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February 3, 1992

U.8. Nuclear Regulatory Commission
Document Control Desk
Washington, DC 20555

Subject: LER 92-001, Failure of Containment Radiation Monitor
Due Te Unknown Cause, Causes Containment Ventilation
Isolation (i.e. ESF Actuation)
R.E. Ginna Nuclear Power Plant
Docket No. 50-244

In accordance with 10CFR50.73, Licensee Event Report System,
item (a)(2)(iv), which requires a report of, "any event or
condition that resulted in manual or automatic actuation of any
Engineered Safety Feature (ESF), including the Reactor Protection
System (RPS)", the attached Event Report LER 92-001 is hereby
submitted.

This event has in no way affected the public's health and
safety.

Very truly ycurs,
Robert C. Mecfedy Ea

xes U.S8. Nuclear Regulatory Commission
Region I
475 Allendale Road
King of Prussia, PA 19406

Ginna USNRC Senior Resident Inspector
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On January 5, 1992 at approximately 0240 EST, with the reactor at
approximately 98% full power, a containment ventilation isolation
occurred due to an actuation signal from the containment particu=-
late radiation monitor (R-11).

All containment isolation valves that were open, closed as
designed.

Immediate operator action was to perform the applicable alarm
response procedures actions. This included verifying automatic
actions, determining the cause of the containment ventilation
isolation, and making appropriate notifications.

The immediate cause of the event was determined to be the failure
of R-11.

Corrective action taken was to return the containment ventilation
isolation system to pre-event normal status, sequentially followed
by a troubleshooting effort by the Instrument and Control Depart-
ment, and then changeout of the R-11 drawer with a qualified
spare. Further investigation to determine the root cause 1is
continuing.
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I. PRE-EVENT PLANT CONDITIONS

The plant was at approximately 98% steady state reactor
power with no major activities in progress.

1T1. DESCRIPTION OF EVENT
A. DATES AND APPROXIMATF TIMES OF MAJOR OCCURRENCES:

o Januury 5, 1992, 0240 EST: Event date and time.

o January 5, 1992, 0240 EST: Discovery date and
time.

o January 5, 1992, 0252 EST: Control Room operators
restore R-11 (Containment Particulate Radiation
Monitor and reset containment ventilation
isolation).

B. EVENT:

On January 5, 1992 at approximately 0240 EST, with
the reactor at approximately 98% full power, the
following control board alarms were received, E-16
(RMS Process Monitor High Activity) and A-25 (Contain-
ment Ventilation Isolation). The Control Room
operators, responding to the above alarms, observed
that R-11 (Containment Particulate Radiation Monitor)
had the light indicating failure illuminated. The
Control Room operators immediately referred to alarm
response procedures AR-A-25 and AR-RMS, and verified
that all containment ventilation isclation valves
that were open, closed as designed and performed the
applicable actions of the alarm response procedures.
Subsequently, at approximately 0242 EST, Control
Board alarm E-20 (CNMT Or Plant Vent Rad Mon Pump
Trip) was received. This alarm was due to the trip
of the containment radiation monitor pump and isolation
of the containment valves to and from the pump. The
Control Room operators also verified that the other
containment process radiation monitors were reading
normal prior to the radiation monitor pump trip.
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After the above immediate actions were completed, the
Control Room operators addressed plant Technical
Specifications and declared R-11 inoperable,

At approximately 0252 EST, January 5, 1992, the
Control Room operators reset R-11 by cycling its AC
power supply off and on, reset the containment
ventilation isolation signal, and restarted the
containment radiation monitor pump. All containment
process readiation monitor readings returned to
approximately pre-event values, indicating that R-11
was now operating properly. Subsequently, auv 0324
EST, the Control Room operators performed per'odic
test procedure PT-17.2 (Process Radiation Monitory R~
11 - R-22 lIodine Monitors R-10A and R-10B) on R~l1
only and demonstrated that R-11 was operating as
required.

INOPERABLE STRUCTURES, COMPONENTS, OR SYSTEMS THAT
CONTRIBUTED TO THE EVENT:

None.
OTHER SYSTEMS OR SECONDARY FUNCTIONS AFFECTED:

With the containment ventilation isclation, the
foilowing major components were isolated:

< R-10A, Containment Iodine RMS Monitor

o R-11, Containment Particulate RMS Monitor

o R=12, Containment Gas RMS Monitor

METHOD OF DISCOVERY:

The event was immediately apparent due to Control
Board annunciator alarms and containment ventilation
isolation valve position indication on the Control

Board. Also, Radiation Monitor R-11 digital readout
indicated an invalid error code.
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F. OPERATOR ACTION:

Control Room operators responded to the event by
performing the applicable actions of alarm response
procedures E-16, A-25, RMS, and E-20 and other
actions as they deemed necessary. This included the

following:

o Verifying that all containment ventilation
isolation valves that were open, closed as
designed.

o Addressing the plant Technical Specifications to
ensure the plant was operating within these
specifications.

o Declaring R-~11 inoperable per administrative
procedure A-52.4 (Control of Limiting Conditions
for Operating Equipment).

o Resetting R-11, resetting the containment
ventilation isolation signal and restarting R-
10A, R-~11, and R-12 sample pump and verifying
sample f)low was re-established.

(<] Verifying that R-10A, R-11, R-12 RMS monitor
readings returned to normal.

o Notifying the NRC and higher supervision of the
ESF actuation.

G. SAFETY SYSTEM RESPONSES:
The containment ventilation isolation wvalves that

wvere open, closed automatically from the containment
ventilation isolation signal.
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IIT.  CAUSE OF EVENT
A. IMMEDIATE CAUSE:

The containment ventilation isolation was due to an
R-11 failure.

B. ROOT CAUSE:

After the following troubleshooting, the root cause
still remains undetermined at this time:

o The Instrument and Control (I&C) Department
calibrated the R-11 drawer with no adjustments
required.

o] Victoreen Inc,, the manufacturer of the instrument

was called. Victoreen Inc. concluded that, the
probable cause was the micro-processor "locking-
up" and it was reset by the operators cycling
its AC power supply off and on. They suspect it
may be a “"one time" event.

iv. ANALYS1S OF EVENT

This event is reportable in accordance with 10CFR50.73,
Licensee Event Report system, item (a)(2)(iv), which
requires reporting of, "any event or condition that
resulted in manual or automatic actuation of any Engineered
Safety Feature (ESF) including the Reactor Protection
System (RPS)". The containment ventilation isclation due
to the R-11 failure, was an automatic actuation of an ESF
subsystem.

An assessment was performed considering both the safety
consequences and implications of this event with the
following results and conclusions:
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CORRECTIVE ACTION

A. ACTION

NORMAL

TAKEN TO
STATUS:

RETURN AFFECTED SYSTEMS TO PRE-EVENT

ACTION TAKEN OR

PLANNED

TO PREVENT

RECURRENCE:
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vI. ADDITIONAL INFORMATION
A. FAILED COMPONENTS :

The R~11 drawer was a model #942A, manufactured by
Victoreen, Inc.

B. PREVIOUS LERs ON SIMILAR EVENTS:

A similar LER event historical search was conducted
with the following results: LERs 87-005, 88-007, 89~
011, 89-013, and 89~014 were similar events with known
causes that appear much different than this event.
No other documentation of similar events could be
identified.

C. SPECIAL COMMENTS:

None.
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