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This LER involves flve separate incidents. The first containment ventilation isolation
(CVI) occurred at 1535C on 01/10/84 while unit 2 was in mode 1 (99% power, 2235 psig,
578 degrees F) and returned to service at 1600C. The second CVI occurred at 0241C

on 01/15/84 while unit 2 was in mode 1 (100% power, 2238 psig, 579 degrees F) and
returned to service at 0300C. The third CVI occurred at 0829C on 01/16/84 while unit
2 was in mode 1 (100% power, 2235 psig, 578 degrees F) and returned to service at
1630C. The opposite train radiation monitor was operable and lined up during this
time. The fourth CVI occurred at 2335 on 01/17/84 while unit Z was in mode 1 (100%
powar, 2238 psig, 579 degrees F) and returned to service at 2355C. The fifth CVI
occurred at 1950C on 01/21/84 while unit 2 was in mode 1 (100% power, 2235 psig,

578 degrees F) and returned to service at 2000C. All associated equipment operated
normally during the CVIs. Th' operator responded to the alarm (RM-90-112, -016, or
-131) and determined that the alarm was in fact caused by : spurious spike and not by
a high radiation level. Maintenance personnel were notifed to check the monitor.
Operations personnel reset the alarm in the control room and had the monitor reset
when no equipment or other failure was found. All equipment and perscnnel responded
and performed as expected.

The fourth CVI was due to procedure inadequacy in that the procedure did not warn the
operator to let the monitor decay to normal level after source checking and before
returning it to normal. The other CVIs weie spurious and probably caused by a switch
actuation generating EMI or vibration.

The plant manager has identified the problem of spurious and inadvertent spikes on

the radiation monitors as the plant's number one priority to resolve. A committee has
been established involving several plant sections including Opercotions, Chemical
Engineering, Instrument Maintenance, and Compliance as well as Engiuceiing Design.
Meetings have been held with these personnel to determine possible causes and
corrective actions.

The exact cause of these spurious signals has not definitely been determined; however.
several likely possibilities are being acted upon. Switch actuation can generate

EMI and vibration. The vibration and EMI problems were concluded because low flow
alarm aciuation, changing filter paper, and filter paper drive jams have been
associated with spikes on the radiation monitors enough to give a CVI. Some immediate
corrective actions to prevent the spurious signals from occurring are mounting the
switches on rubber mounts, hooking a recorder to the actuation channels to determine
spurious signal c.igin, replacing stainless tubes to the switch with polyflow tubus,
and revising procedures to verify sample flow requirements each shift. The prefilter
paper is heing cnanged out daily per a revised instruction to prevent the low flow
alarm from actuating. Any filter will be changed if Operations finds a lower than
normal flow indicated on a radiatica monitor.
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