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On June 11, 1986 at 0800, 1843, and 2223, the Control Room Heating Ventilation
and Air Conditioning (CRHVAC) System shifted into its Emergency Recirculation
(ER) code due to high Chlorine gas monitor trip signals. Upon each ER
actuation, control room personnel verified proper CRHVAC system operation and
investigated the cause. The first actuation resulted from Instrumentation and
Control (IEC) technicians causing a chlorine conitor fault trip signal while
correcting a sensing paper feed problen. The second occurred because
technicians did not replace the paper on a fixed schedule. Consequently paper
normally replaced on a weekly basis was replaced one day early, and was
exhausted prior to the next scheduled replacement. The third event was caused
by the chlorine monitor developing paper feeding problems.

The ER actuation logic for chlorine monitors has been altered to prevent
unnecessary actuations. Appropriate IEC personnel will receive training
regarding task assignments, chlorine monitor operation and equipment control.

A statement to caution strict adherence to the paper roll replacement each
Thursday will be added to the chlorine ronitor daily check sheet, the |applicable repetitive task card, and Instrument Maintenance Instruction.
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On June 11, 1986 at 0800, 1843 and 2223, the Control Room Heating, Ventilation
and Air Conditioning (CRHVAC) [VI] system shifted into its Emergency
Recirculation (ER) mode due to high chlorine gas monitor [45] trip signals.
At the time of the events, the plant was in Operational Condition 5 (Refuel),
reactor vessel [RPV] pressure was atmospheric, and reactor coolant temperature
was approximately 95 degrees. Train A of CRHVAC was running in nornal mode
and Train B was in standby.

A few minutes prior to the first ER actuation, Instrumentation and Control
(IGC) technicians, as part of their daily tour, discovered that the sensing
paper in chlorine monitor M25-K0205A was not feeding properly, and commenced
to remove the paper cassette to correct the problem. 'The cassette removal
generated a fault signal which tripped the monitor. This caused both trains
of CRHVAC to shift into the ER mode. Control Room operators responded to the
"CRHVAC Toxic Gas High" annunciator [ ALM] and verified proper CRHVAC system
operation. The I&C technicians corrected the paper feed problem, and re-
installed the paper cassette. At 0805, the CRHVAC was returned to its normal
lineup.

The cause of this actuation was personnel error. The I&C technicians were not
fully knowledgeable of the consequences of removing the paper cassette, or the
procedural requirement to contact the control room operator prior to

3 maintenance.

The necond occurred at 1845 because technicians did not replace the paper on a
fixed schedule. Consequently paper normally replaced on a weekly basis was
repltced one day early, and was exhausted prior to the next scheduled
replacement.

This ER actuation was caused by personnel error and an insufficient level of
detail on the repetitive task card. Due to inadequate instructions,
technicians were unaware of the consequences of not changing chlorine monitor
paper the same day each week, regardless of how much paper is still in the
monitor. The repetitive task card allowed a time frame of several days in
which the task should b, completed.

The third ER actuation occurred at 2223. Again, the control room operators
took appropriate actions similar to those described above. Upon investigation
I&C personnel found that the paper on the chlorine nonitor M25-K0200B

experienced paper bunching problems which caused the actuation. The paper was
removed and replaced with a new roll of paper. The cause of paper bunching
appears to be intermittent problems with the paper transport rechanism.

Detection of high toxic gas levels (.4 ppm CL trip setpoint) at the air intake
plenums of the CRHVAC overrides the mode switch and places both CRHVAC trains
in Emergency Recirculation. The monitors will also trip if a sensing paper
problem develops. There are four Chlorine Gas Monitors in the system, two in
each train. At the time of the event the tripping of any one of the four
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would have placed both trains of CRHVAC in Emergency Recirculation. When the
CRHVAC system is in the Emergency Recirculation Mode of operation , the
Control Room [NA] is isolated and the air is filtered to remove radioactive
gases and particulates before returning it to the Control Room. When
activated, the CRHVAC system responded as designed. If a similar actuation
were to have occurred at normal operating conditions (ie. 100% power), the
system would respond in the same manner. In either case, for the above stated
reasons, and the fact that no actual toxic gas condition existed, the event
was not safety significant. Previous similar events have been identified in
LER 86-005-00. Corrective actions that have been initiated as a result of LER
86-C05-00 include:

1. Ongoing engineering evaluations to determine methods to improve monitor
performance.

2. An engineering design change to alter the ER actuation logic for
chlorine monitors. The design change was not yet completed prior to
June 11.

Additional corrective actions which have been/will be taken to prevent
recurrence include:

2 1. On June 20, an engineering design change was completed, which altered
the logic required to cause a CRHVAC emergency recirculation actuation.
Per this change, the trip of one chlorine nonitor will cause an alarm;
the trip of two in train A or two in train B will cause an ER actuation.
This will reduce the number of unnecessary ER actuations.

2. A statement to caution the need for strict adherence to the paper roll
replacement on the same day each week will be added to the chlorine
monitor repetitive task card and Instrument Maintenance Instruction E2-
11 " Chlorine Detector Maintenance".

3. I&C technicians who perform daily checks of the chlorine monitors will
receive training regarding chlorine nonitor operation and the
requirement to obtain consent from the Control Room Operator prior to
performing corrective maintenance.

4. A note has been added to the tour / task sheets which accompany I&C
technicians on their daily check of chlorine monitors. The note will
remind technicians to change chlorine monitor paper every Thursday, j
regardless of how much unused paper remains in the monitor.

The chlorine monitors are manufactured by MDA Scientific Inc. Mouel #7040 Fast
Alarm Nuclear.

Energy Industry Identification System codes are identified in text as [XX].
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PY-CEI/NRR-0499 L

U.S. Nuclear Regulatory Commission
Document Control Desk
Washington, D.C. 20555

Perry Nuclear Power Plant
Docket No. 50-440
LER 86-023-0

Dear Sir:

Enclosed is Licensee Event Report 86-023-0 for the Perry
Nuclear Power Plant.

Very truly yours,

(W
Murray R. delman
Senior Vice President
Nuclear Group

MRE:njc

Enclosure: LER 86-023-0

cc: Jay Silberg, Esq.
,

John Stefano (2) ;

J. Grobe '

U. S. Nuclear Regulatory Commission I

799 Roosevelt Road
Glen Ellyn, IL. 60137
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