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U.S. fluclear Regulatory Commission
A11N: Document Control Desk
Washington, D.C. 20555
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PL Af1T HAlCH - l!'11TS 1, 'c
likC DOCKETS 50-321, 50-366

OPERATIllG LICEllSES DPR-57, fiPF-5 .

tICEllSEE EVEf1T REPORT
SPURIOUS AC':'JATIONS Of

LfjGJ!!LLRIQ_SAFf1Y f f AllLRLS

Gentlemen:

In accordance with the requirements of 10 CFR 50.73(a)(2)(iv), Georgia
'

Power Company is submitting the enclosed Licensee Event Report (LER)
concerning spurious actuations of Engineered Safety features. This event
occurred at Plant flatch - Units 1 and 2.

Sincerely,

( :} ' %

[J.T.Beckham,Jd
~

OCV/cr

Enclosure: LER 50-321/1992-022

cc: Georgia Power Company
Mr H. L. Sumner, General Manager - fluclear Plant
NORMS

l!JmNuclear_Rygulalon_ Commission, Washinoton. D.C,
Mr. K. Jabbour, Licensing Project Manager - Hatch

|J d. fluc1eaLJ1qqy1atJ n l ommisl m _ Region lli
Mr. S. D. EDneter, Regional Administrator
Mr. L. D. Wert, Senior Resident inspector - Hatch
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On 08/27/92 at 2000 CDT, Unit 1 was in llot Shutdown following a scram which>

occurred earlier that day. Unit 2 was in the Run mode at a power level of
approximately 1800 CMWt (75 percent rated thermal power) during end-of cycle

| coastdown. At that time the "A" trains of the Unit 1 and Unit 2 Standby Gas
| Treatment (SGT) systems received an automacic initiation signal. Tne Unit 1 SCT
| system automatically started and the portions of the Unit I reactor building and

refueling floor ventilation systems which are contt +1ed by the "A" logic

.
channels isalated per design, The Unit 1 Fission Product Monitoring (FPM)

'
system also isolated. The Unit 2 Primary Containment was being purged via the
Unit 2 SGT system. Therefore, a signal to start the Unit 2 SGT system was
received, but no equipment actuations occurred. Licensed operations personnel
on both units left the SGT systems running for several hours while a technician

( investigated the cause of the event. When no cause for the initiation could be
found, the Unit 1 FPM system was returned to service; the SGT systems on both
uni;s were secured; and operation of the normal ventilation systems was resumed
on both units by 00!vi CDT on 08/28/92.

The'cause of this event could not b1 determined. Investi(-;.. tion was pursued by a
technician immediat41y after the event occurred, but the source of the
initiation signm1 had already cicared and therefore, could not be traced.
Engineering review of involved logic systems also failed to disclose the source
of the initiation signal or the cause of the event.

Corrective actions for this ownt included returning the affected systems to
their normal lineup.
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PIANT AND SYSTEM IDENTIFICATION

'
General Electric - Boiling Watet Reactor
Energy Industry Identification System codes are identified in the text as (Ells
Code XX)

DEscitlPTION OF EVENT
'

On 08/27/92 at 2000 CDT, Unit I was in llot Shutdown follcwing a scram which had
occurred earlier on the same day. Unit 2 was in the Run mode at a power level
of approximately 1800 CMWt. (75 percent rated thermal power) during end-of cycle
coastdown. A t. that tin the "A" trains of the Unit 1 4nd Unit 2 Standby Cas
Treatment (SGT, Ells Code P.ll) systems received an automatic initiation signal.
The "A" train of the SGT system on Unit I started and the portions of the
reactor building and refueling floor ventilation systems (EliS Code VA) which
are controlled by the "A" channela of the logic systems isolated per design.
Two of the inlet valves and one of the outlet valves on the Unit 1 Fission
Product Monitoring (FPM, Ells Code IJ) system also received automatic.isolatfor,
signals, and they responded by closing per design. The "A" train of the Unit-2
SGT system also received an automatic initiation signal. lioweve r , a t the time

of the event, licensed personnel were venting the Unit 2 Primary Containment
(Ells Code Nil) via the SGT system. Therefore, the Unit 2 SGT system was already
in operation when the automatic start signal was received; no equipment
actuations occurred on Unit 2. The only indication received on Unit 2 was the
annunciator for the SGT system automa ic start signal.

