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., LICEN$([ EVENT REPORT (LLR) For,Rev 2.0

F,9tility Name (1) Docket Number (2) _.Egge (3)
,,

Byron. Unit 1 01 El 01 01 01 41 Sl 4 1|ef!0._!3\

Title (4) AutomTIC START OF THE 0A FUtl HANDLING BUILDlHG CHARCOAL B00$f tR FAN DURING

CM!@HQtLQV[ T0 FROCLQURAL DEFIC 1Lt!CY AND PER$0WLL ERROR
lyggt Date (5) LtR Number (6) Reeert Date (7) Otbar Facilitial.lavelved (B)

// Revision Month Day Year Facility Names Det(et Number (s)f/ Sequential
/j/j//j/j/

Month Day Year Year
f

NumberNumber //

BYRON UNIT 2 01 El 01 01 014 15 15

Q_i_3. 2 17 910 91 0 0 1 0 15 01 0 014 2 16 910 01 El 01 01 01 l .[~ ~

OPERAI!NG (tbeek one gr.,ggtte of the followine) (11)
1 20.402(b) _ 20.405(c) l_ 50.73(a)(2)(iv) 73.71(b)__,

POWER __ 20.405(a)(1)(1) 50.36(c)(1) 50.73(a)(2)(v) _ 73.71(c)
Ltytt

_,,. 20.40$(a)( t h 11) 50.36(c)(2) 50.73(a)(2)(vit) Other (Specify
_.

(1Q) 9 9 20.40$(a)(1)(iii) 50.73(a)(2)(1) 50.73(a)(2)(viii)(A) in Abstract

/jj/j/j/j/j//,j/j/j/j/j/j/ / 50.73(a)(2)(ii) 50.73(a)(2)(viii)(B) below and in
Ifffffffffffff#j/j/jj/j/j/j/j/j/j/p/j/

20.405(a)(1)(iv)//

/fff##ff/f'f 20.405(a)(1)(v) _ 50.73(a)(2)(iii) 50.73(a)(2)(x) Text)
// /

Q(Lt!$[i_,(Q!ilgf. FOR THIS LER (12)
Hame TELLf'tjQ!ft NUP9(R

AREA CODE !

G $1Auf f er As1111&al 11thn11&l half $ypervisor Ext. 2274 8|115 2 13 !4 | .1 El 41 41
t

CQ!itLLl[_Dt(LLINE FOR EACN COM ON N FAILURE DESCRlbtD IN THIS REPORT (131
CAUSE SY$1tM COMPONLNT MANUFAC. REPORTABLE CAU$t $Y$itM COMPONtNT MANUFAC. REPORTABLE

TUR[R TO NPRD$ TURtk TO NPRD$
__

I I I I I I | | | | | | .l. I

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

SUPPLEMENTAL REPORT LKPLCIED (14) tapected Month | Day | Yett
$ubmission
Date (15) i I- -

| _htillf Veh C9mRltitlXPEtitD Sygtil$110N DATE) R l NO I I l I |
AB$iRACT (Limit to 1400 spaces, i.e. approximately fifteen single-space typewritten lines) (16)

1
i On March 27, 1990, at 0910. during a calibration of the fuel Handling Building Incident Radiation Monitor

ORT-AR055, a high radiation signal caused the CA Fuel Handling Building Charcoal Booster Fan to automatically
start and transferred the associated dampers to their Engineered Safety Feature (CSF) positions.

Ths root cause of the high radiation signal was a procedural deficiency combined with personnel error. The
calibration procedure addressed the f act that leads may need to be lif ted 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 surveillance activities due to congitive personnel error.

Corrective actions include revising Instrument Maintenance procedures with E5F potential to include a procedural
Ster to lift necessary leads. A special test report package cover sheet will be developed to identify procedures
which have an ($F associat6d with them. Tallgate sessions will also be held with working 4priments to remind
them of the importance of reviewing all steps and notes after resuming activities.

This event is reportable pursuant to 100FR 50.73 (a)(2)(lv) for an event that resulted in an automatic actuation
of sn Engineered Safety Feature.
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LICENLEE EVENT REPORT (LER1 ftKT CONTINUAL 10N form Rev 2.0
FCCit!TY NAMC (1) DOCKET NVPSER (2) LtR NupeLR f6) Page (3)

t, Year /// Sequential#
//j/ Revision

fff ff
| /// W _-r /// Nygkg_

' .Pyron. Unit 1 014101010 l 41 Bl 4 910 0 1 0_ l B 0 10 01 2 0F 0 13- - ;

TEXT Energy Industry Identification System (t!!$) codes are identified in the text as (XX)
'

;

A. PLANT CONDITIONS PRIOR TO EVENT: ;

Event Date/ Time 03/27/90 / 0918

Unit 1 MODE -. l. _EDEff 9PRIAt t on . Rx power . 99% RCS (AB) Temperature / pressure _ Normal __0cerating f
i

- _ power 0puntion._ Rx power _. 98%. RC$ [AB) Temperature / Pressure Normal Deerating I,'Unit 2 MODE 1

'

B. QtsCRIPTIQN OF EVENT:

On March 27,1990, at 0918, the fuel Handling Building Incident Radiation Monitor (ORT-AROS$) received a
high radiation signal which automatically started the 0A Fuel Handling Building Charcoal Booster Fan (VA) |
(VG) and transferred the associated dampers to their Engineered $afety Feature ([$r) positions. The I

following describes the events leading up to the t$r actuation.

