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EVENT DESCRIPTION AND PROBABLE CONSEQUENCES h
| 0 |2 | | While operating at 100% power, an Operator tagged out the "A" Standby Gas Treat- |

| 0 | a | | ment System to allow removal of a test canister from the charcoal bed. However. |

l o |4 | | due to the extent of the blocking used, the Operator unknowingly caused both |

lol5|| trains of SGTS to be inoperable. There were no consequential effects to the |

1 o Ie 1 | public health and safety. The Reactor Building HVAC was operable and maintained |

| 0 | 7 | | a Ic" negative pressure during the event. No other events occurred which re- |

|0|8|[quiredSGTS to operate. |
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CAUSE DESCRIPTION AND CORRECTIVE ACTIONS h|1l0|| Thi ct event was caused by an Operator usine a common point for tagging out a |

I IM l piece of equipment and not knowing the consequential effects of his actions. |

|1|2|| Re-instruction and training is being formulated for operations personnel, as |

|1l3I[_wellasworkgroup personnel. to emphasizc the importance of work planning, |

|1|4|| review and responsibilities. |
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Attachment

Licensee Event Report 83-026/0lT-0

While in Operating Condition 1 at 100% power, Operations tagged out the "A"
train of the Standby Gas Treatment System for personnel protection while
removing test canisters from the charcoal bed. A part of this tagging in-
cluded two 120V AC panel breakers which were known to de-energize the controls
for the cross-tie dampers from train "A" to "B". What was not known was that
these breakers also supplied power to other dampers and instrumentation. Each
of these breakers contr711ed one cross-tie damper and additional circuitry
that would cause the associated train of SGTS to be inoperable; when the Oper- .

ator opened both breakers, he made both trains inoperable. The Alarm Response
procedures for the loss of power annunciators that came in when the breakers
were opened did not clearly indicate to the Operator that the SGTS subsystems
were inoperable.

Both trains of SGTS were inoperable for a period of approximately 25 hours.
It was not until the "A" train was being restored in preparation for the "B"
train to come out of service, that the problem was clearly identified. The
Operator left the two 120V AC panel breakers open, as they were also to be
includcd in the tagging for the "B" train. When the "A" train would not
start for an operability checkout, the Operator recognized the full impact
of the loss of power annunciators that were still in.

The Reactor Building Ventilation System was in operation and maintaining a
t" negative pressure in the building during the entire event. There were no
other events that required an initiation of Standby Gas Treatment System while
the system was inoperable.

To prevent recurrence of this event, the following action items have been
identified; some were of an immediate nature and others are long term:

A. Immediate Actions:

1. A detailed review was conducted and a letter was issued to all
licensed personnel discussing the event.

2. The Nuclear Safety Assessment Group was assigned to make an
independent review.

3. A letter has been sent to each Shift Supervisor updating him in
the changes that are to take effect immediately concerned with
tagging out equipment via panel breakers.
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4. The Operations. Supervisor has conducted formal training with
all licensed operators in 4 of the 5 shifts. (The fifth shift
to be trained 3/16/83).

5. The Assistant Superintendent of Plant and the Operations Supervisor
now make a daily review of Operations' logs and turnover sheets
in the Control Room with the Shift Supervisor to clearly identify
minimum standards for these items.

B. Long Term Actions:

1. Change procedures / policies as required to:

a. Clearly place plant status responsibility with the Plant
Control Operator.

b. Clearly identify responsibility of individuals to identify
operational effects of all requested work.

c. Review current work planning and unit cocrdination process
to effectively identify and coordinate all work effecting
Unit operation.

d. Establish plant policy that out-of-service Safeguards Equipment
must be worked continuously to completion.

2. Conduct training on above changes to policies and procedures.

3. Remove nuisance alarms from the Control Room.

4. Complete development of and conduct training on the effects and
recognition of loss of control power to Safeguards equipment.

5. Conduct formal training on reporting requirements.

6. Develop required drawings and improve existing drawings on
electrical distribution so Operators and Maintenance personnel
can efficiently identify and perform electrical tag-outs.

7. Review the Alarm Response procedure to incorporace any required
changes.
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