Since Unit I was shut down, most of the valves which are normally required to
isolate in conjunction with an SCT system initiation were already closed.
Therefore, no system isolations occurred on Unit 1 other than the ones in"olving
the ventilation system and the FPM system.

Licensed operations personnel elected to leave both units' SCT systems in
operation and the Unit 1 vent.ilation and FPM systems isolated while an
Instrument and control foreman performed troubleshooting on the affected logic
systems. Troubleshooting failed to identify the source of the initiation *

si,',nal, however, because the trip signal had already cleared. The only portions
of the logic which remained in the tripped state were those portions which are
designed to seal in and require manual action to reset.

By approximately "',09 CDT, the Instrument and Control foreman had determined
that locating the source of the initiation signal would not be possible.
Subsequently, the affected logic systems were reset; the SCT systems were
securod; and the Unit 1 FPM system was returned to service. All the affected
systems reset normally and were returned to service without. incident by 0040 CDT
on 08/28/92.

.
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CfAUSE OF EVENT
,

The cause of the evert could not be determined. An Instrument and Control
foreman conducted an extensive troubleshooting of the ef fected logic systems.
Additionally, the affected logic systems received extensive engineering review
in an atterrpt to identify the most probable source of the trip signal.

HEPORTAM LITY ASSESSMENT AND SAFETY ANALYSIS ,

- This event is reportabic per 10 CFR 50.73 (a)(2)(iv) because unplanned,
automatic actuations of Engineered Safety Features (ESFs) occurred.
Spectrically, the "A" trains of the SGT syt.tems on both units received
initiation signals; the Unit I reactor building and refueling floor ventilation ,

systems controlled by the "A" logic isolated; and the Unit 1 FPM system
isolated.

,

The SGT systems are designed to limit the release of radioactivity to the
environment following Icakage of radioactivity into the Secondary Contaitunent *

(Ells Code NC). The SGT systems autorratically filter the air from the Secondary .

Containment following an accident and discharge it via the Pain Stack (EIIS
Code VL) . Each unit's SGT system consists of two identical, redundant, 100
percent capacity air filtration trains containing the neceunty heaters, filtars
and exhaust fans. When an SCT nystem initiat. ion signal is received, the normal
building ventilation systems automatically isolate to allow the SCT system to
me'ntain a negative pressure in the reactor building and on the refueling floor,
preventing unfiltered air from leaking into the atmosphere.

The H ssion Product Mcnitoring system is designed to provide continuous
monitoring of the Primary Containment atmosphere during reactor operation as
well as during periods when the reactor is shut down and personnel entry into
the drywell may be required. The system providas an alarm in the Main Control
Room if preset radiation levels are exceeded or if an instrument failure occurs.
Per design, a small flow of containment atmosphere is established via piping -

which penetrates Primary containment and leads to the FPM system panels. This
flow is analy::ed by various means and returned to the Primary Containment.

In this event, a signal entered the initiation logic for the CCT system and the
isolation logic for the ventilation and FPM systems. The source of the signal
could not be identified, bct a review of the affected-logic systems indicated
that the systems. responded per design given the fact that a trip / initiation r

signal had been introduced. The expected system responses placed the affectedr

systems in their accident configurations. Therefe,^, should an accident have
occurred during this event, the affected systems .. ald not have been hindered
from performing their safety functions.

Based on this analysis-it is concluded that this event had no adverse impact on
nuclear safety. This analysis is applicable to all power levels.
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CORRECTIVE ACTICE

Since the cause of the event could not be determined, no corrective actions

could be carried out to prevent re c u r r. e nc e . The FZM system was returned to
service and t.he SGT syst. ems were returned to their normal (standby)
configurations without incident by 0040 CDT on 08/28/92.

ADDITIONAL It' FORMATION

No sys t etus were affected other than those mentioned in this report.

I There v?re no events reported in the p*ist two years in which ESF actuations
occurred without the cause of the event being identified. Also, since the cause

cannot be identified in thin particular case, no ;omparison with previous ESF
actuation events can be made

No failed components contributed or resulted fron this event.
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