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On 12,/20/90, at approximately 0950 CST, Unit 2 was in the Run mode at
approximately 2436 CMWT (approximately 100 percent rated thermal power). At
that time, while preparing to obtain an offgas sample, a nonlicensed Chemistry
technician discovered three valves misaligned in the Offgas Post-Treatment
Radiation Monitoring system. Because of the valve misalignment, Offgas
Post-Treatment Radiation Monitors 2D11-K615A and B were no longer monitoring
Offgas system effluent and were, therefore, inoperable, Unit 2 Technical
Specifications Section 3.3.6.1 requires the monitors to be operable in the Run
mode. The technician, in obtaining the sample per procedure 64CH-SAM-001-0§,
"Offgas Sampling," immediately configured the system such that offgas sample
flow was restored to the monitors. At this time, the monitors were operable and
the plant was in compliance with the Technical Specifications. A Deficiency
Card was initiated and the Shift Supervisor was notified of the as-found valve
misalignment. It is noted that offgas post-treatment activity remained well
below Technical Specifications limits durlng the event.

The cause of the event is inconclusive. However, the most likely cause was
cognitive personnel error in that nonlicensed personnel failed to restore the
valve lineup during prior sampling. A contributiay factor to the event was a
less than optimal sampling procedure in that it did not require appropriate
documentation and verlfication of as-left valve positions.

Corrective actions included verifying valve lineups, issuing a standing order
requiring verifications of valve positions during sampling, Issuing a memo to
Chemistry personnel on the event, and revising the appropriate procedures
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General Electric - Boiling Water Reactor
Energy Industry Identification system codes are '! atified in the text as (EIIS
Code XX)

SUMMARY OF EVENT

On 12/20/90, at approximately 0950 CST, Unit 2 was in the Run mode at
approximately 2436 CMWT (approximately 100 percent rated thermal power). At
that time, while preparing to obtain an offgas sample, a nonlicensed Chemistry
technician discovered three valves misaligned in the Offgas Post-Treatment
Radiation Monitoring system. Because of the valve mlsalignment, Offpas
Post-Treatment Radiation Monitors 2D11-K615A and B were no longer monitoring
Offgas system effluent and were, therefore, Inoperable. Unit 2 Technical
Specifications Section 3.3.6.1 requires the monitors to be operable in the Run
mode, The techniclan, in obtaining the sample per procedure 64CH-SAM-001-08,
"Offgas Sawpling," immediately configured the system such that offgas sample
flow was restored to the monitors. At this time, the monitors were operable and
the plant was in compliance with the Technical Specifications, A Deficiency
Card was inftiated and the Shift Supervisor was notified of the as-found valve
misaligament, It is noted that offgas post-treatment activity remalned well
below Technical Specifications lirtt: during the event,

The cause of the event is inconcl v= However, the most likely cause was
cognitive personnel error In that | -censed personnel failed to restore the
valve lineup during prior sampling. A contributing factor to the event wes a
less than optimal sampling procedure in that it did not require appropriate
documentation and verification of as-left valve positions.

Corrective actions included verifying valve lineups, I[ssuing a standing order
requiring verifications of valve positions during sampling, issulng a memo to
Chemistry personnel on tha event, and revising the appropriate procedures.

DESCRIPTION OF THE EVENT

On 12/20/90, at approximately 0950 CST, Unit 2 was in the Run mode at
approximately 2436 CMWT (epproximately 100 percent rvated thermal power). At
that time, calibration of the Offgas System Post-Treatment radiation monitors
2D11-K615A and B (EIIS Code WF) was in progress. This calibration is required
on a quarterly basis in accordance with Unit 2 Technical Specifications Table
64.3,6.1-1, item (1). As part of the calibration, a grab sample of the offgas
post-treatment effluent is obtalned for isotoplc analysis. At approximately
0950 CST, in preparing to obtain the sample, a nonlicensed Chemistry techniclan
found three offgas sampling station valves to be misaligned such that monitors
2D11-K615A and B were not sampling offgas flow as deslgned.




