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LER NUMBER: 83-151/03L-0
LASALLE COUNTY STATION: Unit 1
DOCKET NUMBER: 50-373

EVENT DESCRIPTION:

On November 28, at 0888 it was identified that LIS-NR-02 Functional Test was not
performed within the weekly channel functional test requirements of Table b.3.1.1-1,
item 1. The critical due date for the surveillance was November 25. The surveil-
lance is required in conditions 2, 3, 4 and 5. The plant was placed 1in condition
L the first week of November.

PROBABLE CONSEQUENCES OF THE OCCURRENCE:

L1S-NR-02 Functional Test was performed on November 28, and no protlems were
identified. Safe operation of the plant was maintained at all times.

CAUSE:

On 11/23/83 an Instrument Department Foreman was verbally informed by the Work
Analyst and the Surveillance Coordinator that Surveillance LI1S-NR-02 was due with

a critical date of 11/25/83. The Computer Survei!lance Schedule printout was

also received at approximately 4:00 P.M. on 11/23/83 and a copy was distributed

to the Forcren. The schedule reflected the critical date of 11/25/83. A1l other
Control System Technician required surveillances for the cold shutdown mode had
been completed, and no Control System Technicians had been scheduled to work during
the Thanksgiving holiday or weekend period. On the afternoon of 11/23/83, an
immediate response was requested by the operations personnel of the Instrument
Department to verify the accuracy and operability of the RHR "B" Loop flow indi-
cation. This request occurred at approximately the same time period as the noti-~
fication to the foreman of the surveillance requirement for LIS-NR-02, The fore-
man followed the work activities on the RHR System and failed to follow up on the
surveillance required activity. When returning to work on 11/25/83 no review was
made of the surveillance requirements for the Control System Technicians since no
CST's were scheduled to work that day. The activities immediately prior to the

end of the work day on 11/28/83 and the assumntion that all CST surveillances were
up to date since none were scheduled to work on 11/25/83 contributed to missina the
required surveillance. The missed surveillance was discovered by the surveillance

B

coordinator immediately upon return to work o. 11/26/83.
CORRECTIVE ACTION:

Functional test LIS-NR-02 was immediately performed on 11/28/83 and no problems
were found. In order to prevent the reoccurrence of a missed surveillance of
this nature again, administrative changes were initiated within the Instrument
Department. The surveillance coordinator will identify to the scheduler whic
surveillances will have a critical date at least one day prior to the critical
date. The scheduler will then require the mandatory completion, if pre-tical, of
the surveillance, as plant conditions permit, for the day prior to the critical
date. The scheduler will provide followup to assure the surveillance is com-
pleted.
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