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EVENT DESCRIPTION AND PROBABLE CONSEQUENCES 10

~o 2 Durin normal o eration the 8111 Main Steam Radiation Monitor in ut to the RPS

~D 3 Trip System was inoperable for approximately 90 minutes while the 811 Trip System was

~D 4 left in the untripped condition. This is.contrar to the RPS Instrument Channel o er-

~O 5 ability requirements as given in the Technical Specifications. The Technical Specifi-

~D B cations re uire that the Tri S stem be laced in the tri ed condition when either of

~O 7 the Instrument Channels associated with that Trip S stem is ino erable. During this
4

time the redundant monitor input to /Ill Trip System, and the two (2) (SEE OVER)
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o The subdect radiation monitor signal had been &luctuating sufficiently to cause multi-

pie spurious half scram actuations. Consequently, the SSS granted permission to in-

stall a block in .the RPS actuation relay of the sublect monitor, to prevent further

3 spurious half scrams, while the Instrument technician was to proceed with trouble

Upon removal (SEE OVER).
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4 shooting by withdrawing the detector from the holder.
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EVENT DESCRIPTION AND PROBABLE CONSEQUENCES

monitor inputs to //12 Trip System were operable, thus there was no signi-
ficant safety concern.

CAUSE DESCRIPTION AND CORRECTION ACTIONS

of the detector, it was discovered that the detector-to-cable connector was
loose, which was causing the fluctuating output signal. The connector was
tightened, the detector reinstalled, and the monitor returned to normal
indication. The, RPS relay block was then removed. At this time the Pill
Main Steam Line Radiation Monitor was fully operable.

In order to prevent occurrences of this nature in the future, several
corrective actions have been taken. First, a review of the circumstances
was made with the shift personnel involved. Second, an instruction has
been issued to all operations personnel regarding this matter. Third,
procedures changes have been made to ensure specific Technical Specifi-
cation reviews are made and documented when equipment important to safety
is removed from service. Fourth, this incident and aforementioned pro-
cedure changes will be incorporated into regularly scheduled training
sessions for Operations personnel. Fifth, training sessions will be
conducted within the Instrument and Control Department, regarding
instrumentation important to safety and the Technical Specifications
rquirements in general.
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