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Mr. A, Bert Davis « 2 - November 5, 1990

Several other weaknesses were identified that had they been performed
properly probably would have prevented Lhe event. These items pertained to
failure of botk the Reactor Operator and the Technical Staff Engineer to
inform personnel in the Control Room and in the plant of their intentions to
open the Residua) Heat Removal Suction lsolation Valve. Additionally, had the
Operating Shift Supervisors viewed the activity as an Infrequent Evolution
Awareness activity, and performed the discussions required by the program, the
event could poss!giy have been avoided.

CECo acknow!ledges your concern that a lack of command and control of
station activities by the operating l1ine organization may have occurred. The
CECo investigation team evaluated the performance of the operating crew during
this event and the March 18, 1950 event. The deficiencies that led to the
March 18 event were not evident in this case. HWhile some weaknesses with the
operating crew were \dentified, our investigation concluded that a loss of
command and control did not occur, however, the actions of October 4, 1990 did
not meet management's expectations for the performance of the survel!lince
activities.

Braidwood Station s aggressively pursuing corrective actions to
address all the weaknesses identified in the investigation. Most notably, by
the tssuance of a station-wide Interim overtime guideline and Increasing the
Operating Shift menning by adding an extra SRO to each crew. CECo is also
conducting a corporate review of overtime practices within the Nuclear
Diviston. The results of this review are expected by Jynuary 1, 1991, In
adedition, our corrective actions will further delineate and reinforce
management's expectations for departments involved in surveillance activities.

CECo 1s looking forward to scheduling a meeting w'*h NRC Reglon 111
Management to discuss the actions that have or will be taken as a result of
the investigation of this event or to address any additional concerns that the
Region may have. Please direct any questions concerning this submittal to this
office.

Very truly yours,

1.%3. févach
Nuclear Licensing Manager

e 5. Sands-NRR
W. Shafer-RI11
Resident Inspector Braldwood
NRC Document Control Desk
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Commonwealth Edison Investigation Report November §, 1990
Bratdwood Unit |

Subject: Improper Sequencing of Kesidual Heat Removal Valving
Qperations Results 'n Contaminated Water Spill

Fvent Date: October 4,1990 Event Date: 0117
Initial Conditions:

Mode 5-Cold Shutdown. Reactor Coolant System (RCS) Temperature/Pressure: 180
degrees F/ 360 psig. The Unit had entered Mode 5 at 2320 on September 30, 1990
to effect repalrs to the B Train of the Solid State Protection System. Entry
into Mode 5 for greater than 72 hours required the performance of Braldwood
Technical Staff Survelliance (BwV5) 4.6.2.2-1, Reactor Coolant System Pressure
Isolation Valve Leakage Survelllance, for the affected unit in accordance with
the plant's Technlical Specifications. Additionally, ASME valve testing was
requived to be performed in accordance with the ASME Inservice Inspection and
Testing Program.

Event Description:

During the day shift on October 3, 1990 1t was concluded that performance of
BwVS 4. 6.2.2.1 would be required due to the Unit | outage continuing in excess
of 72 hours. The appropriate Technical Staff personnel were notified to
perform the test. Performing BwVS 4.6.2.2-) required that a train of the
Restdual Heat Removal System (RHW) be rendered inoperable to perform leakage
tests on the assoclated isolation valves. The test 1s performed by
establishing a 1ine up that has one isolation valve closed and the other
in-serfes tsolation valve open. A vent line on the down Stream portion of the
suction header 1s then opened and leakage 15 checked by measuring the amount
of water collected in a graduated cylinder during a specific time pertod. The
valves are then realigned and the process 15 (epeated un*il all valves have
been leak tested. To facilitate this requirement, testing for the idle train
of RH was scheduled for October 3. Then during the night, Operating would
shift trains of RH and the opposite train could be tested on October 4.

Later, during the day shift, 1t was identified that both Trains of RN would be
required overable to perform Auxiliary Feedwater testing on October 4. 1t was
determined that BwVS 4 .6.2.2-) should be treated as a critical path item and
testing should be continuous until completion. The Technical Staff Engineers
(1S€), all of whom had reported to work on October 3 for day shift, decided ‘o
form 2 work teams to facilitate this requirement. One team would start the
surveltlance and continue until 2300 hours. The second team would conciude
their work day normally and then report back to work at 2300 hours and relieve
the first team.

