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at 2223 CST, the piant 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
Yentilation 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
alarm,

Corrective action has included replacement of the tube and a proposed
software change to provide a more statistically accurate high alarm,

NAC Form 304
RN



NRC Form J86A
19-83

MMISSIC

FACILITY NAME

1




US NUCLEAR REGULATORY COMMISSION

LICENSEE EVENT REPORT (LER) TEXT CONTINUATION APPROVED OMB NO 31500104

EXPIRES 8/31/88

FACILITY NAME (1) DOCKET NUMBER 12/ LER NUMBER (8 PAGE (3

SEQUENTIAL REVISION
NUMBER NUMBER

PLANT VOGTLE - UNIT 1 0 [s[oojo|4|2]4 1713 |=op lop [oFlo |4

-
(W more apece & reguired. use sddivonel NRC Form 3884 3/ (17

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 radiatior 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 Tow 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.

ANALYSIS OF EVENT

The CRI actuation was the result of a high alarm from the mcnitor
1RE-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,

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
5 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 Building Environmental Control System - VI
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