DUKE POWER COMPANY
OCONEE UNIT I

Report No.: RO-269/77-21
Report Date: July 13, 1977
Occurrence Date: June 29, 1977
FactlLty:

Oconce Un t

1,

Seneca,

South Carottnn

Identification of Occurrence: Two trains of penetration room ventilation
inadvertently removed from service
Conditions Prior to Occurrence: Unit at 100 percent full power.
Description of Occurrence:
On June.28, 1977, the "A" train of penetration room ventilation was
to be
removed from service to permit replacement of the carbon filters.
In the
process of tagging out the "A" train of the penetration room ventilation,
the "A" train fan was tagged out and the "B" train suction isolation
valve
PR-16 was mistakenly closed, tagged and locked. This action resulted
in
both trains of the.penetration room ventilation being inoperable
although
it was not realized at that time.
Maintenance personnel observing the
red tag on valve PR-16 believed this was the filter to be replaced
and
hence the "B" train penetration room filter was replaced.
Approximately 24 hours later a test was performed on the "B" train
of the
penetration room ventilation system in order to assure its operability
in
accordance with Technical Specification 3.15. During conduct
of this test,
valve PR-16 was found to be closed, however, it was not locked
and the red
tag was missing. The valve was opened and locked to satisfy the
normal
conditions for that valve and the test of active components was performed.
Approximately 30 hours after both trains were removed from service,
it was
discovered that the filter had been replaced in the "B" train rather
than
the "A" train.
A test was immediately performed on the "A" train and it
was restored to operable status within approximately 33 hours after
the
incident occurred.
Designation of -Apparent Cause of Occurrence:
This incident resulted from personnel errors in identifying the correct
components to be isolated for this particular maintenance action.
Addi
tionally, another error occurred in identifying the filter housing
in
which the filter was to be replaced.
Analysis of Occurrence:
The penetration room ventilation system is orovided to reduce the leakage
of radioactive material to the atmosphere by way of the penetration room
in the unlikely event OE a loss of cooLanc accident. Il this incident,
both. trains or penetration room ventilation were not automntically
operable
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upon receipt of an engineered safeguards signal
Both trains could have
been made operable within a very short period of time following
an accident.
Considering the relatively short period of time in which both
trains were
inoperable and the highly unlikely probability of a loss
of coolant accident,
it is considered that the health and safety of the public
was not affected
by this incident.
Corrective Action:
In order to prevent recurrence of this particular incident,
all pieces of
equipment which are tested by the Performance Section
have been clearly
identified by use of bright yellow paint and stencils.
Additionally, the
personnel involved with this particular incident have been
consulted con
cerning the importance of careful work practices in telation
to removing
safety-related components from service.

