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U. 8. Nuclear Regulatory Commission
Document Control Desk
Washington, DC 20555

Dear Sir:
HOPE CREEK GENERATING STATION
DOCKET NO. 50-354
UAIT NO. 1

LICENSEE EVENT REPORT 94~
This Licensee Event Report

the requirements of 10CFR

Sincerely,

General Manager -
Hope Creek Operations
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RESCRIPTION OF OCCURRENCE

Despite these measures a similar event occurred on 9/28/94, when a
Nuclear Shift Supervisor (NSS - SRO licensed), who was designated as
the command and control SRO, inadvertently walked out of the control
room area to the adjacent work control center for approximately 18
seconds. At the time, a SRO licensed NCO was in the control room
performing the NSS duties under direction of this NSS to regain his
proficiency. The NCO had completed 38 hours of the required 40 under
the direction of an SRO to regain his proficiency.

One additional event, which resulted from an allegation presented in a
meeting with the Chief Nuclear Officer, was investigated which occurred
some two years prior to the events described above. On June 3, 1992,
at 1338 hours, the NSS who had assumed the command and control role
inadvertently left the control room. The SNSS had turned over to the
NSS to attend a department staff meeting. Some time after the SNSS had
left the contro! room a problem was brought to the attention of the NSS
regarding control room chillers. The NSS decided to go to the
chillers, and contacted the STA (SRO licensed) to discuss the problem
and be relieved. Following this discussion, the NSS walked into the
rear of the contrel room area to get his hard hat and safety gear while
the STA returned to the work control office. Both individuals believed
the other was to remain in the control room; the NSS believed he had
turned over command and control while the STA believed the turnover was
yet to occur. The two individuals left from different doors that are
not visible from each other. The on duty NCO and a Quality Assurance
(QA) engineer who were in the control room realized no SRO was present
and paged the STA. The STA returned to the control room within three
minutes of the time he exited.

ANALYSIS OF OCCURRENCE

The Hope Creek Tech'.ical Specifications requires that a Senior Reactor
Operator shall be in the control room during OPERATIONAL CONDITION 1, 2
or 3. 1t also requires that when the Senior Nuclear Shift Supervisor
is absent from the control room in OPERATIONAL CONDITION 1, 2 or 3,
that an individual with a valid SRO license is designated to assume the
command and contreol function in the control room. The term valid SRO
regquires that personnel meet the requirements of 10 CFR 55.53 as
clarified in NUREG 1262.

The three events being reported a«ll relate to not meeting the proper
manning requirements of the above specification. The first event was
related to proficiency, while the remaining two events involve the
failure to maintain a SRO present in the control room.

Hope Creek had previously establisned a program to maintain proficiency
for individuals who are licensed, but are assigned to non-shift duties.
Staff personnel were required to stand the required number of shifts to
maintain their proficiency or perform the 40 hours of parallel duties
to regain their proficiency if it had expired. Typically, all staff












