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Tunneme Vacty Aunorty Pxt Of' ice Bos ?t>J0 So14-Det,y Tennence 37379

J. L. Wilson
v.ce ement. soman tauciew nant

July 9, 1992
_

U.S. Nuclear Regulatory Commission
-ATTN - Document Control Desk
Washington, D.C. 20555

Gentlemen

TENNESSEE VALLEY AUTHORITY - SEQUOYAH NUCLEAR PLANT UNIT 2 - DOCKET
NO. 50-328 - FACILITY OPERATING LICENSE DPR-79 - LICENSEE EVENT REPORT
(LER) 50-328/92006

The enclosed LER provides details concerning a failure to perform a
surveillance instruction for verification of boron concentration in a
cold leg accumulator within the required timeframe. This event is being
reported in accordance with 10 CFR 50.73(a)(2)(i) as an operation
prohibited by technical specifications.

Sincerely,
;, - _

J; . i son

En' closure
cc See page 2
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U.S. Nuclear Regulatory Commission
Page 2
July 9, 1992

cc (Enclosure):
INPO Records Center
Institute of Nuclear Power Operations
1100 Circle 75 Parkway, Suite 1500
Atlanta, Georgia 30339

E
Mr. D. E. LaBarge, Project Manager
U.S. Nuclear Regulatory Commission
One White Flint, North

11555 Rockville Pike
Rockville, Maryland 20852

NRC Resident Inspector
Sequoyah Nuclear Plant
2600 Igou Ferry Road
Soddy-Daisy, Tennessee 37379

Mr. B. A. Wilson, Project Chief
U.S. Nuclear Regulatory Commission
Region II
101 Marietta Street NW, Suite 2900

'

Atlanta, Georgia 30323
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| NRC Form 366 U.S. NUCLEAR REGULA10RV COMMIS$10N Approved OMD No. 3150-0104
,

(6-89) Expires 4/30/92
LICENSEE EVENT REPORT (LER)

FACILITY NAME (1) |00CKETNUMBER(2) |_EAGL13L
_5equoJoh.llutltAE_ElenL_ Unit 2 101519jQJDjjjl.jLjljQLLQ(J
TITLE (4) Failure to Perform a Surveillance Instruction Within the Required Time Frame

_[yWLDAY (5) i 1QLnVMDIR (6) i RLEQRLJ1 ATE (7) | 0iHER FACIL111Li_11NOLYLQ_181

| | | | |5EQUENTIAL| | REVISION | | | | FACILITY NAMES |DOCKETNUMBER(S)

tMNllilJALlYEARJYIA1}_j NUTTER I | NUMBERJt10sitileAL1 YEAR I [Q15101010]_l_1_

i I I |_I l_I I I I I I

_ollLoldl3L213L2L_101016 I I O I o LallLaL119121 1931121DjnLLl_
OPERATING | |TH15 REPORT IS SUBMITTED PURSUANT TO THE REQUIREMENTS OF 10 CFR 6:

MODE | L_LChtcLont_gt.Enre of the f ollpying1111)
(9) 11 | |20.402(b) |_|20.405(c) |_]50.73(a)(2)(iv) |_|73.71(b)

POWER | L_|20.405ia)(1)(1) |_l50.36(c)(1) |_l50.73(a)(2)(v) |_|73.71(c)
LEVEL | |_|20.405(a)(1)(ii) |_|50.36(c)(2) |_|50.73(a)(2)(vii) |_|0THER(Specifyin

_U-.0L} LjLlLl_ l 20. 405 ( a ) ( 1 ) ( i i i ) |K&l50.73(a)(2)(1) |_|50.73(a)(2)(viii)(A) | Abstract below and in
L.120.405(a)(1)(iv) |_|50.73(a)(2)(ii) |_|50.73(a)(2)(vill)(B) | Text. NRC Form 366A)

