December 26, 1990

ELV-02382
0768

Docket No. 50-425

U. § Nuclear Regulatory Commis.ion
ATTN: Document Control Desk
Washington, D. C. 20555

Gentlemen:

VOGTLE ELECTRIC GENERATING PLANT
LICENSEE EVENT REPORT

PERSONNEL_ERROR LEADS TO CONTAINMENT VENTILATION ISOLATION

In accordance with 10 CFR 50.73, Georgia Power Company hereby submits the
enclosed revised report relating to an event which occurred on November 26,
1989. This revision is necessary to update the status of the corrective
actions.

Sincerely,
{ ‘L" l/ ‘(74": 1 '>~t:~:1’_,:: -

W. G, Hairston, 111
WGH, LTT/NJS/gm
Enclosure: LER 50-425/1989-030, Revision |

XC: C
Mr. C. K. McCoy
Mr. W. R. Shipma-
Mr. P. D. Rushton
Mr. R. M. Odom
NORMS

Mr. S. D. Ebneter, Regional Administrator
Mr. D. S. Mood, Licensing Project Manager, NRR
Mr. B. R. Bonser, Senior Resident Inspector, Vogtle
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On 11-26-89, an Instrument & Controls (1&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"
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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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.

ANALYSIS OF EVENTS

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

CORRECTIVE ACTIONS

1. The technician involved has been counseled regarding the importance of
compliance with procedure and seeking guidance wher expected test
results are not achieved. Personnel responsible for performing
maintenance or surveillance activities on Process Efflu. it Radiation
Monitoring System (PERMS) monitors fave been reminded of the necessity
to stop testing and seek guidance whenever expected test results are not
being achieved.

2. Procedures 24623-1 and 2 have been changed to advise personnel of the
potential for a lengthy test signal processing time,

3. An additional instructional umi: has been developed for “his specific
ACOT testing. Additional PERMS ha:+s-on training will te instituted
upon receipt and installation of the PERMS trainins simu.ator.
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