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At 0251 on 8/27/88 with the unit in hot shutdown (Ope ra tiona,1
Condition 3), an Engineered Safety Feature actuation occurred of the
fuel building ventilation charcoal filtration system while performing
a maintenance task on radiation monitor 1RMS*RESB. This radiation
monitor provides the automatic initiation signal. After verifying that
no actual high radiation condition existed, the fuel building
filtration system was returned to its normal standby configuration.
Investigation into the cause of this actuation determined that the
technicians were required to lift leads in the radiation monitor's
adjacent junction box as stated in the work procedure, but instead
lifted leads in the systems RM-80 control cabinet. The technicians
incorrectly assumed that the adjacent junction box was in the RM-80
control cabinet. This action caused the radiation monitor to
de-energize, generating the fail-safe actuation signal.

As corrective action, the technicians involved have been retrained and
the proper leads to be lifted for this task will be uniquely
identified and noted in the work procedure.

The safety function of the system performed as designed upon loss of
the radiation monitor. In addition, there was no irradiated fuel
being handled in the fuel ouilding and hence, there was no possibility
of producing airborne radioactivity which would have required the
initiation of this system. The re fore , there was no adverse impact on

the health and safety of the public as a result of this event. , 4,
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Reported Condition

At 0251 on 8/27/88 with the unit in hot shutdown (Operational
Condition 3), an Engineered Safety Feature (ESP) actuation occurred of
the fuel building (*ND*) ventilation charcoal filtration system
(*BH*). The actuation was caused by technicians lifting the wrong
leads while performing maintenance on radiation monitor (*RE*)
1RMS*RESB which provides the automatic initiation signal for this
system. After verifying that no actual high radiation condition
existed, the fuel building filtration system was returned to its
normal standby configuration.

Investigation

Investigation into the cause of this actuation determined that the
technicians lifted the wrong 1 cads as part of the maintenance task.
Leads were required to be lifted to prevent an unnecessary actuation
of the ventilation system prior to de-energizing radiation monitor
1RMS*RE5B to replace its sample filter paper (*FLT*). Personnel
involved in this incident were required to lift leads in the monitors
adjacent junction box (*JBX*) as stated in the work procedure, but
instead lifted leads in the systems RM-80 control cabinet (* CAB *).
The technicians incorrectly assumed that the adjacent junction box was
in the RM-80 control cabinet. This action caused the radiation
monitor to de-energize generating the fail-safe actuation signal.

A review of previous LERs submitted by River Bond Station revealed
that LERs 85-018, 85-028, 85-056, and 86-058 reported ESF actuations
as a result of station personnel incorrectly identifying equipment.
Corrective action for LER 85-018 included actions to make the correct
relay more easily identifiable by adding test jacks. Corrective
action for each of these events included counseling for the
individuals involved.

Corrective Action

The technicians involved and their foreman have been counseled on the
need to increase their attention to detail. In addition, both
technicians involved have been retrained on the correct method fur
performing this type of maintenance. All I&C technicians will also be
retrained on how to safely perform this type of maintenance by
10/31/88 Additionally, to prevent similar occurrence in the future,
the proper cabinet and the leads that are required to be lifted for
perfo'mance of this task will be uniquely idee.cified for this and allr
other radiation monitors which can provide r.n EST actuation. This
unique identifiestion will be noted in the work procedure that
performs this maintenance to avoid a similar confusion in the future.
This action will also be completed by 10/31/86.
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Safety Assessment

The safety function of the system performed as designed upon loss of
power to the radiation monitor which initiates the fail-safe high
radiation signal. Therefore, the system performed its conservative
function by filtering the air released from the fuel building prior to
releasing it to the environment. Additionally, there was no
irradiated fuel being handled in the fuel building at the time of this
event. Therefore, there was no possibility of producing airborne
radioactivity which would have required the initiation of this system.
As a result, there was no adverse impact on the health and safety of
the publir a9 a result of this event.

Note Energy Indur,try Identification System Codes are identified in
the text as (*XX*).
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RBG- 23882 :
File Nos. G9.5, G9.25.1.3 !
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U.S. Nuclear Regulatory Commission C

Document Control Desk [
Washington, D.C. 20555 j

:
' Gentlemen #

I
River Bend Station - Unit 1 :

Docket No. 50-458 !
r

Please ' find enclosed Licensee Event Report No. 88-019 for
River Bond Station - Unit 1. This report is being submitted*

pursuant to_10CFR50.73.
:

Sincerely, !

. [. ;

/ |f4; i

,
J. E. Booker ;

Manager-River Bend Oversight ||'

River Bend Nuclear Group

JEB/TFP/PDG/DF./ch i

i
cc: U.S. Nuclear Regulatory Commission '[

611 Ryan Plaza Drive, Suite 1000
Arlington, TX 76011

,

i NRC Resident Inspector !

P.O. Box 1051 [
St. Francisville, LA 70775 l

I
2
" IFPO Records Center

1100 circle 75 Parkway
Atlanta, GA 30339-3064
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