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NRIC FORM 366 U.S. NUCLEAR REGULATORY COMMISSION APRVD0BNO 1000 (6-891 APPROVED OM NO. 3150-0104 

EXPIRES: 4/30/92 
ESTIMATED BURDEN PER RESPONSE TO COMPLY WTH THIS 

LICENSEE EVENT REPORT (LER) -INFORMATION COLLECTION REQUEST: 50.0 HRS. FORWARD COMMENTS REGARDING BURDEN ESTIMATE TO THE RECORDS 
AND REPORTS MANAGEMENT BRANCH (P7530), U.S. NUCLEAR 
REGULATORY COMMISSION, WASHINGTON. DC 20555, AND TO 
THE PAPERWORK REDUCTION PROJECT (3150-0104). OFFICE 
OF MANAGEMENT AND BUDGET. WASHINGTON, DC 20503.  

FACILITY NAME 1) 'DOCKET NUMBER (2) PAGE E 

Indian Point Unit No. 2 0 50 1100 24 1 OF 
TITLE (4) 

Inadvertent Actuation of Hydroqen Cyanide Toxic .Gas Monitor 
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SUPPLEMENTAL REPORT EXPECTED (14) MONTH DAY YEAR 
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CMEYES (If yINE FoR/EeAC EXPECTED SUBMFSS/OR ACTE( NO THIE RE5R (13) 

ABSTRACT (L COMit to 1400 N ENTes ie. RproEPimBely fifteen Single.C Mce typewritten, fnes) (161 

On October 4, 1991, at approximately. 2340 hours, with reactor power at 
99.5%, the Htydrogen Cyanide (HCN) toxic gas monitor channel 2 alarmed' 
inadvertently, resulting in the transfer of the Central Control Room 
(CCR) Ventilation System from the normal mode to the incident mode.  
Subsequent toxic gas monitor channel actuations occurred on October 11, 
12 and 17.  

As designed, the detection of the respective gas by either Channels 1 
or 2 of the toxic gas monitors will generate an alarm in the CCR and isolate the CCR Ventilation System. The Toxic Gas Monitoring System is 

classified as an Engineered Safety Feature (ESF). No Techniical 
Specification or NRC limits were exceeded.  
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NRC FORM 366A U.S. NUCLEAR REGULATORY COMMISSIO" (6-9) 
APPROVED OMB NO. 316041104 

WEXPIRES: 4/30192 
LICENSEE EVENT REPORT (LER) ESTIMATED BURDEN PER RESPONSE TO COMPLY WTH THIS 

INFORMATION COLLECTION REQUEST: 50.0 HRS. FORWARD TEXT COMMENTS REGARDING BURDEN ESTIMATE TO THE RECORDS AND REPORTS MANAGEMENT BRANCH P-530. U.S. NUCLEAR 
REGULATORY COMMISSION, WASHINGTON. DC 20555, AND TO 
THE PAPERWORK REDUCTION PROJECT 131600104). OFFICE 
OF MANAGEMENT AND BUDGET, WASHINGTON. DC 20503.  

FACILITY NAME II DOCKET NUMBER (2) LER NUMBER 161 PAGE (3) 

YEA r:.: : I SEQUENTIAL [:':JR_ ."EVISION j< :' NUMBER .:::::JNUMBER 

Indian Point Unit No. 2 0 1,0 1010 1 21 41 7 0 F 11 -- 01 2 OF 0 13 
TEXT (0 anw is a, irquk, un addl~Anuf NRC Form 3SAI4 117) 

PLANT AND SYSTEM IDENTIFICATION: 

Westinghouse 4-Loop Pressurized Water Reactor 

IDENTIFICATION OF OCCURRENCE: 

Inadvertent actuation of the Hydrogen Cyanide (HCN) toxic gas 
monitoring channels, initiating operation of an Engineered Safety 
Feature (ESF).  

EVENT DATE: 

October 4, 11, 12 and 17, 1991 

REPORT DUE DATE: 

November 4, 1991 

REFERENCES: 

Significant Occurrence Report (SOR) 91-494, 91-508, 91-510, 91-520, 
and 91-521 

PAST SIMILAR OCCURRENCE: 

Licensee Event Report (LER) 90-07-00, 90-09-00, 90-15-00, 90-17-00, 
91-03-00, 91-12-00, 91-11-00, 91-14-00, 91-15-00, 91-16-00, 91-17-00 

DESCRIPTION OF OCCURRENCE: 

On October 4, 1991, at about 2340 hours, with reactor power at 99.5%, 
the Central Control Room (CCR) ventilation system was automatically 
aligned from the normal mode to the incident mode and an ESF was 
actuated. The cause of ESF actuation was due to an alarm generated by 
the HCN toxic gas monitor system. On October 11, 12 and 17, the CCR 
ventilation system was automatically aligned to the incident mode due 
to alarms generated by the toxic gas monitors.  

Immediate investigation determined that the cause of the inadvertent 
actuations of the toxic gas monitor channels was due to tears in the 
paper tape which senses the respective gas being monitored. Rips or 
tears in the paper tape-cause a fiber optic monitor in the toxic gas 
monitor to generate a false alarm. In one case, the cause of the 
inadvertent actuation could not be determined. No toxic gas was sensed 
in the area at the time and the redundant channel read normal. In all 
other cases, the paper was replaced, the alarm reset, and the 
ventilation system returned to normal mode.
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EXPIRES.: 4/30/92 
LICENSEE EVENT REPORT (LER) ESTIMATED BURDEN PER RESPONSE TO COMPLY WTH THIS INFORMATION COLLECTION REQUEST: 50.0 HRS. FORWARD TEXT CONTINUATION COMMENTS REGARDING BURDEN ESTIMATE TO THE RECORDS 

AND REPORTS MANAGEMENT BRANCH (P-530). U.S. NUCLEAR 
REGULATORY COMMISSION, WASHINGTON. DC 20555. AND TO THE PAPERWORK REDUCTION PROJECT (3150-0104). OFFICE 
OF MANAGEMENT AND BUDGET, WASHINGTON, OC 20503.  
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Indian Point Unit No. 2 0 15 10 10 10 21 4 71 0121 1 010 01 3 OF.0 13 TEXT If aw spa is rekWi, un sddona AtRC Form AZ6sl% (17) 

ANALYSIS OF OCCURRENCE: 

This report is being made since actuation of an ESF occurred. Any 
manual or automatic actuation of an ESF is reportable under 
50.73(a)(2)(IV). There were no safety implications, and all safety 
systems performed in accordance with design.  

CAUSE OF OCCURRENCE: 

The hydrogen cyanide toxic gas monitors have inlet and outlet air 
sample pumps which draw air across a moving tape. When the respective 
gas is detected the tape changes color. The tape is continuously 
monitored by a fiber optic sensor which generates an alarm in the CCR 
when the initiating color is achieved. Rips or tears in the paper tape 
cause the fiber optic monitor to generate a false alarm. In four of 
the five occurrences, the cause was attributed to a tear in the paper 
tape. The cause of one of the occurrences was inconclusive. However, 
due to the absence of an alarm condition on the redundant channel and 
the lack of any toxic gas in the area at the time, this occurrence is 
being regarded as an inadvertent actuation.  

CORRECTIVE ACTION: 

1) The immediate corrective action taken was the replacement of the 
paper tape cassette.  

2) The project to replace the existing toxic gas monitors is well 
underway. A modification package has been prepared and was 
reviewed and approved by the Station Nuclear Safety Committee.  
The package is expected to be issued shortly. Based upon 
equipment procurement and installation time requirements, it is 
projected that completion of this project will occur during the 
first quarter of 1992.
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