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SUPPLEMENTARY INFORMATION

REPORT NO: 50-302/82-060/03L-0
FACILITY: Crystal River Unit #3
REPORT DATE: October 27, 1982

IDENTIFICATION DATE: September 27, 1982

OCCURRENCE DATE: February 1982

IDENTIFICATION OF OCCURRENCE:

On September 27, 1982, Florida Power Corporation Quality Programs Department
reported that no objective evidence existed to show that the containment cooling
system monthly surveillance had been completed for Feburary 1982,

CONDITIONS PRIOR TO OCCURRENCE:

Mode V (Cold Shutdown)

DESCRIPTION OF OCCURRENCE:

In February 1982, Technical Specification personnel were verbally informed that
the containment cooling system surveillance frequency was being changed from
monthly to quarterly. The control room surveillance status board was apparently
changed to reflect the anticipated revision. The anticipated revision, however, was
never approved or issued, thus the surveillance was not performed in February.
DESIGNATION OF APPARENT CAUSE:

This event was caused by personnel error, failure to follow approved procedures.

ANALYSIS OF OCCURRENCE:

There was no effect on public health or safety. Containment cooling system
surveillance performed in March showed that the system was operable.

CORRECTIVE ACTION:

On September 27, 1982, personnel were instructed on the importance of using
approved procedures in daily operations.

FAILURE DATA:

This is the first time that monthly surveillance required by Technical Specification
4.6.2.3.a was not performed as required.