1_Jz0aoS(sunte I -- 150231anziuiLLl_15023Leli2 H x) I

LI[LHSELCQNIACT FOR THILLER_ill) ._

NAME | TELEPHOME_DVitBER

|AREACODE|
_.J onlaf ranexs kidomaliant_Liten s i ng j6|1 15 l 814131 I 7 i LJ 419

.COMELCIEJHLslHLf0R EACH COMEONLULIA11VELEESERIDID_1fLI1115 REPORT (131

| | | | REPORTABLE | | | | | | REPORTABLE |

caustisnlinLc0ncoutnIJmnvrAciuRERLittnol l IcauttisnitnLc0ntantttLitEUVIACIURIEL1 Luer 05 I
I I I I I I I I | 1 I

LJ_LJ_L1_L_L_l_1 - I ! 1 LJ L_LJ l l _LLJ_1 1

I | | | I I I I I I |

1 1 l | | 1 LLJ l I l i I I I I I I I i i I I I

SUEELEMENTAL REPOELEKEILJIQ_Lld) | EXPECTED |tIQtJJ11LRAlllLAJL
_ L__ | SUBMISSION | | |

_ LYL1_11Lym sorpleie_IAEECILD_5UDML5s10n_DA1LL_lljJO I DALL115LL1 I l l I

ABSIRACT (Limit to 1400 spaces, i.e., approximately fif teen single-space typewritten lines) (16)

On June 9, 1992, at approximately 1750 Eestern daylight time, with Unit 2 in power
ope ration at approximately 100 percent, the operator at the controls (OAC) determined
that a surveillance instruction (SI) for verification of boron concentration in the cold
leg accumulator had not been performed within the timef rame required by technical
specifications. The missed SI was identified during routine performance of the control
room shif t log survelliance instruction when the OAC observed that a cold leg
accumulator level increase had occurred during a previous shilt, and boron concentration
had not been verified. The SI was not performed within time limits because of
inadequate communications and follow-up. Upon discovery of the missed SI, Operations
immediately entered Limiting Condition for Operation (LCO) 3.5.1.1.a and notified the
Radiochemistry Laborc'ory to verify boron concentration in the accun.alator. The cold
leg accumulator was sampled, boron conc <tatC S w was found well within technical
specification requirements, and the LCO wan-nt; ed.

'

NRC Form 366(6-89)
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NRC F,orm 366A U.S. NUCLEAR RE^AllATORY CCDIISSION Approvsd OMB No. 3150-010'
,

(6-89)- Empires 4/30/92 l

LICDGEE LVENT REf9RI (LER) |
,

TEXT CONTINUATION
,

l

FACit11Y NAME (1) |DOCKETNUMBER(2)} t[RJfdMBER (61 i L_JMEl3)
| | | |$[QUENTIAL| | REVISION | | | | |

S:quoyah Nuclear Plant. Unit 2 | }1EA ll _l J MBER l . . j JMMBELj | | | |
10}5]alalalL1L18JLIL1--l 0 ! O I 6 l--13_L_LLDL210fLOLL

TEXT (If more space is required. use additf onal NRC fonn 366A's) (17)

1. PLANT CONDITIONS

Unit 2 was in power operatica at approximately 100 percent.

II. DESCRIPTIDN OF EVENT

A. Ev.ent

On June 9,1992, at approximately 1750 Eastern daylight time (EDT), the operator
at the controls (OAC) determined that a surveillance instruction (SI) for
verification c,f boron concentration in the No. 4 cold leg accumulator (CLA)
(EIIS Code BP) had not been performed within the timeframe required by Snical
specifications (TSs). The missed SI was discovered during routine performance
of the control room shift log SI when the OAC observed that a cold leg
accumulator level increase had occurred during a previous shift, and boron
conct.htration had not been verified in accordance with Surveillance
Requirement (SR) 4.5.1.1.1.b. This SR required verification of boron
concentration within six hours of solation volume increase of greater or equal
to one percent of the tank volume.

