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July 1, 1994

U.S. Nuclear Regulatory Conunission
ATTN Docurnent Control Desk
Washington, D.C. 20555

Gentlement

TENNESSEE VALLEY AUTil0RITY - SEQUOYAll NUCLEAR PLANT UNITS 1 AND 2 - DOCKET
NOS. 50-327 K.,D 50-328 - FACILITY OPERATING LICENSES DPR-77 AND DPR-79 -
LICENSEE EVENT REPORT (LER) 50-327/94009

The enclosed LER provides details concerning an inadequate surveillance
instruction that resulted in a failure to comply with technical

specifications.

This event is being reported in accordance with 10 CFR 50.73(a)(2)(1)(B)
as an event that resulted in an operation or condition prohibited by
technical specifications.

Sincerely

Ken Powers

Enclosure
cc: See page 2
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U.S. Nuclear Regulatory Conunission
Page 2
July 1, 1994

cc (Enclosure):
INPO Records Center
Institute of Nuclear Power Operations
700 Calleria Parkway
Atlanta, Georgia 30339-5957

Mr. D. L. LaBarge, Project Manager
U.S. Nuclear Regulatory Consnission
One Whlto Flint, North

11555 Rockville rike
Rockville, Maryland 20852-2739

NRC Resident Inspector
Sequoyah Nuclear Plant
2600 Igou Ferry Road
Soddy-Daisy. Tennessee 37379-3624

Regionni Administrator
U.S. Nuclear Regulat ory Conunission
Region II
101 Marietta Street, NW, Suite 2900
Atlanta, Georgia 30323-2711
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ABSTRACT (Limit to 1400 spaces, i.e., approximately fifteen single-space typewritten lines) (16)

On June 2, 1994, at 1330 Eastern daylight time, with Units 1 and 2 in power operation at
approximately 100 percent, it was determined that Technical 3pecification (TS)
Surveillance Requirement (SR) 3.3.3.7 had not been met for the source and intermediate
range neutron flux accident-monitoring instruments because nonqualified indicators were
being used in the surveillances for both Units 1 and 2. On June 21, 1994, during review
of the condition, it was determined that the same TS SR had also not been met for
auxiliary feedwater valve position indication. The SR requires accident monitoring
4.nstrumentation to be demonstrated operable by performance of a channel check at least
every 31 days. The first failure to meet the SR was identified during resolution of a
work document associated with instrument labeling. The cause of the events was an
inadequate procedure. The procedure revision issued in December 1990 incorrectly
incorporated a design change associated with postaccident monitoring instruments. Upon
identification of the condition, Operations personnel verified equipment operability by
using the qualified accident-monitoring indicators and found them to be operable. The
procedure errors were corrected. Additional procedure reviews will be performed to
ensure that the procedures performing channel checks associated with accident-monitoring
instrumentation SRs implemented by the previous design change contain correct technical
details.
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1. PLANT CONDITIONS

Units 1 and 2 were in power operation, Mode 1, at approximately 100 percent.

II. DESCRIPTION OF EVENT

A. Eycnt

on June 2,1994, at 1330 Enstern daylight time (EDT), it was determined that
Techr.ical Specification (TS) Surveillanct Requirement (SR) 3.3.3.7 had not "

been met for the source and intermediate range neutron flux (EIIS Code 1G)
accident-monitoring instruments (EIIS Cote IP) because nonqualified indicators
were being used in the surveillances for both Units 1 and 2. Two indicators
are available for each neutron flux instrument, one of which is fully
qualified for postaccident-monitoring (PAM) use. On June 21, 1994, during
review of the condition it was determined that the same TS SR had also not
been met for auxiliary feedwater valve (EIIS Code BA) position indication.
The SR requires accident-monitoring instrumentation to be demonstrated
operable by performance of a channel check at least every 31 days. As a
result of the operators checking nonqualifled indicators, thic SR was not
being met. The first failure to meet the SR was identified during resolution
of a wnrk document associated with instrument labeling. A procedure revision
issued in December 1990, incorrectly incorporated a design change associated
with postaccident-monitoring instruments. Upon identification of the
condition, Operations personnel verified the indleation operability by using
qualified accident-monitoring indicators and found the indicators to be
operable.

B. Inoperable._Siruttuttsm.Campancnism.sr_Syalema_Ihal_ Contributed to the_EvenU

None.

C. Da t e s._an d _ App rnxima t e_ Time s_ _o lliaj at_0.ccurren c es

July 1990 Design change documents were issue to identify PAM
instrumentation.

December 7, 1990 A TS char.ge was issued revising the PAM instrument
listing.

December 28, 1990 The Operations surveillance instructions for each unit
were revised to incorporate the design change document
and an associated TS change.

May 10, 1994 During the performance of a surveillance instruction
(SI), a work document was initiated for correction of a

perceived instrument labeling problem on the "A" channel
of the source and intermediate-range neutron flux
instruments.

