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Plant and System Identification:
Westinghouse 4-loop Pressurized Water Reactor
Identification of Occurrence:

In a review on March 25, 1986 of Significant Occurrence Report 86-119 it
was discovered that Large Gas Decay Tank releases had occurred between
March 3 and March 17, 1986 at times when the plant vent monitor should
have been deemed out-of-service because itz test had not been completed
within the required surveillance interval and independent sampling from
the Large Gas Decay Tanks had not been conducted.

Event Date: March 3, 1986
Diacover; Date: March 25, 1986
Report Due Date: April 24, 1986
Past Similar Occurrences: None
Description of Occurrence:

Indian Point 2 waes at cold shutdown during » refueling ovtage. Technical
Specification Table 4.10-4 requires a monthly source check of the plant
vent noble gas activity monitor, R-14, but the check was not performed
within the required interval.

The test, PT-61, "Process Radiation Monitor Source Check" wae issved
February 7, 1986 and was scheduled to be conducted bhetween February 11
and 18, 1986. It was completed on time for four other monitores included
in the test.

The check of R-14 was to be conducted on either February 17 or 18. The
monitcr is accesged by a steel ladder located outdoors. Periods of
various types of precipitation, including freezing precipitation,
occurred intermittently, beginning late on Februvary 16 and continuing
through Febrvary 18, making access to R-14 vnsafe. When data cannot be
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obtained, there are provisions for entering "N/A" in the appropriate data
sheet. The technician vsed the "N/A" entry in this instance, and
although it was correct, it was not appropriate because acceptable
numerical valves were recuired. Based on the "N/A" entry he later
incorrectly recorded satisfaction of the test criteria. Conseqguently,
the Senior Watch Supervisor (SWS) concluded that test operability
criteria were satisfied.

The Test organization received the test for final evalvation on Februvary
25, 1986. Upon review by the Test Engineer it wae discovered that R-14
had not been tested and therefore the test had not passed as originally
recorded. On February 28, the Test Engineer returned the test to the
Instrument and Control Section via a Test Resolution Report to correct
the record and initiate the reguired Significant Occurrence Report. A
follow-up date of March 10 was indicated. On March 18 the next monthly
surveillance test was satisfactorily completed. On March 21 2
Significant Occurrence Report was issued confirming the missed
surveillance. The monitor was not declared inoperable at that time
because the monthly surveillance for March had already been
satisfactorily completed. Thue during the missed interval the monitor
wae in fact capable of performing its intended function, notwithstanding
the missed surveillance interval.

Since the required surveillance was not completed for the period between
Februvary 25 and March 17 the monitor should have been declared inoperable.

Analysis of Occurrence:

Thie event ies reportable because the required surveillance interval was
exceeded and releases that occurred from March 3-17, 1986 were not made
in a2ccordance with Technical Specification section 3.9.B.2.

During this 15 day period the eaquivalent of 15 Large Gas Decay Tanks were
released without the additional sampling, analysie, and verification of
release rate calculations as required by Technical Specification Table
3.9-2, Pctione 1.and 6 when the subject monitor ie inoperable.

The health and safety of the public were not affected since the monitor
did in fact perform ite intend: © function during the entire time period.
All alarms and indication were verified to he working during an
additional surveillance test on March 7, and daily channel checke of the
monitor indicated proper operation during thie time period. The reaquired
sovrce check was completed on March 18 and it confirmed proper monitor
operation during the period since the prior surveillance.
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Cause of Occurrence:

The cause of this event was personnel failure to strictly adhere to a
procedure step. The test, as it was initially returned to the Test group
for evaluvation, was thought to have heen completed on time and to have
satisfied all operability criteria. If the test had been failed the
sorveillance interval requirement would have ‘heen satisfied and available
alterrative actions would have been taken to permit the releases that
occurred.

Corrective Action:

During the review of this event, and the interviews that were conducted
with personnel involved, the correct completion of this type of test
procedure was reinforced.

To further prevent recurrence, the provision in the general instruction
issued with each surveillance test, which permitted discretionary use of
an "N/A" entry, has been withdrawn. The use of an "N/A" entry continves
to be permitted on a case by case basgis in surveillance tests.
Additional guidance has been given to personnel with test-related
responsibilities concerning situvatione that require the attention of and
action by the SWS.




Consolidated Edison Company of New York, Inc.
4 Irving Place, New York. NY 10003
Telephone (212) 460-2533

June 27, 1986

Re: Indian Point Unit No. 2
Docket No. 50-247
LER-86-012-01

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

Dear Sirs:

Licensee Event Report LER-86-012-00 was submitted on April 24, 1986 in
accordance with the requirements of 10 CFR Part 50.73. A revision to
that LER is attached. Margin bars indicate changes frcin the initial
submittal.

Vcr:y/ truly yourl-,
2t
%%W[ . ?7!’ v R et

attach.

cc: Dr. Thomas E. Murley,
Regional Administrator - Region I
U. S. Nuclear Regulatory Commission
631 Park Avenue

KING OF PRUSSIA, PA 19406

Senior Resident Inspector

U. S. Nuclear Regulatory Commission
P. O. Box 38

Buchanan, New York 10511

INPO Records Center
Suite 1500
1100 Circle 75 Parkway

Atlanta, Georgia 30339



