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U. §. Nuclear Regulatory Commission
Attention: Document Control Desk
Washington, DC 20555

South Texas Project Electric Generating Station
Unit 2
Docket No. STN 50-499
Licensee Event Report 91-008
Regarding Two Containment Ventilation Isolation

Pursuant to 10CFR50,73, Houston Ligh.l:” & Power Company (HL&P) submits
the attached Licensee Event Report 91-008 regarc.ii, tvo Containment
Ventilation Isolation Actuations due to a failure in the Radiation Monitoring
System. These events did not result in an adverse lmpact on the health and
safety of the public.

1f you should have any questions on this matter, please contact either
Mr. C. A, Avala at (512) 972.-8628 or me at (512) 972-7205,
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. Houston Lighting & Power y
South Texas Project Electric Generating Station

ce!

Regional Administrator, Region IV
Nuclear Regulatory Commission

611 Ryan Plaza Drive, Suite 1000
Arlington, TX 76011

George Dick, Project Manager
U.8. Nuclear Regulatory Commission
Washington, DC 20555

J. 1. Tapia

Senior Resident Inspector
¢/o U, §. Nuclear Regulatory
Commission

P. 0. Box 910

Bay City, TX 77414

J. R, Newman, Esquire
Newman & Holtzinger, P.C.
1615 L Street, N.W.
Washington, DC 20036

D. E. Ward/T. M. Puckett
Central Power and Light Compan:’
P. 0. Box 2121

Corpus Christi, TX 78403

J, C., Lanier/M. B. Lee
City of Austin

Electric Utility Department
P.O. Box 1088

Austin, TX 78767

R. J. Costello/M. T. Hardt
City Public Service Board
P. 0. Box 1771

San Antonio, TX 78296
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Rufus §. Scott

Associate Ceneral Counsel
Houston Lighting & Power Company
P. O. Box 61867

Houston, TX 77208

INPO

Records Center

1100 Circle 75 Parkway
Atlanta, GA 30339.3064

Dr. Joseph M. Hendrie
50 Bellpor® Lane
Bellport, NY 11713

D. K. Lacker

Bureau of Radiation Control
Texas Department of Health
1100 West 49th Street
Austin, TX 78756-3189
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RESCRIPTION OF EVENT:

On May 25, 1991, Unit 2 was in Mode 3 at 2235 psig and 567 degrees, At 0107 a
Containment Ventilation Isolation (CVI) actuation occurred. On May 26, Unit 2
was in Mode 1 at 75% power when at 0558 a second CVI actuation occurred. CVI
is considered an Engineered Safety Feature that ensures the Reactor
Containment Building is isolated in the event of high radiation or a Safety
Injection signal. 1In both cases, purging of the containment was not in
progress at the time of the event, therefore the purge {solation vaives were
already in their closed position. The only other valves required tro actuate
on a CVI are the isolation valves associated with the Reactor Containment
Building (RCB) Atmosphere Radiation Monitoring System. These valves closed on
both occasions as required.

Technical Specification related radiation monitors have control and display
functions contained within individual RM-23 modules located in the ZCP-23
console. The ZCP-23 console is located in the control room. Each RM-23
module is a microprocessor based unit that processes data from an individual
radiation monitor, The RM-23 module generates the actuation signal for
radlation monitors associated with Engineered Safety Features.

Following the first event it was noted that one of the redundant RCB purge
exhaust radiation monitors (RT-8012) was not functioning properly.
Troubleshootin; was performed which included cleaning the contacts assoclated
with the RT-8012 control card located in the RM-23 moldule. Post maintenance
testing was satisfactorily performed and the monitor was returned to service.
Following the second actuation, problems with the RT 8012 monitor were again
noted. The RM-23 module associated with the RT-8012 monitor was replaced.
The new RM-23 module was functionally tested and returned to service.

The suspect RM-23 module is being tested in the plant shop by Maintenance
technicians under direction of the system engineer. Diagnostics were run and
the module was fully tested and no evidence of the problem was found., The
module has been allowed to continue running while being monitored for any
spurious signals. An additional spurious signal was detected which caused the
actuation relay to pick-up, which, had the monitor been installed in the
plant, would have resulted in & CVI actuation. This evidence confirms that
the source of the spurious signals is within the RM-23 module.

CAUSE OF EVENT:
These events were caused by a faulty RM-?3 module associated with the RT-8012

monitor. However, the exact source for *hese spurious signals from the module
has not been identified.
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ANALYSIS OF EVENIS.
Unplanned actuation of an Engineered Safety Feature is reportable pursuant to

not already in the actuated position responded as expected. No evidence of
high radiation was found. While ury unnecessary challenge to an Englneered
Safety Feature is undesirable, actuation of CVI represents a minimal hazard

confident that, if high radiation was detected by RT-8012 it would have
fulfilled its safety function by initiating a CVI.

CORRECTIVE ACTIONS:
The following corrective actions are being taken as a result of these event:

1. The RM-23 module associated with radiation monitor RT-8012 was replaced.
The monitor was tested and returned to service,.

2. The RM-23 module that was removed is being evaluated in an effort to
determine the failuie mode and to determine what corrective actions, if
any, are prudent. Tais activity will be completed by September 30, 1991.

ARDITIONAL INFORMATION:

CVI actuation due to a spurious signal from the radiation monitoring system
was previously reported in LER 1-91-001. Actuation of the Control Room
Envelope HVAC, also attributed to spurious signals from the radiation
monitoring system, have been reported in LERs 1-88-025, 1-89.02]1 and 2-91-005.

In response to Unit 2 LER 91-005, a commitment was made to do a root cause
analysis via change analysis methods to identify any other potential causes
for the spurious actuation of equipment receiving input from the radiation
monitoring system. Data collected from these two events will be included in
the analysis. The results of the analysis will be reported in a supplemental
report to Unit 2 LER 91-005 by November 1, 1991.
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since it could not cause, worsen or prevent mitigation of an accident. Ve are
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