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On October 4,1988, a technician was in the process of changing out a circuit
component in the Containment Low Range Radiation Monitor, 1RE-0003. The
monitor was placed in bypass and, at 0938 CDT, was powered down, initiating
a Containment Ventilation Iselation (CVI).

Control room personnel observed a 1RE-0003 high radiation alarm and CVI
indicators. They verified that no high radiation condition existed by
observing redundant monitors. Control room personnel were aware of the
1RE-0003 work in progress and immediately contacted the technician to determine
the cause of the CVI. The CVI signal was reset at 1215 CDT.

The cause of this event is an inadequate procedure that did not call for
the lifting of leads to the CVI actuation circuits before powering down
1RE-0003. Corrective actions include changing the procedure.
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A. REQUIREMENT FOR REPORT

The report is required per 10 CFR 50.73 (a)(2)(iv) because an unplanned
actuation of an Engineered Safety Feature occurred.

B. UNIT STATUS AT TIME OF EVENT

At the time of this event, Unit I was in Mode 1 (power operations)
at 82% of rated thermal power. There was no inoperable equipment which
contributed to the occurrence of this event.

C. DESCRIPTION OF EVENT

On October 4,1988, a technician was in the process of changing out
a circuit component in the Containment Low Range Radiation Monitor,
1RE-0003. The monitor was placed in bypass and, at 0938 CDT, was powered
down, initiating a Containment Ventilation Isolation (CVI).

The appropriate valves and dampers actuated. Control room personnel
observed a 1RE-0003 high radiation alarm and CVI indicators. They
verified that no high radiation condition existed by observing redundant
monitors. Control room personnel were aware of the 1RE-0003 work in
progress and immediately contacted the technician to determine the
cause of the CVI. The CVI signal was reset at 1215 CDT.

D. CAUSE OF EVENT

The cause of this event is an inadequo'.e procedure. T a procedure
in use at th) time, 24623-1 ("Containment Low Range ($dE-0003) Area
lionitor 1RX-0003 Channel Operational Test And Channr! Calibration"),
allows unscheduled maintenance to be performed. H'aever, it did not
call for the lifting of leads to the CVI actuatier circuits before
powering down 1RE-0003.

Contributing to this event was the lack of bic; king capability to block
a spurious CVI actuation from 1RE-0003 while work was in progress.
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E. ANALYSIS OF EVENT

No actual high radiation condition existed at the time of the event
as shown by the redundant radiation monitors. The valves and dampers
receiving the CVI signal actuated to their correct positions. Based
on these considerations, it is concluded that there was no adverse
effect on plant safety or public health and safety as a result of this
event.

F. CORRECTIVE ACTIONS

1. Procedure 24623-1 and a procedure used with a similar monitor (1RE-0002)
are scheduled to be changed by 11/15/88 to incorporate steps to
prevent CVI actuations.

2. An evaluation to implement CVI actuation blocking capabilities
for 1RE-0002 and 1RE-0003 is estimated to be complete by 3/1/89.

3. Following this event, a broadness review was instituted to study
corrective actions from this and previous similar events. Recommendations
as a result of this review, if any, are expected to be made by
3/1/89.

G. ADDITIONAL INFORMATION

1. Component Failures

None

2. Previous Similar Events

LER 50-424/1988-026

LER 50-424/1987-060

LER 50-424/1987-040
'

Although the specific corrective actions from these LERs did nct
effect this 1C/4/88 event because the events were not duplicat..s.
a study will dtitermine if more, general types of corrective a,tions
are needed.

3. Energy Industry Identification System Code:

Containment Isolation Containment Isolation Control System - JM

| Radiation monitoring System - IL
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October 26, 1988

U. S. Nuclear Regulatory Commission
ATTN:' Occument Control Desk
Washington, D. C. 20555
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NRC DOCKET 50-424
OPERATING LICENSE NPF-68

LICENSEE EVENT REPORT
P_R0_C_EDURE _INADEQ_UA_C_Y_ LEADS TO

C_0_NTAINMENT_ _VENTILATI_Ofi ISOLATI_0_N

Gentlemen:

In accordance with the requirements of 10 CFR 50.73, Georgia Power
Company hereby submits a Licensee Event Report (LER) concerning a Containment
Ventilation Isolation due to procedure inadequacy.

Sincerely,

d.A. W
W. G. Hairston, III .

TEW:ca

Enclosure: LER 50-424/1988-027

c: Georgia _Powe_r_ Company
Mr. P. D. Rice
Mr. G. Bockhold, Jr.

Mr. M. Sheibani
Mr. J. P. Kane
GO-NORMS
Vogtle/ NORMS

_U S._ Nuclear _ ReQulatory_ Consnission
Dr. J. N. Grace, Regional Administrator
Mr. J. B. Hopkins, Licensing Project Manager, NRR (2 copies)
Mr. J. F. Rogge Senior Resident Inspector - Operations, Vogtle /4
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