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U.S. Nuclear Regulatory Commission
ATTN: Document Control Desk
Washington, D.C. 20555

SUBJECT: Indian Point 3 Nuclear Power Plant
Docket No. 50-286
License No. DPR-64
Licensee Event Report # 2000-004-01
Missed Control Room Oxygen Detector Surveillance Tests is a Condition
Prohibited By Technical Specification Caused by Personnel Error

Dear Sir

The attached Licensee Event Report (LER) 2000-004-01 revision is submitted to clarify that
the missed surveillance constitutes non-compliance with the operability requirements of the
limiting condition for operation. The attached meets the reporting requirements of 10 CFR
50.73(a)(2)(i)(B).

NYPA is making no new commitments in this LER.

Very l

iecutive Officer
Point 3 Nuclear Power Plant

cc: See next page



t

Docket No. 50-286
IPN-00-073
Page 2 of 2

cc: Mr. Hubert J. Miller
Regional Administrator
Region I
U. S. Nuclear Regulatory Commission
475 Allendale Road
King of Prussia, Pennsylvania 19406-1415

INPO Record Center
700 Galleria Parkway
Atlanta, Georgia 30339-5957

U.S. Nuclear Regulatory Commission
Resident Inspectors' Office
Indian Point 3 Nuclear Power Plant
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On May 18, 2000, at approximately 0500 hours, with steady state power at approximately
100 percent, Operations determined that the channel check required by Technical
Specification (TS) 4.5.A.5.e was not being performed on the Oxygen detector in the
Control Room locker room. Operations subsequently determined that channel checks had
not been documented between February 5, 1995 and May 18, 2000. The missed surveillance
tests is a condition prohibited by TS 4.5.A.5.e. and, as noted in TS 4.1, constitutes a
non-compliance with the limiting condition for operation in TS 3.3.H.3. The cause of
the event was human error, removal of the channel check requirement from the operator
log sheets. The cause of that human error is indeterminate. The event was found when
an operator noticed the locker room Oxygen detector was turned off. Immediate
corrective action was taken to turn on the oxygen detector and check the channel.
Corrective action was taken to list the required detectors on the Conventional Cold
Shutdown and Hot log sheets. An extent of condition review of channel checks required
by Technical Specifications found no other channel check requirements missing from the
log sheets. There is no safety significance to public health and safety. Two channels
of oxygen detection were maintained Per Technical Specification and analyses have shown
that a C02 release would not result in toxic levels of C02 in the control room.
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DESCRIPTION OF EVENT

On May 18, 2000, at approximately 0500 hours, with steady state power at

approximately 100 percent, Operations determined that the channel check required by

Technical Specification (TS) 4.5.A.5.e was not being performed on the Oxygen detecto

(DET) in the Control Room (NA) locker room. Operator log sheets did not require a

channel check of the detector. This was identified after Operations found the locke

room Oxygen detector turned off (potentially since the last surveillance on April 28,

2000). Immediate corrective action was taken to turn on the oxygen detector and

check the channel. The missed surveillance tests resulted in a condition prohibited

by TS since the surveillance was not performed for a period longer than allowed by

TS. Deviation Event Report 00-01183 was written for this event.

In August 1991, the NRC issued Technical Specification Amendment 108 requiring two

operable toxic gas monitoring systems with a daily channel check. The design, as

discussed in the TS basis, is one system in the Control Room consisting of a channel

for oxygen (two detectors, one in the Control Room and one in the adjacent locker

room), ammonia and chlorine detection and a second system in the air intakes

consisting of a channel for oxygen, ammonia and chlorine detection. The channel

checks were originally recorded on a Control Room Log Sheet (Revision 24 issued

October 1991). That log sheet had a single space for indicating that both systtems

were indicating properly. Operations believes that both oxygen detectors were

checked when completing the log sheet because the indicators for the two detectors

were located in close proximity. Channel checks were next recorded on the Rover Log

Sheet (Revision 13 issued August 1992) which identified the individual detectors in

each channel and had two oxygen detectors for the one system. The channel checks for

cold shutdown were added to the Conventional Cold Shutdown Log (Revision 25 issued

