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On March 27, 1990, at 0918, during & calibration of the Fuel Handling Building Incident Radiation Monitor
ORT-AROSS, & high radiation signa) caused the OA Fue) Hand)ling Building Charcoal Booster Fan to automatically
start and transferred the associated dampers to their Engineered Safety Feature (ESF) positions.

The root cause of the high radiation signa) was & procedura) deficiency combined with personnel error. The
calibration procedure addressed the fact that leads may need to be Vifted in a note and referred the Instrument
Maintenance technician to the test report package for specific leads. Neither document required a sign-off. In
addition, the technician had experienced a delay after entering the procedure, and did not reread the note prior
to resuming survet)lance activities due to congitive personne) error,

Corrective action, include revising Instrument Maintenance procedures with ESF potential to include & procedura)
step to 1ift necessary leads. A special test report package cover sheet will be developed to identify procedures
which have an ESF associatid with them, Tailgate sessions will also be held with working #ziartments to remind
them of the importance of reviewing ali steps and notes after resuming activities.

This event is reportable pursuant to YOCFR 50.73 (a)(2)(iv) for an event that resul.ed in an avtomatic actuation
of an Engineered Safety Feature.
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FACILITY NAME (1) DOCKET NUMBER (2)

Byron, Unit ) Lo

Energy Industry Identification System (EIIS) codes are identified in the text as [XX)
FAANT CONDITIONS PRIOR TO EVENT:
Event Date/Time 03/22/90 [ 0818
Unit ) MODE )\ - Powpr Operation = Rx Power __99%  RCS [AB) Temperature/Pressure _ Normal Operating
Unit 2 MODE _ )« _Power Operation  Rx Power __98%  RCS [AD) Temperature/Pressure _ Norma' Operating

DESCRIPTION QF EVENT:

On March 27, 1990, at 09:8, the fuel Handling Building Incident Radietion Monitor (ORT-ARDSS) received a
high radiation signal which sutomatically started the OA Fue) Handling Building Charcoal Booster Fan (VA)
(VG) and transferred the associated dampers to their Engineered Safety feature (ESF) positions. The
following describes the events leading up to the ESF actuation,

On March 27, 1990, at 0735, Limiting Condition of Operation Action Requirement (LCOAR) OBOS 3.3, )<1a was
entered to accommodate performance of BIS 3.3.1.200, "Surveillance Calibration of a Genera) Atomics RD-10b
Getger-Mue!ler Detector." The Instrument Maintenance (IM) Contrel System Technician (CST, non<licensed)
discussed the scope of the calibration with the Shift Control Room Engineer (SCRE, Vicensed) and pursued
obtaining the required support from Radiation Protection, At approximately 0900, with the surveillance
underway. the (ST performed the first step of the survei)lance by placing the communication online/bypass
switeh to the bypass position which resulted in & LOSS OF COMMUNICATION indication on the Main Contro! Room
radiation monitoring display console. This step is performed to avoid nuisance alarms during the
calibration that may distract the Nuclear Station Operators. The CST then instructed the Radiation
Technician to install the source on the calibration mounting bracket., At 0918, during installation of the
source, the DA Fuel Handling Building Charcoa) Booster Fan automatically started and transferred the
associated dampers to their £5F positions.

The (57 immediately revieved the calibration package and determined that a note had been missed that
addressed leads that needed to be 1ifted to defeat the interlock function. When the cause for the
interlock signal was determined. the Unit 0 Nuclear Station Operator (NSO, Vicensed) shut down the booster
fan,

The Fuel Handling Building Charcoal Booster Fan and associated dampers functioned as designed. No plant
systems or components were previously inoperable that contributed to this event. A)] Operator actions were
correct. Stable plant conditions were not affected by this event.

This event is reportable pursuant to YOCFRS0.73 (a)(2)(iv) for an event that resulted in an automatic
actuation of an Engineered Safety Feature.

CAUSE OF EVENT:

The root cause of this event is two-fold. The surveillance format was deficient because the surveillance
addressed the fact that leads may have to be lifted in a note as opposed to a sign=off step, which then
directed the technician to the test report package for specific leads. The test report package contained
details on the leads to be (ifted in the precautions and notes. This format had been used because the
calibration was generic and was used for several detectors of the same type; some of which had ESF
interlocks and some that did not. BAP 400-19, "Maintenance Procedure Writer's Guide," does specify that
notes are not to contain action., Mowever, the writer's guide was established after the last revision to
BIS 3.3.1-200. Instrument Maintenance performed a sample check of surveillances to determine how wel) they
conformed to the writer's guide. Based on these results, the remaining reviews were to be completed during
the normal two year surveiilance review process. Secondly, due to cognitive personnel error, the (ST did
not reread the note when the surveillance was resumed after support was obtained.
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0. SAFLIY ANALYSLS:

6.

There were no safety conseavences for this event. The avtomatic start of the 0A Fue) Handling Building
Charcoa! Booster Fan and rea)ignment of dampers ‘s an ESF actuation. This Tineup establishes a safer plant
condition becouse the ESF Vineup filters radiocactive contaminants from the fuel hand)ing building
etmosphere. The filtering capability was not required since no airborne activity existed during this
event. The redundant monitor (ORE<ARDSE) was operable during this event and showed no increased activity
during this event. Under more severe initial conditions, there would stil) be no safety consequences since
the interlock 18 a conservative position and places the plant in a safer configuration.

CORRECTIVE ACTIONS:

An Event Evaluation Peview was conducted on Thursday, April 12, 1990, to discuss this event. The following
corrective actions were identified:

1. Revise Instrument Maintenance procedures with ESF or interlock actustion potential by including a
procedura) step, instead of a note, to V1ift the necessary leads. In addition, revise the applicable test
report packages to have signeoff steps for 1ifting these leads. This item wil) be tracked by Action Item
Record (AIR) 90.100.

2. Develop a special test report package cover sheet for all Instrument Maintenance procedures which have
ESF/interlock functions associated with them to alert the technician that particular cavtion should be paid
during performance of the surveillance. AIR 90-100 will also track this item.

3. This event and the importance of reviewing each step and a)) nutes from the beginning of a procedure
after resuming survei)lance activities will be discussed with al) Maintenance Departments, Operating and
Technical Staff. This action wi)) be tracked by AlRs 90-101, 90-102, and 90-103 respectively.

In sddition, the individual involved in this event is aware of its significence. The individual was
specifically counseled on appropriate actions that would have prevented “his event.

PREVIOUS OCCURRENCES:

Thei s have been previous automatic starts of the Fue) Mandling Building Charcoal Booster Fans although the
root cavses are unrelated to this event. LER B9.01, “Technical Specification Mot Channe! Factor
Surveillance Performed Late Due to Personne) Error," documents a similar root cause. The root cause of the
Tate syrveillance was an improper procedure format in that the survei)lance interval specifications were in
the procedure in a note as opposed to an action step, which resulted in personne)l error.

COMPONENT FALLURE DATA:

This ovent did not involve component failure.
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