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At 1410 on April 6, 1992, with work complete on the Control Room South Intake Radiation
Monitor (XRE-5896B), an Auxiliary Operator (AO) was to remove all tags and restore
components per a clearance release. At 1435 the clearance release was completed and
the XRE-5896B sample pump siarted tc verify prcper operation. At 1437 loss of flow to
XRE-5896B caused the Control Room Heating Ventilation, and Air Conditioning (HVAC)
system 1o realigned to emergency recirculation mode. At 1445 the AQ found the
XRE-5896B outlet isolation valve closed, contrary 10 the clearance release.

Root cause of this event was personnel error. A contributing factor was placing
XRE-5896€B in-service prior to independent verification of the clearance release.
Corrective actions include counselling the AO and a Lessons Learned package for
Operations personnel review.




LICENSEE ® VENT REP RT (LER

TEXT ( ONTINUATION

OF THE RES SRTABLE EVEN]

|, DESCRIPTION

CLASSIFICATION

A *'!%’(,“\‘i/\[H EVENIT

10 THE EVENI

PLANT _OF ERATING S ?;“NL"H\’,)N“,S PRIOR

gYSI1EMS, QR COMPONENIS
THE STAR] OF THE EVEN]T
THE EVENT

STATUS Of STRUCTURES.
TMAT WERE INOPERABI £ Al
AND THAT CONTRIBUTED 1O

i

A ' A
N N Vv

DATES AND

v NARRATIVE “»UMMI\HY OF THE EVENIT INCLUDING

APPROXIMA TE TIMES




LICENSEE EVENT REPORT (LER
TEXT CONTINUATION




LICENSEE EVENT REPORY (LER
TEXT CONTINUATION

' THE METHOD OF DISCOVERY OF EACH COMPONENT OR SYSTEM
FAILURE, OR PROCEDURAL OR PERSONNEL ERROR

i COMPONENT OR SYSTEM FAILURES

A FAILURE MODE, MECHANISM, AND EFFECT OF EACH FAILED
COMPONENT

B CAUSE OF EACH COMPONENT OR SYSTEM FAILUR®

C. SYSTEMS OR SECONDARY FUNCTIONS THAT WERF AFFECTED BY
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D FAILED COMPONENT INFORMATION
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ANALYSIS OF THE EVENT

A. SAFETY SYSTEM RESPONSES THAT OCCURRED

DUBATION OF SAFETY SYSTEM TRAIN INOPERABILITY

SAFETY CONSEQUENCES AND IMPLICATIONS OF THE EVENI]
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IV. CAUSE OF THE EVENT
BOOT CAUSE

the valves as required. However, on valve XRM-0008, the ECB AO removed the
to ensure it was performed correctly.

CONTRIBUTING FACTOR

The clearance release was not independently venfied prior 1o starting the XRE-58968
sample pump. Although there are no requirements to perform the verification prior 1o

verification may have prevented this event.

V. CORRECTIVE ACTIONS
A. CORBRECTIVE ACTIONS TO PREVENT RECURRENCE
ROQT CAUSE

Personnel error.

CORRECTIVE ACTION

The ECB AO has been counselied by two levels of supervision. Additionally, an
action plan was developed which involved: 1) A written exam on self checking;

followed by an oral exam,; 3) Perferm two Job Performance Measures (JPM)
satisfactorily. The JPMs displayed use of self checking. All of these items were
completed satisfactorily prior 1o re-assigning the ECB AO to normal duties

The root cause of the event was personnel error (less than adequate se't checking). The
ECB AO performed the clearance release, removing the clearance tags and repositioning

clearance tag but failed to reposition the valve. The ECB AO failed to self check his work

placing equipment in service (and in some cases t would be impractical) the independent

2) A review of several procedures on self checking and manipulation of components,
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CONTRIBUTING FACTOR

Independent verification performed after placing system in service

CORRECTIVE ACTION

A Lessons Learned package has been issued for Operations personnel review,
equipment in service (when possible; is stressed.

Vi. PREVIQUS SIMILAR EVENTS
LER 90-007-00 and LER 91-001-00 describe events in which the Control Room HVAC

The details of these events and the resultant corrective actions are sufficiently different
from the details of this event to conclude that the previous corrective actions could not
have been expected to prevent the actuation described in this report. Therefore, no
previous similar events have been reported pursuani to 10CFR50.73.

Vil. ADDITIONAL INFORMATION

The times listed in the report are approximate and Central Daylight Time.

emphasizing the need to independently verify the pesition of key components wien
releasing a clearance. The importance of performing the veritication prior to placing

system automatically realigned to the emergency recirculation mode as a result of a loss
of power to one of the radiation monitors in the Control Room air intake. LER 91-015-00
describes an event in which the Control Room HVAC system automatically realigned to

the emergency recirculation mode as the result of an electromagnetically induced spike.




