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On November 27, 1984, at 2120 hours, while Unit 2 was operating at 100% full
power, both Unit 2 Reactor Building Spray (RBS) trains were inadvertently removed
from service. The event occurred when both breakers supplying power to the
remotely operated valves in the respective trains were tripped. The cause
was Personnel error on the part of the individuals involved in an RBS performance
test. When the mistake was realized, personnel immediately corrected the
situation by reclosing the breaker for the train which was not being tested.
The total time span over which the RBS system was unavailable was approximately
two minutes. Administrative actions have been, and will be, taken to prevent
a recurrence.
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DESCRIPTION OF OCCURRENCE:

On November 27, 1984, a performance test was being done for the Unit 2 RBS
system. At approximately 2100 hours, two operations personnel were about to
be dispatched to accomplish the actual procedures required to test one RBS
train at a time.

One part of the procedure involved closing the remotely operated valves, so
that actual delivery of borated cooling water to the spray header-nozzles
would not occur during the test. To ensure that undesired actuation does not
occur, the procedure calls for opening the breaker to the remotely operated
valve and also turning the associated manual handwheel to the closed position.
Again it is noted that this procedure is to be applied to only one RBS train
at a time, so as to keep one train available at all times during the testing
procedure.

Tags were issued to personnel to " tag out" the particular breaker and handwheel
for the RBS train to be tested. However, instead of obtaining a copy of the
actual procedure, personnel instead copied the steps onto a sheet of paper.
Work priorities necessitated a partial change in the personnel selected to
perform the test alignment. Unfortunately, the personnel transferred to this
task were not adequately informed by their supervision of the job to be
performed.

At 2119 hours, personnel removed the RBS train to be tested from service by
opening the associated remotely operated valve breaker. At this point, however,
the remotely operated valve breaker for the other RBS train, to be left in
service, was also mistakenly opened. This step was independently verified.
The situation was noted immediately by means of control room indications.
While on their way to obtain a tag for the mistakenly opened breaker (the tag
had correctly not been issued), personnel realized an error had been made, and;

| immediately returned and reclosed the remotely operated valve breaker for
| the RBS train not being tested. This step was independently verified at
| 2124 hours by personnel other than those who committed the error. Upon

receipt of the control room indication, operators attempted to notify the
personnel performing the test alignment, but the personnel themselves noted

i the error and corrected it before they could be notified.

| CAUSE OF OCCURRENCE:

| The actions which were the major causes for the occurrence of this incident
are attributed to personnel error. These actions included failure to obtain
a working copy of the specific procedure for the RBS performance test, failure
to follow the said procedure, and opening a circuit breaker without obtaining
the proper tag. A contributing cause to the incident, also attributable to
personnel error, was the insufficient instruction given to the personnel

|
performing the test alignment by their supervisor.
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ANALYSIS OF OCCURRENCE:

As part of the unit's Engineered Safeguards, the RBS system provides one of
the two means for heat removal from containment following a design basis
accident. The three Reactor building Cooling Units (RBCUs) provide the other
means for heat removal from containment. Both systems serve to prevent the
reactor building pressure from exceeding its structural design pressure. The
RBS and the RBCUs act independently, but each one possesses full post-accident
cooling capability.

The personnel errors, which resulted in the Unit 2 RBS remotely operated
valve breakers being opened, caused both RBS trains to be isolated. However,
two of the RBCUs were in operation, and the third RBCU was available if required.
The isolation of the two RBS trains was in effect for only about two minutes.
Had an accident condition arisen, the RBCUs would have immediately provided the
necessary containment cooling, and additionally, at least one train of the RBS
would have been available upon the closirg of a breaker. On this basis,
"it is concluded that the health and safety of the public were unaffected by this
incident.

CORRECTIVE ACTION:

The immediate corrective action taken was to reclose the remotely operated
valve breaker for the RBS train which was not being tested. In addition,
the personnel involved have been appropriately counseled concerning their
actions in this incident.

Furthermore, a training package will be issued which reviews the causes and
effects of this incident, and includes relevant facts contained within the

present report. Also, Shift Supervisors will review the concept of proper
job performance with thier personnel, and specify the level of decisions to
be made by given classifications of personnel.
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December 27, 1984--. - -

Document Control Desk
U. S. Nuclear Regulatory Commission
Washington, D. C. 20555

Subject: Oconee Nuclear Station, Unit 2
Docket No. 50-270
LER 270/84-01

Dear Sir:

Pursuant to 10 CFR 50.73 Sections (a) (1) and (d), attached is Licensee Event
Report 270/84-01 concerning an incident in which both trains of the Unit 2
Reactor Building Spray system were made unavailable for approximately two
minutes due to personnel error. The re
550.73 (a)(2)(1) and 550.72 (b)(2)(iii) port is submitted in accordance withThis event was considered to.

be of r.o significance with respect to the health and safety of the public.

Very truly yours,

& av q

Hal B. Tucker

RFH:slb

Attachment

cc: Mr. James P. O'Reilly, Regional Administrator Mr. J. C. Bryant
U. S. Nuclear Regulatory Commission NRC Resident Inspector
Region II Oconee Nuclear Station
101 Marietta Street, NW,' Suite 2900
Atlanta, Georgia 30323

INP0 Records Center M&M Nuclear Consultants
Suite 1500 1221 Avenue of the Americas
1100 Circle 75 Parkway New York, New York 10020
Atlanta, Georgia 30339

Ms. Helen Nicolaras
Office of Nuclear Reactor Regulation
U. S. Nuclear' Regulatory Commission
Washington, D. C. 20555

American Nuclear Insurers
c/o Dottie Sherman, ANI Library $The Exchange, Suite 245 h
270 Farmington Avenue
Farmington, CT 06032 |


