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. S. Nuclear Regulatory Commission
Attention:  Document Control Desk
Washington, DC 20555

South Texas Project
Unit 2
Docket No. STN 50-499
Licensee Event Report 94-006
Fatlure to Fully Meet the Requirements of Technical Specifications
Due to an Inadequate Surveillance Procedure

Pursuant to 10CFRS0.73, Houston Lighting & Power submits the attached Unit 2 Licensee
Event Report 94-006 regarding a failure to fully meet the requirements of Technical
Specifications due to an inadequate surveillance procedure. This event did not have an adverse
effect on the health and safety of the public but clearly does not meet the standards for expected
operational performance

If you should have any questions on this matter, plesse contact Mr. J. M. Pinzon at
(512) 972-8027 or me at (512) 972-8664.
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Vice President,
Nuclear Generation
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On June 22, 1994, at 1610 hours, Unit 2 was in Mode | at 100% power. It was determined that an event that was
identified on June 21, 1994 at 0530 hours, was reportable. During performance of the monthly surveillance test
(channel check) for Accident Monitoring Instrumentation, the Containment secondary sump level indicator was declared
inoperable and the action statement was entered. During subsequent investigation as to the cause of the inoperable level
indicator, it was discovered that the power supply breaker for the instrument was open. Further investigation revealed
that the breaker had most probably been open since March 16, 1994, Unit 2 entered Mode 3. the applicable mode for
Accident Monitoring, on May 16, 1994,

I On July 11, 1994 at 1600 hours, both Units 1 and 2 were in Mode 1 at 100% power. During the follow-up review of
the June 21 event it was discovered that a surveillance procedure used to verify operability of Accident Monitoring
Instrumentation and Remote Shutdown Monitoring Instrumentation was inadequate in that it did not ensure operability
of selected channels. This condition has existed since initial fuel ioad.

The cause of these events was an inadequate surveillance procedure.  Surveillance orocedures are used to satisfy
Technical Specifications to ensure that the required equipment is operable. This procedure did not provide adequate
guidance to allow detection of inoperable channels.

Corrective actions are described within the Licensee Event Re&m.
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DESCRIPTION OF EVENT:

On June 21, 1994 at 0530 hours, Unit 2 was in Mode 1 at 100% power. During performance of the monthly
surveillance test (channel check) for Accident Monitoring Instrumentation, the Containment secondary sump
level indicator was reading "+ LO" on the Qualified Display Processing System. A "I LO" reading is
displayed by the Qualified Display Processing System when the input data is below the designated indication
range. The affected instrument may be in tolerance, but since it is reading below its expected range, it is
displayed as "4 LO". The validity of these readings was questioned since normally the instrument reading has
been three inches. A Service Request was written to investigate. The channel was declared inoperable and the
action statement was entered. At approximately 1200 hours, an Instruments and Controls planner was
performing a walkdown for the Service Request and discovered that the power supply breaker for the
instrument was open. Subsequent review of the Plant Computer Display system and review of control room
chart recorders, determined that the breaker had most probably been open since March 16, 1994,

On July 11, 1994, at approximately 1600 hours, after evaluation of the Remote Shutdown and Accident
Monitoring Instrument Channel Check surveillance procedure, for both Units | and 2, it was determined that
the surveillance was inadequate for performing a qualitative assessment for non-numeric indicating channels.
The procedure did not adequately provide a qualitative acceptance criteria to determine the difference between
off-scale and channel inoperability. This applied to all channels checks where the indication read less than zero
or high.

The surveillances were re-performed for the affected channels to re-evaluate whether the indication was
adequate for determining operabilit:  Based on this re-performance, at 1833 hours and 1856 hours, it was
determined that the Reactor Containn  Building Wide Range Level instrument (one per unit) had not been
adequately evaluated for operability b, = existing surveillance. The affected instruments were declared
inoperable and a Limited Condition for Gperation action statement for Technical Specification 3.3.3.6 was
entered for both Units | and 2.

