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On November 10, 1989 an Instrument Technician (IMT) was recalibrating instrument loops for 2A and 28
Auxiliary feedwater Pumps (AF) in accordance with Setpoint/Scaling Change Requests (SSCR). The calibration
is procedurally directed by an Instrument Surveillance that provides for the calibration of both loops. As a
prerequisite the 2A pump control switch was placed in the 'pull out' position. At 1738 the IMT completed the
A loop. At 1927 the pump control switch was returned to the 'after trip’' position and the pump was declared
operable. At 2049 the 2B pump control switch was placed in the 'pull out' pesition. The IMT went to the
cabinet where he had been working earlier. At 2137 the IMT placed the A loop in the test. The Reactor
Operator identified that the IMT was on the wrong loop. At 2143 the IMT returned the loop to normal. It was
discovered during event investigation that by placing the A instrument loop in test the 2A AF pump would have
received a trip signa) atter 2.5 seconds of operation. With the 2B AF pump control switch in 'pull out',
automatic initiation of the AF system was unavailable for 6 minutes. The root cause was a procedural
deficiency. A contrituting cause was the failure of the IMT to verify the cabinet. Each A¥ loop will have a
separate procedure. Surveillance cover sheets and cabinet keys will be color coded to match the cabinet
doors. Previous corrective actions are not applicable.
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A. PLANT CONDITIONS PRIOR TO EVENT:

Unit: Braidwood 2, Event Date: November 10, 1989; Event Time: 2137,
Mode: | - Power Operation; Rx Power: 98%;

RCS [AB) Temperature/Pressure: NOT/NOP;

B. ODESCRIPTION OF EVENT:

There were no systems or components inoperable at the begirning of the event which contributed to the severity of
the event,

During the afternoon on November 10, 1989 an Instrument Maintenance Technician (IMT) (Non-Licensed instrunent
mechanic) was recalibrating the s ‘ion pressure transmitters for the 2A and 2B Aux‘liaiy Feedwater Pumps (AF)
[BA) to new values. The instrument loops were designated as 2PSL-AFG5] for the 2A AF pump and 2PSL-AFOSS for the
28 AF pump. This change was in accordance with Setpoint/Scaling Change Requests (SSCR) 89-239 and 89-240
respectively. The calibration of the AF pump suction pressure transwmitters is procedurally directed by BwlS
3.2.1.204, an Instrument Surveillance that provides step by step direction for the calibration of both 2PSL-AFOS)
and 2PSL-AF055. The IMT was using this procedure.

As a prerequisite to performing this procedure the 2A AF purp was declared inoperable and the appropriate
Technical Specification Action Statements were entered and complied with., The motor operated AF suction valves
from the Essential Service Water {SX) [BI] System for the 24 AF pump were removed from service. This was to
prevent inadvertent opening during the performance of the calibrations. The pump control switch was also placed
in the 'pull out' positien.

At 1738 the MT completed the recalibration of instrument loop 2PSL-AFOS51. The IMT notified the Shift Control
Room Engineer (SCRE) (SRO licensed supervisor) that the recalibration was completed. The SCRE initiated action to
return the 2A AF pump to operable status. The SCRE was not familiar with the additional procediral requirements
associuted with an SSCR. As a result the SCRE handled the returning of the 2A AF pump ‘o operable in the usual
manner for a routine calibration.

At 1927, the return to service of the AF pump suction valves was completed and the pump control switch wes
returned %o the 'after trip' position. The 2A AF pump was declared operable and the Technical Specification
Actioi: Statement was exited.

At 20492 the 2B AF pump was declared inoperable. The applicable Technical Specification action statements were
entered and complied with. This was part of the preparation to perform the second half of the BwlS 3.2.1-204, the
calibration of the 2PSL-AF055 instrument loop. The suction valves for the 28 AF pump were removed from service
and the control switch was placed in the 'pull out' position.
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DESCRIPTION OF EVENT: (cont'd)

At 2134 the IMT continued with BwlS 3.2.1-204. He proceeded to the Unit 2 Auxil’ary Electric Equipment Kuom
and established direct communication with the Unit 2 Muclear Station Operztor (NSC) (RO licensed operator).
The IMT went to the cabinet where he had been working earlier, the ZPA33).

At 2137 the IMT placed the instrument loop he had been working on earlier, the 2PSL-AFO51, in test. The NSO
questioned the IMT to determine if he was on the correct loop. Indication had been lost for the 2A AF pump
suction pressure instead of the 2B. The IMT recognized the error and informed the NSO that he was returning
the instrument loop to normal.

At 2143 the 2PSL-AFOS) instrument loop was returned to normal. The loop had been in test for six minutes.
The event was screened for reportability. it was determined that a 10CFR50.72 ENS notification was not
required. The IMT continued with the recalibratien.

At 0854 on November 11, 1989 BwlS 3.2.1-204 was completed.

At 1535 a Shift Foreman (LF) (SRO licensed supervisor) was reviewing the status of SSCR 89-240 for the
2PSL-AF055 instrument loop. The SF discovered that SSCR 89-239 and its associated Nuclear Work request for
2PSL-AFO05] did not have final completion signoff signatures. The 2A AF pump was conservatively declared
inoperable. Limiting Condition for Operation (LCO) 3.0.3 was entered and complied with. The appropriate
pe-sonnel to complete the review of SSCR 89-239 were notified.

