N l’th P.O. Box 300
O Seabrook, Nk 03874
= Telephone (603)474-8621

At’antlc Facsimile (603)474-2987
Energy Service Corporation Ted C. Feigenbaum

Senior Vice President and
Chief Nuciear Ofticer

NYN- 93028
February 17, 1993

United States Nuclear Regulatory Commission
Washington, D.C. 20555

Attention: Document Control Desk
Reference:  Facility Operating License No, NPF-86, Docket No, 50-443
Subject Licensee Yvent Report (LER) 93.004-00: Non-compliance With Technical
Specification  Actions for Inoperable Radioactive Effluent Monitoring
Instrumentation
Gentlemen:
Enclosed please find Licensee Event Report (LER) No. 93-004-00 for Seabrook
Station. This submittal documents an event that occurred on January 18, 1993, This event

is being report pursuant to 10 CFR 50.737a)(2)(1)(B)

Should you require further information regarding this matter, please contact Mr,
James M. Peschel, Regulatory Compliance Manager, at (603) 474.9521, extension 3772,

Very truly yours,

>
7::/ CAfozemen P —

Ted C Fcigrn/baum

TCF:EWM/act

Enclosures: NRC Forms 366, 366A

220061
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United States Nuclear Regulatory Commission
Attention: Document Control Desk

e Mr. Thomas T. Martin
Regional Administrator
U. & Nuclear Regulatory Commission
Region |
475 Allepdale Road
King of Prussia, PA 19406

Mr. Albert W, De Agazio, Sr. Project Manager
Project Ditectorate 1-4

Division of Reactor Projects

U.S. Nuclear Regulatory Commission
Washington, DC 20555

Mr. Nogl Dudley

NRC Senior Resident Inspector
P.O, Box 1149

Seabrook, NH 03874

INPO

Records Center

1100 Circle 75 Parkway
Atlanta, GA 30339
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On January 18, 1993 & Steam Generator Blowdown Flush Release Permit was generated o allow the rinsing of a recently
regencrated steam generator blowdown demineralizer (o the ocean. The flowmeter in this discharge path is not designed for
the low conductivities (less than 5 micrombos) which were expected during this evolution. Technical Specification Table 3.3-12
Action 31, allows the continuation of effluent releases with the flowmetor inoperable provided the flow rate is estimated at
loust once per four hours, On January 18, 1993 at 2135, it was determinad that the 4 hour flow estimate was exceeded by 35
minutes. This constituted a condition prohibited by the Technical Specifications.

There were no adverse safety consequences as a result of this event, No radioactive liguid effluent limits were exceeded,

The root cause for this event was determined to be personnel error on the part of the chemistry technician responsible for
obtaining the radioactive liguid ¢ffluent flow estimation. The techniciau became involved in other duties and failed 1o obtain
the flow estimate required by Technical Specifications.

The chemistry technician who was responsible for the event was counseled by supervision on his failure 1o take the proper
action.  Additionally, this event is scheduled to be discussed with cach operating crew by the end of February 1993, The
discassion will stress the importance of using the Non-routine Surveillance Log, to assist shift technicians in ensuring timely
performance of Technical Specification activities,

NAC TORM 366 (5.02)
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The chemistry technician who was respensible for the event was counseled by supervision on his failure to take the proper
action. This LER will be shared with all Chemistry Department personnel as part of the routing review of Station operating

experience.

I Additionally, this event is scheduled to be discussed with esch operating crew by the end February 1993, The discussion will

stress the importance of using the Non-routine Surveillance Log, to assist shift technicians ensuring timely performance of
Technical Specification activities.

PLANT CONDITIONS

Al the time of the identification the plant was in MODE 3.

There have been two previous similar events whete the action requirements of Technical Specification 3339 were not
complied with. LER 92-20 documents an event which oceurred on September 24, 1992, involving a missed grab sample on the
Primary Component Cooling Water System (PCCW), when the PCCW radiation monitor was inoperable. The event was
attributed to personnel error on the part of the technician resnonsible for missing the grab sample. The individual was
counselled and all Chemistry Department personnel weie informed of the event. LER 89-09 documents an event which
oceurred on August 10, 1989, involving 8 PCCW giab sample which wa. obtained in 4 timely manner when the PCCW head
tank rate of change alarm was inoperable, however, the sample was not properly avalyzed for radioactivity content. The event
was attributed to personnel error on the part of the technician responsible for performing the sample analysis. The individual
was counselled and all Chemistry Department Personnel were informed of the event.

North Atlantic considers the previous events (LER 92-20 and LER 89-09) and this event to be isolated instances of Technical
Specification non-compliance. None of these events involved the same individual, The North Atlantic Chemistry Department

has been effective in performing the extensive sampling and analysis required by Technical Specifications,

NRC FORM 366A (6-92)
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