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April 22, 1994

Re: Indian Point Unit No. 2 
Docket No. 50-247 

Mr. Thomas T. Martin 
Regional Administrator - Region I 
US Nuclear Regulatory Commission 
475 Allendale Road 
King of Prussia, PA 19406 

SUBJECT: Special Report on the April 11, 1994 Discovered 
Inoperability of Plant Vent Noble Gas Effluent 
Monitor (R-27) 

The purpose of this letter is to submit a special report on 
the inoperability of the Indian Point Unit No. 2 Plant Vent 
Noble Gas Effluent Monitor (R-27) which was discovered on 
April 11, 1994.  

Technical Specification 3.5.6 and Table 3.5-5 require that 
the Effluent Monitor R-27, which is an accident monitoring 
instrument b be operable when the reactor coolant system is 
above 350 F. This specification requires that if an 
inoperable monitor is not restored to operable status within 
7 days, an alternate method of monitoring plant vent noble 
gas effluent must be initiated. Further, a special report 
must be submitted pursuant to Technical Specification 6.9.2.h 
within the next 14 days following the event which outlines 
the action taken, the cause of the inoperability, and the 
plans and schedule for restoring the monitor to operable 
status.  

Monitor R-27 has three overlapping ranges. The low range is 
in service during normal operations. The mid and high ranges 
are automatically placed in service if radiation releases 
were to occur during an accident. While performing a 
quarterly surveillance test on the equipment on April 8, 
1994, the monitor did not automatically transfer to the 
mid/high range but continued to operate in the low range. On 
April 11, 1994, the cause of the failure was investigated and 
it was determined that the nitrogen purge manual Stop valve 
for the R-27 skid had been inappropriately positioned 
"closed" at some point in the past. A purge of the skid 
would then have caused the condition discovered during 
testing, but it could not be determined when that purge had 
occurred. A preliminary investigation revealed that the stop 
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valve was verified to be open on the latest check-off list 
for line-up of the system.  

Upon discovery, the -mispositioned valve was returned to .the 
'open' position and the monitor subsequently passed the test.  
Since the monitor was restored to operable status within 7 
days of the test failure there was no need to initiate an 
alternate method of monitoring the plant vent effluent.  
However, since it could not be determined when the nitrogen 
purge valve had been closed, it is conservatively assumed 
that it occurred greater than 7 days prior to discovery and, 
hence, the need for this special report. The purge valve 
could not have been closed for longer than one quarter 
because the prior surveillance test was successful.  

The low range of the monitor functioned properly during the 
time period. Had use of the mid/high range been required 
while the automatic transfer mode was unavailable, it is 
believed that other accident indications would have alerted 
the operators to a low reading on R-27, and manual action 
could have been taken from the control room to place the 
mid/high, range channels into service. A root cause 
investigation is underway and appropriate corrective actions 
will be implemented.  

Very truly yours, 

cc: Document Control Desk 
US Nuclear Regulatory Commission 
Mail Station P1-137 
Washington, DC 20555 

Mr. Francis J. Williams, Jr., Project Manager 
Project Directorate I1'1 
Division of Reactor Projects I/II 
US Nuclear Regulatory Commission 
Mail Stop 14B-2 
Washington, DC 20555 

Senior Resident Inspector 
US Nuclear Regulatory Commission 
PO Box 38 
Buchanan, NY 10511