The first team consisted of four TSES. Two of the T5fs conducted the test from
the Control Room. One of these 15fs was a former Nuclear Station Operator
(NSO) (Licensed Reactor Operator). This TSE a:sumed the role of functiona,
team leader although no leader was formally identified. The in-plant portiun
of the test was performed by the two remaining TSEs, one of which was a
tratnee. The in-plant TSEs were assisted by an Equipment Attendant (FA)
(Non-11censed Operator) who performed the local valve man'nulations.
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Prior to inftiating the test, the TSE's group leader provided the team with
three additional survelllances to be performed In parallel with BwVS
4.6.2.2-1. These were ASME valve stroke tests. The tests were not on the
schedule but Work Plannlng personnel had requested that the group leader
select additional survelllances to fulfill the ASME testing requirements. The
valves would be cycled for performance of BwVS 4.6.2.2-1, 50 1t seemed
reasonable o the T5€s and thelr group leader to collect data for these tests
while performing BwVS 4.6.2.2-1.

At 1430 the S*2fon Control Room Engincer (SCREY (Licensed Senioar Reactor
Operator) authorized the TSE to perform BwVS 4.6.2.2-1. Due to the fact that
shift turnover was pending, the TSE performed several of the initial condition
verification steps realizing that actual performance of the survelliance would
not begin until the atternoon shift.

At 1515 during the afternoon shift briefing, the performance of BwVS
4.6.2.2-) was discussed. It was \dentified that this was the top priority

work activity for the shift. The TSE discussed the three additional ASME valve
stroke tests with the SCRE. The SCRE reviewed the tests and concurred with the
TSEs conclusion that 1t was prudent to collect data for the valve stroke
survelllances while performing BwVS 4.6.2.2-1. The SCRF authorized the
performance of the three tests and notifled the Unit | «nd extra NGOs that
these additional tests would be performad.

Between 1600 and 1800 the test was performed for the A RH traln compcnents.
A1l leakage was within the acceptance criteria of the survelllance. All the
stroke times that were being taken for ASME tests were within tnelr specified
range. When realigning the pump inboard suction isolation valve, IRHB701A,
during the restoration steps of the survelllance, the TSE neglected to time
the valve. This necessitated recycling the valve to obtain that time. Al
other aspects of the tests went smoothly and efficiently. Upon completion of
this section of the survelllance, the testing team took a break to eat supper
while the Operating Shift placed the A RH train in operation so the B RN train
could be shut down to facilitate testing.

At 1954 the A RH train was placed in operation in the recirculation mode to
obtain a Boron Sample. 12 appropriate briefings between the SCRE, the NSOs
and the Shift Engineer (SE) were conducted prior to performing the evolution
in accordance with the Infrequent Evolution Awareness (IEA) Speclal Operating
Order. The SE personally remained In the Unit 1 Control Area to monitor the
evolution while valving manipulations were being performed.

At 2000 the test team returned to the control room to initiate performance of
the section of BwVS 4.6.2.2-1 that tested valves assoclated with the RH and
Safety Injection discharge header.

At 2130 the test team completed this section of the test. All leakages were
verified within the acceptance criteria of the procedure. Additionally the
portions of the ASME stroke tests that were performed during this section were
also within acceptance criteria. At this time the test team, realizing that
there was only one section of BwVS 4.6.2.2-1 to complete, made a decision to
complete the test without assistance from the velief team. The relief team was
notified by celephone shortly thereafter.
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At 2247 the A RH tratn was placed 1n operation in the shutdown cooling mode of
operation. The appropriate discussions regarding the evolution were conducted
between the NSOs, SCRE and SE prior to performing the evolution in accordance
with the 1EA program. Additionally, shift turnover was taking place about this
time. BwVS 4.6.2.2-1 was Tdentified at these turnovers as the priority \tem
for Unit 1. The ASME tests were not 1dentified by name but were verbally
refarced to as "Valve Strokes" and "other additional BwVS's" at the SCRE and
SE turnovers respectively,

At 2258 the B RM train was secured.

