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'In accordance with 10 CFR 50.73, Georgia Power Company hereby submits the
enclosed report relating.to an event which occurred on November 26, 1989.
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On 11-26-89, an Instrument & Controls (I&C) technician was performing the
18-month Analog Channel Operational Test (ACOT) on Containment low range area
radiation monitor 2RE-0003 The monitor's Remote / Bypass switch was in the
" Bypass" position as the technician introduced a test signal to simulate a high
radiation reading. The monitor's processing unit took approximately four
minutes to process the signal. However, the technician did not understand the
delay and proceeded to check the gain and background signal to ensure they were
correct. At 1510 CST, he moved the Remote / Bypass switch to the " Remote"

i position which allowed the test signal to initiate a Containment Ventilation
| Isolation (CVI). ,

|

| The root cause of this event was cognitive personnel error on the part of the
technician. The procedure which was being employed to conduct the test did not'

address movement of the Remote / Bypass switch at the time when the technician
moved it to the Remote position. The technician has been counseled regarding
the importance of compliance with procedures and seeking guidance when expected
test results are not achieved.
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A. REQUIREMENT FOR REPORT
-

! This report is required per 10 CFR 50.73 (a)(2)(iv) because an unplanned ;

Engineered Safety Feature (ESF) actuation occurred.

[ B. UNIT STATUS AT TIME OF EVENT

At the time of the event on 11-26-89, Unit 2 was operating in Mode 1 (Power
,

Operution) at 100% rated thermal power (RTP). Other than that described
herein, there was no inoperable equipment which contributed to the .

occurrence of this event. ,'
C. DESCRIPTION OF EVENT

On 11-26-89, an Instrument & Controls (I&C) technician was performing the
18-month Analog Channel Operational Test (ACOT) on Containment low range
area radiation monitor 2RE-0003. The monitor's Remote / Bypass switch was in

5the " Bypass" position as the technician introduced a test signal to simulate
a high radiation reading. The monitor's processing unit took approximately
4 minutes to process the signal. However, the technician did not understand
the delay and proceeded to check the gain and background signal to ensure '

they were correct. At 1510 CST, he moved the Remote / Bypass switch to the
" Remote" position which allowed the test signal to initiate a Containment
Ventilation Isolation (CVI). The appropriate valves and dampers actuated
and control room operators verified that no abnormal radiation condition -

,

existed. The CVI signal was reset at 1547 CST.

D. CAUSE OF EVENT

.

The root cause of this event was personnel error on the part of the Georgia
'

Power Company technician. Procedure 24623-2, " Containment low Range Area
Radiation Monitor Analog Channel Operational Test", which was being employed i
to conduct the test, did not address movement of the Remote / Bypass switch at |

the time when the technician moved it out of bypass. |

The following are contributing causes of this event:

1. The test procedure indicates that testing should cease if expected .I

results are not being obtained. When the technician did not understand
the lengthy processing time, he failed to stop and notify his foreman as
indicated by the procedure.

I
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2. The test procedure did not indicate that a lengthy processing time may
be required (depending on the test signal frequency used). This lack of
information misled the technician into believing that the signal was not
being processed.

,

" 3. Although the technician performing the ACOT testing was trained and
qualified to do surveillance testing, this was only the second time he
had performed testing on 2RE-0003. This lack of specific experience
contributed to his personnel error.

4. Operational needs for blocking the ESF actuation signal during
maintenance and testing were not addressed in the original design.

The above cognitive personnel errors were not the result of any unusual
characteristics of the work location.

E. ANAL.YSIS OF EVENTS

During this event, the CVI signal actuated the proper valves and dampers and I

control room operators responded correctly in verifying that no abnormal
radiation condition existed. Therefore, plant safety would have been
maintained if an abnormal radiation condition had, in fact, existed. Based
on these considerations, there was no adverse effect on plant safety or
public health and safety as a result of this event.

t |

F. CORRECTIVE ACTIONS

'
1. 'The technician involved has been counseled regarding the importance of

compliance with procedure and seekin0 guidance when expected test
results are not achieved. Personnel responsible for performing i

,

maintenance or surveillance activities on Process Effluent Radiation i
Monitoring System (PERMS) monitors have been reminded of the necessity i
to stop testing and seek guidance whenever expected test results are not I
being achieved. '

2. Procedures 24623-1 and 2 have been changed to advise personnel of the ;

potential for a lengthy test signal processing time. j

3. An additional instructional unit will be developed for this specific 4

ACOT testing by 2-1-90. Additional PERMS hands-on training will be
instituted upon receipt and installation of the PERMS training
simulator. ,
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4. A blocking capability is being designed with installation currently
planned for 1990.

G. ADDITIONAL INFORMATION

1. Failed Components

None

2. Previous Similar Events
'

LER 50-424/1989-001, dated 02-01-89.
Corrective action addressed means to prevent inadvertent actuation of
IRE-0003's reset button. However, it did not address movement of the
Remote / Bypass switch.

LER 50-424/1988'-027, dated 10-26-88.
Corrective action addressed lack of a switch to block the CVI actuation-
signal. Installation of these switches is scheduled to occur during
1990.

L 3. Energy Industry Identification System Code
L

~

Containment Isolation Coltrol System - JM

L Radiation Monitoring System - IL

l
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