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Yod C. Feigenboum
ee President and

Chief Executive Officer

NYN- 60214
December 14, 1990
United States Nuclear Regulatory Commission
Washington, D.C. 20555
Attention: Document Control Desk
Reference:  Facility Operating License No. NPF-86, Docket No. 50-443

Subject: Licensee Event Report (LER) No. 90-026-00: Control Room Emergency Air
Cleanup and Filtration Subsystem Actuation

Gentlemen:
Enclosed please find Licensee Event Report (LER) No. 90-026-60 for Seabrook
Station. This submittal documents an event which occurred on November 16, 1990, and is

being reported pursuant to 10CFRS0.73(e)(2)(iv).

Should you require further information regarding this matter, please contact Mr. Allen
L. Legendre, Lead Engineer - Compliance, at (603) 474-9521, extension 2373,

Very truly yours,
Ted C. Feigenbaum
Enclosures: NRC Forms 366, 366A
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United States Nuclear Regulatory Commission
Attention: Document Control Desk

ce:

Mr. Thomas T. Martin

Regional Administrator

United States Nuclear Regulatory Commission
Region 1

475 Allendale Road

King of Prussia, PA 19406

Mr. Noel Dudley

NRC Senior Resident Inspector
P.O. Box 1149

Seabrook, NH 03874

INPO

Records Center

1100 Circle 75 Parkway
Atlanta, GA 30339

December 14, 1990
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On November 16, 1990, at 10:46 p.m. EST, an Engincered Safety Features (ESF) actuation occurred
ausing the Control Room Normal Makeup Air Subsystem (CBA) to transfer to the Control Room
bmergency Air Cleanup and Filtration Subsystem.

The inadvertent ESF actuation occurred during the performance of a surveillance test. The [&C
technician performing the test inadvertently operated the wrong control/display module (1-RM-RK-
6507-A). The operation of this control module caused a high alarm condition in the train A west
air intake radiation monitor. This condition initiated the transfer of the Control Room Normal
Makeup Air Subsystem to the Control Room Emergency Makeup Air and Filtration Sub-system mode.
The technician should have operated control/display module 1-RM-RK-6576-A (Containment High
Range Radiation Monitor) as required by the test procedure. Module 1-RM-RK-6576-A is located
(o the immediate right of module 1-RM-RK-6507-A.

The primary root cause has been determined to be personnel error involving a lack of attention to
detail. A contributing cause was failure to follow procedure. If the techuician had referred to the
procedure step prior to manipulating the switch he would have realized that he was on the wrong
control module prior to initiating the high alarm resulting in the CBA actuation.

The technician involved was counselled on the event and the need for increased attention to detail.
Additionally, the technician discussed the event and the lessons learned at meetings with [&C
department personnel held on November 29, 1990.

This is the second event of this type involving personnel error resulting in a CBA actuation.
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Al the time of the event, the plant was in Mode 5, Cold Shutdown, with a Reactor Coolant System
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