


LER ATTACHMENT - RO #1-81-92

Facility: BSEP Unit Ne. 1 Event Date: December 26, 1981

This event occurred because Operations personnel failed to recognize an
identified instrument problem affecting PCIS instrument, 1-B21-LT-N0O17D-1, as
requiring technical specification corrective action. As a result, the
required corrective actions were not performed within the specified time
frame.

On December 26, 1981, the on-duty auxiliary operator observed and recorded on
the auxiliary operator's Daily Surveillance Report (DSR) a 2 210" reading for
the NO17D-1 instrument, which was significantly higher than shown by the other
redundant level instruments. This person failed to recognize the operability
requirement associated with the instrument; consequently, he did not alert the
Control Operator to the problem either by word of mouth or submission of a
work request authorization to investigate and repair the prcblem. In
addition, the Control Operator and Shift Foreman in reviewing the auxiliary
operator's Daily Surveillance Report, also failed to recognize that a possible
problem existed. This sequence of these events was duplicated on December 27,
1981.

On December 28, 1981, a different auxiliary operator identified and documented
this problem in the auxiliary operator DSR. He also submitted work
authorization to investigate and repair the instrument. In reviewing the work
authorization request form, the on-duty Senior Control Operator failed to
recognize this was NO17D-1, a technical specification related instrument.
Therefore, the correct action statement was not entered.

On December 29, 1981, a work authorization was written on B21-LT-NO17D-2, a
non-technical specification related instrument, which stated that it was
failed upscale. While repair work was in progress on N017D-2 on December 31,
1981, a discussion between Maintenance personnel and the on-duty Control
Operator alerted him to the questionable operability of NO17D-1 which was also
pegged high. Following an immediate review of the technical specifications
requirements involving the operability of N017D-1, a half scram was manually
initiated on channel B. However, the operator failed to note that the N017D-1
instrument was also required in the PCIS section of instrumentation in the
technical specifications and, therefore, he did not enter the required Action
Statement 3.3.2b. Following a review of PCIS logic on January 6, 1982, it was
determined that the appropriate action statement had not been entered on
December 26, 1981, or December 31, 1981. When this problem was noted on
January 6, 1982, the instrument had already been returned to service.

As a result of this event, the involved personnel were counseled concerning
the importance of immediate identification and notification of any abnormal
indications relating to technical specification instruments and a more
thorough review of technical specification applicability for failed
instruments,

In addition, the following corrective actions have been accomplished or are in
progress in an effort to prevent future events of this type:



The Control Operator and auxiliary operator DSRs have been thoroughly
reviewed and extensively revised. Where practical, the responsibility
for technical specifications related surveillance responsibility has been
assigned to the Control Operator. In both DSRs, applicable technical
specification tolerances have been identified. In addition, all monthly
required surveillances are identified in separate PTs and do not appear
in either DSR. Also, where applicable, all instrument channel checks are
now performed by comparison with similar required instrument indications.

A new procedure has been developed, with expected implementation by July
31, 1982, to provide a cross reference of technical specifications
related plant instrumentation. This procedure will define which
instruments comprise a particular reactor instrumentation trip channel in
order to provide the Control Operator with a more concise understanding
of each required technical specifications action statements in a uniform
and timely manner. All licensed personnel will receive instruction on
the use of this procedure,.

Each operating shift has conducted a thorough review of this event with
emphasis on the need to be alert to changes in plant instrumentation
trending. In addition, an on-shift seminar with each operating shift was
conducted which covered DSR readings and trending, the basis and purpose
of instrumentation checks, and the operability concerns of recently
installed aunalog type instrumentation.