At 2300 a TSE discussed BwVS 4.6.2.2-1 with the midnight shift SCRE. The
remaining ASME test was referred to as "doing some valve strokes also" by the
T1SE. The T15E obtained what he perceived as the SCRE's concurrence for
continuation of both BwVS 4.6.2.2-1 and 1BwVS 0.5-2 RH.2-1, Residual Heat
Removal System Valve Stroke Test, along with permission to work with the Unit
1T NSO and extra NSO as necessary to perform “hese tests.

At 2315 the performance of BwVS 4.6.2.2-) was discussed at the Shift briefing.
The TS5E also briefed the midnight snift Unit 1 NSO and extra NSO about the
test. It was decided that the extra NSO would work with the TSEs to perform
the survelllances. The communications between the control room portion of the
team and the in-plant portion of the team would be performed by the TS5Es with
the In-plant TSE divecting the Equipment Attendant (EA) when local valve
mantpulations were necessary. This was similar to the organtzational structure
that had been used during the earlier portions of the testing.

Between 2315 and 0117 on October 4, 1990 the leakage checks of the B RH train
suction valves were performed and the results were found within the
acceptance criteria of the procedure. Additionally the stroke time of the
inboard in series suction isolation valve IRHB702A, was recorded and found to
be satisfactory when the valve was manipulated in accordance with BwVS
4.6.2.2-1.

At 0117 the TSE performing the local portion of the test reported via the
radio that the leakage check for the outboard suction tsolation valve,
1RHBT02B, was completed. The TSEs in the control room communicated to the EA
through the in-plant TSE to close the suction header vent valve. The (A
proceeded to the vent valyve while the in-plant TSE and an additional TSE, who
was observing the process for training purposes, prepared to remove the tygon
draln hose that had been attached to the vent line for testing purposes.

While watting for confirmation that the vent valve was closed, the former NSO
1SE reviewed the items to be performed during the restoration portion of the
survelllance, The TSE observed that the I1RHR7I02B would need to be opened.
Recalling that he had overlooked timing a valve on the similar portion of the
A RH train vestoration section, the TSE focused on ensuring that the stioke
time was not overlaoked when performing this portion of the procedure for the
B kN Train. The iSE approached the extra NSO und requested that he open the
IRHRT02B .
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At 0119 the extra NSO placed the control switch for the 1RHB702B to the open
position and the valve began to open. Locally, the EA had lust started to
ctlose the suction header vent valve when the RHB702ZB began to open. This
resulted in increased pressure in the RH suction header and Inftiated flow
through the 3/4 inch vent line. The pressure in the tygon hose soon exceeded
its capacity causing the hose to expand and split spraying the EA, who was at
the valve, and spr|ntl\n? oh the two T5(s who were below. All three began to
leave the area. The in-plant TSE came upon a local telephone after several
steps and immediately called the Main Control Room to inform them of the
sttuation,

Upon being notified, the TSEs in the Control Room, and the extra NSO realized
the flow path they had created. The I1RHBT02B, which 1s a Motor Operated Valve
on a 12 inch header, had just reached the full open position (The valve
requires approximately 90 seconds to open or close) The extra NSO immediately
took the valve control switeh to the closed position and the valve began to
close. The NSO also placed the control switch for the redundant in serles
fsolation valve, IRHR702A, in the closed position and the valve also began to
tlose.

At 0123 the TRHB702B reached the full closed position and water flow through
the vent terminated. The EA then returned to the valve and closed It

The EA received external contamination on the head, arm and upper body at
levels less than 3 b dpm, and a small second degree burn on the left forearm
that was also slightly contaminated. The EA was successfully decontaminated
and then taken to Saint Joseph's Hospital in Joliet IL. for treatment of the
burn,

The in-plant TSE recelved external contamination on the face, chest, and
forearm vanging from 6 K to 10 K dpm. The TSE was successfully decontaminated.

The TSE in training recelved a small degree of external contamination on the
left cheek of 4 K dpm and on a spot in the middle of the back of 2 K dpm. The
158 was successfully decontaminated.

The decrease in Pressurizer Level associated with the event was 4.5 % which is
equivalent to 550 gallons. RCS pressure and temperature remained stoble
throughout

At 0520 a courtesy notification was made to the NRC v.a the ENS phone system.
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Facts and Findings:

An event investigation team was assembled consisting of Commonwealth Edison
personnel from Braidwood Station, the Office of PWR Operations, Nuclear
Quality Programs, and Corporate Emergency Planning. The Event was investigated
using the methods of the INPO Human Performance Enhancement System (HPES).
Based on the results of this investigation the following weaknesses have been
\dentified

1

no

TSE Work Schedule- The Former NSO TSE had been on site and performing
his duties for 19 hours prior to making the ‘nappropriate request.

