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WELECTRIC
June 8, 1992

Williae J. Cahill, Jr.
Group Vice President

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

SUBJECT: COMANCHE PEAK STEAM ELECTRIC STATION (CPSES)
DOCKET NO. 50-445
CONDITION PROMIBITED BY TECHNICAL SPECIFICATIONS
LICENSEE EVENT REPORT 92-010-00
Gent lemen:
Enclosed is Licensee Event Report 92-010-00 for Comanche Peak Steam Electric
Station Unit 1, “Violation of Technical Specifications Due to Personnel

Error in Not Performing a Conditional Surveillance Prior to Reactor
Startup”.

Sincerely,

it AN

William J. Cahill, Jr,
JET/tg

¢ = Mr. R, D. Martin, Region IV
Resident Inspectors, CPSES (2)
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I. DRESCRIPTION OF THE REPORTABLE EVENT
A.

REPORTABLE EVENT CLASSIFICATION
Any operation or condition prohibited by the plant's Techuical Specificati- -.s.
PLANT OPERATING COINDITIONS PRIOR TO THE EVENT

On May 9, 1992, Comanche Peak Steam Electric Station (CPSES) Unit 1 was in
Mode 3, Hot Standby, making preparations to startup the reactor after recovering
from a reactor trip that occurred at 2309 on May 8, 1992 (1 2ported in Licersee Event
Report (LER) 22-009-00).

STATUS OF STRUCTURES, SYSTEMS, OR COMPONENTS
THAT WERE INOPERABLE AT THE START C/ THE EVENT
AND THAT CONTRIBUTED TO THE EVENT

There were no inoperable structures, systems or components that contributed to the
event.

NARRATIVE SUMMARY OF THE EVENT, INCLUDING DATES AND
APPROXIMATE TIMES

CPSES Unit 1 experienced a reactor trip at 2309 on May 8, 1992. Technical
Specification surveillance 4.3.1.1.2b requires an Analog Channel Operational Test
(ACQT) be performed prior tu each reactor startup to verify the power range neutron
flux low setpoint. The surveillance is applicable for Mode 2 and Mode 1 below P-10
(approximately 10 percent reactor power).

At 0700 on May 9, 1992, the Instrumentation ~nd Contro! [I&C) surveillance test
coordinator (utility, non-licens »d) was reques...d by his supeivisor (utility, non-
licensed) to verify that the surveillance tests he had scheduled would meet Technical
Specificatian requirements for the reactor startup. One of the required tests was an
Ar iog Channel Operational Test (ACOT) on the power range nuclear instrument
(CUS(DET)(JL)) neutron flux low setpoint. The surveillance test frequancy is within
31 days prior to the reactor startup. The I&C surveillance test coordinator incorrectly
determined that the ¢ arterly surveillance for power range channel N41, which had
been performed with. . the past 31 days, performed an ACOT on the neutron flux low
setpoint. In actuality, the surveillance only tested the high setpoint. As a result, the
I&C surveillance test coordinator reported that only three of four power range nuclear
histruments needed to be tested and power range nuclear instrument N41 was not
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C SAFETY CONSEQUENCES AND IMPLICATIONS OF THE EVENT

IV. CAUSE OF THE EVENT
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coordinator had no second check. upervisory oversight consisted of verbal reports

from the |&C surveillance test coordine. > to management on the status of the
surveillance test requirements

GENERIC CONSIDERATIONS

The potential exists that there are other areas of surveillance compliance where a single
gerson or process is relied upon to perform a function without benefit of a second check.

V. CORRECTIVE ACTIONS
CORRECTIVE ACTIONS TO PREVENT RECURRENCE

ROOT CAUSE

1. Lack of attention by the I&C surveillance test coordinainr in that he did not
ad~quately determine surveillance requirements prior to Unit 1 reactor startup.

CORRECTIVE ACTION

The appropriate action per the TU Electric Discipline Program was
implemented for the individuals involved.

A task team was formed to review the surveihance test process at CPSES. The
surveillance task team will standardize the methods each departitent uses to
comply with the surveillance test program, including the responsibility and
accountability assignea to each Department's surveillance test coordinator.

2. Supervisory oversight was less than adequate in that the |&C surveillance test

coordinatc: had no second check.
CORRECTIVE ACTION

The surveillance task team is performing - .eview of each Department's
surveillance program to identity any areas where a second check is not utilized
to ensure survelllances are performed when required. Areas identified will be
changed to include a second check in the process.

The surveillance task team is standardizing the methods used by different
departments in scheduling, tracking and recording surveillance tests. The




- TXX-92251

WAC FORM Se0h Y APPROVED OMB NO 316040
v EXPIRES 42002
ESTIMATED BURDEN PR RESPONSE TO COMPLY WiTh THIS INFORMATION
COLLECTION REQUEST 800 MRS FORWARD COMMENTS REGARDING
L'CENSEE EVENT REPORT (LEn) BURDEN ESTIMATE TO TWE RECORDS AND REPDRTS MANAGEMENT
TEXT CONT|NUAT'°N BRANCH [P630). U S NUCLEAR REGULATORY COMMISSION. WASHING TON

DC. 20658 AND TO THE PAPERWORK REDUCTION PROJECT (3150-0104)
OFFIOE OF MANAGEMENT AND BUDGE T, WASHINGTON, DC. 20603

[ Fachhy Name (1] Tockel Murmest (&) TER Nambe: (8] Page ()
Yoar FiU5 - Y

COMANCHE PEAK-UNIT 1 |0]5]0]0{0]4]4]5[BT2]-0]110]- [0]0]0/6| o |0]7

Tox! (7 MOr® SACE 1 WQUIed. Use AUGTINY MAL Form JB0AS) (17

maintenance database used to track surveillance tests has been reviewed and
changes are in progress to standardize the descriptions and scheduling of the
tests. This will allow management to more easily perform an independent
review of upcoming surveillance test requirements.

GENERIC CONSIDERATIONS

The potenual exists that there are other areas of surveillance compliance where
a singlo person or process is relied upon to perform a function without benefit of
a second check.

CORRECTIVE ACTION

As stated above, the surveillance task team is performing a review of each
Department's surveillance program to identity any areas where a second check
is not utilized to ensure surveillances are performed when required. Areas
identified will be changed to include a second check in the process.

Vi. PREVIOUS SIMILAR EVENTS

The following LERs have been written to document events caused by cognitive personnel
error leading to non-compliance with Technical Specification surveillance tests:

LER 80-010 LER 91-017
LER 90-024 LER 91-028
LER 90-034 LER 92-002
LER 91-011 LER 92-006

The situations, root causes and corrective actions of these events are sufficiently different
from this event to conclude that corrective actions could not be expected to have
prevented this event. There is, however, similarities in several of these events including
lack of self veriiication and second checking by the personnel involved. As a result, plant
management established a surveillance task team to correct problems experienced with
surveillance test compliance. The task team's emphasis is to standardize all departments
in the implementation of the surveiliance test program and to implement aggressive
methods for enforcing self checking by the surveiliance coordinators and second checking
of activities involving surveillance test compliance. The corrective actions stated in this
report ara part of the task team's corrective actions.
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Vil. ADDITIONAL INFORMATION

The times listed in the report are approximate and Central Dayligtit Time.




