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Mr. Leonard J. Callan

Regional Administrator

U. S. Nuclear Regulatory Commission
Region IV

611 Ryan Plaza Drive, Suite 400
Arlington, TX 76011-8064

Institute of Nuclear Power Operations
700 Galleria Parkway
Atlanta, GA 30339-5957
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ABSTRACT (Limit to 1400 spaces, i.e., approximately 15 single-spaced typewritten Lines) (16)

As required by Technical Specifications, auxiliary sampling equipment was being used to
monitor radicactive gaseous effluent from the ANO-2 Rad Waste Area ventilation of the
Auxiliary Building while maintenarice was in prcyress on the normal instrumentation.
Follewing the maintenance, tubing for the auxiliary sampling equipment was discovered to
have become disconnected so that the ventilation pathway could have been unmonitored for
no more than two hours and eight minutes. Attempts to identify an individual working in
the area at that time who may have inadverterntly come into contact with the tubing were
unsuccessful. The root cause of this condition was attributed to inadequate auxiliary
sampling equipment tubing connection stability that made it susceptible to failures of
this nature. Failure to provide continuous monitoring of this ventilation pathway
constituted operation prohibited by Technical Specifications. A review of logs and
records indicated that no significant amounts of radiocactive material were released during
the period when the pathway was potentially unmonitored. Corrective actions include new
procedure requirements for strengthening connectors and using caution flagging to prevent
inadvertent contact while the equipment is in use. The auxiliary sampling equipment will
be modified to minimize the possibility of similar occurrences.
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A Plant Status

At the time of this event, Arkansas Nuclear One Unit 2 (ANO-2) was in cold shutdown (Mode $)

conditions with Reactor Coolant System (RCS) [AB] temperature 85F and vented to atmosphere. A
refueling outage was in progress.

Event Description

At approximately 1720 on October 18, 1995, ANO Chemistry personnel discovered that continuous
monitoring of the Rad Waste Area ventilation gaseous effluent was not being conducted as required by
the Technical Specifications (TS).

Technical Specification 3.3.3.9 requires that the radioactive gaseous effluent monitoring instrumentation
shown in Table 3.3-12 be operable during releases via the pathway to ensure that dose rates in
unrestricted areas will be within specified limits. Among the actions required by Table 3 3-12 for
conditions with inoperable instrumentation is continuous collection of samples by auxiliary sampling
equipment. At ANO, the auxiliary sampling equipment consists of a sample pump, flow meter, iodine and
particulate filter cartridge. It is configured with tygon tubing connections between the sample pump, the
filter cartridge, and the normal sample path connection point.

In order to perform maintenance on the instrum=ntation monitoring gaseous effluent from the Rad Waste
Area of the ANO-2 Auxiliary Building [NF], an auxiliary sample pump was connected to monitor that
pathway at approximately 1112 on October 18, 1995. Chemistry personnel positioned the filter cartridge
so that its weight was supported. They also verified that each connection point was secure and that there
was no stress on any of the lines before starting the sample pump. At 1512, Chemistry personnel verified
that the sample tubing and filter cartridge were in place and properly connected. When they returned at
1720 to remove the auxiliary sample pump, the tubing was found to be disconnected from the cartridge
inlet. This condition resulted in the pump taking its sample from the room instead of the release path, as
required This condition was corrected upon discovery. The normal instrumentation was restored to an
operable status at 1808 on October 18, 1995,
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C

Root Cause

The Chemists who connected the auxiliary sampling equipment believed that they had complied with
procedural requirements to verify that all connections were tight by physical handling and visual
inspection. Based on their experience with previous installations, they felt sure that the connections
would not come apart. After the condition was discovered, Chemists reattached the tubing to the
cartridge and checked integrity of the connection by twirling the cartridge to see if it would come loose at
the same point. It did not. This indicated that some force had been required to break that connection.
Personnel who were known to be working in the area most of the day were interviewed. They stated that
they had not come in contact with the alternate sampling equipment at any time An attempt to identify
other personnel who may have been in the area at the time the tubing became disconnected was
unsuccessful. While it is likely that the connection was broken by someone who inadvertently came in
contact with it, the root cause for this condition is attributed to inadequate auxiliary sampling equipment
tubing connection stability that made the connections susceptible to failures of this nature.

Corrective Actions

Chemists were instructed to reinforce all connections on the auxiliary sampling equipment with hose
clamps or tie wraps.

Procedures for using the sampling equipment were revised to provide additional details of securing the
connections and to place caution flagging around the equipment to minimize the possibility of inadvertent
contact while it is being used

The auxiliary sampling equipment will be reviewed for potential enhancements to minimize the possibility
of similar future occurrences. These enhancements are expected to be incorporated by March 15, 1996

Safety Significance

A review of various logs and records indicates that there were no significant releases of radioactive
material via the Rad Waste Area ventilation pathway during the time that it was unmonitored Since the
activity released was determined to have been negligible, this condition resulted in no impact on the
environment or dose to the general public. Therefore, this event is judged to have had no actual safety
significance
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Technical Specifications require that a radioactive gaseous effluent flowpath be continuously monitored
any time a release is in progress via that pathway. Since the Rad Waste Area ventilation effluent was
unmonitored for some period of time (less than 2 hours and 8 minutes) while the ventilation system was in
use, this condition is reportable in accordance with 10CFRS0.73(a)}(2)(i)(B) as an operation prohibited by
Technical Specifications.

Additional Information

Licensee Event Report (LER) 50-313/93-007-00 reported an event involving a sample tubing being found
disconnected from the filter cartridge of the auxiliary sampling equipment monitoring a release from the
ANO-1 Rad Waste Area ventilation pathway The root cause was attributed to inadequate procedural
guidance concerning support of the filter cartridge to prevent its weight from causing stress on the tubing
and connections. The corrective action was to provide guidance by a procedure revision and training.
For the event on October 18, 1995, Chemistry personnel complied with the procedure requirements to
secure the equipment with minimum stress on the connections, but these actions did not prevent the
condition from reoccurring because a connection failure resulting from inadvertent contact with the
equipment was not addressed by the corrective action plan.

Energy Industry Identification System (EIIS) codes are identified in the text as [XX].
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