E U erm 366(6-89)

- . - ., . .-.- _-_ _ -__ _ - , - . _ _ . - - - . - - -



_ _ _ _ _ . _ _ _ . . _ . _ _ _ _ _ _ _ _ _ _ _ . _ _ _ - - - _ _ _ _ _ _ _ . . _ _ _ _ _ _ . .__ __ _ _ _ __ __ . _ _ _ _

.

l~~hf~ form 360A U.$. NUCtfAR R[GULA10RY COMMi$$10N Approved OH!) No. 3150-0104 't

($-92) Empires $/31/95
llCIN$tt EYlNI RilVRi (llR)

TEXT CONilNUATION '
|

FACit!TY AME (1) |DOCKliNUMBER(2)l I LUNTLU6L_l 1_lAGU3)
| | | |$t0VtNTIAL| |(ttVI$10N| | | | |

'$tquoyah Nuclear Plant ($0N). Unit 1 | |Yff 8Lj_j_PNMflL_j_jjN@fRJ | | | |
101510101olLILILitlti--D I 0 ! 9 |=1JLl_010! 310ILQLL

1[KT (if more space is required, use additit.nal NRC form 366A's) (17)

June 2, 1994 The work document was determined to be invalidt the
at 1330 EDT indicator labeling was found to be correct. The

indicators being used in the performance of the SI were
not qualified for PAM use, and the SI was found to be in

As a result. TS Limiting Condition for Operationerror.

(LCO) 3.3.3.7 was entered.

June 2, 1994 The PAM qualified indicators were channel-checked and
found to be operable. LCO 3.3.3.7 was exited.

June 21, 1994 During review of the June 2. 1994, event, it was
at 1428 LDT determined that the SI for indicators being used for PAM

operability verification of auxiliary feedwater valve
position indication were nonqualified. LCO 3.3.3.7 was
entered. The PAM qualified indications were
channel-checked and found to be operable. LCO 3.3.3.7
was exited

D. O t he riSy s tema._or_Se conda ry_func t ion s_Af f es ted

None.

E. r!c thod;L.Iisco.very

The condition was dincovered during resolution of a work document. The work
document was initiated to correct a perceived labeling error on the indicators
that were being used to comply with the TS SR. I ing'a detailed review of
the labeling requirements, it was determined that the indicators were
correctly labeled as non-PAM indicators and that the precedure was in error.

F. Operator Actions

Operations personnel immediately entered the appropriate TS LCO and verified
equipment operability by using the PAM-qualified indicators.

C. Safety _SyAttAlleSponSe

No safety system response was required for these conditions.

III. CAUSE OF EVDIT

A. Immediate Causet

The immediate cause of the event was the failure to use PAM qualified
indicators during the performance of the SI to satisfy the TS SR. ,

5EC Term 366(6-89)
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II . RooLfause!

The root cause of the event was an inadequate procedure. The procedure
identified nonqualified neutron flux indicators and auxiliary feedwater valve
indicators to be used for satisfying the TS SR. The procedure deficiency
occurred when the procedure was revised to incorporate 1990 design change
documents and the associated TS change identifying PAM inotrumentation. The
procedut e reflected the general requirerrents of the TS change but did not
incorporate the specific technical details identified in the design document
for either the neutron flux indicators or the auxiliary feedwater valve
position indication.

C. Ucutrlbut.ing Jactorst

A contributing factor to the event is that assistant unit operators (AU0s)
perf orming t,he surveillance were not trained in PAM equipment labeling
designation. Therefore, during performance of the surveillance, the
individuals did not recognize that the procedure identifled instruments that
were not PAM qualified. Although the individuals performing the surveillance
could not have prevented the procedure error, the condition could have been
identified earlier.

IV. ANALYSIS OF EVENT

The operability of the accident-monitoring instrumentation ensures that sufficient
information is available on selected plant parameters to monitor and assess these
variables following an accident. SQN has redundant and diverse instrumentation
at.d indication exists with selected channels fully qualified for accident
monitoring. The neutron flux and auxiliary feedwater valve position indicators
are a part of this redundant and diverse system. During the timeframe when the SR
was not being sotiefled for monthly operability verification, the equipment was
being properly calibrated and functionally checked on the longer 18-month
frequencj and was found to be in on operable condition. Although the indicators
that were being used to satisfy tne SR were non-PAM qualified, they did reflect
the status of the qualifJed accident-monitoring instrumentation. Therefore, the
event did not adversely affect the health and safety of plant personnel of the
general public.

l
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V. CORRECTIVE ACTIONS

A. Immediate_Correc.tlye_Attions

Upon discovery of the missed surveillance, the appropriate TS LCOs were
entered, and operability of the correct indicator was verified on each unit.

.

Additionally, each unit's applicabic procedure was corrected.

B. Co rrect ive_Ac t i on _t o .IrerenLRe cu r Cence
I

A detailed technical review will be performed to ensure that surveillance
instructions performing channel checks that incorporated the 1990 PAM design
change contain the correct technical details to satisfy accident-monitoring
instrumentation SRs.

Operations AUO personnel will be instructed in PAM labeling designation.

VI. ADDITIONAL INFORMATION

A. Failed _ Components

None.

B. Ererious_Similar_Erenta

A review of previous similar events identified 14 LERs that have been written
since 1992 as a result of missed surveillances. Of these LERs, three LERs
(50-327/93006, 93030, and 94003) were the result of an inadequate procedure.
Actions performed for LER 50-327/94003 included a review of the Operations
procedures to ensure that the proper surveillances were listed and that the
steps performed met the intent of the TS SRs. The corrective actions
associated with the previous events would not have prevented this occurrence
nor would previous actions have identified the condition earlier.

i
VII. COMMI*INENTS

1. A detailed technical review will be performed by November 30, 1994, to ensure
that surveillance instructions performing channel checks that incorporated the
1990 PAM design change contain the correct technical details to satisfy
accident-monitoring instrumentation SRs.

2. Operations AUO personnel will be instructed in PAM labeling designation by
September 2, 1994.
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