Ino nerabh_S_t ruc.t u re a ucomponen t a.,_ar_Sy n temsJha t_ Cont ribu ted_t o_theltentB. t

None.

C. Datea_and_Approximatelimes_oLMajor_Rc.currences

June 9, 1992 During performance of the shift log SI, the OAC
at 0230 EDT- observed that the No. 4 CLA level had increased by

100 gallons. The OAC contacted the Radiochemistry
Laboratory and requested performance of an SI to
verify boron concentration.

June 9, 1992 The day shift 0AC assumed shift.
at 0816 EDT

June 9, 1992 The day shif t 0AC perf( med the shift log SI,
0816-1200 EDT recording a lev ' nerease of greater than

100 gallons, ano d not recognize additional action
was required.

June 9, 1992 The evening shift 0AC assumed shift.
at 1636 EDT

June 9, 1992 During performance of the shift log, the OAC
at 1750 EDT determined that the No. 4 CLA level increased by more

than 100 gallons, performed further review, and
determined that an SI had been missed. Limited
Condition for Operation (LCO) 3.5.1.1.a was entered.

.NRC form 366(6-89)
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'

(6-89) Empir s 4/30/92
LIELMSEE LVLWT REPORT (LER)

'

TEXT CONTINUATION

FACILITY NAME (1) |DOCKETNUMBER(2)| LER NUMBER (f) l | PAGL(3)
| | | |$EQUENTIAL| | REVISION] | | | |

Sequoyah Nucicar Plant. Unit 2 | lYEARl I NUMAER |__{_LMEIJL1 | | | |
1015101010]1j 2 18 19 12 |--l 0 1 0 1 6 |--| L| 0 IJLaloIjal_L

TEXT (If more space is required, use additional NRC Form 366A's) (17)

June 9, 1992 Boron concentration for the No. 4 CLA was
at 1840 EDT determined to be well within the TS limits

(2,536 parts per million [ ppm)), and LCO 3.5.1.1.a
.

was exited.

D. Q11tgr Systems or Seeondary__Enncligng_Affstad

None.

E. tielho1Lof DisfaY.try

The missed SI was discovered during routine performance of the control room
shift log SI when the OAC observed that a cold leg accumulator level increase
had occurred during a previous shift, and boron concentration had not been
verifled.

.F. Operator Actions

Upon discovery of the missed SI, LCO 3.5.1.1.a was entered, and the OAC
requested the Radiochemical Laboratory to perform the SI.

G. Safetv SyainnLAcaponaca
-

Not applicable - no safety system responses were required.

III. 'CAUSE OF Tile EVENT

A. Imediate Caunca

The immediate cause of the event was a result of inadequate communications
I between Operations and Chemistry personnel. From the investigation, no record

could be identified indicating 'hemistry's receipt of the request to '. ample the
OLA. The investigation identified that when Operations called the
Radiochemistry Laboratory to request a CLA sample, key information such as the
urgency of the sample was not communicated, and verbatim repeat-back was not
used, as is required by site procedure.

B. Eno_Lfauan ~

The root cause of the event was determined to be of a lack of formality in oral
and written communications. The OAC did not enter the level increase in the
daily journa) and did not follow-up the request to Chemistry to ensure

i

E performance of sampling and analysis by the Chemistry personnel.

|'
1
:

|
|

|
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(6-89) Enpiros 4/30/92
LICLMSEE IYLWT REPORT (LER)

, ,

TEXT CONTINUATION

FACIL!iY NAME (1) |DOCKETNUMDER(2) i LER IM1[lER (6) 1 j PAGLO)
| | | |$EQUENTIAL| | REVISION | |-| | |

Sequoyah Nuclear Plant. Unit 2 | jyEAILj_ |_fM1BER j__l_tMjDfjL { | | | |
jolilojolal3JLleJ9JL1--LoJ_n_LL1=La ! o ! 014!ori o! s._

TEXT (If more space is required, use additional NRC form 366A's) (17)

c. Contributing _.factora

As a result of the lack of formality in communications, the need for action was
not identified in the shift turnover for either the Operations or Chemistry
organizations. The relief OAC did not properly review data and, therefore, did
not recognize that additional action was required.

