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Tech. Spec. Violation Due to Exceeding Time Limit on Surveillance Test
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Abstract: 86-016
.

On March 25, 1986, with Unit 1 at 100 percent power in
Operational Mode 1, surveillance testing of the Reactor Edclosure -

HVAC isolation resulted in the trip channel being ihoperable for
greater than the two-hour limit allowed for surveill5nce testing
purposes by the Technical Specifications. Technical
Specifications 3.3.2.b requires that, with the number of channels
operable less than required by Table 3.3.2-1, "the inoperable
channel be restored to operable status within two hours or the
action required by Table 3.3.2-1 for that trip function shall be
taken". Therefore, if the surveillance test (ST) cannot be
successfully completed within two hours from the start of the
test, the affected trip channel must be made to conform with the
appropriate action statement within one additional hour. The

,

affected trip channel remained in the untripped condition for i
four hours and nine minutes beyond the two-hour limit. Upon .

. recognition of the noncompliance, the Reactor Enclosure HVAC was
isolated. The cause of this event was inadequate communication

'

between the I&C technicians and the Chief Operator. Improved
communication techniques.have been discussed with personnel and
additional control measures are being implemented to preclude
this event from recurring.
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Unit Conditions Prior to the Event: i

|

Operation Mode 1 (Power)

100 Percent Power

Description of the Event: !

On March 25, 1986, I&C technicians were performing surveillance
test ST-2-076-401-1, "NSSSS Outside Atmosphere to Reactor
Enclosure Differential Pressure - Low: Channel B
Calibration / Functional Test". The surveillance test began at
1300 hours and the two-hour surveillance limit expired at 1500
hours. Prior to the limit expiration, the I&C technicians
performing the test notified the Chief Operator that they were ,

having problems calibrating the instrumentation but did not
explicitly inform him that the surveillance test two hour limit

,

would shortly expira. At that time, the action associated with
the Limiting Condition for Operation of Technical Specification
3.3.2 should have been taken.

Due to inadequate communications between the I&C technicians and
the Chief Operator, the two-hour limit for the inoperable trip
channel went unacknowledged. At this time, the day shift
technicians and afternoon shift technicians were working together
in order to complete calibration of the instrumentation. The day
shift technicians left for the day, and the afternoon shift
technicians, who continued having problems with the
instrumentation, checked with shift supervision to ensure that
the required action had been taken. At 1909 hours, Technical
Specifications were complied with by initiating a Reactor
Enclosure HVAC isolation. The surveillance test was completed !

and the affected channel returned to operable status at 2200
hours.

The EIIS code for this system (Nuclear Steam Supply Shutoff
System) is JM.
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Consequences of the Event: -

The Technical Specifications (Section 3.3.2) allow the instrument
channel to be made inoperable for the two-hour interval in order
to conduct the required surveillance. An additional hour is
provided to verify the affected system isolation valves are
closed and to declare the affected system inoperable. The
failure to place the inoperable trip channel in the isolated
condition, when required, resulted in the Reactor Enclosure HVAC
being in violation of Technical Specifications for a period of
approximately three hours.

The possible consequences detrimental to secondary containment
integrity as a result of this event are minimal due to the f act
that the isolation barriers are redundant, so that failure of a
single barrier will not prevent isolation of the containment.
Therefore, with the 'B' channel inoperable, due to testing, the
'A' channel is operational and can provide isolation if required.

If one or more of the barriers for the 'A' channel would fail to
close when required during an accident transient, concurrent with
the 'B' channel was being tested, a release of radioactivity to

-

the outside atmosphere could occur. Proper observation of the
surveillance test time requirements limits the potential for such
a scenario. In addition, the probability of these multiple
failures occurring together is very low.

Cause of the Event:

This event was caused by a cognitive personnel error which
occurred as a result of inef fective communication between the I&C
technicians and the Chief Operator.
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While per forming the ST, the technicians had to recalibrate the
differential pressure sensing device. During this recalibration,
problems were experienced with a test instrument and the ST was
not completed during the two-hour time limit which expired at
1500 hours. When the I&C technicians realized that the two-hour
limit would be exceeded, they contacted the Chief Operator to
make him aware of this fact. The breakdown in communication
occurred at this time. The I&C tech ~nicians conveyed the message
to the Chief Operator that they were having trcuble calibrating
the instrumentation for the ST. The I&C technicians did not
explicitly tell the Chief Operator that the two-hour limit for
performing the surveillance test would not be met. Consequently,
shift operations did not take the appropriate action for the LCO.

The root cause for this event is verbal communication which was
non-specific. The I&C technicians conversed in language which
was too general and which did not convey the intended message to
the Chief Operator. This could have been avoided by using
specific language in communications to shift operations.

The Chief Operator is a licensed Senior Reactor Operator who is a
utility employee, and the I&C technicians are contractor
employees. There were no unusual characteristics of the work
location, such as heat, noise, etc., that contributed directly to
the error.

Corrective Actions:

At 1909 hours, the required action for Technical Specification
Table 3.3.2-1 was met by initiating Reactor Enclosure HVAC
isolation. The surveillance test was completed and the affected -

channel returned to operable status at 2200 hours.
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Actions Taken to Prevent Recurrence:
,

The following steps have been taken to prevent recurrence:

1. The importance of ef fective communication was discussed
with the I&C technicians as item #3 of the "All Hands"
meeting of April 9, 1986. This incident and the
inadequate communication between the technicians and the
Chief Operator were specifically discussed.

2. Memo I&C #353, dated April 22, 1986, has been issued to
the I&C personnel to remind them of their responsibility
to ensure that their message is understood when
communicating with shift operating personnel. The memo
specifically mentions that, if the two-hour limit may be
exceeded in an ST, the person to whom you are speaking
should repeat your medsage including the system affected
and the fact that a surveillance test is involved.

3. As an additional measure, a surveillance test timer will
be utilized to ensure allo.nble surveillance test time
periods are not exceeded without proper notification to :

shift operations. This timer will be located in the
control room and will sound when the initial time period
has expired. The ST will then be checked to be sure it
is complete or whether the appropriate action has been
taken.

Previous Similar Occurrences:

LER 85-014
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PHILADELPHIA ELECTRIC COMPANY
23O1 MARKET STREET

P.O. BOX 8699

PHILADELPHIA. PA.19101

(2isi s4i-4 April 24, 1986

Docket No. 50-352

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

SUBJECT: Licensee Event Report
Limerick Generating Station - Unit 1

This LER deals with a Technical Specification violation due
to surveillance testing exceeding the allowable time limit.

Reference: Docket No. 50-352
Report Number: 86-016
Revision Number: 00
Event Date: March 25, 1986
Repor t Date: April 24, 1986
Facility: Limerick Generating Station

P.O. Box A, Sanatoga, PA 19464

This LER is being submitted pursuant to the requirements of
10 CFR 50.73 (a) (2) (1) (B) .

Ver truly yours

)~
G. M. Leitch
Superintendent
Nuclear Generation Division

cc: Dr. Thomas E. Murley, Administrator, Region I, USNRC
E. M. Kelly, Senior Resident Site Inspector
See Service List
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