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During normal operation and with No. 21 Boric Acid Storage Tank out of service,
a safeguards logic test was performed. During the test, duer to a procedural
inadequacy, the logic for opening the safety injection suction valves from the
refueling water storage tank was satisfied. Upon discovery of the open valves
they were immediately closed. Procedures were revised to prevent recurrence.
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Each unit has a dedicated boric acid storage tank (TK) (BAST), No. 1l for
Unit 1, No. 21 for Unit 2. There is also an installed spare tank, No. i2l,
which can be aligned to either unit to allow maintenance on a unit's
dedicated tank.

On June 18th No. 21 BAST was out of service for tank level instrument calibration;
all the tank level bistables were tripped. Unit 2 was aligned to No. 121 BAST
and Unit 1 to No. 1l. At 0740 the monthly safeguards logic test was started

on Unit 1. Part of the procedure calls for repositioning of the BAST selector
switch so that actuation logic of No. 121 BAST can be tested for Unit 1. This
switch position also aligns Unit 2 to No. 21 BAST. The procedure cautions the
operator to verify adequate levels in all tanks before repositioning the
selector switch; this was done, but the operator had no information to indicate
the No. 2] BAST level bistables were tripped. When the selector switch was
repositioned, the low level logic for No. 21 BAST was satisfied and the safety
injection (SI)(B)) suction valves (ISV) from the refueling water storage tank
(TK) (RWST) then opened. The only Control Room indication of this action was
valve position lights; no audible alarm is generated. The BAST selector

switch was returned to its previous position within two minutes, but the

valves remained open since manual action is required to close them. About one
hour and 55 minutes after the event, a Shift Supervisor noticed the valve
position light indications (IL) and took action. The valves were immediately
closed.

If an SI had been initiated during the time the valves were open, both the
BAST and RWST could have been open to the suction of the SI pumps (P) and
since the RWST had a higher head, only RWST water at 1950 ppm boron would

have been supplied instead of the 20000 ppm boron from the BAST. Concentrated
boric acid is required only for the large steam line break accident, and then
is only significant at end of core life at hot shutdown.

Cause of the event was procedural. Corrective actions were:

l. The valves were immediately closed.

ro
.

A SECURE card was placed on the BAST selector switch.
3. Involved personnel have reviewed the event.

4. All procedures related to BAST switching and logic testing were
reviewed and changed where nrcessary.
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U § NMuclear Regulatory Coumission
Document Control Desk
Washington, DC 20555

PRAIRIE ISLAND NUCLEAR GENERATING PLANT
Docket No. 50-306 License No. DPR-60

Both SI Suction Valves From RWST Inadvertently Opened

The License Event Report for this occurrence is attached.

This event was reported via Emergency Notification System per 10 CFR Part 72
i g t
on June 18, 1984,
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Manager - Nuclear Support Services
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