IV. ANALYSIS OF Tile EVENT

The CLAs are designed to ensure that a sufficient vo1*vne of borated water will be
forced into the core in the event of a large line break. Subsequent analysis
determined that the boron concentration was 2,536 ppm, well above the TS limit of
2,400 ppm. Therefore, there was no impact as a result of the level increase. The
missed SI did not have an adverse effect on the health and safety of plant personnel
or the public.

V. CORRECTIVE ACTION

A. Imediata_.Correntile_/Ations

The immediate corrective action was to perform the SI to determine if the CLA
boron concentration was acceptable.

B. CorrentlyL Action _to_Errvent_Resuricace

The importance and necessity for rigorous, consistent application of operational
tools (communications, turnover, and journal-keeping) has been reemphasized.

Appropriate disciplinary action has been taken with the involved individuals.

Additionally, the Operations manager and Operations superintendent will monitor
operator performance and determine effectiveness.

VI. ADDITIONAL INFORMATION

A. failed _fomp_on.cntso

None.

|
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,

'(6-8 p- Empires 4/30/92*

LICENSEE E\*ENT REPORT (LIT!)
, ,,

TEXT C0;41INUAT10N

TACitih $ W 't) |DOCKETNUMBER(2)1 LER_t41)t2ER (6) | | PAGLill_
| | | |$EQUEkTIAL| | REVISION | | | | |

.F N"ouh Nuclear Plant, Unit 2 | lYEARl I NUMBER l 1 NUMBIL1 | | |.|
_-

lQhlalpl0LLll_[S 1912 l-LQJ 016 |-l 01 01 O! sintLaLLgz, ,,
_tif more space is required, use additional NRC Form 366A's) (17)66; ; .i i?A

~ + ,

[ B. Pieriona_Eimilar Etenta
1

I A review of p;evious events identified one LER (50 -328/88011) ssociated with
*he failure to perform cn SI within the applicabb timeframe for verification of:

LA boron to..- en t ra t ion . The cause of this event as a result of a
:=isinterpretatica of t'ne TS requiremenes. The actions of training and procedure:

,

; $ 3.. . i inhancement would not have prevented the current event.
Aas .

Other SQN events involving ope.:stor performance have bew sorted (e.g.,
LER 50-327/91015, " Fire Watch Patrol was Not Perfcrmed Because of Inadequate
Shift Tarnover," LER 50-327/92006, " Failure to Properly Vef.fy Reactor Coolant
System Flow Above TS Limits," and LER 50-328/92007, " Entry into Mode 4 013 ration
Without Two Operable Containment Spray Systems Caused by Inadequate

i Configuration Control"). Corrective actions for these events, with the

j exception of LER 50-328/92007, involved correct!.ng specific aspects of
')perations' administrative processes without an integruted review of the process
and implementation. Past corrective actions did not prevent the event discussed
in this report because of the narrow scope of the actions. Collectively, the

,

generic issue of inadequate corr.nuiications, turnover, and journal-keeping by t'ie RF

Operat*ons staff is being addressed by actions identified in LER 50-328/97007. I % '-
M 'he actions of LER 50-328/92007 have been initi1ted; however, insufficient time I

had pe ~1 at ',he time of this event to realize the full effects.

( *i> of those action. should prevent recurrence of the c;rrent event.Imp 1mant

VII. M1MITMENTS .

None.

>

NRC Form 366(6-89)

. -- _ - _ _ - _ _ _ _ - _ _ _ _ ___ -____________-___ _ _ _ _ _ _ _ _ _ _ _ _ _ _


