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The precise origin of the gas could not be determined.

contact the control room.
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At approximately 1056 hours on May 6, 1988, with “he plant
shutdown), an automatic actuation of the control room ventilation to
recirculation mode occurred as a result of a high hydrochloric acid (HC1l) trip
on one of two toxic gas analyzers. Automatic safety features functioned as

designed. An investigation into the event concluded that this was most likely
a valid actuation of the system caused by a puff of hydrocarbon gas or HCl.

A memorandum will
issued to plant personnel emphasizing the sensitivity of the toxic gas
analyzers and the need to notify the control room of any activities producing
gases or fumes in or near the power block. Control room personnel will be

directed to make a site-wide announcement of toxic gas actuations and require
anycne involved in activities that might produce toxic
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DESCRIPTION OF OCCURRENCE:

At approximately 1056 hours on May 6, 1988, with Unit | in Mode 5 (cold
shutdown), an automatic actuation of the control room ventilation to
recirculation mode occurred as a result of a high level trip of the
hydrochloric acid (HCl) channel on one of two toxic gas analyzers (XE-9325).
Control room ventilation actuation to recirculation mode is an Engineered
Safety Feature (ESF). The control room personnel immediately verified the
recirculation mode damper lineup ard initiated an investigation of the event.
The NRC was notified of the event at approximately 1418 hours on May 6, 1988,

There were no personnel working on or around the analyzers at the time of the
occurrence., One analyzer (XE-9325) indicated a peak HCl concentration of
24.13 ppm at 1057 hours on an 8-hour summary printout. The peak HCl
concentration shown on the other analyzer (XE-9326) 8-hour summary was 1.1l
ppm at 0944 hours. The actuation setpoint for HCl is 15.0C ppm. Various
hydrocarbons have spectrographic characteristics similar to HCl and will cause
a trip of the HCl channel when high concentrations are detected. No abnormal
readings were noted for the four other gases monitored by the analyzers. The
next available data was obtained at approximately 1106 hours and indicated
that the HCl concentration had returned to normal level (near zero). Both
analyzers were tested with HCl samples, and both responded correctly.

The toxic gas analyzers sample the control room inlet air approximately once
every ninety seconds and analyze the samples for various toxic gases. The two
analyzers operate independently of each other and do not normally take their
samples simultaneously. Therefore, detection by a single analyzer of gases or
fumes passing through the plenum is possible due to the sampling frequency and
independence of the analyzers. Thus, a puff of gas of short duration could be
sensed by one analyzer and no longer be present when the second analyzer takes
its sample.

Potential sources of gases or fumes (e.g. painting, tank venting, etc.) werec
investigated, but insufficient evidence exists to substantiate a definite link
between the activities in progress and the indicated high concentration of
HC1.

Potential intermittent failure of the analyzer was also investigatad. No

evidence was found to confirm an analyzer failure. This avent does not
correspond to any previously identified failure mode.

~AUSE OF OCCURRENCE:

The exact cause of the occurrence could not be determined., However, available
evidence suggests that a puff of HCl gas or gaseous hydrocaron was detected by
the analyzer
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ANALYSIS OF EVENT:

There were no adverse radiological or safety consequences as a result of this
control room ventilation actuation to recirculation mode. Unit | was in

Mode 5 and the control room ventilation dampers repositioned corrvectly to
recirculation mode. This event did not result in any additionxl risk to the
public. There would have been no satety consequences from this event at
reactor power levels since actuated ESF equipment operated as expected.

While Technical Specifications do not require actuation of control room
ventilation to recirculation mode on high concentrations of HCl, this
actuation was incorporated into the control circuitry as a conservative
measure for protection of control room personnel,

While any unnecessary challenge to an Engineered Safety Feature is
undesirable, actuation of the Control Room Ventilation recirculation mode
represents a minimal hazard since it could not cause, worsen or prevent
mitigation of an accident, This event is reportable pursuant to
l10CFR50.73(a)(2)(iv) as an unanticipated actuation of an Engineered 3Safety
Feature.

CORRECTIVE ACTION:

The following corrective actions are being taken:

1) A memorandum will be issued to plant personnel emphasizing the sensitivity
of the toxic gas analyzers to gases and fumes, and the need to notify the
control room of activities producing gases or fumes in or around the power
block. This action will be completed by June 5, 1988,

2) Control room personnel will be directed to make a public address
announcement of toxic gas actuations and requiring personnel involved in
activities producing any gases or fumes to immediately contact the control
room, This action will assist plant personnel in determining the source
of the gases that cause any future actuations. This action will be
completed by June 5, 1988.
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