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U. S. Nuclear Regulatory Commission
Attention: Document Control Desk
Vashington, DC 20555

South Texas Project Electric Generating Station
Unit 1

Docket No. STN 50-498
Licensee Event Report 91-016

Failure to Perform A Surveillance Test Due to Personnel Error

Pursuant to 10CFR50.73, llouston Lighting 6 Power Company (llL&P) submits
the attached Licensee Event Report (LER 91-016) regarding failure to perform a
surveillance test due to personnel error. This event did not have any adverse
impact on the health and safety of the public.

If you should have any questions on this matter, please contact
Mr. C. A. Ayala at (512) 972 8628 or me at (512) 972-7205,
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William J. Jump
'

Manager,
Nuclear Licensing
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Attachment: LER 91-016 (South Texas, Unit 1)
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|' Regional Administrator, Region IV Rufus S. Scott
Nuclear Regulatory Commission Associate General Counsel
611 Ryan Plaza Drive, Suite 1000 Houston Lighting 6 Power Company
Arlington, TX 76011 P. O. Box 61867

Houston, TX 77208
George Dick, Project Manager
U.S. Nuclear Regulatory Commission INPO
Washington, DC 20555 Records Center

1100 circle 75 Parkway
J. 1. Tapia Atlanta, CA 30339-3064
Senior Resident Inspector
c/o U. S. Nuclear Regulatory Dr. Joseph M. Hendrie
Commission 50 Be11 port Lane

P. O. Box 910 Be11 port, NY 11713
Bay City, TX 77414

D. K. Lacker
J. R. Newman, Esquire Bureau of Radiation Control
Newman & Holtzinger, P.C. Texas Department of Health
1615 L Street, N.V. 1100 West 49th Street
Washington, DC 20036 Austin, TX 78756-3189

D. E. Ward /T. M. Puckett
Central Power and Light Company
P. O. Box 2121
Corpus Christi, TX 78403

J. C. Lanier/M. B. Lee
City of Austin
Electric Utility Department
P.O. Box 1088
Austin, TX 78767

R. J. Costello/M. T. Hardt
City Public Service Board
P. O. Box 1771
San Antonio, TX 78296

,

Revised 01/29/91

L4/NRC/
,

/

- - . _ . - . . - . _ _ _ . - - .. - . _ - . ._ - -



s sx i
. _ _ . .

.

NaC f orm 364 U 8 NUC L t Am RE DUL ATOAV CDMMi&5 ION

APPROVID OM9 hO 35W 0104

LICENSEE EVENT REPORT (LER) "''''$'''"
,

paCILIT V haut n' DOCat18eUM5t R 121 PAGE *L

South Texal. Unit 1 o is j o io io|4| 38 1 jor| 0; 5
flT Lt set

Failure to Perform a Surveillance Test Due to Personnel Error
(VthT DAf t ill Lib NUMetR 161 RSPONT DAf t ITt OT*.in # ACittitLS INVOLytD iti

MONTw OAy vtAR V t A 81 ,[ ' , ' ' ,5 460NT M DAV w t As; 8at'U15 %Av.S DOC a ti NUM9t p $i

015101010 1 1 I

0]5 1| 3 41 9| 1
-

0| 1| 6
~

0| 0 d6 1| 1 9| 1 o isto io i o, i i

T is atPOaf is iv.Minto evasuA=T To T t atavialutNT O, is C = i ,C ..-..,~. .<,. -,,ini
, , , , , , , , , ,

