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U.S. Nuclear Regulatory Commission
Attn: Document Control Desk
Washington, UC 20555

SUBJECT: Licen Event Report
[1meric§ Eenerating,§tctlon Unit 2

The LER reports automatic actuations of the Unit 2 Primary Containment and
Reactor vessel lsolation Control System, an Engineered Safety Feature due to an
unexpected failure of a Geiger Mueller tube.

Reference: Docket No, 50-353
Report Number: 2-92-002
Revision Number: 0

Event Date: January 19, 1992
Report Date: February 14, 1992
Facility: Limerick Generating Station

P.0. Box 2300, Sanatoga, PA 19464-2300

This LER is being submitted pursuant to the reguirements of 10 CFR
50.73(a)(2)(iv).

Very truly yours,

0CS:can

cc: T, T, Martin, Administrator, Region I, USNRC
T. J. Kenny, USNRC Senior Resident Inspector, LGS



LICENSEE EVENT REPORT (LER)

GO NUCLTAR RECULATORY COMMIRLION
APERUVED DN MU 1805V
LRI ]

Jracioivy wame i1
9

i

Limerick Ggpﬁtatins Btation; dnit

SET NUNMBER 3

o0
“_uﬁ_*l°‘5JEiE1°l?JJl}m

N

Pant 3

——

BRCULUNES

G by
|
| Refuel Floor isclation due to falled Qeipor Mueller tube in radistion detector,
] lvnﬂibn’l W LR T 1 REPpRY Date CIMER PAZILITHS uu:v vib W N .
,.....“..'“ e b e YEAR ‘5\:'::;: :‘v‘u-!\j\ - Dav Tiar TAS 1YY -vn " l! ANUVER R}
| 1 o, g i 0
s ISR EEEVE———— ‘ 0 l '.L_.L_._.._ﬂ
| o 12! si2|~|ofo] 2o 1 2 |
| Of1fy9ejej2 e[2|"|olo] 2 0] 0joj2i1faly | 018,000, | |
‘ OPERATING TS RERTRT GBS SUBMITTIE PURSLANT TO Tt RIGIREMENTS OF 1D ani § (Enger o o—:.—; ‘,'_:: 'd- :. ; -n: N P —
F . e i AR O e S e A HE. R R —————
m! L H 1 LR T Ll 30 A0 | ¥ 0 P8 1310y ! _J T
"
.gu'. | 28 a8 etk i I} seaeanin !’_“] & 3 iel 1 AT
: LEveg (—“ r ] b
| na 1 | 0 IO | 4% @Rl | MW { | URE NI I | o Ctamih Soas 'y = Anghigi!
. | 79 S0t i i } : 885306168 l [ TE—- | .n:.:.:. 2@ = Toxt ABL £5-
. I st | S —
AR . F RO | 8@ Y3ardus | 30 1
F i Jr-—: L B TS | L]
. L TP LR T T [ | sonwan
LICENBEE COnTalY :EJ' : Lim g i - . -
- NAE - T s e O T T e
| wan T
G, J. Madsen, Regulatory Engineer, Limerick Cenerating Station |
et b 2 1312 T -4 210 10 ]
COMELETE Ol LiINE VTR GACS COMPONENT 1uwnl 1 %s u."w Rt \ uv WY 113
| o R sans semm e o o g -
1 MaNUFRD v Ya J 5
CAuT favaTiv l e r.: ¢ S0 J...s. i ..“ coveInd | gt 44 ‘“' "_"|'
| , ! I | |' I e S
' M r " ' 1 G | : l | |
: x llb« l)ltil ! ( 0| BJ ( \LS i ‘ |
- - - ..»-“- e R
‘ J | e
| | L i ] 1 .‘ { 1 1 L_ .
r luu\nﬂu“ MERGET FROETTED 14 ':- SR T;_‘J‘.L T L pr
| N OSN— | S0 Tt | | THERSONE"R —_..1.‘__4.4—-
)...\: L 3 R | f |
lvu (1 you campims EXRECTED SUSMITION BATE | &1 we TR R ! | 1o
| SIS FIEIEESORIENENS. BN, &*ﬁq.—.kﬁ...a_.-.»m—l*—lf—-q

