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Abstract:

Or. December 30, 1987 at approximately 1000 hours the racdiation
monitor sampling system for the hot maintenance shop was found
out of service while the shop ventilation system was operating.
This violates Technical Specification 3.3.7.12 which requires
continuous sampling while the shop ventilation is in service.

The monitoring system was out of service for approximately twenty
four hours while the shop ventilation was operating. The hot
shop ventilation was secured at approximately 1000 hours on the
30th and the system was blocked out of service until corrective
actions could be taken to preclude the possibility of further
operation of the system in violation of technical specifications.
The cause of the event was combination of inadequate training and
equipment failure. To prevent recurrence training will be
provided to all licensed personnel by June 2, 1988. The training
will stress the interdependence of system indications and what
indications are valid for determining system operability. In
addition, the scope of review of a previously requested
modification has expanded and is continuing.

There were no consequences and no release of radiation OQfULYE?
as a result of this event. ' L

S’

' 0129 4
1302020339 8801, [
BBR- ADOCK 0500030




NAL o= deba

VI MUCLEAR REGVLATORY £ O

—_— LICENSEE EVENT REPORT (LER) TEXT CONTII  TION :::o:::::-o e
PACIITY Nami 1Y DOCALT muned i A @) TS AW Padt 8
YiAN “oﬂ-'-.a. veON
“irerick Cenerating Station taa | TVERS

- -

Unfe 1 ° 015'9‘91013!512 BJJ 0|68 |={ 0]0 012

o5

VLAY (F ey iy @ Nt i o WAL b 24 4\

Unit Conditions Prior to the Event:

Operational Condition 1, Unit 1 operating at 100% power.

Description of the Event:

On Dacember 30, 1987 at approximately 1000 hours a chemistry
technician observed the sample pump for the hot maintenance shop
ventilation radiation monitor was not operating and the shop
ventilation system was in service. This information was relayed
to the control room shif” supervisor who declared the sampling
system inoperable. Technical Specification 3.3.7.1"” requires a
constant sampling :radiation monicor to operate when :he hot
maintenance shop ventilation is in service. Therefore, control
room personnel immediately secured the shop ventilation and a
blocking permit was applied by 1100 hours that day to prevent
future non-compliances.

On the 29th at approximately 1000 hours a chemistry technician
had obtained a weekly grab sample f{rom the hot maintenance shop
radiation monitor as required by ST-5-076-820-0 "Weekly
Particulate Analysis". The sample pump was secured prior to

sampling and restarted as .-ired once sampiing was complete.
After return to service, L -- - "nician aoticed that the
electronic flow indicator sr .4 a normal sample flow of 3 SCFM.

However, the glass rotameter was reading approximately zero. The
technician also reported feeling the pump vibrating and described
these indications to control room supervision. Shift Supervision
checked that the control room indications were normal and
concluded that the system was operable and allowed the hot shop
ventilation to continue to operate. The same technician returned
and verified similar indications at 1430 hours that day. These
indications are described below.

The sampling procedure used requires that a flow irdication be
recorded. This indication is from a Barksdale "Dialmatic
Pressure Switch" #VCD2H-H18S8SS, 8-30" range. The switch output
results in either a 3 SCFM or 0 SCFM readout since the switch is
either open or closed. This instrument provides a sample flow
input into a data processing unit which indicates in the control
room and at the skid. A more rudimentary indication is available
locally in the form of a glass rotameter.
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Consequences of the Event:

There were no cunsequences and no release of radiation occurred.
No work on contaminated components was done in the shop from the
29th thru the 30th of December.

I1f there had been work on contaminated components there would be
the potential of an unmonitored release. However, local sampling
points are used when contaminated components are in t'.e shop.
Radiation levels of each sample are checked every 8 hours.

Cause of the Event:

The cause of the event was a combination of inadequate training
and equipment failure.

Personnel training on this system has been inadequate and
contributed to the cause of the event. Shift supervision used
control room indications available to determine system
operability. It was not known by supervision that all control
room indication on this system could be affected by a single
failure which would result in both local and control room
indications appearing NORMAL.

The Barksdale Pressure switch was tested and found to produce
false indications due to the pressure switch sticking. This
resulted is a normal flow indication (3 SCFM) locally and in the
control room. It also gives a rormal system running indication
locally and in the control room. These indications gave the
appearance that the system was operating normally.

Corrective Actions:

At approximately 1000 hours on the 30th a chemistry technician
reported that the sampling system was not operating; shift
supervision immediately secured the hot shop ventilation.

oM
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Actions to Prevent Recurrence:

The hot shop ventilation fans have been blocked out of service. |
The block will not be removed until adequate actions are taken |
which will preclude a recurrence of this event. These actions |
are described below.

Operations prrsonnel will receive training which will describe
the system indications available in the control room and at the
skid. This training will target the lack of independence between 4
control room indications and the2 local electronic indications. ¢
It will include the sampling flow rate reguirements which satisfy |
technical specifications. Also, training will detail those
indications which in general may be used to determine system
operability. This training will be given in the next cycle of
Licensed Operator Requalification training which will be
completed by June 2, 1988.

The sticking pressure switch was replaced and tested
satisfactorily. A modification was requested in July 1987 to
provide an interlock to trip the ventilation fans if a sampling
failure cccurs. The scope of the modification review will be
expanded to include the necessity of providing design redundancy
to preclude a single failure from violating technical
specifications.

To provide additional control and awareness, a number of
procedures will be revised. The system sampling and operating
procedures will be revised to include recording both the
electronic and the rotometer flow indications with an acceptable
range of flow indication. A statement will be added to aid shift
supervision in assessing system operability. These revisions
will be made by February 29, 1988.

EIIS Codes:

UC Service Building Environmental Control System

IL Radiation Monitoring System
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Previous Similar Events:

LER 87-031 involved a violation of technical specification
similar to this LER.

Tracking Codes: 1Inadequate Training (X)

Design, Manufacture, Construction/Installation
Deficiency (B)
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