MODS 191 1 m do2!bi 70 aut H nmH2iw T3 f tist

n ...in n., so n,..ni a n<.ua n.i n nai

o.f 1. ~ -A....., no, - oa . . . ,n , m
- - -

1, ==,.,a, o n1..a u..,
. .. sec onm A, .,a .. r.. I

_ J _
n .a.i..n s.3 no n..,u n, io n,.na n..nai

n o enu.i n.. a n., n.. ui n.. ". ,

30 aoti.41 H.1 to11 il2Hal to 13i..U2 H el

LICENSit CONT ACT 90a Twift Lin ut,

7 tit *MONE NaV8pn
% A st

Akt A CQLt

86| 2; 89 7 |2 ii5l 2Charles Ayala - Supervising Licensing Engineer i ii i i

COM*LETE Okt Likt FOR E ACM COMPO4 TNT F AiLU#6 DE SCaistD 14 TMit htPost n3r

gh P E,'
'E'0 I **

(Aust t v 5't v COvpONt%YCav5E Svli t V COv'ONENT , , ,

A 1 | | 1 | | 1 | ! ! ! ! 1 1

I I I I I I i 1 I i t i I I
woNin DA, vtanSu.pttutNT AL mt poaf E uPE CTED ne'

Sv6u 5$c%

s t s m .s ew-o.r. Ex*E CTED SvDwSSvCN CA TE % ^> | | |v

A n f . AC , u ~, ,, , m . .m . .. . ", - . - . .. -. - n . r

on May 13, 1991, at approximately 2230 hours, Unit 1 was in Mode 1 at 100
percent power. 1* was discovered that the Technical Specification 3/4.7.1.4

requirements for determining the specific activity of the secondary coolant
system had not 'aeen performed within the required surveillance interval. This

is a violation of Technical Specification 3/4.7.1.4 and is reportable pursuant
to 10CFR50.73(a)(2)(1)(B). Steam generator blowdown radiation monitor data
was checked, and it was verified that secondary activity had not exceeded
normal values or the Technical Specification limit during this period. The
cause of this event was failure to ensure testing was performed before
exceeding the surveillance interval. Corrective actions included issuance of
special orders, and changing procedure and Laboratory schedules to improve
visibility and increase awareness of surveillance times.
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DESCRIPTION OF EVENT:

At approximately 2230 hours on May 13, 1991, Unit 1 was in Mode 1 at 100
percent power. The Unit 1 Chemical Technician Supervisor became aware that

4the Technical Specification 3/4.7.1.4 requirement for determining gross
Iactivity on the secondary system had not been completed within its allowed '

'surveillance. The required samples were immediately collected and analyzed.
The Radiation Monitoring System data was reviewed to ensure that the steam
generator blowdown monitors did not record any exceedance of the .01 uCi/gm
limit during the period in question. No abnormal trends were noted. The
surveillance exceeded the specified surveillance interval, including the
maximum allowable time extension, by 55 minutes. Therefore, this event is a

,

violation of Technical Specification 3/4.7.1.4 and is reportable pursuant to |
10CFR50.73(a)(2)(1)(B). The NRC was not.ified at 1059 hours on May 14, 1991.

,

i

At approximately 0530 hours on May 13, 1991 the Chemistry Technician
Supervisor directed the technician assigned to the Radiochemistry 1.aboratory
to draw samples and perform plant procedure OPSP07-CD-0001 which fulfills the
requirements of TS 3/4.7.1.4. During preparation to collect the samples at
the Secondary Chemistry 1.aboratory, the technician discovered that the supply
of Marinelli beakers normally used for sampling was exhausted. Since it was
close to shift turnover, the radiochemistry laboratory technician did not
start the surveillance and documented in the surveillance se tion of the shift
turnover sheet that the procedure had not been started. No ft:edback was given
to the supervisor that the task was not in progress. Based on the direction
given the technician, the off-going supervisor assumed that the surveillance
had been started and documented this on the shift turnover. The task was not
signed off as complete on the Chemical Technician Supervisor and Secondary
1.aboratory Sample schedules which contained the requirement to collect and
analyze the samples.

At approximately 0600, the night shift supervisor was relieved by a senior
chemical technician acting as Chemical Technician Supervisor (CTS) . The day
Shift Radiochemistry Laboratory technician received turnover and proceeded
with the scheduled items for the Radiochemistry Laboratory. The daily
schedule for the Radiochemistry Laboratory did not list the subject
surveillance task as a requirement. The verbal turnover did not include
discussion of performing the surveillance, and the acting supervisor did not
recognize during normal log review that the surveillance had not yet been
performed.
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DESCRIPTION OF EVENT: (cont'd)

