W IR A LAY DR LR

RGO ‘l)h

I
: - LICENSEE EVENT REPORT
.comnm ad o l IR j@ UJ)deto Rop . pre v1ou'; Peport Late 10-17-79
6

ag |§leL£l_l lz]@lolol-loloinlolol-loLO_J@la1111Illu@l L1®

LICENSEE (UDE LICENSE NUMBER 2 LICENSE TYPE JO &7 CAT 48

CON'T
6T1)  nn LU@LeLslolelolsle L6 DL LLLLLY Lo JOL! 610141811]®

EVENT DE'CRIPTIO’J AND PROSABLE CONSEQUENCES
0]7] On_10-11-79, while in cold shutdown for valve maintenance 2 IRMs were re-|

R ER placed.
[0]4) [pad been removed October 1978, was not in the area where it had been laft]

While tagging them with SNM tags it was noted that an IRM that |

A similar event happened on Unit 1 (see LER 50-321/1979-054). This was N

the first opportunity to check Unit 2 since the occurrence on Unit 1. |

This event is contrary to requirements specified by Tech Specs 6.9.1.8.f ]

- @nd 10CfR73. No consequences were realized from this incident. J
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CAUSE DESCRIPT!ON AND CORRECTIVE ACTIONS
7]o] | Replaced detectors present radiation problem initially and are left in |

I Larywell to decay. Drywell was considered closed zone and units were notj

‘mEal tagged SNM while stored there. A cleanup was done in drywell during |

(iIz] Lwhich IRM and trash were removed. IRM was moved to TIP room without |

[T+) L authorization. Procedures revised to require tagging while in drywell. |
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LER #: 50-366/1979-112, Rev. 1
Licensee: Georgia Power Company
Facility Name: Edwin I. Hatch
Docket #: 50-366

Narrative Report
for LER 50-366/1979-112, Rev. 1

While Unit 2 was in cold shutdown 2 IRMs were replaced on
10-11-79. While tagging them with the special nuclear materi-
al tags it was noted that an IRM which was removed in October
of 1978 was not where it had been left. A search of the
drywell and radwaste was conducted; neither TIP room was
searched. The detector was not found in either the drywell or
radwaste. At this time it was thought that the IRM had been
processed with contaminated equipment and trash from the
drywell and shipped offsite for burial. An LER (50-366/1979-
112) was submitted stating the IRM was shipped offsite for
burial. However, on 5-4-81, while transferring detectors from
55-gallon drums to an SNM storage box, the IRM was found in
Unit 1 TIP room. The 55-gallon grum in which it was found was
not tagged. Detector replacement procedures have been revised
to require the tagging of detectors in the drywell and person-
nel have been instructed so as to prevent a recurrence. There
was no impact to the other unit, and neither public health and
safety nor safe plant operation were affected by this incident.



