" NRC FORM 366 - ’ U.S. NUCLEAR REGULATORY COMMISSION
7-77)

..ICENSEE EVENT REPORT .
CONTROL BLOCK: L_I | l@ {PLEASE PRINT OR TYPE ALL REQUIRED INFORMATION)
'- [v]als IP IS |1 I@LOIOI -lojojolofof-Jojoi@alr ]t NITI®OL 1 G
LICENSEE CODE 14 LICENSE NUMBER 25 26 LICENSE TYPE 30 57 CAT 58
CON'T
[oT1] " colmce Ll@lol 5]olojo ]2 18 |o l@ll 2 [0 |5 |7 |8 l.loll IOJ2J7 K I@
7 - 8 DOCKET NUMBER EVENT DATE 74 REPORT DATE

EVENT DESCRIPTION AND PROBABLE CONSEQUENCES
| ~ During steady full power operation, radiation recorder, RR-175, stopped printing. |

{ This is contrary to 'Technical Specification 3.]11.8.1}, and is reportable pursgant ]

| to Technical Specification 6.6.2.b{2). The monitoring instruments, including a]armJ
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CAUSE DESCRIPTION AND CORRECTIVE ACTIONS @

[FTo} | The failure of this radiation recorder to print was due to a frozen bushlng in ]
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Surry Power Station, Unit 1
Docket No: 50-280

Report No: 78-045/03L-0
Event Date: 12-5-78

Title of Report: Radiation Monitor Recorder Failure

Description of Event:

During steady power operation it was discovered that radiation recorder,
RR-175, had stopped printing. This is contrary to Technical Specification
3.11.B.4, and is reportable per Technical Specification 6.6.2.b(2).

Probable Consequences and Status of Redundaht Systems:

A radiation recorder receives signals from various radiation monitoring
devices and periodically records the corresponding radiation levels to indicate
trending. The failure of RR-175 precludes the ability to automatically trend
the radiation levels of those devices associated with this recorder. However,
the radiation indicator and monitors concerned here were in no way affected
by the recorder failure, they continued to function properly with all alarms

operable; therefore, the health and safety of the general public were not’
affected. Accountability for radioactivity releases is maintained by other methods

and was well within allowable limits for the period involved.

Cause:

Radiation recorder, RR-175, ceased functioning due to the seizure of a
bushing in the print mechanism.

Immediate Corrective Action:

A work order was immediately issued to correct the problem. ' While the
recorder was inoperative close attention continued to be given to the individual
monitors and annunciators to detect trends.

Subsequent Corrective Action:

The seized bushing was freed, and the print mechanism was thoroughly cleaned
and lubricated.

Actions Taken to Prevent Recurrence:

No further actions are deemed necessary at this time.

Generic Implications:

‘There are two other such radiation recorders installed at Surry but none
have failed by this mode previously. This event seems to be a random mechanical
failure with, consequently, no generic implications.