TSE Work Practices - The TSE's intention was to follow the steps BwVS
4.6.2.2-1 without deviation and only collect data by timing the valves
when the manipulation of the valve was directed in guvs 4.6.2.2-1.
BwVS 4.6.2 2.1 was not followed corvectly. The step to open 1RHB7G2B
was performed out of sequence.

NSO MWork Practices- The NSO did not verify that the appropriate steps
of BwVS 4.6.2.2-1 had been completed prior to opening the I1RHB/02B nor
did he maintain an awareness of system alignment and verify that the
alignment was acceptable prior to performing the valve manipulation at
the request of the TSE.

Technical Staff Managerial Methods-

a. The Technical Staff did not have a policy governing Overtime
hours. This resulted in a situation where personnel at the task
performance level could cancel their scheduled rellefs and work
for periods in excess of 16 hours.

b. The Technical Staff did not hav. a policy of formally delineating
responsibilities and expectations regarding performance of
surveillances,

Operating Managerial Methods- The policy for the interface between
the Technical Staff and Operating during the performance of Technical
Staff Survelllances was not adequately defined.

Operating Shift Supervision Supervisory Methods- Nelther the SE nor
the SCRE regarded the continuation of the performance of BwVS
4.6.2.2-1 25 an IEA activity.

Operating Written Communication -

a. Both the afternoon SE and SCRE were aware of the additional valve
stroke survelllances. These items were not included on theiy
turnover sheets,

b. The performance of additional BwVSs was not identified in the Unit
Log for either afternoon shift when they were originally
initiated, or on the midnight shift when 1BwVS 0 5.2 RH.2-1 wat
continued.
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B. Operating Verbal Communication -

a. The afterncon SE and SCRE verbally turned over the valve stroke
survelllances as "some additiona)l BwVSs" and "doing some valve
strokes" respectively, Instead of referring to the procedures by
name. The midnight SE and SCRE did not query thelr rellefs
regarding any specifics about these generalized references.

b. The NSO was not in communication with the in-plant TSEs or the EA
prior to manipulations of components from the control room.

9. TSE Verbal Communication - The T5Es in the control room were not
leeping the in-plant TSEs &nd the EA informed of all the manipulations
that were being performed. The Former NSO TSE did not inform the other
tontrol room TSE of his intention to open the 1RHB702B.

10. Work Organization- Coordination between Technical Staff and the Work
Planning Group to ensure that the schedule was updated to reflect all
pending activities was not effective.

Conclusions:

The ultimate responsibility for maintaining plant awareness and ensuring that
actions that potentially effect the RCS are correct and appropriate prior to
taking those actions resides with the Licensed Reactor Operator. While there
were other actions or "inactions” that had they been properly performed could
also have prevented the event, the responsibiltity firmly resides with those
individuais whose hands are on the controls and their SRO supervisor, This
responsibi1ity can not be delegated. The fallure to perform this
responsibility 1s the root cause of the event.

It 1s recognized that the NSO's willingness to perform this manipulation at
the direction of the TSE was significantly influenced by the NS0's confidence
and trust in an individual whom, as recently as efght months ago, had been
performing the duties of Licensed Reactor Operator alongside the NSO. It has
also been concluded that the trust and confidence the extra NSO possessed In
the Former NS0 TSE contributed to tne extra NSO's feeling comfortable with
only perfodic involvement with the procedures. [t 1s believed that the
reduction of awareness that occurred during this event was uniqu: *~ the
relationship between the extra NSO and the individual TSE involy and would
not have occurred had a different TSE been involved.
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The most significant contributing cause to the event was the Former NS0 TSE
requesting that the extra NSO open the 1RHR702B to collect data for 1BwVS
0.5-2.RH.2-1 prior to reaching the appropriate step in BwVS 4.6.2.2-1. It s
recognized that this event would not have occurred without this request. At
such this action should also be treated as a "root" cause. The TSE's intention
was to follow BwVS 4.6.2.2-1 on a step by step basis and only take timing data
for 1BwVS 0,5-2.RH.2-1 during the appropriz«e steps of BwVS 4.6.2.2-1. 1t has
been conciuded that the extensive amount of time the TSE had spent on the job
that day reduced his awareness level and was the most significant factor
regarding his loss of cognizance. It 1s also believed that these extensive
hours may also have caused the TSE to rush completion of the procedure in a
subconscious attempt to end the long work day. Additionally, having to repeat
a valve stroke for stroke time data during eariler portions of the procedure
caused the TSE to focus on 1BwVS 0.5-2.RH.2-1 contributing to the loss of
cognizance of the BwVS 4.6.2.2-1 activities,