On March ?7,1990, at 0735, Lietting Condition of Operation Action Requirement (LC0AR) 080$ 3.3.1-la was
entered to accomodate performance of Bl$ 3.3.1200, "$vrveillance Calibration of a General Atomics RD-10b- ;

: Geiger-Mueller Detector." The Instrument Maintenance (!M) Control $ystem Technician (C$f, non-licensed) ;
discussed the scope of the calibration with the Shif t Control Room Engineer ($CRE, licensed) and pursued ,

obtaining the required support f rom Radiation protection. At approximately 0900, with the surveillance
underway, the C$f performed the first step of the surveillance by placing the communication online/ bypass j
switch to the bypass position which resulted in a LO$$ Or COMMUNICATION indication on the Main Control Room
radiation monitoring display console. This step is performed to avoid nuisance alarms during the
calibration that may distract the Nuclear $tation Operators. The C$T then instructed the Radiation

,

I Technician to install the source on the calibration mountirg bracket. At 0918, during installation of the
'

source, the CA Fuel Handling Building Chartcal Booster Fan automatically started and transferred the '

associated dampers to their CSF positions. *

The C$f immediately reviewed the calibration package and determined that a note had been missed that e

! addressed leads that needed to be lifted to defett the interlock function. When the cause for the r

interlock signal was determined the Unit 0 Nuclear $tation Operator (NSO, licensed) shut down the booster i

fan.
1

.

| 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. All Operator actions were
correct. Stable plant conditions were not af fected by this event.

I
This event is reportable pursuant to 10CFR50.73 (a)(2)(iv) for an event that resulted in an automatic
actuation of an Engineered Safety Feature.

C. CAU$t OF EVERI:

The root cause of this event is two-fold. The surveillance fonnat was deficient because the surveillance r

addressed the f act that leads may have to be lif ted in a note as opposed to a sign-of f 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 lifted 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. However, the writer's guide was established af ter the last revision to
Uls 3.3.1-200. Instrument Maintenance performed a sample check of surveillances to determine how well they
conformed to the writer's guide. Based on these results, the remaining reviews were to be completed during
the normal two year surveillance review process. Secondly, due to cognitive personnel error, the C$f did
not reread the note when the surveillance was resumed after support was obtained.

(0565R/0065R) .
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_ LICEN$tt EVENT REPORT (LER) TEXT CONTIMLi&TIDW rarm Rev 2.0 ,

FACILITY NAME (1) DOCKET W M ER (2) LER MLReER (6) P m (31

( Year /// Sequential#
//j/ Revision
ff

/// Number /// NumbeL

,j ggg & t 1 0 | 5 1 0 l 0 1 0 l dl El 4 910 0l015 010 01 3 0F 0 13- -

TEXT Energy Industry Identification $ystem (t!!$) codes are identified in the text as (XK)
;

k,
D. $AFETY ANALY31):

.

There were no safety consequences for this event. The automatic start of the 0A Fuel Handling 8vilding !
Charcoal 500 ster Fan and realtenment of dampers is an t$F actuation. This lineup estabitshes a safer plant
condition because the t$F lineup filters radioactive contaminants from the fuel handling building '

atmosphere, the flitering capability was not required since no airborne activity existed during this
event. The redundant monitor (0RE-AR056) was operable during this event and showed no increased activity ' !
during this event. Under more severe initial conditions, there would sill) be no safety consequences since.
the interlock is a conservative position and places the plant in a safer configuration.

E. (PRRECTIVE ACTIONS:

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

1 Revise Instrument Maintenance procedures with E$F or interlock actuation potential by including a
Procedural step, instead of a note, to lif t the necessary leads. In addition, revise the appilcable test

,

report packages to have sign-of f steps for lif ting these leads. This item will 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 caution should be paid
during performance of the surveillance. A!R 90-100 will also track this item.

3. This event and the importance of reviewing each step and all ne,tes f rom the beginning of a procedure
after resuming surveillance activities will be discussed with all Maintenance Departments. Operating and '

| Technical Staff. This action will be tracked by AIRS 90-101. 90-102, and 90-103 respectively. <

,

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

,

F. ER[yIOU$ OCCURRENCES 1

Thy g have been previous automatic starts of the Fuel Handling Building Charcoal Booster Fans although the
,

root causes are unrelated to this event. LER 89-01. " Technical Specification Hot Channel Factor
| Surveillance performed late Due to Personnel [rror," documents a similar root cause.. The root cause of the

<'

late surveillance was an improper procedure format in that the surveillance interval specifications were in ,'
the procedure in a note as opposed to en action step, which resulted in personnel error.

G. CQJfM [,NT FAILURE DATA:
.

This event did not involve component failure.
,

t

.
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