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On December 21,1987, at 2223 CST, the plant was operating at 99 percent
rated thermal power. A high level alarm was received from the Control
Room Air Intake Radiogas Monitor,1RE-12116, initiating a Control Room
Ventilation Isolation (CRI) actuation.

This event was caused by a combination of a faulty sensing tube for the
radiation monitor and the computer software design, i.e., the
statistical counting algorithm within the data processing module (DPM)
for the monitor, which interprets the input data to provide the high
al arm,

Corrective action has included replacement of the tube and a proposed
software change to provide a more statistically accurate high alarm.
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A. REQUIREMENT FOR REPORT

This report is required per 10 CFR 50.73 (a)(2)(iv) since the
actuation of the control room ventilation isolation (CRI) system
represented an unplanned actuation of an Engineered Safety Feature
(ESF) system.

B. UNIT STATUS AT TIME OF EVENT

Unit 1 was in Mode 1 (power operation) at approximately 99 percent
of rated thermal power when the event occurred. Reactor coolant;

system temperature and pressure were approximately 588 degrees
Fahrenheit and 2235 psig, respectively. There was no inoperable

,

equipment that contributed to this event.|

C. DESCRIPTION OF EVENT

On December 21,1987 at 2223 CST, a high level alarm from the
Control Room (CR) Air Intake Process Radiogas Monitor,1RE-12116,
was received. This initiated a Control Room Ventilation Isolation
(CRI) actuation. Isolation dampers operated properly and the
Emergency CR Ventilation systems started and functioned properly.
The redundant CR air intake monitor,1RE-12117, was checked and
showed no increase in radiation or radioactivity. Health Physics
sampled the control room and no radiation was detected. At 2302
CST, the high radiation alarm was considered to be spurious and
radiation monitor 1RE-12116 was declared inoperable. It was placed
in the test mode and a Limiting Condition of Operation (LC0
#1-87-899) was entered. On December 22,1987, at 0058 CST, the CR
ventilation was returned to the normal mode of operation,

l

ac coau x .u s c.co tese o e24 53 4ss



e

.

. . .

**'
LICENSEE EVENT REPORT (LER) TEXT CONTINUATION APenoveo oMa so aiso-oio4

EXPlRES: 8/31< 88

F ACittTY MAME H) DOCKET NUMBER L2| LER NUMBER (61 PAGE G

" 20 P.'' "35,7"aa

PLANT V0GTLE - UNIT 1 015 lo lo lo |4 | 2|4 8|7 -- J |7 |3 -- 0p 0p 0F 0 |4
mr w e , w m., m uc manm

D. CAUSE OF EVENT

The high level alarm was caused by a combination of a faulty
sensing tube for the radiation monitor and the computer software
design, i.e., the statistical counting algorithm within the data
processing module of the radiation monitcr. This combination
eventually resulted in a spurious high level alarm from the Control
Room (CR) Air Intake Process Radiogas Monitor,1RE-12116. A
plateau curve test of the tube was conducted and the results showed
a shift of 75 volts (increase) in the plateau. The shift causes
the monitor to function on the point of the curve where a small
change in the input to the radiation monitor sensor would cause a
large rate of change to the output.

A contributor to this event was the software design, i.e., the
statistical counting algorithm on the Programmable Read Only Memory
(PROM) chip located in the Data Processing Module (DPM) for the
monitor, which functions to alarm with a low confidence level on a
small sample count. This results in a low statistical confidence
factor. The software can cause a spurious alarm on a small number
of counts with the failed sensing tube in the detector. The root
cause of this event is a failed detector; however, the software can
significantly increase the probability of a false alarm.

E. ANALYSIS OF EVENT

The CRI actuation was the result of a high alarm from the mcnitor
1 RE-12116. However, this was a spurious alarm and no actual
radiation condition existed. Based on this consideration and since
the control room ventilation equipment operated properly, there was
no adverse impact on plant safety or the health and safety of the
public.

F. CORRECTIVE ACTIONS

The degraded / failed tube was replaced. The new tube was calibrated
and determined to be functioning properly.

Westinghouse has been directed to revise the software to improve
the statistical accuracy of the high alarm. It is expected that
the improved software will be incorporated into the system by March
1, 1988.
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G. ADDITIONAL INFORMATION

1. Failed Components

Amperex Electronic Corp.
Detector Tube (SN-410 - Model No. 912NB3
Westinghouse No. 8459A44H01

2. Previous Similar Events

LER 50-424/1987-058 (event date - September 21, 1987)
LER 50-424/1987-065 (event date - November 9,1987)
LER 50-424/1987-067 (event date - November 17, 1987)

Corrective actions for these events include vendor software
changes which were incomplete at the time of this December
21, 1987, event.

3. Energy Monitoring System - Il

a. Radiation Monitoring System - Il
b. Control 8uilding Environmental Control System - VI
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Fbst Of t4ce Box 4545
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Georgia Power j

L T. Gucwa (M wattun e:n. tic sy stem I

Manager Nuclear Safety f
and Licens>ng

| SL-3993
: 0729m
| X7GJ17-V310

January 15, 1988
)

I

U. S. Nuclear Regulatory Commission
ATTN: Document Control Desk
Hashington, D. C. 20555

PLANT V0GTLE - UNIT 1
NRC DOCKET 50-424

, OPERATING LICENSE NPF-68
LICENSEE EVENT REPORT

CONTAINHENT VENTILATION ISOLATION
DUE TO SENSING TUBE FAILURE AND SOFTWARE DESIGN

Gentlemen:

In accordance with the requirements of 10 CFR 50.73(a)(2)(iv),
Georgia Power Company is submitting a Licensee Event Report (LER)
concerning an ESF actuation.

Sincerely,

Y Y- |S,wi

L. T. Gucwa

PAH/lm

Enclosure: LER 50-424/1987-073

c: (see next page)

%
7

6
\

%



- _ _ _ _ _ _ _ _

~ ',.. ..

GeorgiaPower d
,

).

U. S. Nuclear Regulatory Commission
January 15, 1988
Page Two

c: Georaia Power Comoany
Mr. J. P. O'Reilly
Mr. P. D. Rice
Mr. G. Bockhold, Jr.
Mr. J. E. Swartzwelder
Mr. C. H. Hayes
GO-NORMS

Southern Camoany Services
Mr. R. A. Thomas
Mr. J. A. Bailey

Shaw. Pittman. Potts & Trowbridae
Mr. B. H. Churchill, Attorney-at-Law

Troutman. Sanders. Lockerman & Ashmore
Mr. A. H. Domby, Attorney-at-Law

U. S. Nuclear Regulatory Commission
Dr. J. N. Grace, Regional Administrator
Mr. J. 8. Hopkins, Licensing Project Manager, NRR (2 copies)
Mr. J. F. Rogge, Senior Resident Inspector-0perations, Vogtle

1

l

0729m

r="5
_ __--.---- - ---- _


