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APPENDIX

U.S. NUCLEAR REGULATORY COMMISSION
REGION TV

Inspection Report: 50 313/92-14
50-368/92-14

Operating Licenses: ODPR-5]
NPF-6

Lice. ce: Entergy Operations, Inc.
Route 3, Box 1376
Russellville, Arkansas 72801
Facility Name: Arkansas Nuclear One, Units 1 and 2
Inspection At: Russellville, Arkansas
Inspection Conducted: December 6, 1992, through January 23, 1993

Inspectors: L. Smith, Senior Resident Inspector
S. Campbell, Resident Inspector

Accompanying personnel: K. Kennedy, Project Engineer
T. Alexion, Project Manager
K. Weaver, Engineering Aide
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Approved: F‘i‘ff";s ) ( ‘2,43?] g 4
. Johnsop, ef, Project Section A ate

Inspection Summary

Areas Inspected (Units 1 and 2): This routine resident inspection addressed
operational safety verification, monthly maintenance observation, bimonthly
surveillance observation, followup on corrective actions for violations, other
followup, and onsite followup of licensee event reports,

Results (Units 1 and 2):

. The operability determinations for degraded equipment were
conservatively performed on both units. Operator response to alarms was
appropriate. Housekeeping and plant material condition were good
(Section 2).

. A1l maintenance activities observed cn both units were conducted
properly. The licensee very effectively maintained dosage as low as
reasonably achievable during maintenance on Unit 2 Charging Pump 2P-36B
(Section 3).
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Surveillance activities for both units were performed properly. A
strength was identified in the licensee's efforts in assessing a
governor valve anomaly that did not impact the operability of [mergency
Feedwater Pump P-7A, A condition report was initiated when a button on
the Unit 2 remote shutdown panel did not reduce steam generator low
pressure setpoint when depressed (Section 4),

The licensee’s decision to enhance their capabilities to detect,
gquantify, and trend primary-to-secondary steam generator leakage was
timely, considering the tube repairs performed as a result of recent
steam generator inspections. The licensee’s conservative decision was a
strength (Section 6.3).

The effort to improve maintenance performance by using multiple debriefs
to develop improvement plans was a strength (Section 6.4.2).

The licensee's corrective actions, both completed and planned,
appropr iately addressec the weaknesses described in NRC Inspection
Report 50-313/92-13; 50-368/92-13 related to the Unit 2 freeze
protection program (Section 6.2).

The meteorological tower instrumentation heat tape circuitry was not
included in a program to periodically confirm its functionality.
However, procedurally controlled alternative methods were available to
obtain the same information. Further, the licensee committed to develop
an appropriate method for periodically confirming the functicnality of
the heater circuitry used to protect meteorological tower
instrumentation from freezing (Section 2.3).

Summary of Inspection Findings:

Violation 368/9224-01 was closed (Section 5.1).

Unresolved Ttem 313/9211-06 was closed (Section 6.1).

Inspection Followup Item 368/9213-01 was closed (Section 6.2).
Licensee Event Reports 368/90-004, 313/90-011, 313/91-002, 313/91-004,

313/92-003, 368/92-005, 313/92-006, and 368/92-007 were closed
(Section 7).

Attachment:

Persons Contacted and Exit Meeting



DETAILS
1 PLANT STATUS
1.1 Unit 1
The unit operated at or near full power throughout this inspection period.
1.2 Unit 2

The unit operated at or near full power throughout this inspection period.
2 OPFRATIONAL SAFETY VERIFICATION (71707)

The inspectors routinely toured the facility during normal and backshift hours
to assess cener-’ ~lant and equipment conditions, housekeeping, and adherence
to fire protect ., security, and radiological control measures. Ongoing work
activities were monitored tc verify that they were being conducted in
accordence with approved administrative and technical procedures and that
proper communications with the control room staff had been established.

During tours of the control room, the inspectors verified proper staffing,
access control, and operator attentiveness. Technical Specification limiting
conditions for operation were evaluated. The inspectors examined the status
of control room annunciators, various control room logs, and other available
licensee documentation.

2.1 Units ] and 2 - Routine Tours

The general plant condition was good. Good housekeeping practices were
implemented. No inappropriate fire protection, security, or radiological
control measures were identified. Staffing in the control room was always
consistent with the requirements. Technical Specification 1imiting conditions
for operation were appropriately evaluated. The control room operators were
appropriately attentive to annunciators and responded well, referring to the
alarm response procedures when appropriate. Operators demonstrated awareness
of the distinction between control room wall sockets reserved for vital loads,
such as the radiological dose assessment computer, and wall sockets available
for general use, such as microwaves.