A contributing cause to Che event was the lack of an overtime polir. ‘or
Technical Staff personnel. This lack of policy permitted a condition to occur
where TS5Es where performing activities assoctated with RCS alignment after
being on the job for ¢ perlod in excess of 18 hours. It has been concluded
that had the BwVS 4.6.2.2-1 been completed by the relief team as originally
planned, this event probably would not Yave occurred.

A contributing cause to the event was the lack of a formal organizational
structure by the Technical Staff for conducting tests. This deficiency created
a condition wherve no single person was designated as the team leader with
overall responsibilities for test coordination. This coordination functicn 1s
viewed as a necessity when attempting to perform two or more tests
concurently. This condition resulted in one TSE basically following BwVS
4.6.2.2-1 with the second TSE following both BwVS 4.6.2.2-1 and 1BwVS

0.5-2 RH.2-1, Bocause there was no overall coordination, the Former NSO TSE
was able to request that the NSO open TRHB702B without informing the TSE who
was only following BwVS 4.6.2.2-1. 1t has been concluded that had the Former
NSO TSE who was followln? 1BWVS 0.5-2 . RH.2-1 communicated his intentions to
the TSE who was only following BwVS 4.6.2.2-1, this event probably would not
have occurred. It 1s also recognized that the reduced awareness resulting from
long hours was probably the precursor to the breakdown of the informa)
organizational structure that had developed within the team.

A contributing cause to the event was the lack of formal policy regarding the
performance of Technical Staff Surveillances that require component
manipulation by Operating personnel. This lack of policy created a condition
which permitted the NSO to detach himself from being actively Involved in
directing the fleld activities and contributed to his being involved with
both survelllances on only a periodic basis. It has been conciuded that had
the NSO been fully involved in the performance of the surveillances that this
event probably would not have oaccurred,
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A contributing ceuse to the event was the fallure of both the NSO and the T5E
to inform the in-plant personnel of their intentions to open the TRHBT0ZR.
Interviews with the personnel involved have identified that for previous
manipulations during the performance of the surveillances these notifications
had been madge but in this instance 1t wat overlooked. 1t has been contluded
that had this advance notification been provided, ‘n-plant personnel would
probably have tmmediate)y responded and this event would not have occurred.

A contributing cause to the event was the supervisory methods of the midnight
shift SE and SCRE. While it 1= recognized that some interpretation 1§ required
to determine what constitutes an TEA activity, BwVS 4.6.2.2-1 should be
ronsidered an 1EA activity. It has been concluded that had an 1EA discussion
regarding this activity occurred for the midnight shift, this event possibly
could have been avolded.

The investigation team evaluated the identified weaknesses of falling to refer
to 1BwVS 0, 5-2.RH.2-1 by name during verbal turnovers and briefings and also
the fallure to identify the surveillance by name on the written turnover
sheets. The team concluded that these weaknesses did not significantly impact
the event. Had either the midnight SE queried his relief, or the midnight SCRE
quevied his relief or the TSE as to the specifice of the "also doing some
stroke times” comments, 1t 15 belleved that 1BwVS 0.5-2.RH.2-1 would have been
characterized as timing the valves. The team concluded that 1f the SE and the
SCRE did not consider the centinuation of BwVS 4.6.2 2-1 as an 1EA activity,
valve timing with a stop witch while performing the steps of BwVS 4.6.2.2-1,
would not have ratsed the activity above thelr percelved threshold for 1EA
entry.

The ‘nvestigation team evaluated the failure or both the afternoon shift and
midnight shift N50s to record entry into 1BwVS 0.5.2 RH.2-1 in the Unit 1 Log.
1t has been concluded that this weakness had no significant impact on the
event.

