Upon event discovery, the unit complied with
the action requirements of LCO 3.5.1.2.

Conditions Frior i» Occurrence:

Unit 2 in mode 3 (0Z Rx power, 450 degrees F, 2100 psig).

Apparent Cause of Occurrence:

The event of 11/07/83 was caused by a personnel error in that the operator
inadvertently faiied to follow procedures. During the startup phase, the
operator had become involved in several other jobs at the same time and
failed to notice the RCS pressure increase and to open the UHI isolation
vaives. Immediately upon event discovery, the operator decreased RCS pressure
to less than 1900 psig by opening the pressurizer sprays and turning off the
pressurizer heaters. After decreasing the RCS pressure, an attempt was made
to open the four UHI isolation valves. However, valves 2-FCV-87-23 and -24
were found to operate incorrectly due to improperly terminated wiring in

the associated level switches. The wiring errors were caused by personnel
errors during recent level switch calibrations.

Analysis of Occurrence:

On 11/01/83 while the unit was in mode 1 at 100% power, the instrumentation
mechanics calibrated UHI level switches 2-LS-87-23 and -24. These level
switches contain a microswitch which has two sets of contacts, one for
closing the associated valve using the control room handswitch and the other
for actuating the dump solenovid to fast close the isolation valve on an
accumulator low level. The internal wiring to the level switches was lifted
to better facilitate the test equipment setup; however, the calibration
procedure (S1-196.2) did not contain steps to lift wiring. Following
calibration, the wiring was incorrectly reterminated and the unit condition
did not allow for post-maintenance testing of the valves. Therefore, the
error was not noted at this time.

On 11/02/83, with unit 2 shut down for a scheduled outage and while trying to close
the UHI isolation valves in mode 3 before going below 1200 psig, valve

2-FCV-87-23 would not close by the control room handswitch. Initial
troubleshooting did not reveal the problem and the valve was fast closed by
jumpering the dump solenoid at the level switch. The problem was thought to

be in the control room handswitch, and troubleshooting between 11/03/83 and
11/07/83 did not reveal the problem.
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TENNESSEE VALLEY AUTHORITY
CHATTANOOGA. TENNESSEE 37401

1750 Chestnut Street Tower ||

December 6

Mr. James P, O'Rellly, Director
U.S. Nuclear Regulatory Commission
Sulte 2900

101 Marietta Street, NW.

Atlanta, Georgla 30303

Dear Mr, O'Rellly:

TENNESSEE VALLEY AUTHORITY = SEQUOYAH NUCLEAR PLANT UNIT 2 - DOCKET

NO. 50-328 ~ FACILITY OPERATIN:: LICENSE DPR=79 - REPORTABLE OCCURRENC:
REPORT SQRO-50-328/83151

The enclosed report provides detalls concerning the UHI isciation valves
which were not opened before exceeding 1900 psig. This report is submitted

In accordance with Sequoyah unit 2 Technical Speclfication 6.9.1.13.c.

Very truly yours,

TENNESSEE VALLEY AUTHORITY
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H., J. Green

Director of Nuclear Power

Enclosure

cc (Enclosure):
Document Control Desk
U.S. Nuclear Regulatory Commiss!on
Washington, D.C. 20555

Records Center

Institute of Nuclear Power Operations
Sulte 1500

1100 Circle 75 Parkway

Atlanta, Georgla 30339

NRC Inspector, NUC PR, Sequoyah

An Equal Opport




