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units for this area are non-essentia’ but would continue to operate during a
Loss of Coolant Accident without a Blackout (Loss of Power).

Ventilation services for some Auxiliary Building areas were reassigned to
this new Waste Handling Area Ventilation system. This resulted in a smaller
area assigoned to the VA Filtered Exhaust system. This reassignment enabled
the VA Filtered Exhaust Fans to maintain & more negative pressure in the
Auxiliary Building. Pressure was measured at approximately 0.75 inches w.g.
negative with both trains of VA Filtered Exhaust running.

In the past, the VA system was only tested to ensure it zould meet the
requirement of a negative 0.125 inches w.g. with onc traie of VA Filtered
Exhaust operating. Testing with both VA trains opersting is 4ot required
thus, test data is not available with both trains of VA operating. The
conservative testing program to determine the interaction of the VA system
and the VC system identified the problem with the VC system being unable to
pressurize the Control Room during certain system alignments.

In conjunction with the addition of ventilation units, the Auxiliary Building
has been undergoing sealing efforts by MNT personnel. The VA Filtered
Exhaust ductwork was inspected and repaired as needed and obstructions in the
discharge flow element were cleaned. These aggressive efforts to improve the
VA system increased the flow of the VA Filtered Exhaust System and created a
large differenti~l pressure across the boundary between the Control Room and
the Auxiliary Building. This resulted in the VC system being unable to
maintain its design pressure of 0.125 inches w.g. with only one train of the
VS system operating, two Outside Air Intakes open, and both trains of the VA
system operating.

A review of the Operating Experience Program data base for the previous 24
months prior to this event revealed 14 LERs describing events associated with
the VC system. The ability of the VC system to meet the design criteria of a
positive pressure of 0.125 inches w.g. in the Control Room has been an
ongoing problem. Therefore, this event is considered recurring.

This event is not Nuclear Plant Reliability Data System (NPRDS) reportable.

There were no personnel injuries, radiation overexposures, or uncontrolled
releases of radiocactive material as a result of this event.

CORRECTIVE ACTIONS:

[mmediate: The VC system was declared inoperable by OPS personnel at
1040, on October 31, 1990.

Subsequent: 1) PRF personnel performed multiple Control Room
pressurization tests involving different alignments of
VA, VC, and Control Room Outside Air Intakes.
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2)  MNT personnel performed an extensive search to determine
the source of the Control Room air leakage paths.

3) MNT personnel sealed all air leakage paths discovered
during the smoke test of the Control Room.

4) PRF personnel performed PT/0/A/4450/08C, Control Area
Ventilation Performance Test, to verify the operability
of the VC system.

5) DE personnel issued an Operability Evaluation stating
that the VC system was operable without the requirements
of all four Outside Air Intakes being open.

Planned: 1) PRF personnel will trend the results of Control Room
pressurization tests and initiate corrective actions as
needed to maintain the integrity of the Control Room
boundary.

2) MES personnel will establish a PM program to inspect and
clean the VC air flow monitors [(EIIS:MON] and associated
air straighteners.

3) MES personnel will establish a PM program to inspect and
clean the Tornado Check Valves [EIIS:V] located in the
Outside Air Intakes flow path.

SAFETY ANALYSIS: 1In the event of a design basis accident, the VC system acts
to limit Control Room operator dose to less than the General Design Criterion
19 limits, i.e., less than 5 Rem whole body or its equivalent. Since whole
body doses are primarily due to exposure to noble gases which the filters do
not remove, the VC system is not required to ensure acceptable whole body
doses. However, the VC system reduces thyroid and skin doses by pressurizing
the Control Room with filtered air to minimize unfiltered in-leakage.

The inoperable condition of the VC system, caused by the interaction with the
VA system, is important because of its effect on the operator thyroid and
skin doses. The actual amount of unfiltered in-leakage while the plant was
in this condition is unknown. Therefore, the worst case accident doses can
not be determined. However, several factors must be considered in evaluating
whether a real safety concern existed.

Testing performed on the VA and VC systems indicated that the interaction of
the two systems caused the VC system to be unable to pressurize the Control
Room when only one train of VC system was operating and both trains of the VA
Filtered Exhaust system were operating with the VA system Supply and
Unfiltered Exhaust Fans shut off. Therefore, operator dose would have been
unacceptable only in the event of an accident resulting in severe fuel damage
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System Filtered Exhaust continued to operate.

mitigate operator dose in spite of the VC system being inoperable.

Therefore, there would have been some amount of time available for
before doses would have become unacceptable.

alert the operators to the airborne contamination.

enable the operatory to perform their functions, this event is not
significant with respect to the health and safety of the public.

coupled with a single train failure of the VC system, while both trains of VA

However, if this scenario had occurred, it would have been possible to

Immediate

corrective actions at the initiation of the accident would not have been
required since the highest frequency core damage sequences required one to
two hours for core damage to actually occur. Even for faster sequences,
which are very unlikely, thirty minutes is required for core damage.

action

If core damage did occur and the Control Room was not ~ressurized due to the
VA system interaction, radiation alarms [EIIS:RA] in tue Control Room would

Radiation Protection personnel would be notified of a high radiation alarm
and could implement protective actions including instructing the operators to
wear protective clothing and self contained breathing apparatuses or filtered
respirators; thereby, obtaining the thyroid, lens of the eye, and skin
protection not provided by the VC system. Whole body doses would still be
acceptable with or without the VC system since they are due to noble gas
in-leakage which is unaffected by the VC system filters. This protective
action would enable the operators to bring the plant to a safe condition.
Since the VC system does not mitigate doses to the public at either the
exclusion area boundary or in the low population zone, its inoperable
condition would not increase those doses. Therefore, since doses to the
public would remain acceptable and protective actions already in place would
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