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INADVERTENT INITIATION OF CORE SPRAY SYSTEM DURING REACTOR LOW-LOW SENSOR CALIBRATION
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On Monday, October 29, 1984, during a calibration of reactor water level

instrumentation for Core Spray System II, Core Spray System | was

inadvertently initiated and injected torus water into the vessel for
approximately 20 seconds.

The procedure used for calibration of the Reactor Low-Low Level Sensors
was not adhered to, that is, as steps were being performed out of the as

written sequence, a key step was accidentally omitted.

The cause of this event was personnel error,
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The involved personnel have
been debriefed and were instructed of lessons learned by this occurrence,
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DATE OF OCCURRENCE

The event occurred on October 29, 1984 at approximately 0203 hours.

IDENTIFICATION OF OCCURRENCE

Core Spray System I inadvertently initiated and injected into the reactor

vessel during a calibration of reactor water level instrumentation (Reactor
Low-Low Level Sensors) for Core Spray System II.

This event is considered to be a reportable event as defined in 10 CFR
50.73 (a)(2)(iv).

CONDITIONS PRIOR TO OCCURRENCE

The reactor was shutdown for refueling and the temperature was
approximately 195°F. The mode switch was in "Refuel”.

A test was in progress on reactor level instrumentation for Core Spray
System II. In accordance with the test procedure, the breakers for the core
spray main pumps in System II had been placed in the tripped position and the
idle start of Emergency Diesel Generator No. 2 had been deteated. Core Spray
System I and Diesel Generator No. 1 were aligned tor normal operation.

DESCRIPTION OF QOCCURRENCE

Instrument and Control Technicians, assisted by a Control Room Operator,
under the direction of an Instrument and Control Group Supervisor, were
performing a calibration of the Reactor Low-Low Water Level Switches (REO2).

- An existing plant procedure, "Core Spray System Instrument Channel
Calibration and Test", had been extensively modified to accommodate
only the calibration of the reactor level switches and to delete
portions of the instruction not needed for this calibration.

- Sensors REO2A and RE02C had been calibrated for System I and sensors
RE02B and RE02D were to be calibrated for system II. According to
the as written sequence of the procedure, sensor RE02B was to be
calibrated first followed by REO2D.

- The Instrument and Controls Group Supervisor directed technicians to
calibrate REO2D first, since time would be saved in regard to
radiological "frisking® and transterring of the test equipment
betwoen instrument racks.
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- Sensor RE0O2D was calibrated followed by a calibration ot RE02B.

|
- After the calibration was complete on RE02B sensor, the cross-channel |
Core Spray inhibit switch (Control Panel "1F") was returned to
"normal®. The next step, according to the procedure, was to place
the inhibit switch for R™2D sensor to "inhibit", however, this step |
was missed by both supervisor and technicians. }

- The next step actually performed was to restore the diesel generator
idle function. The step after that was to verify the diesel idle
function by simulating low-low level with RE0O2D sensor. The only
expected response was the idle start of Emergency Diesel Generator
No. 2.

second error and instructed low-low level to be simulated on sensor
RE02B versus RE0O2D. Upon receiving a low-low trip signal from RE02B,
Core Spray System I and both diesel generators started. Core Spray
injected torus (demineralized) water into the vessel for
approximately 18 to 20 seconds, raising the reactor water level
approximately 22 inches before it was stopped by control room
personnel.

|
|
- At this time, the Instrument and Control Group Supervisor made a }
|
|
|

- In response to the unexpected core spray start, the Instrument and
Control Technician returned REO2B to normmal which removed the
initiating signal. The Control Room Operator reset the core spray
logic, secured the core spray pumps and increased letdown to lower
reactor level. The reactor water was sampled and chemistry was
determined to be within acceptable specifications.

APPARENT CAUSE OF OCCURRENCE

The cause of occurrence is attributed to personnel error. The Instrument
and Control Supervisor while performing sections of the procedure out of the
as-written sequence, accidentally omitted a key step, and erroneously
instructed the technician to perform a step on the wrong instrument.

iwo other persocnnel closely involved with peforming the test, did not
detect and call attention to the errors. The Instrument and Control
Technician on the instrument rack was maintaining the "document®™ copy ot the
procedure and had previously read it, but was following the direction of the
Instrument and Control Supervisor in the control room. The Control Room
Operator failed to recognize that testing the instrument, without
re-positioning the Core Spray inhibit switch, would initiate the system which
was aligned for normal operation.
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Another factor which may have contributed to the event was the extent of
the temporary change to the procedure being used. The procedure was changed
extensively, primarily to delete steps not needed for the low-low sensor
calibration.

ANALYSIS OF OCCURRENCE AND SAFETY ASSESSMENT

The safety significance of this event is minimal. The Core Spray System
responded properly to the reactor low-low level signal provided.

Reactor water level was increased by approximately 22 inches, however,
chemistry was determined to still be in specification and vessel temperature
was reduced by only 3°F,

The water level in the torus was insignificantly lowered by a fraction of
an inch.

No long term efforts or equipment damage resulted from this event,

CORRECTIVE ACTION

A critigue was neld Lmediately [ollowing the event and the sequence of
actions by involved personnel was discussed in detail. Significant lessons
learned are as follows:

1. Guidelines will be developed for determining which procedural
sections must be completed in the as written sequence and which
sections may be completed in an order other than as written.

2. The individual directing the test must ensure all procedural steps
are pertormed.

3. Control room operators will be instructed to control conduct of tests
and calibrations more closely.

Additionally, a written copy of the critique and this report will be
assigned as Required Reading for all Control Room Operators, Instrument and
Control Supervisors and Technicians.
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GPU Nuclear Corporation
Nuclear e

Route 9 South

Forked River, New Jersey 08731-0388

603 971-4000
Writer's Direct Dial Number:

November 29, 1984

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

Dear Sir:
Subject: Oyster Creek Nuclear Generating Station
Docket No. 50-219
Licensee Event Report

This letter forwards one (1) copy of Licensee Event Report (LEF)

No. 84-025.

Very truly yours,
m_; JZ\J

ete > er
Vice President and Director
Oyster Creek

PBF :dam

Enclosures

cc: Dr. Thomas E. Murley, Administrator
Region I
U.S. Nuclear Regulatory Commission
631 Park Avenue
King of Prussia, PA 19406

NRC Resident Inspector
Oyster Creek Nuclear Generating Station
Forked River, NJ 08731

GPU N clear Corporation i1s a subsidiary of the General Public Utilities Corporation
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