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EVENT DESCRIPTION AND PROBABLE CONSEQUENCES
(¢TZ3 LAt 1300, during normal operation, "adiation Monitoring Instrument RM-A5,

J
13 | _Control Room Iodine Channel, was inoperable contrary to T.S. 3.3.3.1.
(1% LContro1 Room Ventilation was placed in recirculation and maintenance |

[CTE) L was initiated. Operability was restored on 11-14-82. There was no |
1) L effect upon the public health or safety. This is the second event ¥
Lfor this radiation monitor and the eight report under Technical ]
Specification 3.3.3.1.
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CAUSE DESCRIPTION AND CORRECMVE ACTIONS ¥ x
(I3 L _Ihe cause of this event is attributed to a failed rotary selector switch.,

GI7) LThe rotary selector switch was replaced and the radiation monitor i
G2 L functionally checked satjcfactorii.. J
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SUPPLEMENTARY INFORMATION

REPORT NO: 50-302/82-071/03L-0
FACILITY: Crystal River Unit #3
REPORT DATE: December 7, 1982
OCCURRENCE DATE: November 14, 1982

IDENTIFICATION OF OCCURRENCE:

Control Room lodine Activity Monitor, RM-A5, was inoperable. Technical Specification
3.3.3.1. requires that this Radiation Monitoring Instrument be operable in all modes.

CONDITIONS PRIOR TO OCCURRENCE:

MODE 1 (97% Fuii Power).

DESCRIPTION OF OCCURRENCEF:

At 1300, on November 14, 1982, RM-A5 was determined to be inoperable. . . Control Room
ventilation system was placed in the recirculation mode, and maintenance was initiated.
Operability was restored on November 14, 1982.

DESIGNATION OF APPARENT CAUSE:

This failure was caused by a faulty rotary selector switch on the control panel of RM-AS.
ANALYSIS OF OCCURRENCE:

There was no effect on public health or safety.

CORRECTIVE ACTION:

The switch was replaced, and the radiation monitor was functionally checked satisfactorily.
FAILURE DATA:

This is the second time RM-A5 failed and the eighth report under Technical Specification
3.3.3.1.



