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OYSTER CREEK NUCLEAR GENERATING STATION
Forked River, New Jersey 08731

Licensee Event Report
Reportable Occurrence No. 50-219/79-35/3L-0

ReEort Date
October 25, 1979

Occurrence Date

September 26, 1979

Identification of Occurrence

Main Steam Line Radiation Monitor No. 3 was found rea”’ng low during an
unscheduled calibration. This event is considered to be a reportable nccur-
rence as defined in the Technical Specifications, paragraph 6.2.2.B.1.

Conditions Prior to Occurrence

The plant was operating at steady state power. The major parameters at the
time of occurrence were:

Power: Reactor, 1918.12 MWt
Generator, 664 MWwe
Flow: Recirculating, 14.8 x 10 gpm

Feedwater, 7.185 x 10® 1b/hr
Stack Gas: 3.24 x 10* uCi/sec

Descriftion of Occurrence

No. 3 Main Steam Line Radiation Monitor was found reading lower than the other
three monitors. During a requested surveillance/calibration on September 26,

1979, a low reading was caused by drift of the zero setpoint of the amplifier

within the monitor. Techniclians performing the calibration provided immediate
corrective action by readjusting the zero setpoint.

The radiation monitor amplifier setpoints and the monitor trip setpoint are
internally separate circuits, Therefore, the trip setpoint can remain stable
while the zero setpoint has moved. |If the zero point moves in the less
conservative direction (reading lower than normal), the margin of the trip
setpoint will be decreased. The value of trip actuation at Oyster Creek is
set by procedure 15% more conservative than the Technical Specification
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criteria (i.e., set at 850 vs. 1000 unit limit at rated power). From data
obtained before and after calibration of Monitor No. 3, it has been ascertained
that the trip would have occurred at a real value of 1020 units or 2% higher
than the Technical Specifications allow.

Apparent Cause of Occurrence

The cairse of this occurrence is attributed to instrument setpoint drift.

Analysis of Occurrence

The purpose of the Main Steam Line High Radiation Monitoring System i to

isolate and scram the reactor if gross fuel failures occur causing a .udden
release of fission products. Since the other three monitors were operable

and reading normally, they would have performed the scram and isolation functions
associated with an actual condition. Furthermore, Monitor No. 3 would have
functioned at a radiation level only slightly higher than prescribed Technical
Specifications. Therefore, the safety sigrificance of this event was the
technical loss of system redundancy.

Corrective Action

The zero setpoint of the amplifier was reset to zero. At the same time, the
low and high calibrate points were recalibrated and the trip setpoint was
verified.

Failure Data

None
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