GOBTRACY fimar oo 44 Apdchr - 0 QEEBL Ry Ntiaer BAge iddie T Benc fes ungn 18

On January 19, 1992, a momentary spike occurred on the ‘0" cnannel of the Unit 2
Refueling Floor txnaust Duct Radiation Monitor. This momentary spike resulted
in automatic actuations of the Primary Containment and the Reactor Vesse)
Isoiation Control System (PCRVICS), an Engineered Safety Feature. The actuation
closed isolation vaives to one of the Unit 2 Primary Containment HZ2/02
Combustible Gas Analyzers (CGA) and the 7B Containment Hydrogen Recombiner,
shift Instrumentation and Controls (1&C; technicians cleaned the connector on
the detector cable. Following the connector cleaning, the radiation monitor was
returned to service with no abnormal indications, The isolations were reset in
accordance with plant procedures and the systems were restored expeditiously by
operators, preventiug any adverse impacts on plant systems, The systems
responded as designed and the redundant CGA and 2A Containment Hydrogen
Recombiner remained operable. The cause of this event was unexpected equipment
failure. The ‘D' channel Geiger-Mueller (GM) tube detector experienced a spike

The

due to some form of degradation symptomatic of end of 1ife of the GM tube. This
is the first instance of this type of failure at Limerick., The radiation
sensor/converter (which includes the GM tube) was replaced on January 31, 1992,

Further evaluation of the failure history of GM tubes will be performed to
determine whether there is an unusual fatlure rate of GM tubes at Limerick.

e R e . £ s e

NRC farm 188
wan






Facwm bba VA NUCLEAR REDULATONT COMMIBSION |
’ii: LICENSEE EVENT REPORT (LER) TEXT CONTINUATION

- APPROVED OMB &0 280100
Psrmiy 820

" VOCKET NUMBER (1)

ke uull‘ll iy anh

ﬂu r"uvli»n:
Limerick Generating Station, Unit 2

e l6l010 115 = O ¢
TENT (I mavm Aain 4 BB use BEdhong WAL dovn WA 1) (1), . J - 'OJ—U—L}—J —-l-_i_i (,).l_(Lq(ll 1194 UJ 3

Immediate and follow-up actions for this type of event are provided in procedure
GP-8, "Primary and Secondary CLontainment Isolation verification and Reset."
Licensed MCR operators receive requalification training to review and practice
responses to simylated plant transients of th © type. This training reinforces
immediate operator actions, minimizing the tire that systems are isolated, and
réducing the impact on the plant. Therefore, as a result of this adequate
procedural guidance, training, and prompt operator actions, the consequences of
this type of event are minimized,

The Refueling floor Exhaust Duct Kadiation Monitors are not reguired by
Technical Specifications to be operable when the unit is in Operational
Condition 1, because there are no core alterations, fuel movement or other
activities which could result in a true high radiation condition, If & true
high radiation condition hao existed, the three other detector channels (A, 8,
and () were available to complete isolation logic for Primary and Secondary
Containments., Additionally, the redundant (GA 205206 and the 2A (ontainment
Hydrogen Recombiner were unaffected during this event and remained operable.

Causc of the Event:

The cause of this event was unexpected equipment failure, The 'D' channel
Geiger-Mueller (GM) tube detector experienced a spike due Lo some form of
degradation of the GM tube. In most cases, the degradation of a GM tube occurs
gradually, allowing time to identify the condition by erratic indication at the
Main Control Room {(MCR) recorder, Upon erratic indication, MCR operators notify
I&C personne! to troubleshoot, repair, and/or replsce the instrumentation
including the sensor/converter. However, in this event, the detector
momentarily spiked upscale and caused the isolations. This is the first
instance of this type of failure at Limerick and the failure rate is considered
1o be acceptable. A search of the NFRUS database identified several similar
failures that were attributed to end o, life degradation of the Gh tube.

| Therefore we conclude that this failure was symptomatic of end of life

i degradation,

Corrective Actions:

The radiation sensor/converter (which includes the GM tube) wes replaced on
January 31, 1992. Further evaluation of the failure history of GM tubes will be
performed to determine whether there 15 an unusual failure rate of GM tubes at
Limerick, Surveillance testing and monitoring of the radiation detectors with
GM tubes are utilized to identify degradations of the instruments.

Previous Similar Cccurrences:

J None

Tracking Codes: 817 - Deficient Equipment
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