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On November 17,
outage,

required surveillances were inadvertently exceeded.

2000, with the unit at zero percent power and in a refueling
an internal audit identified that several Technical Specification

These surveillances are

required to be performed every 31 days by Technical Specification Sections 4.10.A

(items 4 and 5)
"Radiocactive Gaseous Effluents”.

“Radiocactive Liquid Effluents” and 4.10.B
These radiocactive effluent surveillances are

(items 4, 5, and 6)

dose calculations and dose projections performed utilizing data from the previous

month, and then documented in a single report around the 15°
the surveillance for the month of October 2000 had been documented
During an internal audit, it was subseqyently

However,

earlier than usual (10/5/2000).

of each month.

discovered that the November surveillance had been documented on the 15,
thereby exceeding the 31 days allowed by the Technical Specifications.

Furthermore,

percent per Technical Specification 4.0.1,
Since the surveillances

exceeded by 3 days.

evaluate data from the previous month,

when allowance is taken for the maximum allowable extension of 25
the surveillance interval was still
(cumulative and projected doses)
the affected surveillances were

satisfactory and did not reveal any radiological release or dose limits being

exceeded.

There were no adverse safety consequences as a result of this event.
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PLANT AND SYSTEM IDENTIFICATION

Westinghouse 4-Loop Pressurized Water Reactor
EVENT IDENTIFICATION

Administrative Error Leads to Exceeding Technical Specification 4.10
Surveillance Interval

EVENT DATE

November 17, 2000

REFERENCES

Condition Reporting System Number: 200009107
PAST SIMILAR EVENTS

LER 1998-017

EVENT DESCRIPTION

On November 17, 2000, with the unit at zero percent power and in a refueling
outage, an internal audit identified that several Technical Specification
required surveillances were inadvertently exceeded. These surveillances are
required to be performed every 31 days by Technical Specification Sections:

e 4.10.A Item 4 “Cumulative dose contribution from liguid effluents for the
current calendar quarter and the current calendar year”

e 4.10.A Item 5 “Projected doses due to liquid releases to unrestricted
areas”

e 4.10.B Item 4 “Cumulative dose contribution for the current calendar
quarter and current calendar year for noble gases”

e 4.10.B Item 5 “Cumulative dose contribution for the current calendar
quarter and current calendar year for iodine-131, tritium, and
radionuclides in particulate form with half-lives greater than 8 days”

e 4.10.B Item 6 “Projected doses due to gaseous releases from each reactor
unit to areas at and beyond the site boundary”

For scheduling purposes these radioactive effluent surveillances are
documented in a single report around the 15%" of each month. However, due to
schedule conflicts, the surveillances for the month of October 2000 had been
performed earlier than usual (10/5/2000). During an internal audit, it was
subsequently discovered that the November surveillances had been documented on
the 15, thereby exceeding the 31 days allowed by the Technical
Specifications. Furthermore, when allowance is taken for the maximum
allowable extension of 25 percent per Technical Specification 4.0.1, the
surveillance interval was still exceeded by 3 days. Since the surveillances
evaluate data from a previous month, the affected surveillances (cumulative
and projected doses) were satisfactory and did not reveal any radiological
release or dose limits being exceeded. There were no adverse safety
consequences as a result of this event.
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EVENT ANALYSIS

This event 1is reportable in accordance with 10CFR50.73(a) (2) (1) (B), which
requires a report of, "Any operation or condition prohibited by the plant’s
Technical Specifications." The Radiological Support group normally performs
these monthly surveillances and compiles them into a single report on the 15"
of the month. Cumulative and projected dose contributions from liguid
effluents/releases are required to be determined in accordance with the
methodology and parameters in the Offsite Dose Calculation Manual (ODCM) at
least once per 31 days. Similarly, cumulative dose contributions and dose
projections are required for gaseous (and particulate form) releases in
accordance with the ODCM every 31 days. During the month of October, the
report was issued on October 5, 2000 due to schedule conflicts. The November
surveillances (determining dose contributions and projections from the
previous month) were compiled in a report and issued November 15, 2000.
Personnel failed to notice that the required 31-day Technical Specification
interval had been exceeded. No formal station program was being used by the
Radiological Support group to schedule these monthly Technical Specification
surveillances. The preliminary root cause determined for this event is the
lack of a formal program schedule, including proper oversight, for the
Radicactive Effluent Technical Specification surveillances. An extent of
condition review is being performed to determine if there were other similar
events in recent years.

EVENT SAFETY SIGNIFICANCE

The objective of the surveillances is to ensure that the releases of
radicactive materials to the environs are maintained as low as reasonably
achievable (ALARA) and within allowable regulatory limits. During the 3-day
period that the technical specification intervals were exceeded, there were no
negative impacts because the surveillance is performed on the previous month’s
data. Therefore, no incremental dose increase/releases were seen by exceeding
the Technical Specification limit for three days. The results of the affected
surveillances were satisfactory and did not reveal any radiological release or
dose limits being exceeded. There were no operational or safety consequences.

CORRECTIVE ACTIONS

Immediate corrective action is being taken to formally schedule the subject
surveillances with an early start and late finish date within the 25 percent
schedule extension allowed by Technical Specification 4.0.1 in the Work
Control surveillance testing database. As part of our corrective action
process, an apparent cause analysis is presently being conducted. When this
analysis is complete, a summary of conclusions and corrective actions will be
provided in a supplement to this report.
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