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

Subject: Waterford 3 SES
Docket No., 50-382
License No. NPF-3K
Reporting of Licensee Event Report

Gentlemen:

Attached is Licenss e Event Report Number LER-§2-005-00 for Waterford Steam
Electric Station Unit 3. This Licensee Event Report is submitted pursuant to
10CFRS50.73 (a)(2)(iv).

Very truly yours,

JAd S5 e
D.F. Packer
General Manager - Plant Operations

DFP/TJG/de
Attachment

ce! R.D. Martin, NRC Region IV
G.L. Florreich
J.T. Wheelock ~ INPO Records Center
R.B. McGehee
N.S. Reynolds
NRC Resident Inspectors Office
Administrator - LRPD
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The Control Room Outside Alr Intake (CROAI) radiation monitors measure alrborne
activity levels in the CROAI ducts. In the event high airborne activity is
detected, a signal is generated to isoiate the normal CROAI ducts, place the
Contrel Room Ventilation System in recirculation mode, and start the Control Room
Emergency Ventilaution System, The CROAI radiation moniters utilize scivtillation
detectors (model number RD-25-04, E11S ldentifier DET), mounted in the CROAI
ducts, with the detector windows exposed to the duct interior, There are two

normal CROAI ducts, each containing twe radisatlion monitors.

Event Chrenology.

June 9. 1992

1040

1353

1353

1354

Emergency oced Water (EFW) Pump AB (E1IS ldentifier BA-P) was opersted

to perfora outine maintenance.

EFW Pump AB was started in accordance with Operating Procedure OF-903.
046, Emergency Feed Pump Operability Check.

CROAI radiation monitor ARM-IRE-0200.2BS spiked above its high alarm
setpoint, causing Contrel Room Emergency Filtratien Unit B to start;
Operating Procedure OF-901-017, Off-Normal Procedure-High Alrborne
Activity in Contiol Room, was entered; The shift Health Physics
technician was directed to obtain airborne activicy samples in the area
of ARM-IRE-0200. 2BS.

EFVW Pump AB was secured in accordance with Operating Procedure OP-903-
046, Emergency Feed Pump Operability Check.
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dork Authorization (WA) 01095408 was generated to evaluate the affected CROAI
radiation monitor for the cause of the appavently erroneous alarm. Two
mechanisms known to cause a spurious CROAl radiation monitor alarm are electrical

noise (splking), and illumination of (he detector multiplier resulting from light

The high alarm cleared on ARM-IRE-0200, 2BE.

EFW Pump AB was s.arted in accordance with Operating Procedure OP-903-
046, Emergency Feed Pump Operability Check.

EFW Pum, AB wa. secured in sccordance with Operating Procedure OP-%03.
046 .

Alrborne samples taken in the area of ARM.IRE-0:00 285 indicated no
detectable activity.

Control Room Emergency Filtration Unit B was secured; Operating
Procedure OP-901-017, Off-Normal Procedure-High Airborne Activity in

Control Room, was exitad,

EFW Pump AB was started in accordance with Operating Procedure 0OP-903-
046, Emergency Feed Pump Operabllity Check.

EFW Pump AB was secured in accordance with Operating Procedure OP-%903-
046 .

EFW Pucp AB was started In accordance with Operating Procedure OP-903-
046,

EFW Pump AB was secured in accordance with Operating Procedure OP-903-
046 .

o
NRC Forn IM6A (o89)



shae
NUCLEAR REGULATORY
™ “ AFPROVED OB NO 31800104

EXMAES ad0me

REGULATORY COMMIGSION WARHINGTON DC 2esS
THE FARERWORK REDUCTION FAOJELT (31B00104)

—

3 ) rER K (4 8+ 1
LICENSEE EVENT REPORT (LER) .':.‘:,‘.‘.:.'.ji;g'..:’?g“:?&f?m'.::“r,:‘:‘,iA.'{”o‘g.g,““{%:‘:’.g
00 AMEN ) s BURLY l \ ¥
TEXT CONTINUATION AND RUNTS MARAGENENT SRARCH 6430 LS o-uc‘.“s.gsg
A

OFFiILE
OF MANAGEMENT AND BUDGET WASHINGTON OC 20401

1
Twi' WARE T DOCKEY NUMBER @) LER NUMBER (0 PAGE (3
e AR RO G, NTIAL

Waterford 3t.as AR 4

Electric Station Unit 3 e|5(0j0|0|38 |2[9]|2{— 0]0]S 0|5]oF

0|8

W 0 MARCE (8 ROUIRE i SO WL Form XA T

penetrating the beta radiation window light shield. Instrumentation and Control
technicians applied an external light source to the detector to determine if
damage to the shield caused the alavm; ne increase in counts was noted, therefore

the shield had not been damaged,

A zaviev of the sequence of events for a previous Contrel Room Emergency
Filtration System actuation, which occurred on April 27, 1992 (reported in LER
92-003), revealed that in that instance, as well as in the most recent sctuation,
EFW Pump AB was started immediately prior to receiving the same CROAl radiation
monitor alarm. Even though EFW Pump AB has been started on several occasions
before and after these actuations, with no radiation monitor alarms received, WA
01095408 included steps to determine it there is a correlation between these two

events,

June 17, 1992

Initial electrical checks of ARM-IRE-0200.2BS and associated circuitry were

completed with no conclusive indication of the source of the spiking.

