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On August, 29, 1987 at 0016 with the reactor in RUN (Operational Condition 1) and
at a power, level of approximately 23K rated thermal capacity, Nine Mile Point
Unit 2 experienced an automatic initiation of the Standby Gas Treatment System
(SBGTS) while performing the monthly surveillance test on the Reactor Building
ventilation process radiation monitors. The SBGTS system was secured by 0028
that same day, ending the event.

The root cause for this event is personnel error due to iayroper comunication.

The corrective actions for this event are:

A Training Modification Recommendation (TMR) has been initiated,
requesting cormunications training for operators and technicians.

2. A TMR has been submitted requesting discussion of this event in operator
and technician training.

3. A summary of this event will be included in the Operations. Department
Lessons Learned book.
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I. DESCRIPTION OF EVENT

On .August 29, 1987 at 0016 with the reactor in RUN (Operational Condition 1) and

at a power level of approximately 23'A rated thermal capacity, Nine Mile Point
Unit 2 (NP2) experienced an automatic initiation of the Standby Gas Treatment
System (SBGTS) while performing the monthly surveillance test on the Reactor
Building (RB) ventilation process radiation monitors. (Specifically the Below
the Refuel Floor Monitor 2HVR*RE32B). The Standby Gas Treatment System was

secured by 0028 that same day, ending the event.

There were no other inoperable systems which contributed to this event.

II. CAUSE OF EVENT

The root cause for this event is personnel error due to improper comunication.

The monthly channel functional surveillance test procedure for the RB Ventilation
Process Radiation Monitor 2HVR*RE32B, specifies that the SBGTS Train B should be

placed in a bypass mode called UPull to Lock" (PTL) if this system is not already
in operation prior to testing. This is done to prevent an unnecessary automatic
startup of the SBGTS system.

The Chief Shift Operator (CSO) directed a licensed operator to place the RB

Emergency Recirculation Fan 2HVR*UC413B and the SBGTS Train B into Pull to Lock

to suppor t surveillance testing. The licensed operator placed the emergency
recirculation fan in PTL but did not hear the CSO's request to put the. SBGTS

Train B in PTL. Therefore, he failed to do this. The CSO, thinking that the
SBGTS Train B was in PTL, gave his approval to begin testing to the personnel
performing the surveillance. But, the CSO failed to verify that his request was

actually done.

Whi le performing the surveillance, Radiation Monitor 2HVR*RE32B was de-energized
by Niagara Mohawk technicians as specified by the procedure. De-energizing
2HVR*RE32B results in an automatic initiation signal to the SBGTS Train B; which
subsequently started. (All systems performed as designed.)

The automatic startup of SBGTS-B would not have occurred if it was .bypassed (in
PTL) as required by the surveillance procedure. Additionally, this event could
have been avoided if there was positive coomunication between the CSO and the
licensed operator. Specifically, the CSO should have verified that his request
was understood and properly performed.
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I I I. ANALYSIS OF EVENT

An undesirable challenge to a plant Engineered Safety Feature (ESF) system
occurred due to the SBGTS Train B not being bypassed. However, an automatic
initiation of the Standby Gas Treatment System is a conservative ESF response,
(see note) and does not have an adverse impact on plant or public safety.

NOTE: The SBGTS system is designed; (1) to limit the release of radioactive
gases from the RB to the environment within the guidelines of 10CFR100 in
the event of a loss of coolant accident and, (2)to maintain a negative
pressure in the RB under accident conditions. Therefore, an automatic
initiation of the SBGTS system is considered conservative since its proper
function serves to limit and contain radioactive releases from the primary
and secondary containments.

This event is considered reportable via 10CFR50.73 (a)(2)(iv ) because the
automatic initiation of the SBGTS Train B is an automatic ESF actuation.

The elapsed time for this event, from the automatic initiation of the SBGTS Train
B to it being secured by Operations, was approximately 12 minutes.

l

IV. CORRECTIVE ACTIONS

l. A Training Modification Reco(tmendation (TMR g 02-87.224) has been initiated
requesting verbal cot)munication training for operators and technicians. This
training shall include acknowledgement that instructions are understood and
verifications that the instructions have been performed. A completion date for
this corrective action item has not been determined at this time, since the
logistics for this training have not been finalized. However, it is anticipated
that this training will be completed by June, 1988.

2. It is Niagara Mohawk's position that relying on assumptions, in order to
operate the plant safely, cannot be tolerated. Therefore, a Training
Modification Recomnendation (TMR g 02-87.225) has been initiated requesting
discussion of this event in operator and technician training. In particular,
this training shall emphasize that delegated tasks must be verified by the sign
off man, otherwise signature authority shall be delegated to the person
performing the task. The anticipated completion date'for this corrective action
item concerning operator training is November 16, 1987. The anticipated
completion date for the technician training is February, 1988.

3. A suttmary of the event will be included in the NMP2 Operations department
Lessons Learned book. This particular entry will also discuss the responsibility
of the signoff man and proper cormunications technique. This book is required
reading for all Operations personnel. The anticipated completion date for this
corrective action item is October 15, 1987.

These corrective actions should be effective in preventing a future occurrence of
a similar event.
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V. ADDITIONAL INFORMATION

Two other LERs (87-08 and 87-25) involve events where ineffective coranunications

was a root or contributing cause of the event.

Identification of Components Referred to in this LER

Component

Radiation Monitor
Reactor Building Ventilation System
Standby Gas Treatment System
Reactor Building
Emergency Recirculation Unit

IEEE 803
EIIS Funct

MON

N/A
N/A
N/A
FAN

IEEE 805
System ID .

VA

VA
BH
NG

VA
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NIAGARA MOHAWK POWER CORPORATION

NIAGARA f; MOHAWK

THOMAS E. LEMPOES
VCC MtSOCNl NVCL%AIIOCNEIATAN

331 PLAINFIELDROAO

SYRACUSE. NY13212

September 25, 1987

United States Nuclear Regulatory Commission
Document Control Desk
Washington, DC 20555

RE: Docket No. 50-410
LER 87-50

Gentlemen:

In accordance with 10 CFR 50.73, we hereby submit the following Licensee
Event Report:

LER 87-50 Is being submitted in accordance with 10 CFR 50.73
(a) (2) (iv), "Any event or condition that resulted in manual
or automatic actuation of any Engineered Safety Feature
(ESF), including the Reactor Protection System (RPS).
However, actuation of an ESF, including the RPS, that
resulted from and was part of the preplanned sequence during
testing or reactor operation need not be reported."

A 10 CFR 50.72 report for this event was made at 0136 hours on
August 29, 1987.

This report was completed in the format designated in NUREG-1022,
Supplement No. 2, dated September 1985.

Very truly your s,

Thomas E. Lempges
Vice President
Nuclear Generation

TEL/POB/mjd

Attachments

cc: Regional Administrator, Region 1

Sr. Resident Inspector, W. A. Cook




