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On June 6, 2007, St. Lucie Unit 1 was in Mode 1 at 100 percent reactor power and
while performing a surveillance to verify position of administratively locked
valves for the containment and shield building integrity, two containment
isolation valves, (CIVs), service air header to containment isolation (non-safety
class system) were found locked open, versus the required locked closed position.
The valves are required to be locked closed prior to entering Mode 4 in accordance
with Technical Specifications 3.6.1 and plant procedures to ensure containment
vessel integrity. The valves were restored to the locked closed position upon
discovery. It was estimated the valves were left open for approximately 3 weeks
from the time when Unit 1 entered into Mode 4 until time of discovery.

The apparent cause, along with contributing causes, was determined to be human error
in which implementation of existing configuration control processes were
incorrectly implemented by the Clearance Center Senior Reactor Operator (SRO).
Corrective actions included re-performance of the procedure, creation and issuance
of an Operations Event Report 07-008, and immediate standdown with all personnel.
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Description of the Event

On June 6, 2007, St. Lucie Unit 1 was in Mode 1 at 100 percent reactor power. While
performing a surveillance to verify position of administratively locked valves [v].
for the containment and shield building integrity, two containment isolation valves
(CIVs) V18794 and V18796 (service air header to containment isolation) [PEN] were
found locked open versus the required locked closed position. The valves are opened
to provide service air to the containment during Mode 5 and 6 conditions through a
containment penetration. The valves are required to be locked closed prior to
entering Mode 4 in accordance with Technical Specifications 3.6.1 and plant
procedures, and verified locked closed once every 31 days in accordance with
administrative procedures.

Unit 1 exited Mode 5 and entered Mode 4 on 5/20/07 following a refueling outage.
Prior to entering Mode 4 the valves were re-opened (previously closed) to support
ongoing containment activities. Although, there are sufficient station processes
and procedures in place to control components that are aligned outside of their
normal position (e.g., valve deviation log, open penetration log, or equipment
clearance orders), the Clearance Center SRO did not establish configuration control
via these station procedures. In addition, during subsequent communications on the
valve opening with the Control Room, the Clearance Center SRO did not clearly
communicate that the now "open" penetration required tracking and documentation in
the Open Penetration Log Data Sheet by the Control Room. This miscommunication
resulted in the Control Room not logging it as an "open" penetration. These human
performance errors and incorrect use of the configuration control process
ultimately lead to the open position of the valves being missed by both the Control
Room and the Clearance Center SRO when entering Mode 4.

Cause of the Event

The apparent cause, along with contributing causes, was determined to be human error in
which implementation of existing configuration control processes were incorrectly
implemented by the Clearance Center SRO. Contributing causes included inadequate
communication, perceived schedule pressure, distractions, and less than adequate
guidance in the configuration control procedures.

Analysis of the Event

In accordance with NUREG-1022, "Event Reporting Guidelines 10 CFR 50.72 and 50.73,"
Revision 2, this event is reportable under 10 CFR 50.73(a) (2) (ii) (A) as, a principal
safety barrier being seriously degraded as well as 10 CFR 50.73(a) (2) (i) (B) as a
condition or operation prohibited by the Technical Specifications.

Analysis of Safety Significance

Since the passage of service air into the containment is not needed or required for
core damage mitigation, the CIVs are generally not included in the PSA model(s) used
for estimating Core Damage Frequency (CDF) . Inoperable CIVs (i.e. in the open
position) for this penetration will not have an impact on CDF or Incremental
Conditional Core Damage Probability (ICCDP).
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The calculated Incremental Large Early Release Probabilities (ICLERPs) for both
seismic and non-seismic event initiators indicate that the level of risk associated
with large early releases due to CIVs V18794 and V18796 left in open position for 3
weeks (or 504 hours) is significantly below the acceptance criterion value of 5.0E8,
and thus, based on Reg. Guides 1.177 and 1.174 the associated risk impact is
considered small.

Corrective Actions

The proposed corrective actions and supporting actions listed below are entered into
the site corrective action program. Any changes to the proposed actions will be
managed under the commitment management change program.

The following actions will be tracked within the St. Lucie Corrective Action
Program:

l.Appendix E of AP 1-0010123 "Containment and Shield Building Integrity Valve List"
that was being used for the configuration control was re-performed.

2.Operations Department "Standdown" with all personnel was held to discuss the event
and the Operations expectations regarding configuration control.

3.The Clearance Center SRO that involved in this event has been counseled.

4.Operations Event Report 07-008 on this issue was issued and reviewed by all
operating crews.

Similar Events

A search of the PSL's Corrective Action database over the past two years was
performed. The search included the event for program/process issues and events for
configuration management issues. Thirty-four condition reports were found that
addressed configuration management. A review of these condition reports did not
reveal a similar event. No other condition reports were identified related to the
above search topics.

Failed Components

None
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