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EVENT DESCRIPTION AMD PROBABLE CONSEQUENCES
[0T27] | At 0800 on 12/15/83, radiation monitor R-11 (Containment Atmosphere Particulate |

[0T7] | Activity) was declarcd inoperable due to an improper valve lineup. Tech. Specs. |

| 3.3.3.1 and 3.4.7.1, in part,require this monitor to be operable. Tech. Spec. B

[0]5] | action statement requirements were met. Health/safety of *the public was not |

[0Te] | affected. |
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CAUSE DESCRIPTION AND CORRECTIVE ACTIONS @
(1]9] | This event was caused by personnel error. At approximately 1620 on 12/14/83, |

1] 2 health physics technician shifted radiation monitor R-11 from the outboard pump |

[7]z]| to the inboard pump to allow troubleshooting by electrical maintenance. Upon )

(]3] | completion of a motor current check, the same technician attempted to shift R-11 |

[_'[_] | back to the outboard pump. The technician used an incorrect (SEE ATTACHED)|
'..'c":'::‘v % POWER OTHFR STATUS :I‘ITCHOOVO.:: i DISCOVERY DESCRIPTION @
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(AUSE DESCRIPTION AND CORRECTIVE ACTIONS (Continued)

section of the approved procedure which caused him to mispositicn the pump

inlet and bypass valves. Operations personnel noticed an abnormally lTow indication
on radiation monitor R-11 and checks were made by health physics personnel on

bott. the evening and night shifts. These checks verified proper pump operation

but failed to verify inlet and bypass valve position. Upon discovery on day shift,
the valve lineup was corrected and radiation monitor R-11 was returned to service
at 0830 on 12/15/83. The personnel invol/ed have been counseled.



