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EVENT DESCRIPTION AND PROBABLE CONSEQUENCES h
o 2 | At 0330 hours on June 13, 1981, the Control Room Ventilation system failed to I

g o i3; j automatically switch to recirculation mode upon receipt of the initiating sinnal I

go g4; | from HP-R-220. The signal was generated as a result of an atmospheric temrerature j

o 3 y inversion in the local environment. This event had no effect on the plant, its |

O 6 | operation or the health and safety of the public. I
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CAUSE DESCRIPTION AND CORRECTIVE ACTIONS h
| The lead I & C Forenan failed to return the radiation monitor interlocks to normal |i o

ITTTI | upon completion of the calibration as required by the procedure. The ventilation I

| system was immediately switched into the recirculation mode manually. The foreman I, 7

g , y 3 y | was counselled on the necessity of following procedures fully. |
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I. EXPLANATION OF OCCURRENCF

At 0335 hours on June 13, 1981, the Control Room Ventilation Radiation
Monitor, HP-R-220 alarmed due to a temperature inversion in the local

i

environment. The Control Room Operator, while verif ing the automatic
actions this alarm causes, noted the ventilation had not automatically
shifted and immediately placed it into the recirculation mode. An
investigation determined that the interlock defeat key switch was in
the defeat position. The key switch was returned to normal and the
interlock tested satisfactorily.

Subsequent investigation determined that the key switch was left in
the defeat position following a calibration of the radiation monitor on
June 12, 1981. The Lead 16C Foreman had been training a technician on
radiation monitor calibration. Due to the forman's familiarity with
the procedure and the radiation monitor the procedure was not closely
followed. As a result the step to return the key switch to normal was
overlooked.

II. CAUSE OF THE OCCURRENCE

The cause of this event was the Lead I6C Foreman failing to return the
radiation monitor interlocks to normal at completion of calibration as
required in the procedure.

III. CIRCUMSTANCES SURROUNDING THE OCCURRENCE

At the time of the occurrence, the Unit 2 facility was in a long-term
cold shutdown state. The reactor decay heat was being removed via loss
to ambient. Throughout the event there was no effect on the Reactor
Coolant System or the core.

IV. CORRECTIVE ACTIONS TAKEN OR TO BE TAKEN

IMMEDIATE

The fans were immediately started and the radiation monitor interlocks
were returned to normal.

I

! The forman's supervisor discussed this event with him. He was
instructed that procedures must be used to prevent this type of situation,
and that he should not rely only on his past experience.

LONG TERM

N/A

V. COMPONENT FAILURE DATA

N/A
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