The investigation team evaluated the fallure to enter the additional ASME
surveillances, including 1BwVS 0.5-2 RH.2-1, on the work schedule. While this
may have provideo some small degree of elevated SE and SCRE awareness, as
stated above, 1f continuation of BwVS 4.6.2.2-1 did not meet the threshold for
1EA entry by the midnight crew 1t is unlikely that the action of having these
items written on a schedule would have. 1t has been concluded that the fallure
to update the schedule had no significant fmpa.t on the event,
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The investigation team evaluated the communications that occurred between the
Unit 1 NSO and extra NSO on the midnight shift  The team concluded that the
level of communication was acceptable. From the extra NSO's perception he was
. performing steps in approved procedures that had been authorized for

' performance bg a2 SCRE from a previous shift and whose continuation had been
approved by the SCRE on his shift. The procedures that he was performing would
return the plant to the as found condition. The extra NSO viewed notification
of the Unit NSO on a step by step basis as unnecessary. After a detalled
review of the procedures, 1t has been identified that there would have been no
impact on plant operation during performance of the survelllances, had the
procedures been performed correctly, The team has concluded that no
stgnificant NSO to NSO communication deficlency existed

The investigation team evaluated the SCRE to NSO communications. It was
identified that the Former NSO TSE essentially functioned as a go between In
the comminication chatn between the SCRE and the extra NSO It Vs belleved
that both the SCPE and the extra NSO felt comfortable with this arrangement
because of their trust and confidence in the Former NSO TSE. It was identified
that after the initial communication, where 1t was assumed that the Former NSO
1SE had the approval of the midnight SCRE to continue both BwVS 4.6.2.2-1 and
1BWVS 0. 5-2 RH 21, the extra N50O's perception was to work with the TSEs and
complete the survelllances. The team concluded that in spite of his trust and
confidence in the Former NSO T5E, the SCRE should have briefed the extra NSO
In person., It was also concluded, for rea.ons previously .tated, this
deficliency had no significant impact on the event,

The investigation team evaluated the vecision to perform 1BwVS 0.5-2 RH.2-1,
The team conciuded that while there was no legal recuirement to perform this
specific survetllance, 1ts selection as one of the survelllances to fulfill
the ASME program requirements was an operationally sound decision. The team
concluded that no deficlency existed in this area.

The investigation team evaluated the midnight SE, SCRE and Shift Advisor's

| unfamiifarity with the details of the specific stroke time survelllance being

| performed. The team concluded that there were severa)l basic elements involved
with this deficlency. The activity was In progress at shift turnover so 1t was
cssumed that the activity had already been screened for acceptabllity by the

| ' afternoon shift and found acceptable. Additionally, the Former NSO TSE was
perceived by the shift personnel as conducting the test, It is belleved that

| the trust and confidence that shift personnel had for this individual

| significantly diminished thelr inquisitiveness. The team concluded, for

| reasons previously stated, that this deficiency had no significant impact on
this event, 1t has also been concluded that this deficiency did not
constitute a loss of Command and Control on the part of the Operating Trew
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The investigation team compared this event with the March 18, 1990 loss of
Pressurizer inventory event to determine If an adverse trend in communications
between NS0 and SRO supervisors has developed at Braldwood Station. It was the
conclusion of the team that the communication deficlencies that were a
stgrificant contrib ting factor in the March 1B event were not evident in this
event. In the March 18 event the Unit NSO alone completed a non-routine
procedure and transitioned to another mon- routine procedure without informing
the SCRE. There was at no time any perception on the part of the NS0 that he
had prior approval of the SCRE to make this transition. Additionally, it was
the intention of the SCRE to halt at a specific step in the first non-routine
procedure but the SCRE failed to effectively communicate his iIntentions.

For this event the extra NSO perceived from the start that he had the full
approval of the SCRE to complete two surveillances that were already in
progress from a previous shift. While 1t 1s recognized that this perception
came from a communication link that contained the Former NSO TS5T, Yt has been
conclnded that even had the SCRE communicated divectly with the NSO, and had
he been informed at that or any other time of the specifics of the “"stroke
time tests”, the SCRE would have issued his approval. As previously stated,
this had no significant impact on the event.

