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LICENSEE EVENT REPORT (LER) EXPIRES:".18, 

FACILITY NAME (1) DCET NUMBER 2) 
......... 0.500 0 l O2ls~ 1Fo 'Indian' Point Unit3s015101;.1 11116 1 

TITLE (4 

•MissedSurveillance on Gaseous Effluent Flow Rate Monitor..  

EVENT DATE (5) LER NUMBER (B) REPORT DATE (71 OTHER FACILITIES INVOLVED (8) 
O DAY' YEAR YEARACI SLTUTIAL RVON MONTH DD YEAR FCITY NAME. DOCKET NUMBeRIS) 

MONTH DA YERYA NEUMETA AUMONHBAEYARAE 
0 1.10 ID 0 .i 1 1 

1 2 4 92 91 3 d o Oil1l 1 _]2 9 I3 1 01 
OPERATINO THIS REPORT 18 SUBMITTED PURSUANT TO THE REOUIREMENTS OF 10 CFR ' (Check one O mole of the following) (11) 

MODE () _I 20.402(b) 20.4051) 0 .73()2))O 7 3.711b) 

POWER 20.4051m)(1(0) . 60.36e()l 50 ,0 )(v) " 73.71c) 
* LEVEL 

110) 20.4018Iil) B.36CH21) a0,73(.)(2)1)s OTHER (Spec i ,n Abis Ita 
11 010below end in Test., C o'n 

....... .......... 20.405(.II1hii.) ...] 07 )2)) S0,7 1I2) vW)I(A)-36A 
20,401.1111(v 1 50.731W6 5.)2))i(01(i . . . . . . . . .  

........... 20.40610) 1(0) 0.73)1210l 507(s)(2"() 

LICENSEE CONTACT FOR THIS LER (12).  

NAME. TELEPHONE NUMBER 

AREA CODE 

Doug Ames, Licensing Coordinator- 9 11 " 7 13'61- 1012 

COMPLETE ONE LINE FOR EACH COMPONENT FAILURE DESCRIBED IN THIS REPORT 113) 

CAUSE MANUAC. SYSE COMPONEN MANUFAC REPORTABLE 

C TURER TO NP$OS CAUSE CTURER TO NPROS 

. , .... .... .. . Y 

• . . ,:? ~~. ..... ,, ... ....  

SUPPLEMENTAL REPORT EXPECTED 14XPECTED MONTH DAY YEAR 

SUBMISSION 
DATE 151 

YES ( yet. con B,'eeEXPECTrEO SUBMISSION DATE) - NO 

ABSTRACT (Limit to 1400 spaces. I.e. oproximerely fifteen single soce tvew'tte" 6ibe) (16) 

On December 4, 1992 Indian Point 3 was at full power. A system 
engineer identified that the Radioactive Machine Shop building 

exhaust ventilation flow rate monitor had exceeded the refueling 
calibration technical specification frequency. An investigation 
determined•the monitor was used in release calculations from 
October 1, 1991 to December 4,. 1992 without a current refueling 
calibration.*'. The causes were lack of effective communication.  
between a-project engineer and the Performance and Reliability 
Group and the failure of an I&C staff member to enter the test 
into the I&C internal test scheduling program. The staff members 
involved with the lack of effective communication and the I&C 

staff member have been apprised of this LER to ensure an 
understanding of the implications of the event and the need for 
effective communications, and attention to detail. The monitor
was returned to service on December 23, 1992.: 
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Y : ;SEUENTIAL REVISION 

NUMBER ,...NUM ER 

Indian Point Unit 3 
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EXT (If more vece is required, use additon N.C Fom 366.A (17) 

DESCRIPTION, OF THE EVENT 

On December 4,-.1992 with the unit at full power, the radiation 
monitor system-engineer identified that the Radioactive Machine 

Shop*(RAM) building exhaust ventilation flow rate monitor (FI) 

had missed its refueling frequency calibration... At 1315 on 
.-December 4, 1992 the monitor was declared inoperable-and:.  

compensatory action was taken as per Technical Specification, 
including taking the RAMS Building exhaust out.of service.  

The RAMS building ventilation flow rate monitor consists of eight 

flow sensors mounted in the building vent. The signals from the 

sensors are summed and then sent as an indication signal to the 
RAMS building effluent gaseous.activity-monitor (R-59). The 

device was used in gaseous release calculations starting October 

1, 1991.-.  

