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'. On February 24, 1993, at 0020 hours with the plant in Mode 1 at 100% powes, the B Train Control Room
| Pressunizanom botties were found wolated by twe caasuil valves. The valve: were found glosed durning
perforpunce of the monthly Control Room Unveltpe Presvariranon Svstem Valve Lineup. Che immediate
. COITCtive actio™ Wis 0 open iae valves: The A [raim valves were inspected and Tound o be dlened properly
‘_ The most probahle cause of this évent 5 personngl error associpr=d with improper sell-verification. In suppon
of ldung the B Train Comural Room pressurization aiv beatles, it s bebeved that the two valies were inagvers
vlosed. The valves yre the sume (spe as end sre locawd near the air bottde H1 valves
. Lo prevent recurrence, o comnmitment has been opened with the Operavions Department 1o Jiscuss witl shifi
gperators the importance of sallaerilication whenh opesating plant componens New vaive ddenufication tags
nave been mstatled ich are easily read (tom the oneranns platlorm
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I DRescopuon of Event

On Febraary 24, 1992, at 0020 hours, with the plant in Mode | at 100% power {2230 psta and 586

» degrees Fahrenheit), the B Train Contre) Ruom Pressurization botiles wace foumd tsalaed by two manoal
i i5¢ fatnn valves. The discovery was made during the monthly performance of Sunvediance Procedure

o 1614F 4 Contro! Building Envelope Pressurizaton System Volve Lineup. The wwo valves, SHVE*Y 704

% and V741 are the manual salation valves for the solenoid operated volve (IHVOSOVT4R) located
downsiream. This ¢o Wiguigtien rendered the B Train of the Control Byilding Eovelope Pressurication

‘ 1 Syatem inoperable. In thy evéem ¢. 2 Contral Budding Isolanon (CRI signal, e B ratd would not have
been available 1o pressurize the Control Roam
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As immediate corfrective action the mispositioned valves wers apened and indepenidenty verified open
The A Train valves were also verified 10 be apen

1l Cause of Event

The root canse of this event is most probably personmnel ereor associated with impraper self=verihication
aing Alling of the Train B air boules on Februavy 7, 1982, it appeats the operator dd o venly the
identiticauon labels for the correct valves 10 be operated and v bsequenty closad the wrong valves, Two
valves (IHVC"VASY and VeR3) of smular size and configuraiion are closed after Giling the bortles with
compressed air. They are losated near the muspositoned valves which ako could have conuibuted 1o the
wrang valves being closed. Since the yalves were not supposed 1o be operated during the proceciure,
there was ao mechanism in plage t¢ check the posinon of the valves at the conclusion ol the fithng
aoperation. ‘This resulted (0 3HVC*V7US and IHVC*VT2I remaining clnsed
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The event ts heing reported in accordance with TOCFRS0.73a) (21001, as a condeaon prohibiied by wne
i plam’s Technical Specificauons. Technical Specification 3.7, 8 requirey the inoperable Contrg:. Room
’ Envelope P-essurizatinn Systern 1o be eturned - operable status within 7 days, or the plant oe i Hof
Standby within & hours and Cold Shardown within the mext 30 hours. The mapostioning of valves
FHNVC*VTO4 and JHVC*VT21 probably occurred on February 7. 1992, which was the date of the fust B
Train At Bottle Al after the valves were verified open during the pedformance of the monthly valve
line-up survedlance on January 27, 1§92, Sinde shifl personnel werg unaware of tie valve muspositioning,
no COMPENSAIOry medsures sere taken.
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The two trains of the Contral Room Emvelope Pressurization System are each designed (o pressunzz the
; Controt Room Envelouc in the event of a4 CBl for one hour.  Aler ane hour the Emergeacy Filtration
‘ System s starte! anc provides fitered outside alr to e Contral Room Envelops and also maintains a
slight positve pressure within the envelope.
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The A Train Conuol Room Pressuri=ustion System remained operable during the pediod that the B Train
was ipadvertemly salated. The Control Room Emergency Filtrauon System was also aperable durning this
period, In the event of a CBI, the A vain of the pressurizauon svstem would have automanically
activated to pressurize the comtrad roam for up 1w one hour. At that time the emergency filtration system
colld be put into operation.  Therefore, this evel 1 posed no significant safety conseguences

A Corrggiive Action

As immediate correative astion the misposiiioned valves were opened and independently verified open
The A Train valves were also verfied to be open
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To prevem revurrence of this evert, a committment has heen opened tor the Qpergtions Depariment 10
‘ ! i A6}
discuss with shift gperpgtors the duperiance of sell-verioation when operators are manipslating plant
copapanents. Additanally, noew tags hiive been ytaled on the valves in the area. The new 1ags ary the
: elecy d=mark type and are larger than the embossed metal tags. The valve numbers are pointed in black
o bold face wpe oo g white bachground and the tads are bung such that they are eastly read fram the
“ operating platforty, Al present. a program 18 in place at Nulstone 3 w0 mstall these tugs on valves
c requinng operator manipulation by the end of 19¥3
}
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f [agensee Fyent Reports submunied winch discuss related 2 ents are as lollows
5 LER N.imher Tide
!
‘. §1-011 Unlocked and Open Manual Contaimment Isalation Vales Due w
: Improper Task Venlicatuon
. GO-021 Unlocked and Upen Manual Comamment lsalation Valve Due to
: rersonnel Error
ﬂ
| G-017 Loss of Buth Trains of High Pressure Safery Imection Due o Personnel
: Error
Ii S§0-01s Turbine Driven Awiliary Feedwater Pump Open Drain Valve Due 1o
Personnel Erros
i_:
F 8§8-001 Ereamn Generator Sample Congininent Penetrauon Valves Found Open
; Due w Persannel Error
\
)
.’ LER 89<001 discusses an ¢vent whers an noperable comainment isolation Lalve was lelt open [or longer
i thar the 4 hours allowed by | échnical Specifications. The root vause was persenned ervar in that
f mic! shift operatoss did not wrnover 1o davshift opecstors e siatus of the valve, and the davelaft Shift
{ ~ Supervisor sissed the Limitng Coadition of Operation in the Shifi Supervisurs log, Corvective action was
E e counsel the mndividua’s on the need for attenton to dewall and cominunicatons during shift ternovers.
! LER §8-026 dovumeiis ar evenl where & Turhine Driven Ausihiary Feed Water Pump drain valve was
| focked 1.5 turns open instead of glosed, Causing the room o became filled with steam churing a
L - surveillance test, The 1901 valise was operator inattenuon to detsil in not closing the valve tompléetely.
} orrective aetion was counseling and provedure change 1o require independent verification of valve
P! position.
LER 80-017 giscusses an event where a Salety Injection Cald Leg Moester Isolztan valve way closed o
fill o accumulatar and not reapened following the filling evolution causing Both woing of Tigh Pressure
i Safety Injecuon tn be moperable. The root cause wus cogritive fatlure on the part of the operator for
| using a procedure that was not guthorized for the existing plamt condhiuons.  Corrective acuion was
r’v v counseifing and procedure change.
4 LER 90021 documents a1 event whete a contdinment isolgtion valve was inadvertendy lelt unloesed
[ and open, The valve had been opened 1o support a contaimanent emry. The roor cause of this event was
7 I 1P :
: mis-use of & procedire for & nonroutine evelutionh, vompaunded by fatlure o note the abnormal valve
: position in the Shift Turnover Report. Corrective Acvon was i counsel the Shift dapervisar on
t procedural gsage snd gammudnications,
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