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- GPU Nuclear. Inc.

'( U S. Route #9 South

orked we NJ 8731-0388
Tel 609 9714000

August 8, 1997
6730-97-2214

U. S. Nuclear Regtdatory Commission
Attn.: Document Control Desk '
Wahington, DC 20555

Dear Sin

- Subject: Oyster Creek Nuclear Generating Station
Docket No. 50-219
Licensee Event Report 97-009: Radiation Monitor Sepointr Exceed Technical

Specification Limit Due to Personnel Error

Enclosed is Licensee Event Report 97-009. This event did not impact the health and safety of the
public,

if any additional information oi assistance is required, please contact Mr. Paul Czaya of my staff

at (609) 971-4139.

Very truly yours,

(O ki t C !Michael B. Roche'

Vice President and Director
Oyster Creek

,

MBR/PFC
Enclosure -

,

;;: . Oyster Creek NRC Project Manager
- Administrator, Region I-

Senior Resident Inspector i gg
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Radiation Monitor Setpoints Exceed Technical Specification Limit Due to Personnel Error

ETT.NT DATE (5) EER NUMllER (6) REPORT DATE(7) OIllER FACIEITIEs INVOEVED(B)
M0hlH DAV YEAR YEAR 5EQUEhTiAL REVISION MONTH DAV YEAR r AciLnT N AuL mt1 Nmiita

NUMBER NUMBER 05000
' ^ ' " ^ " ' ~ ~ " " "07 09 97 97 -- 009 00 8 8 97--

05000
OPERATING litis REPOR r la hl hMil I LD l'l k%UANT 10 IllE REQin REMEN I h Of to CF R 's (Ched one or nere) (tI)"""" (') Run 20.220i(b) 20 22%sx2x ) x 30.73(aX2xi) 30 73(ax2xviii)

POW ER 20 2203(aXI) 20 2203(ax3Xi) 50.73(aX2Xii) 50.73(aX2Xa)
L L(lo) 1()0 20 2203(ex2xi) 20 2203(ax3xu) 50.73(ax2xin) 73.71

20 2203(aX2Xu) 20 2203(aX4) 50.73(sX2Xiv) CTilLR
20 2203(aK2Xui) 50.36(cxI) 50.73(aK2xv)

20 2203(aX2xis) 50.36(sx2) 50.73(aX2 xvii)

EXCENbEE CONTACT FOR TILIS I.ER (1M)
AAME ELPHME NWiiLR (hWe Am Cals)

Mark D Bradley, Maintenance Superintendent (609) 971-2359

COMPEEI E ONE EINE FOR EACII COMPONENT FAlEURE DESCRIBED IN TIIIs REPORT (13)
CAUSE SiSTEM COMP 0hEhT MAhufACTURER REPORTABLE CAUSE SYSTEM COMPONENT MANUFACTURER REPORTABLE

TO NPRDS 10 NPROS

hEPPEEMENTA L REPORT FJPECIED(14) FAPJCIED MONTH DAV YEAR
bNUDNNYE5 X NO

(if ps, cunplete FXPFCTED SUnMISSION DATE)

IARsrRACI (Eamit to 1400 apaan, i e., approxinutely 15 smgle-spaad typewrinen imes) (16)

On July 9,1997, during calibration of the reactor building ventilation exhaust radiation monitors, the trip )
setpoints of the monitors which initiate a reactor building ventilation isolation and start the standby gas

Itreatment system were inappropriately adjusted to values higher than allowed by Technical
Specifications. This condition existed for approximately 1.5 hours. !

The safety significance of this event is considered minimal because the reactor building isolation and
standby gas treatment system initiation would still have occurred and offsite dose rates would still have
been maintained well below 10 CFR 20 limits.

The root cause of this event is personnel error. :orrective actions include resetting the monitors to the
proper setpoint, verifying that other calibrations had been properly performed, self-checking training for
instrument and controls technicians and evaluating procedure improvements and a setpoint change.
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DATE OF DISCOVER _Y

The improper setpoints of the reactor building ventilation exhaust area radiation monitors, Ells Code IL,
RN04 A 1 and RN04A-2 were identified July 9,1997.

IDENTIE1 CATION OE OCCURRENCE

During performance of the high radiation monitor (reactor building isolation) and power supply
calibration, I&C technicians improperly adjusted the upscale trip setpoints for the reactor building
exhaust ventilation A-1 and A-2 monitors to 40 mr/hr. This exceeds the Technical Specification limit of
17 mr/hr. This condition was recognized by the lead instruuent and control (!&C) technician and
corrected approximately 1.5 hours later.

This condition is considered reportable under 10 CFR 50.73(a)(2)(i)(B).

C_OFDITIONS PRIOR TO DISCOVERY

The plant was operating at approximately 100% power at the time of discovery. System pressures and
temperatures were normal for full power operation.

DESCRIPTION OF OCCURRENCE

On July 9,1997, during the calibration of the reactor building ventilation exhaust area radiation monitors,
RN04A-1 and RN04A-2, an I&C technician misinterpreted the logarithmic scales on the trip and
indicator modules for the two radiation monitors and improperly adjusted the trip settings on the units to
40 mr/hr instead of 13*1 mr/hr as required by the calibration procedure.

The technician performing the cr.libration believed that the adjustments he made were within the
allowable 13tl mr/hr range. This error was corrected approximately 1.5 hours later.
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APPARENT CAUSE OF OCCURRENCE

The root cause of this occurrence has been determined to be personnel error in that the I&C technician
misinterpreted the logarithmic scales on the radiation monitor meters resulting in the incorrect setpoints.

ANALYSIS OF OCCURRENCE AND SAFETY ASSESSMENT

Two radiation monitors, which are gross gamma detectors, are located on the reactor building ventilation
exhaust plenum, upstream of the reactor building untilation system exhaust isolation valves, When
either of the two detectors senses a radiation level above the high alarm setpoint, a high radiation alarm
annunciates in the control room. The ventilation system isolation valves, after a time delay, close
automatically and the exhaust is diverted to the standby gas treatment system, Ells Code VL, prior to
release to the plant ventilation stack. The Technical Specification setpoint of 17 mr/hr is based on
maintaining offsite dose below 10 CFR 20 limits.

The reactor building ventilation system would still have isolated and the standby gas treatment system
would have initiated at the higher setpoint. Analysis shows that with higher incorrect setpoints, offsite
dose rates would have increased from 0.057 mr/hr to 0.10 mr/hr. This is still well below the 10 CFR 20
limit of 2.0 mr/hr. Therefore, the safety significance of this event is minimal.

COLRECTIVE ACTIONS

Immediate corrective action was to reset the reactor building ventilation exhaust radiation monitors to
the proper setpoint of 1311 mr/hr.

A verification was performed to ensure that no other incorrect calibrations had occurred.

Appropriate personnel action was taken to address the inadequate performance of the individuals
involved.

The log scale self checking training that was still in progress in response to a similar event reported in
LER 97-002 was completed. (Personnel involved in this event had not yet received this training.)
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CORRECTIVE ACTIONS
Continued

The need for human factors improvements to the surveillance procedere will be evaluated.

A setpoint change to 10 mr/hr is being evaluated to facilitate meter reading.

SIMILAR EVENTS

LER 97-002
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