At 1647 the review of SSCR 89-239 was completed and found to be satisfactory. The 2A AF pump was declared
operable. LCO 3.0.3 was exited.

At 1716 the return to service of the AF pump suction valves for the 2B AF pump had been completed. The pump
control switch had been returned to the ‘after trip' position. The review of SSCR 89-240 for instrument loop
2PSL-AFDS5 was completed and found to be satisfactory. The 2B AF pump was declared operable, and the
Technical Specification Action Statement was exited.

During the day shift on November 13, 1989 an investigation of this event was conducted by station personnel.
Based or the results of this investigation the following was concluded:

1. Declaring the 2A AF pump operable prior to the completion review of SSCR 89-239 was a deviation from
station policy. Based on the fact that the work for SSCR 89-239 was satisfactorily performed and
completed the conservative declaration of inoperability of the 2A AF pump and entry into LCO 3.0.3 at
1535 on November 11, 1989 was unnecessary.

2. At 1406 it was discovered that by placing the 2PSL-AFO51 instrument loop in the test position the 2A AF
pump would have receiced a trip signal after 2.5 seconds of operation. As a result automatic initiation
of the AF system was unavailabie during the 6 minutes from 2137 to 2143 on November 10, 1989 when this
loop was in test with the 2B AF pump control switch in the 'pull ouvt' pesition. This was determined to
be a reportable event pursuant to JOCFRS0.72(b)(2)(1i1).

The appropriate NRC notification via the ENS phone system was made at 1652 pursuvant to 10CFR50.72(b)(2)(ii1).
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SESCRIPTION OF EVENT: (cont'd)

This event is being reported pursuant to:
VOCFRSO.73(a)<2)(1) - any opera*ion or condition prohibited by the plants Technice! Specifications.

JOCFRS0.72(a)(2)(v) = any event or ondition that alone could have prevented the fulfiliment of the safety
function of structures or svstems that are needed to mitigete the consequences of an accident.

Based on the initial informatior associated with this event a "Braidwood Station Error Evalustion
Presentation” was held to review this event with the personne) directly involved and their supervisor. The
corrective actions addressing both root and contributing causes are detailed below.

CAUSE OF EVENT:

The root cause of this event was & procedura)l deliciency. The calibration of the pressure loops for both
trains of AF is performed within the body of one procedure. Being in the same procedure for the performance
of the calibration of 2PSL-AFO55 loop created a mind set for the IMT. This mind set caused the IMT to focus
on returning to the pane) he had been in for the first half of the procedure. As a result the IMT returned
to the cabinet he had worked in earlier. This deficiency created the error.

A contributing cause to this event was the failure of the IM! to verify that he was in the correct cabinet.

The cause for the SCRE declaring the 2A AF pump operable prior to the completion review of SSCR B9-230 was @
Training deficiency. The SCRE was not familiar with the SSCR program as it related to making setpoint
changes during regularly scheduled calibrations.

D. SAFETY ANALYSIS:

This event had no affect on the safety of the plent or the public. Manua)l initiation of the 2B AF pump was
available throughout the event as well as the norme! feedwater system [SJ).

Under the worst case condition of extended AF system unavailablity during an accident scenario, the emergency
procedures provide for either the establishment of feed t¢ the Steam Generators (AB) from the normal
feedwater system or cooldown and depressurization of the RCS to a point where the Residual Heat Remove) [BF)
System can be placed in service using redundant ECCS components, all of which were operable and available
for this event.

E. CORRECTIVE ACTIONS:
The 2PSL-AFO5) was immedistely returned to operable status upon discovery of the error.
Based on the initia) information associated with this event the personnel directly involved with this event

participated in a "Braidwood Station Error Evaluation Presentation" to identify the root and contributing
causes of this event. Based on the conclusions of this presentation the following actions will be taken:
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CORRECYIVE ACTIONS: (cont'd)

BulS 3.2.1-204 will be rewritten as two separate procedures. This sction will be tracked to completion by
sction ftem 457-200-89-0910).

The Instrument Survei)lance Data Package cover sheets will be color coded to match the color of the cabinet
doors in the Auxiliary Electric Equipment Room which are already color coded. This will help ensure that IMT

personne] enter the correct cabinets. This action will be tracked to completion by action item
457-200-89-09102.

The keys of the cabinets will also be color coded to match the color of the cabinet doors in the Auxiliary
flectric Fquipment Room which are already rolor coded. This action will be tracked to completion by action
item 457-200-89-09103.

A training tailgate session wil) be conducted for appropriate Operating Department personnel detailing the
requirements of the SSCR program. This action wil) be tracked to completion by action item 457-200-89-09104.

FREVIOUS OCCURRENCES:
There was a previous occurrence of performing actions on the opposite train.
DVR No. LER No. Title

20-1-88-019 456/88-002 Reactor Trip and Safety Injection
Due to Cognitive Personnel Error

The corrective actions were implemented addressing both root and contributing causes. Previous corrective
actions are not applicable to this event,

COMPONENT FATLURE DATA:

This event was not the result of component failure, nor did any components fail as a result of this event.
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