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EVENT DESCRIPTION AND PROBABLE CONSEQUENCES
|o|2 | | Three Division I radiation monitors were found to have their intended isolation/ |

|actuation function disabled. The monitors would indicate radiation levels and

J
|o I‘ l |alarm accordingly , but they would not initiate Reactor Building Zone III ventil -|

EIE] lation isolation and would not start the Standby Cas Treatment System. The plant J

|was in an outage , Operating Condition 4 , at the time of this discovery . The |
| redundant Division II radiation monitors were operable . |
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CAUSE DESCRIPTION AND CORRECTIVE ACTIONS (27)
0] |Accomplishment of a Unit 1/Unit 2 electrical separation work item resulted in a ey

|'|' | |wire used in Unit 1 circuitry to be lifted with a corresponding wire of the same |

|designation used in Unit 2 circuitry . Work prac:.se rather than electrical -4

[1]3] | separation program inadequacies were at fault . ]
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Attachment

LICENSEE EVENT REPORT 83-041/03L-0

While in Operating Condition 4, cold shutdown, during an investigation of
the Standby Gas Treatment System (SGTS), "A" Railroad Bay radiation monitor
alarm came in without subsequent ventilation isolation and SCTS initiation.
A further investigation into the "A" Refuel Floor Wall Exhaust Radiation
monitor and the "A" Refuel Floor High Exhaust radiation monitor resulted
in sfiilar circumstances. The problem was traced to a common panel where
two leads were found lifted and tagged as Unit 1/Unit 2 separation. Unit
separation was a program instituted prior to Unit 1 fuel load to eliminate
interactions with Unit 2 systems in the construction phase. It was deter-
mined that both of the leads should not have been lifted. One lead was

the power supply to Unit 2 circuitry however, the other lead was the power
supply to the lockout relay for isolating Unit 1 Zone III Reactor Building
ventilation on high radiation and SGTS initiation. The Unit 1 lead was
reterminated. A failed GM tube in the "A" Railroad Bay radiation monitor
(the reason for the alarm) brought in a ventilation isolation signal and
started SGTS. The isolation signal was reset and the radiation monitor

was reworked.

This event affected only the safety function of the radiation monitors in
Division I. The radiation indication and alarm functions of the radiation
monitors remained operable. The redundant Division II radiation monitors
were operable. All LOCA signals to the ventilation isolation circuitry

and SGTS initiation were also operable. There were no consequential effects
to the public health and safety. Nc spent fuel had been moved through the
railbay or on the refuel floor. Initial criticalitv was performed with the
reactor vessel head tensioned and the head has not been removed.

An investigation into the incident indicates that poor work practice is the
only reason for the Division I radiation monitors to have had their safety
function defeated. The unit separation documents request leads to be lifted
at specific terminal points for Unit 2 devices. However, a lead was lifted
at one of the terminal points that also affected Unit 1 devices. In this
event, there was a terminal point referenced which had two wires terminated.
One wire went to & Unit 2 device that was to be lifted. The other wire was
a common jumper that connected 120VAC to the lockout relay circuit for Zone
ITII ventilation.

The remainder of the Unit 1/Unit 2 separation for this equipment was per-
formed satisfactorly and the Division II radiation monitors were separated
properly. This is considered to be an isolated incident in that poor work
practices were at fault rather than the separation program. However, a
review of the separation program is currently in progress.