The Offgas Post-Treatment Radiation Monitoring system is configured such that
one of two redundant sample pumps takes suction from the Offgas system supplying
a continuous sample flow to monitors 2D11-K615A and B, A grab sample may be
obtained upstream of the sample pumps by connecting a sample flask into a bypass
sample line. With the flask installed, the inlet and outlet valves vo the flask
are opened, a main sample line valve Is then closed, and all sample flow is then
diverted throurh the sample flask to the monitors. In this event it was
discovered that the system was allgned as If to take a grab sample but no

flask was Installed. Thus, with the flask connections open to atmosphere, the
sample pumps were taking suctlion from the Waste Gas Treatment Building
atmosphere Ilnstead of the Offgas system, Consequently, radlation monitors
2D11-K615A and B were not monitoring offgas effluent and, thus, were inoperable.
This Is contrary to Unit 2 Technical Specifications Section 3.3.6.1 which
raquires these monitors to be operable while In the Run mode.

When the techniclan found the valves to be lined up Incorrectly, he connected a
sample flask to the bypass sample line per procedure 64CH-S5AM-001-08, "Offgas
Sampling." (Connecting the flask into the bypass sample line restores offgas
sample flow to the radlatlion monitors via the flask.) After obtaining a grab
sample, the technician restored the system to the n..aal lineup in accordance
with procedure 64CH-SAM-001-08.

The techniclan then notified the Shift Supervisor that the valves were found
misallgned and were restored to their proper positions per procedure
64CH-SAM-001-08. The techniclan also {nitlated a Deficlency Card to document
the vondition, No Limiting Conditions for Operations were entered since the
condition was corrected 4t the time 1t was {dentifled,

CAUSE OF THE EVENT

The cause of the event Is Inconclusive. However, the most likely cause of the
event was cognitive personnel error on the part of nonlicensed personnel.
Specifically, pricr to 12/20/90, the last grab sample obtained from the offgas
sample station was obtalned on 11/23/90. This sample was used to perform a
monthly calibration check of the radiation monitors. The Chemistry technician
who obtalned the sample on 11/23/90 stated that the system was restored to the
normal lineup In accordance with procedure 64CH-SAM-001-0§. However, no
documentatlion exlsts to confirm that the valves were restored to their proper
lineup. Also, Chemistry logs do not show any other activities taking place
between 11/23/90 and 12/20/90 which would have involved manipulation of the
subject valves. Consequently, the techniclan performing the sampling activity
on 11/23/90 most likely failed to follow procedure by not restocing the system
to the proper valve llneup.

A contributing factor to the event was a less than optimal procedure.
Speciflcally, procedure 64CH-SAM-001-08 does not requi documenting the as-left
valve positions for those valves manipulated during the sampling activity.

Also, it does not require independent verification that the valves were left in
the correct position,
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Also, dus to the Incorrect valve line-up, Offgas system effluent wus being
discharged at low pressure into the Waste Gas Treatment Building via 1/4 inch
tubing. However, the Waste Cas Treatwent Building atmosphere was being sampled
continuously and analyzed daily during the event, Nec appreclable increases in
alrborne actlivity were noted durlng the perlod of the valving error. 1In
addition, it should be noted that exhaust ventilation for the building is routed
to the main stack for dllution and elevated release.

When sample flow was reestablished on 12/20/90, control room licensed personnel
noted that the Post-Treatment Radlation Monitor readings did not chaige on
either the monitor or the recorder. This indicated that the offpas
post-treatment activity level was so low ag to be indistinguishable from
detector background readings. Slnce offgas pretreatment activity remained
essentlally constant during the suspected duration of the valving error, it is
reasonable to assume that post-treatment activity levels remained relatively
constant and well below Technical Specifications limits cduring that time also.

Based on the above information, {t is concluded that this event had no adverse
Ilmpact on nuclear safety This analysis applies to all power levels

CORRECTIVE ACTIUNS

Offgas sample flow was restored to monitors 2D11-K615A and B on 12/20/90, at
approximately 0950 CST.

On 12/20/90, subsequent to the event, the following systems were checked for
proper valve posltions:

Unit 1 and 2 Flsslon Product Monitoring Systems (EIIS Code IL).
= Main Stack Radiation Monttoring System (ELIS Code 1L, Unit common system).

Unit 1 Recombiner Building Vent Stack Radiation Monitoring System (EIIS
Code IL, Unit 2 does not have such a system).

Units 1 and 2 Reactor Bul.ding Vent Stack Radiation Monitoring Systems
(E118 Code 1IL).

Units 1 and 2 Offpas Pre-treatment Radiation Monitoring Systems (EIIS Code
Il‘) .

Units 1 and 2 Offgas Post-treatment Radiation Monitoring Systems (EIIS
Code 1L).

No valves were found to be out of their proper alignment during the check.
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