2.2 Unit 1 - Operability Determination for Degraded Service Water Pump P-4B

On December 16, 1992, Service Water Pump P-48 was declared inoperable based on
pump performance data. The pump performance was degraded below the liwiting
range of opevability as specified by Procedure 1104.029, Revision 40,
Supplement 2, "Service Water and Auxiliary Cooling System." Service Waier
Pump P-4C was immediately started to maintain operability of Loop 2 service
water.
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During troubleshooting activities, part of a hard hat was discovered inside
Service Water Strainer F-6B, Service Water Bay B was pumped down and the
impeller portion of the pump was inspected for possible damage and additional
parts of the hard hat. A security officer was posted at Security Door 171,
which was opened for the routing of hoses during pumping of the service water
bay. Additional parts of the hard hat were discovered in the suction piping.
The discharge piping between the pump and the strainer was inspected. Most of
the remaining pieces of the hard hat were found in that location. The
Ticensee stated that approximately 80 percent of the hard hat, by weight, was
retrieved during the inspection. The licensee evaluated the impact of leaving
the remaining 20 percent of the hard hat in the system and found it to be
acceptable.

The lTicensee stated that, based upon the results of the inspection, no damage
had occurred to Pump P-4B, After the inspections were completed, a
surveillance test was performed on Service Water Pump P-4B. The pump
performed acceptably per Procedure 1104,029 and was declared operable on
December 18.

2.3 Unit 2 - High Pressure Safety Injection Valve Operability Determination

On January 6, while performing Procedure 2104.39, Supplement 4, “"Quarterly
HPSI Valve Stroke Test," the licensee discovered that the valve stem position
indicator on Valve 2-CV-5015-1 did not match the shoulder mark on the valve
stem when the valve was in the full open position. The mark on the valve stem
was found to be approximately 1/2 inch above the indicator, suggesting that
the valve was greater than full open. The licensee declared the valve
inoperable in accordance with Procedure 2104.39, Supplement 4, "Quarterly HPSI
Valve Stroke Test," and declared the associated high pressure safety injection
header inoperable. Technical Specification Action Statement 3.5.2.a required
that the injection header be restored to operable status within 72 hours or be
in hot shutdown within the next 12 hours. Of the eight injection valves that
were tested during the surveillance, Valve 2-CV-5015-1 was the only one
identified with this condition.

The valve stem stroke distance for Valve 2-CV-5015-1 was measured from the
closed position to the full open position, and this measurement was compared
to previous data. The licensee determined that the stroke distance was
correct and concluded that the valve stem position indicator was not in the
correct position. The valve stem position indicator was repositioned and the
valve declared operable on January 7.

2.4 Unit 2 - Failure of Meteorological Tower Instrumentation Due to Freezing
Precipitation

On January 18, at 4:53 p.m., Unit 2 entered the 7-day action statement of
Technical Specification 3.3.3.4 because the 10 meter and 57 meter wind speed
indicators at the meteorological tower froze as a result of freezing
precipitation and a malfunctioning heater circuit. The neutral wire to the
heater circuit was discovered disconnected. Condition Report C-93-0003 was
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initiated, the wire was reconnected, and wind speed indication was promptly
restored. The Technical Specification Action Statement was exited on
January 19, at 4:22 p.m., within the allowed outage time,

Operators declared the radiological dose assessment computer system (RDACS)
inoperable as a result of the wind speed sensors being inoperable.

The wind speed data provided to the RDACS is used in calculating radiological
dose projections in the event of an offsite release. After further review,
the licensee determined that the emergency procedures contained compensatcry
measures for manually inputting wind speed information obtained from the
National Weather Bureau, the local airport, or the local radio station, into
the RDACS. The licensee determined that the RDACS was actually operable and
stated that the condition report would be revised to document this change.

Similar problems with meteorological tower wind speed indication were
documented between 1988 and 1990. Condition Report 2-90-0566 was initiated on
December 21, 1990. After identifying an equipment failure trend, the licensee
upgraded the 20 watt heater to 80 watts and completed postmodification testing
on January 2, 1992. The current freezing of the wind speed sensors was the
first event since the installation of the higher wattage heater on January 2,
1992, and was determined to have a separate cause from the original failures,

The licensee committed to develop an appropriate method for periodically
confirming the functionalicty of the heat tape circuitry used to protect
meteorological tower instrumentation from freezing. See Section 6.2 for
further discussion of the Unit 2 freeze protection program.