CAUSE OF EVENT:

The cause of these events was determined to be an inadequate surveillance procedure. Surveillance procedures
are used to satisfy Technical Specifications to ensure that the required equipment is operable. This procedure
did not provide adequate guidance to allow detection of inoperable channels.

.T For the event that occurred on June 21, 1994, review of the Plant Computer Display system and control room
chart recorders, indicated that the breaker had most probably been open since March 16, 1994, The
investigation has not been able to determine why the breaker was opened.
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ANALYSIS OF EVENT:

Noncompliance with Technical Specifications exists when the requirements of the Limiting Condition for |

Operations and associated ACTION requirements are not met within the specified time intervals. The Accident
Monitoring Technical Specification action statement for containment sump narrow range level indication
(Technical Specification 3.3.3.6) allows one channel to be out of service for up to seven days, then the unit
must be placed in hot shutdown within the next 12 hours. This action statement was not met and is therefore
reportable per 10CFR50.73(a)(2)(i)(B).

[n addition, failure to have an adequate surveillance procedure for performing qualitative assessments for non-
numeric, Technical Specification required indication channels is reportable for both Units | and 2 pursuant to
10CFR50.73(a)(2)(1)(B) as an operation prohibited by Technical Specifications. This event did not produce
any additional risk to the public.

CORRECTIVE ACTIONS:

On June 21, 1994, the breaker for the Containment secondary sump narrow range level indicator was turned
on and the surveillance was successfully performed.

After the July 11, 1994 discovery, the following actions were implemented:

»  The surveillance was performed on both Units 1 and 2, to reevaluate whether the indication was adequate

for determining operability. [t was determined the Reactor Containment Building Wide Range Level
instruments (one per unit) had not been adequately evaluated for operability by the existing surveillance.

»  The Reactor Containment Building Wide Range Level instruments have been declared operable and
Technical Specification 3.3.3.6 was exited on July 19, 1994, at 1157 hours for Unit 2 and July 21, 1994
at 1412 hours for Unit 1.

*  The surveillance procedure was revised to provide adequate guidance to ensure instrument operability.
*  This Licensee Event Report and the need to monitor for abnormal, excessively low or high channel

readings during surveillance testing will be reviewed with Operations and Maintenance personnel by
August 4, 1994,
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ADDITIONAL INFORMATION

Unit 2 Licensee Event Report 93-014, Failure to meet Technical Specification Testino Requirements of the
containment Hydrogen Monitors was submitted to the Nuclear Regulatory Commission on September 15, 1993,
The cause of this event was an inadequate surveillance test procedure.

Unit 1 Licensee Event Report 92-004 described a previous, similar ever t in which 2 suiveillance test procedure
did not adequately perform the testing required by Technical Specifications. Reviews performed as a result
of this Licensee Event Report ideitified several deficiencies; however, they did not identify this particular
problem with testing of the Reacor Trip Bypass Breakers. This Licensee Event Report, as well as other
Licensee Event Reports, led to the development of the Surveillance Enhancement Program.The previous
ineffective corrective actions have been recognized and are being dealt with under the Surveillance Procedure
Enhancement Program.

A pilot project to enhance 51 high impact procedures, determined to be the most problematic by Licensee Event
Reports, Station Problem Reports and experience has been completed. This project yielded 211 discrepancies,
only 37 of which were technical in nature. An additional nine required further review to ensure Technical
Specification compliance. None of the problems were safety significant, and the lessons learned have been
incorporated into the ongoing Surveillance Procedure Enhancement Program. While additional discrepancies
are expected to be discovered during the course of the remainder of the Surveillance Procedure Enhancement
Program, the results of the pilot project, as well as the manner in which the pilot project procedures were
chosen, gives confidence that the discrepancies that may be found should also be of low significance.

LER- 94 \L94006R0 . U2 07/21/9%4 (3:47pm)



