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Inoperable Station Vent Radiation Monitors
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August 9, 1988, with the reactor defueled, it was discoverea that both trains of the
Station Vent Radiation Monitors were inoperable., This condition existed from 0900 hours

August 2, 1988 to 1527 hours on August 8, 1988, During this period six radiocactive
releases were made and no grab samples were taken., This fe » vialation of Technical
Specification 3.3.3.10 This condition was caused by an inadequate p..-edure that did not
divect the Instrument and Control technicians to inform the Shift Supervisor which
functions were being dicabled by the jumpers installed during radiation monitor

alibrations and by the failure of a high voltage board. The high voltage board was

replaced By December 1, 1988 all radiation monitor calibration procedures will be
vevised to add this guidance A standing order has also been issued to require the

nce

perability of assoclated radiation monitors be verified prior to performing radicactive

uld or gaseous releases Similar Instrument and Control surveillance procedures will

be reviewed by January, 1989, to determine if similar guidance should be included withis
nmdition {s being reported in accordance with 10CFR30.73(a)(2)(1)(B)
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Description of Occurrence:

The Station Vent Radiation Monitors (IL) are comprised of two independent monitoring
channels. Each chaanel consists of a normal range monitor and an accident range monitor.
On July 27, 1988, with the reactor defueled, Instrument and Control technicians began a
calibration of the accident range monitor in Station Vent Radiation Monitor Channel 2.
This calibration installed ju-:orl in the circuits that disabled the annunciator and
automatic trip functions for the normal range radiation monitor. On August 2, 1988, at
0900 hours Channel 1 of the Station Vent Radia :ion Monitor (RE)(Kaman Model KMPIG-HRN) was
declared inoperable due to a high volrage [ailure in the normal range radiation monitor.
As a result, both channels of the Station Vent Normal Range Radiation Monitor were
inoperable. This condition was not identified until 1312 hours on August 8, 1988, while
performing surveillance testing on the Channel 1 normal range monitor. During the period
of August 2, 1988 to August 8, 1988, six radicactive releases were made and no grab
samples were taken as required by Technical Specification 3.3.3.10. This is being
reported in accordance with 10CFRS50.73(a)(2)(1)(B).

Designation of Apparent Cause of Cccurrence:

This occurrence was caused by an inadequate procedure which did not direct the techniclanrs
to inform the Shift Supervisor of which functions were being disabled by the installation
of the jumpers directed by the procedure. The Channel 1 normal range radiation moniter
fallure was caused by a high voltage board failure.

Analysis of Occurrence:

During the period that both channels of Station Vent Radiation Monitors were inoperable
six radicactive releases were made. These releases wvere sampled at their point of origin
prior to being released through the station vent. These releases were insignificant and
offsite does rates were negligible. Although the vent moniturs vere Technical
Specification inoperable, they would functionally indicate and alarm locally. NXo alarms
were received on the local panel. Additionally, Surveillance Test ST 5099.05 requires the
operator to check the status of the Statisn Vent Radiation Monitors once per shift. This
frequency is simllar to the gradb sample frequency required by the action statement of
Technical Specification 3.3 g.lo. Therefore, this failure to take grab samples of the
station vent had no safety significance,

Corrective Action:

Channel 1 Normal Range Radiation Monitor was repaired under Maintenance Work Order (MWO)
Number 1-88-1892.00 and returned to an operable status on August 8, 1988 at 1527 hours

By December 1, 1988, all radiation mouitoring calibration procedures will be revised to
include guidance to inform the Shift Supervisor of which functions are disabled by the
installation of jumpers. 1In the interim Standing Order 88-062 has been issued to require
the operability of the alarm and isolation functions be verified by manually tripping the

applicable radiation monitor prior to performing radicactive liquid or gaseous releases

N L ew Wmaa
LA




= form US NUCLEAR ALGULATORY COMMISEON
0

LICENSEE EVENT REPORT (LER) TEXT CONTIMUATION APPROVED OVE NO 1180 0104
J . EaPRES & 10w
- T SORRET Wmteh LER NUMBER sact 3
T L viN ..\ '.bial
Davis-Besse Unit 1 : ‘L?Ahﬂ
0(5|0/0|0]3 |4 68|8|—[0]1]|8{=/0|0]0]|3]0F0 |3

TERY o movw 0000 & Bournd w30 20000y NRC Focrm JBA 41 (1Y

In addition to the action statements of the Technical Specifications, {f these functions
are not operable, a continuous watch on the radiation monitor will be established during
the release, Similar Instrument and Control surveillance procedures will be reviewed by
January, 1989, to determine if similar guidance should be included within them.

Failure Data:

LER 87.009 describes a similar event invelving radiation monitors in the Miscellaneous
Liquid Radwaste System. The specific calibration procedure that was deficient during that
event was revised and a commitment made to revise similar procedures at their next
periodic review., This corrective action had not been fully completed at the time of this
event as the procedure related to this event had not yet reached its periodic revievw date,
and therefore, had not yet been revised.
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Docket No. 50-346
License No. NFF-3}

U. S§. Nuclear Regulatory Commission
Document Control Desk
Vashington, L. C. 20555

Gentlemen:
LER No. B8-018

Davis-Besse Nuclear Pover Station Unit No. 1
Date of Occurrence August 9, 1988

Enclosed is Licensee Event Report 88-018, wvhich is being submitted
in accordance wvith 10CFR50,/3 to provide 30 day vritten notification
of the subject occurrence.

Louis F. Storz
Plant Manager
Davis-Besse Nuclear Pover Station

Yours truly 2
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LFS/ed

cct Mr. A, Bert Davis
Regional Administrator
USNRC Region II1l

Mr. Paul Byron
DB-1 NRC Resident Inspector




