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Date of Occurrence

The event occurred on April 14, 1983 at 0941 hours,

Identification of Occurrence

An automatic intiation of the Standby Gas Treatment System (SGTS) (EIJS Code BH)
and reactor building isolation occurred due to a reactor building ventilation
monitor (EIIS Code IL) high radiation signal., This is considered reportable in
accordance with 1.CFR50,.73(a)(2)(iv).

Conditions Prior to lccurrence

The reactor was operating at full power. The Augmented 0ffgas (ADG) (EIIS Code
WF) System was being placed in service,

Description of Occurrence

At approximately 0600 hours on April 14, 1988, the AOG system was started up and
placed in the recycle mode. The system had been out of service for modifications
to electrical systems. At approximately 0915 hours the AOG system started
receiving and processing plant offgas. Pressure oscillations in the system were
noted, and AOG was given an isolate and bypass signal at 0940 hours. At 0941
hours a reactor building ventilation monitor high radiation signal was received,
fnitiating the SGTS and isolating the reactor building. Control Room operators
entered Emergency Operating Procedures (EOPs) for secondary containment control,
At 1002 hours, the high radiation signal cleared, was manually reset, and SGTS
automatically tripped as expected. SuTS cperation was then restarted manually to
allow maintenance activities to be performed on reactor building ventilation
heating components, The EOPs were exited at 1010 hours.

At 1015 hours the continuous air monitor alarms in the reactor building started to
alarm, apparently due¢ to the alteration of normal ventilation system flow caused
by SGTS operation. Reactor building access was secured at 1106 hours due to the
airborne activity levels, Activity peaked at 1300 hours. SGTS operation was
secured and reactor building ventilation was returned to service at 1301 hours
when maintenance activities were complete. Airborne activity levels began to
decrease immediately, The AOG system was later placed in service at 1351 hours.
Reactor building access was restored at 1528 hours,
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Apparent Cause of Occurrence

The apparent cause of the occurrence is personnel error in not following a
procedure as written, The AOG system operating procedure requires draining the
cffgas inlet line prior to placing the AOG system in service, Since the operators
starting the system knew they would be keeping it in the recycle mode for some
time and water accumulation during this operation could be expected, they deferred
draining the offgas inlet line. This information was not passed on in the
turnover to the subsequent shift, who were responsible for placing the system in
service. When the system was placed in service without the offgas inlet line
drained, oscillations in system inlet pressure were experienced., The AOG system
was isolated and bypassed. Sufficient pressure built up in the system to force
radioactive gases in the offgas line past a sump water seal! in a drain line, into
the area near the base of the plant ventilation stack. The reactor building vent
monitors are located outside the reactor building and in the vicinity of the area
near the bas2 of the plant stack. The increase in background radiaticn levels at
the stack base caused the reactor building vent monitor to alarm and SGTS to
initiate when it reached its 13 millirem per hour setpoint.

Contributing to this event was the marginal capadbility of the water seal on the
drain line at the base of the stack.

The airborne activity in the reactor building subsequent to this avent was

apparently caused by the alteration of normal ventilation system flow caused by
SGTS operation,

Analysis of Occurrence & Safety Assessment

The reactor building isolation and SGTS function to minimize any ground level
release of radiocactive material which might result from a release of radiocactive
material in the reactor building. The SGTS provides a means to filter and exhaust
the reactor building atmosphere to the stack. The initiation of these safety
systems and the events causing the actuation are considered to have minima)l safety
significance. This is based on the fact that the SGTS and reactor building
isolation functioned as designed., The amount of offgas released to the base of
the stack area was limited in duration and did not result in a ground level
release,

The airborne radioactivity condition in the reactor building subsequent to
the event posed no hazard to personnel, The activity consisted mainly cf
short-1ived noble gas and noble gas decay products, at only a small fraction of
the maximum permissible concentrations specified in 10CFR20,
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Corrective Action

Immediate corrective action consisted of entering the plant Emergency
Operating Procedures for secondary containment control. The offgas inlet line was
drained before returning AOG to service.

Future corrective actions include:
1. The AOG operating procedure will be revised to add another step to

drain the offgas inlet 1ine immediately before placing the AOG system
in service.

~N

The adequacy of the drain line sump water seal will be evaluated.
Appropriate modifications will be made if necessary.

- Persornel involved in this event will be counseled on the importance of
strict procedural compliance and proper turnover of information to
subsequent shift personnel,

4, This report will be made required reading for all Radwaste Operations
personnel to stress procedural compliance and proper turnover,

Similar Events

LER 87-045 "SGTS Initiation Due to Water Accumulation in the ADG System"
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GPU Nuclear Corporation
Nuclear el

Route 8 South

Forked River, New Jersey 08731-0388
609 971-4000

Wiiter's Direct Dial Number

May 13, 1988

U.S. Nuclear Regulatory Commission
Document Control Desk
Washington, DC 20555

Dear Sir:
Subject: Oyster Creek Nuclear Generating Station
Docket No. 50-219
Licensee Event Report

This letter forwards one (1) copy of Licensee Event Report (LER)
No. 88-008.

Yery truly yours,

G0t e

Yice President & Director
Qyster Creek

EEF:JR:dmd(0493A)
Enclosures

cc: Mr, William T, Russel), Administrator
Region 1
U.S. Nuclear Regulatory Commission
475 Allendale Road
King of Prussia, PA 19406

Mr., Alexander W. Dromerick
U.S. Nuclear Regulatory Commission
Washington, DC 20555

NRC Resident Inspector

Oyster Creek Nuclear Generating Station
Forked River, NJ 08731

fporation s a sut Jiaty of the Genetral Public Utihties Corporatiof