2.5 Summary of Findings

The operability determinations for degraded equipment were conservatively
performed. Operator response to alarms was appropriate. Housekeeping and
plant material condition were good.

3 MONTHLY MAINTENANCE OBSERVATION (62703)

Station maintenance activities for the safety-related systems and components
Tisted below were observed to ascertain that they were conducted in accordance
with approved procedures, regulatory guides, and industry codes or standards,
and in conformance with the Technical Specifications,

3.1 Unit 2 - Packing and Plunger Replacement on Charging Pump 2P-368
(Job Order (JO) 00886662)

On December 29, the oil, packing, and plungers for Charging Pump 2P-36B were
replaced. The maintenance activity was performed in accordance with

Procedure 2402.032, Revision 16, "ANO-2 Mechanical Charging Pump." The oil
was sampled and buth the oil and the packing were replaced. The oil sample
was analyzed and determined to be satisfactory. Since the plunger replacement
part was not "like for like," a temporary modification was drafted.



Temporary Modification 2-92-0050 evaluated the replacement of existing
stainless steel plungers with stainless steel plungers coated with 3 to

5 microns of titanium nitride. The plunger replacement was performed in an
effort to increase the life of the plungers and the packing, thereby reducing
pump outage time, plunger maintenance activities, and radiation exposure
associated with the activity. There was no environmental qualification issue
pertaining to the plunger replacement, and the temporary modification was
determined to be acceptable.

Quality control personnel verified cleanliness and proper installation of the
parts. Measuring equipment at the work site was calibrated. Workers were
cognizant of radiation hot spots and demonstrated exceptional “as low as
reasonably achievable" practices. Radiation Work Permit (RWP) 921313,
prescribed for this job, estimated that the exposure would be 300 millirem.
The actual received exposure was 412 millirem. The RWP, which was drafted in
August 1992, only addressed repacking the pump. Five additional jobs
associated with the pump overhaul were not considered during initial RWP
exposure estimates.

Following this maintenance evolution, the licensee conducted a lessons learned
debriefing to enable them to continually improve their performance. See
Section 6.4.2 for a discussion of the debriefing.

3.2 Unit 1 - Troubleshooting of Radiation Detector RE-3815
(JO 00887203)

On January 20, the inspector observed troubleshooting activities associated
with the radiation detector located in the service water discharge from the
containment cooling coils on Cooler VCC2C, The job request was initiated on
January 2, 1993, when the spurious high alarms were noticed in the control
room.

The maintenance crew appropriately signed in with operations prior to starting
the troubleshooting. All measuring and test equipment used was within its
calibration interval. The drawings used by maintenance personnel met the
drawing control requirements., A1l of the calibration calculations were
checked twica,

Portions of Procedure 304.026, Revision 9, "Unit 1 Process Radiation Monitor
System Test," were used to confirm that voltage from the power supply had not
drifted and that the detector was still calibrated. No malfunctions were
identified. The maintenance personnel indicated that the spurious alarms
could be related to electrical noise which was not currently present. The job
order remained open to repair the alarm circuit in the event that spurious
alarms recurred.

The maintenance activities were conducted properly using approved instructions
and drawings.



3.3 Summary of Findings

Al maintenance activities observed were conducted properly. The licensee
very effectively maintained dosage as low as reasonably achievable during
maintenance on Charging Pump 2P-368.

4 BIMONTHLY SURVEILLANCE OBSERVATION (61726)

The inspectors observed the Technical Specification required surveillance
testing on the systems and components listed below and verified that testing
was performed in accordance with Technica)l Specifications and the licensee's
implement ing procedures,

4.1 Unit 1 - P-7A Surveillance Test (JO 00886347)

On December 30, a surveillance test on Emergency Feedwater Pump P-7A was
performed per Procedure 1106.06, Revision 47, “Emergency feedwater Pump
Operations,” Supplement 2, “Steam Driven Emergency Feedwater Pump (P-7A) Test
(Monthly)." The licensee had noted that Governor Valve CV-66018 had been slow
in returning to the open position after completion of runs during previous
surveillance tests, Condition Reports 1-92-0570 and 1-92-0598 had ducumented
these findings.