October 1994 in the same manner as the Rover Log Sheet). The channel checks in

Revision 26 of the Conventional Cold Shutdown Log Sheet (issued January 1995)

identified a single oxygen detector for each system. Revision 1 of the Conventional

Hot Log Sheet (issued in March 1995) was prepared by using the Conventional Cold

Shutdown Log and adding specific items. It also identified a single oxygen detector

for each system. Operations concluded that the event occurred on February 5, 1995

when Revision 26 of the Conventional Cold Shutdown Log was first used. The improper

documentation of channel checks continued when the plant was started up, after

Revision 1 of the Conventional Hot Log had been issued.

To determine cause, Operations reviewed their records of changes to the logs. The

cause was human error but Operations was unable to identify the cause of the error.

The change could have been intentional but no change document was found to indicate

the change was done intentionally. The change could have been an inadvertent error

since Revision 26 of the Conventional Cold Shutdown Log was a significantly

reformatted log sheet. The change to the log could have been accepted by operators

as requiring both detectors to be operable since the indicators for the two channels

were next to each other on the same panel.

CAUSE OF EVENT

The direct cause of the event, removal of the second oxygen detector from the

operator log sheets, was human error. The cause of that human error is

indeterminate.

NRC FORM 366A (6-1 98)
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CORRECTIVE ACTIONS

The following corrective actions have been performed under the Indian Point

corrective action program to address this event:

1. Shortly after the Oxygen detector was found off, the detector was turned on an

the channel readout was checked.

2. The Conventional Hot Log and Conventional Cold Shutdown Log have been revised

to list the two oxygen detectors in the one system.

3. An extent of condition review was conducted and verified that channel check

requirements are included in the log sheets for other Technical Specification

instrumentation.

ANALYSIS OF EVENT

This event is reportable under 10 CFR 50.73(a)(2)(i)(B). The Licensee shall report

any operation or condition prohibited by the plant's Technical Specifications.

This event meets the reporting criteria because documentation did not exist to show

that TS required channel checks were performed on one of two oxygen detectors in 
the

system required by TS. The missed surveillance is a condition outside TS because th

surveillance was not performed for a period greater than allowed by TS. The TS

frequency for the surveillance is at least once per day. The required documentation

did not exist between February 5, 1995 and May 18, 2000, a period of about five years

and three months. This time period bounds the period that the detector was turned

off. The plant did not meet the system operability requirements in TS 3.3.H.3 since

the detector is considered inoperable, per TS 4.1, when a required surveillance is

not performed.

Licensee Event Reports (LER) for the previous two years were reviewed to identify

conditions where the plant was in a condition prohibited by Technical Specifications

as a result of a missed surveillance. Three LERs (i.e., 98-004, 99-001, and 99-005)

were identified where inadequate surveillance tests resulted in a condition

prohibited by Technical Specification. There were no LERs due to missed surveillance

testing.

SAFETY SIGNIFICANCE

This event had no effect on the health and safety of the public. There were no

actual safety consequences for the event because there were no toxic gas releases.

The Control Room never lost redundancy because two systems with one oxygen detector

per system were controlled by the Technical Specifications. Additionally, NYPA

believes that the Control Room would have remained habitable even if no oxygen

detector had been available. By letter dated September 10, 1985 NYPA requested

deletion of the toxic gas monitoring system based on a C02 tank integrity analysis

and probability evaluations for offsite rail accidents related to chlorine and

ammonia. By letter dated March 13, 1986, the NRC rejected the request based upon a

disagreement with the probability evaluations for offsite rail accident. There was

no mention of the C02 tank integrity analysis which concluded that C02 would not

reach toxic levels in the Control Room.

A review of this event against the guidelines of NEI 99-02, Rev. 0, "Regulatory

Assessment Performance Indicator Guidelines concluded it was not a safety system

functional failure (SSFF). The event did not meet the definition of a SSFF defined

as in 10 CFR 50.73(a)(2)(v), an event or condition that alone could have prevented

fulfillment of a safety function.
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