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A high radiation alarm was actuated which caused a containment ventilation isolation
(CVI) to occur. Investigation revealed that a voltage spike occurred as a result of
electromagnetic interference (EMI) which was spurious in one incident and caused by
a personnel error in another incident. Radiation levels were not above normal
during this time.

The spurious radiation alarms were reset, and the monitor was returned to service. A
time delay is being added to the actuation signal to prevent short spikes on the
radiation monitor from causing future CVIs.
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This LER involves two separate incidents. The first containment ventilation isolation
(CVI) occurred at 0110C on 04/06/84 while unit 2 was in mode 1 (100% power, 2235 psig,
578 degrees F) and was returned to service at 0125C on 04/06/84. The second CVI
occurred at 0439C on 04/08/84 while unit 2 was in mode 1 (100% power, 2235 psig, 578
degrees F) and was returned to service at 0510C on 04/08/84. All associated equipment
and personnel responded and performed as expected during the CVI. The operator
responded to the alarm (RM-90-106) and determined that the alarm was in fact caused by
a4 spurious spike and not by a high radiation level. Maintenance personnel were notified|
to check the monitor, reset the alarm in the control room, and repair or reset the
monitor.

In the first incident, an EMI spike of very short duration caused the actuation of the
high radiation alarm and a CVI. An operator advancing the filter paper caused

the spike. No failure was found associated with the monitor, and it was reset.
Instrumentation is adding a time delay to the actuation signal to allow time for the
spike to decay.

In the second incident, maintenance was performing a modification under a workplan

when a cable with a metal jacket slipped from the hands of the employee and shorted
across a terminal block. This short caused the loss of a breaker on vital instrument
board 2-111 which cut power to radiation monitor 106 and caused a CVI. Personnel have
been recautioned to be extremely careful when handling metallic objects around energizedL
equipment,

Recent corrective actions show a substantial reduction in CVIs due to spurious spikes.
These reductions can be attributed to the monitor setpoint being raised, flow switches
mounted on rubber mounts, revised instructions, better communications between personnel,
and other EMI protection. Long-term actions in process at this time include: (1) NCO
will determine if a flow switch with sufficient deadband to reduce chattering at low
flow is available and will initiate paperwork to change them out; (2) NCO will evaluate
and specify a filter for the AC cables to the monitors; (3) Engineering Design will
begin preliminary work changing the flow alarm circuit from AC to DC power; and

(4) NCO will evaluate the need to interlock CVI with purge air and vent dampers to
inhibit CVI when dampers are closed. Some or all of these actions will be implemented
as appropriate.

There was no effect upon public health or safety, and no plant safety margins were
exceeded. Radiation levels were not above normal during this time.

Previous occurrences - SQRO-50-328/84001, SQRO-50-328/84002, SQRO-50-328/84003.

NR
"R

FORM JaBA



ncerning ! inadvertent

purious spik na

w it~}
wilwil