A root cause analysis was performed. The possibility of binding due to
thermal expansion and metal to metal contact was eliminated using temperature
and acoustic monitoring data of the stem and bonnet. The governor valve
control circuit output to the actuator was measured using a voltmeter and the
demand versus speed data collected indicated normal operation during two
consecutive pump runs.

The governor valve closed in the presence of a demand signal to prevent
overspeeding the turbine upon steam admission. The valve appropriately
modulated open which enabled the turbine to ramp to full speed. Thus, the
licensee determined that the slow opening of the governor valve after the pump
was operated did not impact the operability of the pump. The licensee
speculated that the reason for the slow opening of the governor valve was
associated with the actuator oil hydraulic system. The licensee was proactive
in addressing the slow opening of the valve rather than just accepting a
successful surveillance test for an operable pump. The licensee's efforts to
ensure pump operability were a strength.

4.2 Unit g - Control Element Assembly Test (JO 00886587)

On January 8, a monthly control element assembly (CEA) test was performed per
Procedure 2105.009, Revision 13, Appendix A, "CEA Exercise Test." This test
was nerformea to verify the operability of each CEA as required by Technical
Spevification 4.1.3.1.2.

Prior to actual CEA movement, two instrument and control technicians
transferred individua)l CEAs from the shim bus to the hold bus and recorded



control element drive mechanism control system (CEDMCS) logic circuit voltage
traces. The control room operator ontered Technical Specification 3.1.3.1,
Action C, prior to conducting the test as required by the test procedure. The
technician s supervisor observed the performance of the test and analyzed the
voltage traces for each CEDMCS to verify proper operation of the logic
circuits, The test was well coordinated and the technicians were in
continuous communication with the control room.

Later that day, control room operators continued the test by inserting each
CEA seven steps and returning it to its original position. The operator
followed the correct sequence for moving the CEAs and recorded the results iy
the appropriate table, CEAs were properly and satisfactorily exercised during
the portion of the test observed by the inspertor. No concerns were
identified during the observation of this test.

4.3 Unit 2 - Plant Protection System Channel A Test (JO 00886904)

On January 12, the inspector observed portions of the performance of
Procedure 2304.037, Revision 22, "Plant Protection System Channel A Test."
The calibration of the test equipment used for the surveillance was current.
Control room operators placed magnetic labels next to annunciators that were
expected to alarm during this test,

Juring the performance of the test, the technicians found the setpoint for
Annunciator 2K04C4, “A S/G PRESS SETPOINT '0," out of tolerance and made
adjustments to return it to the desired value. Later, the technicians
discovered that Pushbutton 2HS-9112-1, lorated on the remote shutdown panel,
did not reduce the steam generator low pressure trip setpoint when depressed,
The technicians secured the test, restired the system to its normal
configuration, and briefed the shift suverintendent on the status of the test,

Condition Report 2-93-0009 was issued later that day in response to this
failure, In addition, operators entered Technical Specification 3.3.3.5,
"Remote Shutdown Monitoring Instrumentation," Action Statement a., which
required the inoperable channel be restored to operable status within 30 days
or place the plant in hot shutdown within the nexy 12 hours,

On January 13, technicians discovered that the Steam Generator A variable
setpoint bistable card hid failed, resulting in the inability to lower the
Steam Generator A pressure trip setpoint. The card was replaced and Technical
Specification 3.3.3.5 was exited following iatisfactory compietion of the
postmaintenance test.

4.4 Summary of Findings

Surveillance activities for both units were performed properly. A strength
was identified in the licensee's efforts in ausessing a governor valve ancmaly
that did not impact the operability of Emergercy Feedwater Pump P-TA, A
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. Al) heater strip circuits in the refueling water tank (RWT) level
transmitter protective boxes were electrically checked and verified as
operational. The failed heater stri , previously identified by the
inspector, was repaired using JO 00B86468. A minor maintenance activity
was performed to correct the degraded insulation inside the RWT level
transmitter boxes. Additionally, a job requect was initiated to replace
degraded insulation in all of the sodium hydroxide tank level
transmitter boxes. A procedure improvement form (Plr) for Procedure
2306.011, "Unit 2 - Insulation Inspection for Freeze Protection
Assurance,"” was initiated to include an inspection of the internals of
the level transmitter boxes. The program previously included a diily
external inspection of the RWT level transmitters and temperature
verification which was logged by the waste control operators, The
licensee reviewed waste contrel operator logs taken on January 19, 1993,
and confirmed that the temperatures inside all the RWT level transmitter
boxes were above the low temperature tolerances,

. The licensee stated that protective covering on the condensate storage
tank (CS5T) level transmitter boxes was not required because the heater
strips were sized to maintain acceptable temperature levels without the
extra insulation. The licensee verified that the CST level transmitter
boxes were between 68°F and 78°F inside the boxes on January 19.

