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. REQUIREMENT FOR REPORT

This report is required per 10 CFR 50.73 (a)(2)(i) because the unit was
operated in & condition prohibited by the Technical Specifications (TS5) when
the requirements of a Limiting Condition for Operation (LCO) action statement
were not met.

. UNIT STATUS AT TIME OF coVENT

At the time of this event, Unit 2 was operating in Mode 5 {cold shutdown) at
0 percent of rated thermal power. Other than tnat described herein, there
was no inoperable equipment which contributed to the occurrence of this
event,

. DEaCRIPTION OF EVENT

On April 21, 1992 at 1352 EDT, plant vent radiation monitor 2RE-12444 was
deenergized (along with other components) when engineered safety feature
actuation system (ESFAS) testing was initiated. Because plant vent monitor
2RE-12442 had previously been removed from service and auxiliary sampling
equipment was monitoring for iodine and particulates only, there was no plant
vent monitoring taking place for noble gases. Technical Specification

table 3.3-10 requires. in part, that a plant vent monitor remain operable.
Since no containment purging was taking place, the required action would have
been to obtain grab samples at least every 12 hours. At approximately

2100 EDT, ESFAS testing was completcd and equipment restoration was
initiated. On April 22, 1992 at approximately 020C EDT, the reactor operator
advised the night shift chemistry foreman to restore 2RE-12444 to service.
Following a channel check and a rource check, 2RE-12444 was placed in service
at approximately 0400 EDT. Because over 12 hours had elapsed with no plant
vent monitoring for noble gases, and without grab samples being taken as
vequired by the LCO action statement, this incident represented unit
operation in a condition prohibited by the TS.

. CAUSES OF EVENT

Poor communications and personnel knowledge were responsible for causing this
event as discussed below:

1. The day snift unit shift supervisor (USS) failed to properly communicate
the required TS actions to be taken by Chemistry personnel. The USS
believed that the auxiliary equipmenr was performing all plant vent
monitoring functions. He did not understand that it does not monitor fe
noble gases.

2. After learning of the deenergization of monitor 2F .-12444, the day shift
chemistry foreman failed to consult with the USS, as required by
procedure, regarding the initiation -f TS action statement requirements.
From a prior meeting, he had learned of the need to maintain plant vent
monitoring during the ESFAS testing, but he had not ensured that the TS
requirements would be maintained.
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