June 18, 1992

Electrical diagnostic equipment was connected to ARM-IRE-0200.2BS circuitry while
starting and securing EFW Pump AB. No electrical spikes were recorded during

pump operation,

June 22, 1993

EFW F wp AB was again operated with electrical monitoring equipment connected to

NAC Form 368 (4.89)
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Jupne 23, 1992

CAUSAL FACTORS

The root cause of this event is indeterminate.

CORRECTIVE ACTION

determination.

1230: CROAI radiation monitor ARM-IRE-0200.2BS was declared operable.

ARM-IRE-0200.2BS circuitry, Additiorally, monitoring of the radiation monitor
was performed during a test of the Engineared Safety Featuca: Actuation System.
Ne spiking occorred on ARM-IRE-0200.2B8 during either activity.

A detalled examination of the

1992, was unsuccessful In producing 2 spike on the CROAI radiation menitor.

a revision to this report will be submitted to provide the basis for the

electrical circuits assoclated with CROAI radiation monitor ARM-IRE-0200.2BS was

alarm; a light check veriiied that the beta radiation window light shield was
intact. Additionally, operation of EFW Pump AB, in an effort to duplicate the

conditious that may have caused this event and a similar occurrence on April 27,

Instrumentation and Control technicians will continue to moniter CROAI radiation
wonitor ARM-INE-0200,.2BS performance, particularly during EFW Pump AB operation,

If the root cause of the CROAI radiation monitor alarm is positively determined,

unable to decermine the origin of the spike that apparently caused the monitor to

b
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SAFETY SIGNIFICANCE

During this event, the Control Room Fmergency Filtration System functioned as
designed and there was no actual release of radiocactive material; therefore, this
event did not result in an increased risk to the health and safety of the public

or plant personnel.

SIMILAR EVERTS

Spurious Control Room Emergency Filtration System actuations were reported in
LERz 84-001, 85-002, 85-005, 85-030, 85-036, .5-039, 85-043, 85-045, 85-048, 86-
003, 86-020, 86-022, B6-029. and 87-915. Many of these actuations were
attributes to electrical spiking of the CROAT radiation monitors, As outlined in
LER 87-015, in an effort to reduce their sensitivity to electrical noise, the
moni.ors were single-point grounded, and resistance-capacitance filters were

installed in the associated circuitry.

LER 87-022 reported two actuations of the Control Room Emergency Filtration
System due to a control circuit card failure. The fallad circuit card and an

associated relay were subsequently replaced.

LERs 88-003 and 90-011 reported several actuations of the Contrel Room Emergency
Filtration System caused by perforations in the aluminum foil beta radiation
window light shields on the CROAI radiation monitors, which allowed light to
illuminate the detector multiplier, resulting in an alarm. A design change
installed mylar shields in the detectors to prevent shield failures. Another
spurious actuation reported in LER 88-003 was due to an improper clearance in a
feeder breaker, which allowed the breaker to open when it was bumped; the breaker
was subsequently replaced. Two additional actuations were reported in LER 90-

011, the cause of which has not been positively determined; however, several
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suspect compenents were replaced in an effort to prevent recurrence.

LER 90-014 reported an actuation of the Contrel Room Emergency Filtration System
due to inadequate procedures, which all.wed the CROAI radiation monitor high
alarm setpoint to be set too low; the apjropriate procedures were subsaquently

revised,

LER 90.015 reported an actuation of the Control Room Emergency Filtration Syst:m
due to failure of a CROAI radiation moniter high voltage power supply; the power
supply was subsequently repiaced.

LER 91-002 reported an actuation of the Control Room Emergency Filtration Sy..em
caused by a perforation in the beta radiation window light shield; the defective
shield was subsequently replaced. This is the only reported perforatien of a
beta radiation window light shield since mylar shields were installed.

LER 92-003 reported an actuation of the Control Room Emergency Filcration System.
That event, which also had an indeterminate root cause, is discussed in this
report, Both events appear to be independent of any previously identified

corrective action.
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