. A revision to Procedure 2106.032, "Unit 2 - Operations Freeze Protection
Guide," was incorporated to allow more flexibility for the position of
the CST pit hatch,

. The burned out 1ight bulbs on Boric Acid Annunciator Panels 2(-330A and
20-330B were replaced. A PIF was submitted to change the monthly lamp
check in "Non-engineered Safety Feature< Switchgear and Annunciator
Surveillance,” Supplement 7 to Procedv e 2107.001, "Electrical System
Operations," Revision 32, to include verification of the annunciator
panel Tights.

. JO 00832612, which was initiated on December 25, 1990, to correct
sulfuric acid tank heat trace deficiencies, was not compieted. However,
the essential maintenance activities associated with that JO were
completed. It was not necessary to prioritize the repair cf the
sulfuric acid tark heat tracing because the temperatures needed to
freeze sulfuric acid in the concentrations present, -28°F, are unlikely
to occur in Arkansas. The prioritization of the repair of thece heat
tape circuits was therefore justified.

The licensee submitted a PIF to ensure that Procedure 2106.032 was placed on
the weekly surveillance schedule and reviewed on a weekly basis during the
months of October through March., Additionally, a planned maintenance sheet
was submitted to planning and scheduling to begin performing the freeze
protection guide in September of each year
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A PIF was submitted to include daily logging of the CST level transmitter box
temperatures on the RWT/Sodium Hydroxide waste control operator log during the
moriths of October through March.

The Vicensee corrective actions, both completed and planned, appropriately
addressed the weaknesses described in NRC Inspection Report 50-313/92-13;
50-368/92-13 related to the Unit 2 freeze protection program.

6.3 Headquarters or Regional Reguests Followup
6.3.1 Unit 2 - Installation of Nitrogen 16 (N16) Monitoring System

During Refueling Outage 2R9, NI16 monitoring equipmeny was installed to enhance
the licensee's capabilities to detect, quantify, and trend primary-to-
secondary steam generator leakage. The addition of this equipment did not
replace the existing equipment and methods. The system was designed to
monitor the steam lines for the presence of N16 and then utilize the reactor
power level to quantify the level of primary-to-secondary leakage,

The equipment included two N16 detectors (one for each steam line), a signal
analyzer (to put the signal in a form useable by other equipment), a
processing unit (which combines the N16 count rate with a reactor power level
signal to generate a leakage rate), and a recorder. The N6 monitoring system
interfaced with the plant computer to provide indication, trending, and
alarms. The setpoints for the alarms were variable and controlled by
operators through the plant computer terminal., The alarms driven by the new
equipment were "Trouble/Lkrt Hi," “Secondary Sys Radiation Hi," and “Rate of
Change Hi," and were located on Annunciator Panel 2K11 in the control room.
Computer readouts from the N16 monitoring system were available in the control
room.

The licensee set the “Lkrt Hi" alarm at .01 gpm or 14.4 gpd. This was the
lowest leak rate that chemists would be able to detect using a grab samole.
Since N16 has a short half-life, comparison of the N16 leak rate with the grab
sample leak rate would enable determination of the location of the leak within
the steam generator. If a leak occurred, the setpoint would then be increased
to less than or equal to twice the new leak rate. The “Trouble" portion of
the same alarm would actuate based on failures within the monitoring system.

The licensee set the “"Secondary Sys Radiation Hi" alarm setpoint at 0.1 gpm
or 143 gpd. This setpoint was based on administrative l1imits to ensure that
the Technical Specification limit of 0.5 gpm was never challenged. The "Rate
of Change Hi" alarm setpoint was set to alarm if the calculated leak rate was
expected to double within 1 hour,

The system only calculated valid leak rates above 20 percent power. The
accuracy of the N16 monitors was plus or minus 10 percent after monitor
adjustment to agree with grab sample data. Without this adjustment, the N16
leakage rate could be in error by 50 percent. All of the signals between the
plant computer and the N16 monitoring system were rcuted through a multiplexer
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This event involved an cutomatic actuation of the control room emergercy
ventilation system which occurred as a result of the tripping of Radiation
Monitor 2RE-8750-1. The cause of the event was a transient noise spike.
Radiation Monitor 2RE-8750-1 was reset after the actuation and the control
room emergency ventilation system wa: returned to its normal configuration. A
new method for determining the trip setpoint for Radiation Monitor ZRE-8750-1
wias developed. This method determined the background radiation level by
averaging the previous 90 readings. This process resulted in a setpoint which
was less susceptible to trips induced by random noise.

