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On September 1 5, 2000, at 0446 Central Daylight Time (CDT), the plant was in Mode 1 at approximately
1 00% steady state power, when the control room received an annunciator for Control Building Gas Activity
High and the Control Room Emergency Filter System (CREFS) automatically actuated. At 0450 CDT, the
radiation alarm cleared and at 0459 CDT, the CREFS was restored to standby status.

The root cause evaluation concluded the event was not a human performance issue, was not caused by natura
phenomenon or man-made radioactivity, but was most likely the result of a malfunction of the Control Building
Gaseous Radiation Monitor.

Immediate corrective action was to confirm if a temperature inversion was present during the event. A
followup action was completed by the Radiological Protection department which confirmed it was unlikely that
the alarm and CREFS actuation occurred as a result of natural or man-made radioactivity.

Long term corrective action is to replace the ratemeter for the gaseous channel of the Control Building
Radiation Monitor.

This event is being reported voluntarily based on the lack of a definitive cause. It appears the actuation was
caused by a malfunction of the Control Building Radiation monitor. Other credible causes have been
eliminated. Given that this CREFS actuation was most likely caused by an equipment malfunction it would be
an invalid Engineered Safety Feature (ESF) actuation and not reportable.
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PLANT STATUS

Cooper Nuclear Station (CNS) was in Mode 1, at approximately 100 percent steady state power at the time
of this event.

BACKGROUND

The Control Room Emergency Filter System (CREFS) [EIIS:VI] is designed to provide a radiologically
controlled environment to ensure the habitability of the control room for the safety of control room operators
under all plant conditions. In the event of a Control Building Air Inlet Radiation-High signal [EIIS:RA], the
instrumentation and controls for the CREFS automatically isolate the normal ventilation intake and initiate
actions to pressurize the main control room, and filter incoming air to minimize the infiltration of radioactive
material into the control room environment.

In the event of a Control Room Air Inlet Radiation-High signal, the normal control room inlet supply damper
closes and the CREFS is automatically started in the emergency bypass mode. The air drawn in from the
outside passes through a high efficiency filter and a charcoal filter in sufficient volume to maintain the
control room slightly pressurized with respect to the adjacent areas.

The CREFS instrumentation consists of a single trip system with three Control Room Air Inlet Radiation-High
channels. Exceeding the setpoint of any one of the three channels; particulate, iodine or gaseous, will
initiate the CREFS. Analyses have been performed which show that any combination of two channels is
sufficient to adequately monitor for all expected nuclides. The Control Room Air Inlet Radiation-High
function is arranged in a one-out-of-three logic. The channels include electronic and electrical equipment
(e.g., detectors, monitors and trip relays) that compares measured input signals with pre-established
setpoints. When the setpoint is exceeded, the channel output relay actuates, which then outputs a CREFS
initiation signal to the initiation logic.

EVENT DESCRIPTION

On September 1 5, 2000, at 0446 CDT (Central Daylight Time), the plant was in Mode 1 at approximately
100% power, when the control room received the annunciator for Control Building Gas Activity High
[EIIS:RA], and the CREFS automatically actuated. The Control Room operator ensured proper actions
occurred. The Control Room requested Radiological Protection to sample to confirm if a temperature
inversion was in effect. At 0450 CDT, the annunciator cleared, and at 0459 CDT the CREFS was restored
to standby status. At 051 5, the duty Radiological Protection Technician informed the control room that a
temperature inversion was in effect. There were no plant activities in progress at the time of the event.
Further evaluation determined that a temperature inversion may not have been in effect and the cause of the
CREFS actuation most likely can be attributed to an equipment failure in the ratemeter of the Control
Building Gaseous Radiation Monitor.

BASIS OF REPORT

A four-hour non-emergency report (Event Report #37347) was made to the NRC on September 19, 2000
due to the cause of the actuation being a temperature inversion. This was reported as a valid actuation
under 10CFR50.72(b)(2)(ii). Evaluation of the event has determined that it was most likely caused by a
malfunction of the monitor and thus most likely an invalid actuation. This is a voluntary report of the event
based on the lack of a definitive cause.

NRC FORM 366A (61998)
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CAUSE

The root cause evaluation concluded the event was not a human performance issue and was not caused by
natural phenomenon or man-made radioactivity. Analysis determined that the event was most likely a result
of a hardware failure of the gaseous ratemeter. Specifically, the failure was most likely a direct result of a
malfunction of the relay driver contained in the input/output card of the ratemeter.

SAFETY SIGNIFICANCE

CREFS is not important to risk and there was no effect on Core Damage Frequency or Large Early Release
Frequency due to this event. CREFS operated as designed, thus, the safety of the control room operators
and the habitability of the control room during this event were not challenged. Therefore, there was
negligible impact to the public health and safety from this event.

This event was evaluated to determine if the event should be classified as a Safety System Functional
Failure (SSFF). The results of the evaluation demonstrated that CNS retained the ability to:

A. Shutdown the reactor and maintain it in a safe shutdown condition.
B. Remove residual heat.
C. Control the release of radioactive material.
D. Mitigate the consequences of an accident.

Therefore, this event is not reportable as a SSFF in accordance with the guidance contained in Nuclear
Energy Institute 99-02, Revision 0, or under the provisions of 10CFR50.73(a)(2)(v).

CORRECTIVE ACTION

Immediate corrective action was to confirm if a temperature inversion was present during the event. A
followup action was completed by Radiological Protection department which confirmed it was unlikely the
alarm and CREFS actuation occurred as a result of natural or man-made radioactivity.

Long term corrective action is to replace the ratemeter for the gaseous channel of the Control Building
Radiation Monitor by December 7, 2000. Note, the replaced ratemeter will be sent to the vendor for
diagnostic testing.

PREVIOUS EVENTS

On October 26, 1999, at approximately 0622, the particulate channel of RMV-RM-1 tripped resulting in an
automatic start of CREFS due to a temperature inversion.

There were two events that were attributed to electronic spiking.

On October 15, 1996, at approximately 1048, the gaseous channel of RMV-RM-1 spiked resulting in Control
Room Ventilation isolation and the start of CREFS.

On October 16, 1996, at approximately 1059, the gaseous channel of RMV-RM-1 spiked resulting in Control
Room Ventilation isolation and the start of CREFS.

NRC FORM 366A (61998)



ATTACHMENT 3 LIST OF NRC COMMITMENTS I

Correspondence Number: NLS2000 102

The following table identifies those actions committed to by the District in this document.
Any other actions discussed in the submittal represent intended or planned actions by the

District. They are described to the NRC for the NRC's information and are not regulatory
commitments. Please notify the NL&S Manager at Cooper Nuclear Station of any
questions regarding this document or any associated regulatory commitments.

COMMITTED DATE
COMMITMENT OR OUTAGE

CNS is replacing the gaseous channel ratemeter on the
Control Building Intake Radiation Monitor, RMV-RM-1C with 12/7/00
a new one (ref: PIR 4-12483).
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