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At 0103 on ApriY 10, 1988, the Contro) Reom vVentilation System automatizally shifted to the Emergency Makeup
Mode of Operation. TRis was in response to 4 high radiation setpoint being exceeded on the Control Room Outside
Air Intace Particulate Charne) ORE-PROJIA. Samples by Ragiation Chemistry Departmert verified that there were
ne abrormal levels of radicactivity present. It was discovered that the incorrect setpoint had been entered for
the monitor. This was due to a management deficiency 'h that permanest chanrges to the instrument data sheels
were not properly implemented tn accordance with the procedure when the setpo'nt was modified by 4 change Lo lhe
Final Safety Amalysis Report. The proper setpoint was entered, operation of the monitor returned to normal and
the Contro) Rooam ventilation $ystem Yineup was returned to normal. Ragiation meniter selpoints have been
reviewed and verified to be correct on all Control Room ventilation Monitors and the setpo'nt data sheetl
documentat 1on has bdeen reviewed and corrected. DQual verifization 1§ now required on the gdata iheets and the
instrument procedure wil! be revised to regquired Tecnnica) Staff notification when 3 grscrepancy telween lhe is
found and the data sheet 1s ‘dent fied. There have Jeen "0 prévicus dCturrences.
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TExY Energy Industry Tdentification System (E115) codes are 1dentified in ihe text as [xx]

A BLANT CONDLTIONS PRIOR TQ EVENT:

Unit: _Bratgwoed ! : Event Date: _4-10-38 . Event Time. 2103
MOOE: 4 - Cold Shytdown . Rx Power ) : RCS (AB] Temperature/Pressure 100 degress F/99 pitg

Unit: _Rraidwoed 2 : Event Jate: _4-10-38 : Event Time: 0103
MOOE: § - Colg Shutdown . Rx Power § . RCS [AS) Temperature/Pressure _ 39§ Jegrees F/110 9ing

§. QESCRISTION OF EVENT:

There were no systems or components inoperable at the deginning 2f the event which contributed to the severily
of the event.

At 0103 or April 1), 1988, Control Room ventilatioen (vC) [vI] Train 8 automatically shifted to the Emergency
Makeup mode of operation due to 4 high ragtation signal on the Contro) Room Qutside Air Intake Particulate
Channe?, CRE-PROIIA, [IL). A high radiation alarm was received in the Control Room on the Radiation Monitor
(RM)-11 gonsole.

Radiation Chemistry Department «3s notified and samples taken verified that there were no abncrma) levels of
radigactivity present. Upon further investigation, it was discovered that the setpoint for channe’ ORE-PROZA
was incorrectly set to a value much lower than normal.

At 0252 on Apri) 10, 1988, the operator returned the setpoint to 1ts proper value ang channel QRE-PROJIA
operation returned to normal. Normal zontro) room ventilation Tineup was estadblished.

Operator ictions neither increased nor decreased the severity of the event. Plant cperations were not affected,

The appropriate NRC rolification via the ENS phone system was made at 0305 on dpril 10, 1988 pursuant to
TOCFRS0 . 72(0)(2)(%1).

This event 15 deing reported pursuant Lo 10CFRSC.73(a)(2)(IV) - any event or canditien that resulted in manyal
or automatic actuatien of any Engineered Safety Feature, ncluding the Reactor Protection System,

€. CAUSE QF EVENT

The intermediate cause of tre event was that an exceptionally low setpaint had deen entered for channgl
ORE-PRULIA. The equipment Operialed 4 Jesigred whenm the Background activity exceeded the setpoint

JRE-PRIJIA 15 a particulate setector that werks in conjunction with gas detector ORE-PRUIIE; however, only the
gas detector 1s required to meet Techiical Specification requirements. Fingl Safety Analysis Report (F34R)
paragraph 11.8.1.2.1 precludes ORE-PRIIIA from pe-forming a4 high ragiation Engineered Safety Feature (ESF)
interlock funetign by having 1ts setpoint raised above the rangs of the detector. Chanre) ORE-PROIIA
Particulate Detector correct setpoint is 1.0 E+10 as opposed to the as found value of 1.0 E-10.

the root cause of this eveni was a management deficiency '\n that permanent changes to the setpoints gata shestls
were mot properly implementes ' sccordance with BeRP 1280-7, AR/PR Setpoint and Background Changes when the
SeLpOINts were modified By 4 change to the FSAR. The previous setpaint fur ORE-PROIJA was 1.0 E-10. The
appropriale data sheet was temporarily chamged, Sul Lhe permanent change was not completed. The @xact cauie of
try fatlure to complete the permanent change 15 unkrawn, On March 1§ 1988, an unrelated setpeoint Thange was
made and Lhe review process farled to tdentify the incorrect valug Visted for ORE-PROIIL. as U5 s@tpoint was
ngt deing changed
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C. CAUSE OF EYENT. (continued)

On March 30, 1988, the [ strument Mainterance Department perfermed planned maintenante on QRE-PROIIA.  As part
of the normal work practice. they verifiged that the equipment was operating properly using the appropriate
setpoint data sheet. The ‘ncorrect value of 1.0 £-10 was entered at that Lime sinte the permanent change hao
not been mace to the data sheet.

0. JAFLTY ANALYSLS

There was ro affect to plant or pudlic safety as there was ng adnormal radiation levels present during the Lime
the ingorrect setpoint was 'n use. Also, the setpo'nt change was conservative with respect to actuat'on at an
extremely Tow Dackground radiation level. Both unils were shutdown Lhroughout the event. Under worst case
congitions of actual radioactivity present during normal operations, the channe! would have functioned as 1t d1d
in this event. The redundant Control Room Qutside Air Intake Particulate Channel, ORE-PROJAA was operable
throughout the event.

¢. CORRECTIVE ACTIQNS:

Contro! Room OQutside Atr Imtake Particulate Charne). ORE-PROJIA, setpoint was corrected to the proper value.
The contre) room ventilat an system was returned Lo norma) cperation.

Ragiation monitor setpoints have been reviewed and verified to e correct an all contral room ventilation
monitors.

The setpoint data sheel documentation has been reviewed and corrected

Mealth Physics has Included dual verification for each setpoint data :sheet.

Instrument Maintenance Department 1§ Ingorperating into their procedure steps that will require Technical Staff
notification when a discrepancy between Lhe as found and the data sheet 15 identified. This will be tracked 19

completion by Action Item 456-200-28-08101,

F. BREVIOUS QCCURRENCES

There have been no previous dtcurrences.

G. COMPONENT Ful i

This event was not caused By eguipment failyre, ngr d1¢ any eguipment fail as 3 result
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Commonwealth Edison
Braidwood Nuclear Power Station
Route #1, Box 84

Braceville, Ilinois 60407
Telephone 815/458-2801

BW/88-321
May 2, 1988

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

Dear Sir:

The enc.>sed Licensee Event Report from Braidwood Generating Station is
being transmitied to you in accordance with the requirements of
10CFRS0.73(a)2) (iv) which requires a 30 day written report.

This report is number 88-010-C9; Docket No. 50-456.

Very truly yours,

7
DS yinaces
R. E. Querio

Station Manager
Braidwood Nuclear Station

REQ/PMB/jab
(70312)

Enclosure: Licensee Event Report No. 88-010-00

¢c: NRC Rerion lIl Administrator
NRC Resident Inspector
INPO Record Center
CECo Distribution List