Based on a review of Condition Reports 2-91-0359 and C-9)-0045, this )licensee

event report 1s closed.
eport 313/91-004: " NMW_Q{J 3
3E1gg System due v a Chlorine Monitor Tr
r L

This event involved an automatic actuation of the control room emergency
ventilation system which occurred as a result of the inadvertent tripping of a
chlorine monitor. The cause of the chlorine monitor tripping was a technician
working from a ladder near the monitor inadvertently contacting the reset
pushbutton of the chlorine monitor. The control room emergency ventilation
system was reset and returned to its normal configuration. The technician was
counseled regarding the importance of using caution when working around
sensitive plant equipment., Protective covers were placed over the reset
buttons of the chlorine monitors to prevent them from being inadvertently
depressed.

7.4

Based on review of JO 00843501 ana Condition Report 91-0049, this licensee
event report is closed.

7.8
:.:3:1__;‘. ;__' s ]
au__;gggingﬁjeactor Coolant Pumps Due to Reversr Rotation

This event involved an automatic initiation of the emergency feedwater system
which occurred when operations personnel secured the reactor coolant pumps in
response to indications that an idle reactor coolant pump was rotating in the
reverse direction. The event was documented in NRC Inspection

Report 50-313/92-08; 50-368/92-08 and tracked as Inspection Followup

Item 313/9208-02, which was subsequently closed in NRC Inspection

Report 50-313/92-13; 50-368/92-13. Condition Report 1-22-034] was initiated
and it was determined that the antirotation device was installed cocked and
off center to the motor shaft coupling and that the upper bearing support
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bolts were not adequately torqued due to the Toss of work control, incomplete
planning and scheduling, and circumvent ng established procedures. Condition
Report 1-92-034] addressed 10 corrective action items, of which 5 had been
closed. The completed and planned action items appeared sufficien® to correct
the problems. A review of the plant startup and shutdown procedures with
respect to the emergency feedwater initiation controls' design basis
requirements was performed and documented in Condition Report 1-92-0340. |t
was determined that the emergency feedwater initiation controls initiated at
the safest and most appropriate time,

Based on review of NRC Inspection Peport 50-313/92-08; 50-368/92-08, NRC
Inspection Report 50-313/92-13; 50-368/92-13, and Condition Reports 1-92-0340
and 1-92-34]1, this licensee event report is closed.

7.6 (C] i t Repor ~005: "Per r n
ilure to Monitor fuel H r ilation st_for
a tivity as Required by Technical § cations

This item involved the failure to monitor the fuel handling area ventilation
exhaust for approximately 54 hours, The root cause was personnel error on the
part of the chemist who obtained a weekly grab sample from the venttlation
pathway and did not realign the radiation monitor valves for Super Particulate
lodine and Noble Gas Monitor (SPING) 7 to their normal configuration. No
significant release of radioactivity occurred durina the 54 hours, based upon
results of the weekly grab samples. The chemists who found the SPING 7 valves
misaligned immediately realigned them after sampling the vent., The chemists
also verified valve alignment on the other SPINGs. The individual who failed
to return the radiation monitor valves for SPING 7 to their normal
configuration was counseled concerning the importance of procedural
compliance. The event was reviewed with chemists who perform vent sampling
duties. Procedure 1607.010, Revision 6, "Sampling of the ANO Unit 1 Vent,K"
and Procedure 2607.010, Ravision §, "Sampling The Unit 2 Vents," were revised
to include independent verification for restoring the sample valve line up.

Based on the review of Condition Report 2-92-0211 and Procedures 2607.010 and
1607.010, this licensee event report is closed.

1.7 1 Rgg%ii;I -006: " rt e
ontrol R ntilation System to an Inv ni
% ion Monitor Trip Which was Initi 1. Component
Failure®

This item involved an inadvertent actuation of the control room emergency
ventilation system thit occurred as a result of a spurious trip signal
initiated by Radiation Honitor 2RE-8750-1.

During the event, the control room emergency ventilation system actuated as
des.gned even though no actual high radiation condition existed. J0 00878688
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