The investigation team evaluated the 1EA program. It was the conclusion of the
team that the overall program was predicated on a sound concept. Increased
discussion was considered a viable means for minimizing loss of awareness
events such as this one. There were several areas where enhancements could
strengthen the program. The concept that 1f an activity was already in
progress an TEA discussion was not required for the oncoming shift is an
incorrect perception. Additionally, the notion that 1EA was only applicable to
operating procedures |s incorrect.

Carrective Actions:

The flowpath was 1solated by taking the 1RHB702B to the closed position. The
RH suction header vent was isolated shortly thereafter.

The components and the general area where the water from the vent line sprayed
were inspected by an engineer from the Inservice Inspection group. Based on
the results of this inspection 1t has been concluded that the effects of the
water spray were negligible,

The Commonwealth Edison Company overtime policy has been invoked for all
station personnel. This policy has been implemented as an interim measure
pending the completion of a thorough review of overtime practices at the
station. This action will be tracked to completion by Action Item
456-200-90-04110.

A Technical Staff guidance memo has been Vssued to provide specific guidance
and requirements for performing Technical! Staff Surveillances. This memo has
been 1ssued as an interim measure. This memo will be proceduralized. This
attion will be tracked to completion by action them 456-200.90.04101

/sl 1DR1IN2

e B e &



R L e e R ——— o e

An Oporatin? Order has been issued to require that any survelllance steps
directing fleld operations from the Control Room will be performed by the NSO
or other Operating Supervisory Personnel. This order has been issued as an
interim measure and 1s currently being evaluated to determine if Inclusion
into permanent programs 15 appropriate. This action will be tracked to
completion by action ftem 456-200-90-04102.

An Operating Order has been issued to require that any survelllances in
progress or  “erwise being re-initiated after receiving eariier authorization
will be In 4 by the current shift's SCRE prior to the performance of any
actions foo - survelllance on the current shift, This order has been issued
as an Interim measure and 15 currently being evaluated to determine f
Inclusion into a permanent program {5 appropriate. This action will be tracked
te completion by action VYtem 456-200-90-04103.

The Technical Staff and Operating work split will be reviewed as they relate
to the performance of survelllance vrequirements. This action will be tracked
to completion by action Vtem 456-200-90-04104.

This event will be reviewed by the Braldwood Station Event Frequency Reduction
Committee. This action will be tracked to completion by action item
456-200-90-04105.

The Braldwood Administrative Procedure (BwAP) 335-1, Operating Shift Turnover
and Relief, and 1ts associated tables BwAP 335-1T1, Shift Engineer Turnover,
and BwAP 335-112, SCRE Turnover, will be revised to include discussion and
logging of all 1E€A activities that are in progress or pondin?‘ Additionally,
the 1EA Operatin? Order will be revised to provide additional guidance
concerning when 1EA should be implemented. This action will be tracked to
completion by action V‘tem 456-200-90-04106,

BwAP 350-1 Operating Logs and Records, will be revised to provide the latitude
for extra NSO or SRO entries to the Unit Log. This ac.ton will be tracked to
completion by action item 456-200-70-04107.

The position of Operating Shift Advisor (OSA) will be redefined. The position
was originally created as an inter'm overview/advisory position. This position
is belng redefined to become an in-1ine supervisory position and continues to
be on an interim basis.

The OSA position will be an SRO licensed position that will report directly to
the SCRE. The following responsibilities are being considered for the OSA
position:

1. Responsibility for supervision of survelllance activities for those
survelllances that are primarily performed or Inttiated from the main
control room.

2. Responsibiiity for direct supervision of Unit activities during those
operating conditions when the Unit is not synchronized to the 345KV
transmission system

.

1. Participate and maintain the current responsibility for Job
Performance Measure (JPM) training for Licensed Operator
Requalification.
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4. Other supervisory activities as deemed appropriate by the SCRE.

Training will be conducted for both Operating and Technical Staft personnel to
discuss the weabnesses identified in this investigation and provide
tnstruction as applicable on the policies, prog-ams, and procedures that have
been enhanced as & result of this event. This action will be tracked to
completion by action ‘tem 456-200-90-04108.

The weaknesses and assoclated corvective actions detailled above wil) be

evaluated for applicability to other Station Departments and programs. This
action will be *‘racked to completion by action item 456-200-90-04109.

fecl 1051314

S - . AlN=Ealn _EN D Rl L] S N s L e o s ———




