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Estimated burden per response to comply with this mandatory coilecti 
request: 80 hours. Reported lessons leamed are incorporated into the ilcensi 
process and fed back to Industry. Send comments regarding burden estimate 
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LICENSEE EVENT REPORT (LER) 

C] 20.2203(a)(3)(ii) 50,73(a)(2)(ii)(A) C] 50.73(a)(2)(viii)(A) 

C] 20.2203(a)(I) C] 20.2203(a)(4) 50.73(a)(2)(ii)(B) C] 50.73(a)(2)(viii)(B) 

20.2203(a)(2)(i) C] 50,36(c)(l)(i)(A) 50.73(a)(2)(iii) C] 50,73(a)(2)(ix)(A) 

20.2203(a)(2)(ii) C] 50,36(c)(l)(ii)(A) 50.73(a)(2)(iv)(A) C] 50.73(a)(2)(x) 

20.2203(a)(2)(iii) C] 50.36(~)(2) 50.73(a)(2)(v)(A) C] 73.71 (a)(4) 

C] 20.2203(a)(2)(iv) C] 50.46(a)(3)(ii) C] 50,73(a)(2)(v)(B) C] 73.71 (a)@) 

division Fuel Pool/Reactor Building Exhaust Plenum Primary Power Supply failed. The failure 
resulted in upscale trips on both the Fuel Pool and Reactor Building Ventilation Plenum radiation 
monitors. This condition resulted in closure of the Group II Primary Containment Isolation Valves 
(PCIV), isolation of Secondary Containment (SCT), initiation of the Standby Gas Treatment 
System (SBGT), and a transfer of the Control Room Ventilation (CRV) and Control Room 
Emergency Filtration (CREF) systems to the High Radiation Mode. Conditions and Required 
Actions were entered for Technical Specification 3.3.6.2 (SCT Instrumentation), 3.3.7.1 (CREF 
Instrumentation), and 3.4.5 (RCS Leakage Detection - CAM). Radiation levels were verified to be 
normal in the affected areas. Isolation signals were reset and Secondary Containment ventilation 
systems were restored to a normal lineup. Repairs to the power supply were complete within the 
allowed completion times. All systems functioned properly and there were no human performance 
errors associated with this event. 
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The failure resulted in upscale trips on both the Fuel Pool and Reactor Building Ventilation Plenum 
Radiation Monitors. This condition resulted in closure of the Group II Primary Containment Isolation 
Valves (PCIV), isolation of Secondary Containment (SCT), initiation of the Standby Gas Treatment 
System (SBGT), and a transfer of the Control Room Ventilation (CRV) and Control Room Emergency 
Filtration (CREF) systems to the High Radiation Mode. Action statements were entered for Technical 
Specification 3.3.6.2 (SCT Instrumentation), 3.3.7.1 (CREF Instrumentation), and 3.4.5 (RCS Leakage 
Detection - CAM). Radiation levels were verified to be normal in the affected areas. Isolation signals 
were reset and secondary containment and control room ventilation/filtration systems were restored to 
a normal lineup. All systems functioned properly and there were no human performance errors 
associated with this event. 

Investigation identified " A  Fuel PoolIReactor Building Exhaust Plenum Radiation Monitor meters were 
reading downscale. An acrid odor was noted around the back panel of the associated power supply. 
Further investigation revealed that the -24 Vdc module of the power supply had failed. 

The failed power supply, Model # 1 12C2235G012/ST, was manufactured by ATC Nuclear. While the 
failure resulted in the meter reading downscale, it also resulted in one downscale and one upscale trip 
of the system. The system is designed to actuate on one upscale trip or two downscale trips. 

At approximately 1548 on December 20, 2010, the Fuel PoolIReactor Building Exhaust Plenum 
Radiation Monitor power supply was replaced and power restored. 

EVENT ANALYSIS 
The event is reportable to the NRC under 10 CFR 50.73(a)(2)(iv) - System Actuation. It is considered 
a valid actuation since the system is designed to actuate on one upscale trip or two downscale trips. It 
affected primary containment isolation valves in more than one system. There were no actual high 
radiation level conditions present to cause a trip. The site made an event notification to the NRC on 
December 20,2010. 

This event is not a Safety System Functional Failure. 

The issue was reviewed for Part 21 implications and determined to not be reportable. 
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he Monticello risk assessment group reviewed the event for risk impact. Since there was no 

containment, there was no negative impact on the risk of a Large Early Release. 

The cause for the failure of the High Voltage Power Supply was due to the failure of the C20 Tantalum 
Capacitor on the output of the -24 vdc module. The capacitor failure was due to a manufacturing 
defect and occurred approximately six days after installation. 

CORRECTIVE ACTION 
Corrective actions are being tracked in the Corrective Action Program. 

1. Radiation levels were verified to be normal in the affected areas. 
2. The failed power supply was replaced and the monitoring system restored within the allowed 

completion time. 
3. Isolations signals were reset and Secondary Containment ventilation systems were restored to 

a normal lineup. 

An extent of condition evaluation revealed only one other identical power supply installed; the power 
supply for the 'B' division Fuel PoolIReactor Building Exhaust Plenum Radiation Monitor. Prior to 
installation, this power supply was extensively bench tested for over 300 hrs and has been in service 
since December 2, 2010 without issue. Its capacitors were checked and verified to be from a different 
lot, therefore there are no other concerns from this equipment failure. 

PREVIOUS SIMILAR EVENTS 
The "B" power supply in the same system suffered a failure in the high voltage power supply on May 
12, 2010. This was an older model with a different manufacturer and the failure did not result in an 
upscale trip or any system actuationslisolations. However, as an outcome of the extent of condition 
determination, the site replaced the existing " A  power supply with the new model, which subsequently 
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