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diversion of air ejector flow to containment upon a high=high radiat
monitor alarm was defeated. The event was discovered while investigating

is rejortable pur: .nt to 10CFRS50.73 (&) (2)(vi(C), and a four hour report
made purauant to 1JCFRS0.72 (b) (2) (3id) (T,

tegquested opeérations support te perform secondary plant condenser

equipment. At 0000 hours the operator met with the test crew to begin

H inspections and noted that 2-VP=-12 and 2-VP-21 (EISE System Jdentifie:

Compenent Identifier EJR-I15V) were already closed (normally open). The t
the test equipment aligned to went iuto the turbine building.

Inspections by the test crevw and the operator continued and at one point

eguipment was disconnected by contract personnel. The test crew did

levels on the air eijmctor radiation monitor (EISS System ldentifiey
Component ldentifier MON), discdovered that air ejector flow was bypassing

alignment (There are two air ejectors, only one is shown for simplicity).

te 10CFRSD.72 (b)Y (2) (iii)(C) was made to the NRC at 2204 hours on 10/06/9]1.

No significant safety oconsequentes resulted from this event because
caleulated total gaseous release activity was a fraction of the allowa
effluent limit, Therefore, the health and safety of the public was
affected at any time during this event.
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background radiation levels on the air ejector radiation monitor. This ev
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H . Rescaipticn Of the Event
Gn QOctober €, 1981, with Unit 2 opecating at 100 percent power (Mode 1)
inspections were in progress for poasible condenser air inleakage sources.

At 2000 hours both condenser air ejectors wers observed to be aligned with
1 flow to the turbine bullding atmosphere, bypassing the installed radlat
monitor, With the radiation monitor bypasssed, the capability for asutomatic

100

100
low
ent

wWas

Prior to 0800 hounrs, on 10/08/91, maintenance ani contrazt test personnel

ait

inleakage inspections. The test Crew then proceeded te the air ejectors (EISS
Syatem ldentifier SH, Component Identifier EJR) and began setting up the test

the
SN,
¢st

egquipment was connected to the air ejector flow path and the discharge from

the

gperator was assigned to another task, Upon completion of testing, the test

not

1 notify the Operations Shift Supervisor that testing was completed., AY 2000
hours a Shift Technical Adviscor, while investigating low background radiatien

SH,
the

radiation monitor., This alignment resulted in the automatic divert feature,
¢f the air ejector éxhaust to containment on a4 Hi-Hi Radiation Monitor signal,
i being defeated. Reference the drawing on page 4 of 4 fo the as found valve

The

resultant discharge flow was through a loop séal to the turbine building
atmosphere, Precautionary sampling showed that the total radicactive effluent
release, whole body, te the turbine building was calculated to be & a&mall
fraction of the allowable effluent release limit. A four hour report pursuant
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The cause of the event was failure to provide adegquste supeivisory centrols
cver a non~routine evolution. The lack of detailed procedural guidance was a

contributing factor.
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The air sjector discharge flow path wae directed to the radiation menitor and
the test conrnections wera isolated. An Abnormal Progedure (AV-LA4AY wunr
entersad due to the unplanned radicactive gasaous release as a preacactionary

me’ surs , The Health Physics Department calculated the total relense activity
te be « small fraction of the effluent releoase limit,

5.0 Additicoal Scrrective Actions

Operating Proceduress 1 & 2-CP-30.6 Becondary Plant Adr in-leakage Inspuctions
have been revised ' include aligning air ejector discharge to loal, detaction
equipment and subsequent return to normal alignment with flow through the
radjiation monitor at all times,

Meet ings between the 8hift Supervisors, the Assistant Zhift Supervisors and
the Superintendent COperations are being conducted to ensure supervision's
tole, responsibilities and expectations are known,

Plagues have been installed at each of the air ejectors csutioning that the
air ejecter flow is to be through the radiation monitor at all times.

Management administered positive discipline to the Opeérations Supervisor
regarding the impoitance of supervisor gulidance in nen~routine evolutions,

Corrective sctions taken and planned are sufficient to prevent recurrense,

1.0 Similaz Events

None.

B.0 . Additicnal lufozmaticn

Unit 1 was operating at 100 percent power (Mode 1) throughout Lhe event and
was not affected.
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