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SGULEF STATES UTILITIES COMPANY

January 7., 1991
RBG=- 34275
File Nos., G%.5, G9.25,1.3

U.8. Nuclear Regulatory Carission
Docurent Control Desk
washington, D.C, 20555

Gent lemen

River Bend Statian « Unit 1
Docket No. 50=-458

Please find enclosed Revision 1 to Licensee Bveat Report No.
90-042 for River Bend Station - Unit 1, This revision is
submitted as a supplement to the original report.

Sincerely,

W, H. Odell
Manager-Oversight
River BPend Nuclear Group

&j/g/@%’/rxpg

ce: U.8. Nucl Requlatory Camission
611 Ryan Plaza Drive, Suite 1000
Arlington, TX 76011

NRC Resident Inspector
P.0O, Box 1051
St. Francisville, LA 70775

INPO Records Center
1100 Circle 75 Parkway
Atlanta, GA 30339-3064

Mr. C. R. Obergy

Public Utility Camnission of Texas

7800 Shoal Creex Blvd., Suite 400 North
Austin, TX 78757
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US NUCLEAR ASGULATORY COMMISSION

APPROVED OMEB NO 21800104
EXPIRES 43092
o # RESPONSE TO COMPLY WTN THIS
' LICENSEE EVENT REPORT (LER) Rt Ion. cor Lect IOk KEQUEST. 600 NHS FORWARD
TS REGARDING BU N ]
TEXT CONTINUATION D RERONTS MANAOEMENT BRANCYH (PEI0) 118 NUCLEAR
AEGULATORY COMMISSION WASHINGTON. OC 20856 AND 10

THE PAPERWORK SMEDUCTION PROJECT (115001041 OFFICE
OF MANAGEMENT AND BUDGET WASMINGTON OC 2066)
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T R AN AL T PYFEBANEL responsible for failing to restore the chain

barrier could not be determined.

On 11/29/90 an RP foreman and an RP technician performing a building
tour found an unsecured rope barrier at the entrance to residual heat
removal (RHR) "B" cubicle, & posted HRA, on the 70' elevation in the
auxiliary building, The RP technician immediately restored the
barrier and inspected the area for wunauthorized individuals. No
personnel were found in the area, Consequently, personnel responsible
for failing to restore the rope berrier could not be determined,

In another incident on 11/29/90, an RP foreman and an RP technician
performing a building tour found an unsecured rope barrier at the
entrance to RHR "A" cubicle, a posted HRA, on the 70' elevation in the
auxiliary building, The RP technician immediately restored the
barrier and inspected the area for unauthorized individuals. No
personnel were found in the area, The rope barrier was attached at
one end by the use of tape. This was a poor method and the barrier
could have been removed oy an unknewn individual or became unattached
due to failure of the tape.

On 12/6/90 at approximately 2200, a (RP) technician on a tour of the
containment building discovered a rope used to post and barricade a
high radiation area (HRA) unattached to its anchor on one end. The
rope was immediately restored. The barrier was located at
approximately the 141' elevation and was used to indicate an HRA
associated with the reactor sample sink drain line that ran against
the wall. This area is not normally accessible and the rope barrier
was attached to permanent structures at both ends using tie wraps and
tape. Also this area was inspected earlier on 12/05/90 and found to
be satisfactory. Explicit verifications of personnel dosimetry and
RWP requirements ware not required. This area is limited in size and
vieual observation by the RP technician was sufficient to confirm that
personnel were not in the area.

The root cause for this incident is indeterminate, the tape could have
failed or the rope could have been removed by an individual and not
restored properly.

A review of previous LERs reveeled a similar event reported in LER
90-010. 1In this case, an operator placed a rope barricade to one side
ai.? entered an HRA without meeting the Technical Specifications
requ. rements for entry. The HRA was left in an unbarricaded condition
while “he operstor was in the HRA,

CORRECTIVE ACTION

As a result of the two instances on 11/29/90 all high radiation areas
were inspected and no additional barriers were found unsecured. GSU
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TOT s Lo ranee CHIY ™ Jeneric problem exists with regard to posted
radiation protection barriers. As # result, a task force headed by
the Director-Radiological Programs has been established to determine
the causal factors associated with rhese incidents. The task force
will provide recommendations to the Plant Manager concerning its
findings. As an interim measure, daily inspections of high radiation
area postings will be performed pending completion of the task force
investigation. A supplemental report documenting corrective actions
will be issued by March 31, 1991,

SAFETY ASSESSMENT

Verifications of Technical Specification requirements (i.e.,, personnel
dosimetry and RWP requirements) were performed with no violations,
The problem reflected in these incidents has no operational impact.
Therefore, the health and safety of the public were not adversely
affected by these incidents,
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