.At approximately 1800 hours the acting supervisor turned over to the same )
individual'he had relieved twelve hours earlier. No information was |

'
communicated about the status of the incomplete surveillance test during this
turnover. Although the surveillance was not signed off as complete on the
daily schedules, the oncoming supervisor incorrectly assumed the test had been i

completed based on the communication with the technician prior to the morning !

shift turnover and that the surveillance package was still in the j

Radiochemistry Laboratory awaiting review. At approximately 2200 hours, the
supervisor went to the Radiochemistry Laboratory to pick up the surveillance
package. After he was unable to find the. started surveillance package and
after review of the appropriate logs and records, the supervisor determined
that the surveillance test had not been performed. The supervisor then
immediately performed the surveillance. The supervisor verified that the 72
hour time limit and allowable time extension had expired and informed
management. The supervisor obtained trend data on the S/G blowdown radiation
. monitors which identified that the Technical Specification limit of .0L u'''/gm
had not been exceeded during the time period. The surveillance was completed
satisfactorily at 0225 hours on May 14, 1991.

CAUSE OF OCCURRENCE:

The cause of this event was failure to ensure testing was performed before
,

exceeding the surveillance interval. The root causes for this occurrence
were:

Personnel error by the Chemistry Technician Supervisor in the*

assumption that the surveillance test had been completed as requested.

Less than adequate administrative controls governing performance 'nde
#

turnover of scheduled surveillances.

Inadequate communication on the part of shift personnel.*

.
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$ALYSIS OF EVENT:

The limitations on secondary coolant system specific activity ensure that the
resultant offsite radiation dose will be limited to a small fraction of
10CFR100 dose guideline values in the event of a steam line rupture. Failure

to perform a Technical Specification required surveillance within the
specified interval-is reportable pursuant to 10CFR50.73(a)(2)(1)(B). The
surveillance for Technical Specification 3/4.7.1.4 is required to be performed
within a.72-hour interval. The surveillance was performed 90 hours and 55
minutes after the previous samples. This exceeded.the allowable time
extension by 55 minutes. The steam generator blowdown radiation monitor data

.was verified to ensure that secondary activity had not exceeded normal values
or the Technical Specification limit during this period. There was no adverse
impact on the health and safety of the public.

.

CORRECTIVE-ACTIONS:

The following corrective actions have been taken as a result of thia event:

1. Checks were performed on the steam generator blowdown radiation monitors
to verify that the trend data values had not exceeded the Technical
Specification limits during-this time period. The required samples for
determining gross activity on the secondary system were collected and
analyzed and found to be satisfactory.

2. -Special Orders have been issued by the Chemical Operations and Analysis
Division relative to completion / turnover controls of surveillance tests.
The Special Orders prohibit turnover beyond the assigned shift of
scheduled surveillances with a test interval of less than 7 days without
approval of Chamical Operations and Analysis Management. In addition,

the Radiochemistry Labort. tory sample schedule was revised to add
performance of OPSP07-CD-0001 as a requirement.

3. This issue has been reviewed with the individuals involved. In addition,

a directive has been issued to chemistry personnel reinforcing the
priorities for performance, communication, and documentation of
surveillance tests relative to other responsibilities.

4. The Chemical Operations & Analysis Shift relief and Turnover Procedure
(OPCP01-ZA-0004) was changed to require the Chemical Technician
Supervisor to verify completion of surveillances scheduled for the shift,
or to initiate immediate actions to ensure completion.

|
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CORRECTIVE ACTIONS: (cont'd)

5. Chemical Technician Supervisor turnover sheets have been changed to
include the date/ time a surveillance was last performed and the date/ time
the next surveillance is due.

6. The scheduling of surveillance tests site wide have been reviewed, and
with the above corrective actions in place, adequate measures exist to
prevent recurrence of this event.

f)DITIONAL INFORMATION:

1he following similar events have occurred at STPECS.

LER 88-064 - Failure To Perform the Weekly Battery Surveillance Test on
Battery E1D11

LER 89-007 - Failure To Perforr A Surveillance Test Due To Personnel
Error

LER 89-024 - Failure To Perform A Required Accumulator Boron Sample
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