The technical specification calibration requirements for the flow 

monitor are a daily channel check, quarterly functional test, and 

i a channel calibration at a refueling frequency. The requirements 
are described in IP3 technical specification .appendix B"(RETS) 
table 3.2-1.  

" The eight sensors of the flow element were removed and sent to 

the manufacturerfor recalibration during the' 1989 refueling 
outage under the work control system. The 1990 refueling test of 

the flow element was not performed due to an ineffective 
'communication between a project engineer and the Performance and 

Reliability Group. The Performance and Reliability staff wrongly 
believed that the-test was performed-in 1990 by the flow monitor 
vendor, similar to the 1989 test that was arranged by the project 

engineer. Therefore,-the surveillance program reflected .a.1992 

refueling test as the next required refueling test
-t o be 

performed. The deadline for completion was October 10, 1992.  

The test exceeded the October 10, 1992 deadline due to the , 

failure of an I&C staff member to enter the test into the I&C 

internal test scheduling system. Contributing causes were the 

lack of an effective escalation process for management to resolve 

delays in the conduct of surveillance tests anddelays in 

-providing test support equipment., 

-The monitor was'returned to service on December 23,-1992.  
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CAUSE OF' THE EVENT 

The-cause for Using the flow rate monitor device for release, 

calculations sin-rce October'1, 1991 .without having met calibration 

requirements was the lack of' effe 'ctive communication 
between a 

project engineer and the Performance and Reliability 
Group.  

A contributing cause to using the monitor in release calculati~ons 

without current calibration was the lack of formal controls 
to.  

ensure OffsiteDose Calculations Manual changes requiring 

surveillance-program updates are completed prior to 

implementation.  

The cause for the test exceeding the October 10, .1992 deadline 

was due to the failure of an-I&C staff member to enter 
the test 

into the I&C'internal test scheduling system.  

CORRECTIVE ACTIONS 

The following corrective actions are planned or are 
completed to 

prevent recurrence of the event: 

1. The project engineer and Performance staff members 
involved 

with the lack of effective communication have been 
apprised.  

-of this LER to ensure an-understanding of the implications 

of the eventL and the need- for effective communication 
and 

attention to detail.  

2. The I&C staff member involved-with the inappropriate 
action 

of not-entering the test into the I&C internal test 
scheduling system has been apprised of this LER to-ensure 

an 

understanding of the implications of the event and the 
need 

for attention to detail.  

3. Formal contro ls will, be es tablished by.March 31, 19 93 to 

ensure revisions to the 1P3 Offsite Dose Calculation 
Manual 

(ODCM),requiring surveillance program updates are completed 

prior to implementation.  

4. On December 9, 1992 the Technical Services Manager 

instituted a weekly report of surveillance tests not 

performed by an early completion date to department managers

and general managers. This will escalate missed, 

surveillances to management's attention for resolution 
prior 

to the end of the technical specification frequency 
time.  
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5. On December 16', 1992 the RAMS Building Vent Flow Rate 

Monitor Calibration Check on the flow element 
was completed.  

The results of the tests revealed that the flow 
elements 

were in calibration. The monitor was returned to' service on 

December 23, 1992.  

6. On August 3, 1992 a system engineer was assigned 
to the 

Radiation Monitor system area including the RAMS building 

flow rate monitor. The effectiveness of this assignment was 

demonstrated by the fact that the system engineer 
was the 

one who made initial discovery of this-event.  

ANALYSIS OF THE EVENT 

The event is reportable under lI0CFR50.73(a)(2)(i)(B). 
In 

accordance with plant technical specifications appendix 
B, 

section-3.2, table 3.2-1, item 4d., the flow rate measurement 

device for the RAMS vent flow rate monitor 
is required to be 

tested. The monitor was used in release calculations 
without a 

current refueling calibration from October 
1, 1991 to December 4, 

1992.  

SAFETY SIGNIFICANCE OF THE EVENT 

This event had no impact on the health and 
safety of the public.  

Based on the flow element being found in 
calibration on December 

16, 1992, the missed surveillance calibrations 
did not impact the 

-offsite dose calculations.  

During normal operations greater than 99 
percent of all gaseous 

releases occur through the main plant vent 
with negligible 

amounts released from the radioactive machine 
shop vent.  

SECURING FROM THE EVENT 

The monitor was returned to service on December 
23, 1992.  
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