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On March 22,
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fquipment Attendent (EA) unlocked and opened the ZRMET34A.
The 20VB4798 valve was closed and relocked.

¢ o LICENSEE EVENT REPORT (LER) P ¥
Facility Name (1) Docket Number (2) _Page 13)
Braigwood 2 10l 510l ololeals|
{Title (4) Mispesitioning of the 2B Centrifugal Charging Pump Manval Mini
S 1ow 1solation Valve Due to Personnel Error
Event Date (5) | __LER Ngmber () ~.Report Date (7) |  Other Facilities Involved (B)
Month | Day | Year | Yezar ;;5 Sequential ;;5 Revision| Month | Day | Year facility Names | ODochei Nymber(s)
P /L] Nymber LL1) Number | —
e LBLALBLELSL ] 1.
plalzl2leleolelol Jolotal 1ol riolelols/Bls olslololel 1 1
THIS REPOAT 1S SUBMITTED PURSUANT TO THE REQUIREMENTS OF 100FF
OPERATING .
MODE (9) (Check one or more of the follpwing) (11)
$ 20.402(b) __|20.40%5¢(¢) _150.73(8)(2)(iv) __1713.7¢p)
POWEF __{20.405¢a) (3005 |___|50.36(c)(Y) _150.73(a)(2)(v) I___ 73.71(c)
LEVEL __j20.405(8)(1)(34) |___|50.36(c)(2) . 150.73(a)(2)(vii) __|0ther (Specify
(1 oJ 0 1 0 _ 2o e aay () (ita ) | X |50 73 (a0 (2)(4)  |___150.73(8)(2)(viii)(A) in Abstract
LLLLELLLLLLLIL L2200 ) . 120,405 @) (V) (iv) |.___|50.73(a)(2)(i4) |__|50.73(a)(2)(viii)(B) below and in
%%%%%ﬁ%%%2 " l20.a05(a) (1(v) | 150731 (2) (444 __150.73¢8)(2) (x) Text)
LICENSEE CONTACT FOR THMIS LER (12) I
Name s R RRER ..
AREA CODE
e derald D. Wagner. Regulatory Assurance Ext. 2497 4l sl el -1zl 8loln
WWM’WWMY (13)
CAUSE | SYSTEM | COMPONENT | MANUFAC- [REPORTABLE|/////// CAUSE | SYSTEM | COMPONENT | MANUFAC- |REPORTABLE W
T Rl (T LuRce 10 MRS | 77077
1 ot IR 28 1 5;;;/% 1 4 3 3 4.3 nrir
i ! o RN 3 227020711 1 fiog ¢ s 1202117
SUPPLEMENTAL REPORT EXPECTED (14) Expected |Mpnth | Day | Year
| Submission
oy J““' Date (15)
. 1Yes (11 yes. complete EXPECTED SUBMISSION DATE) 21 . il TR Wifemiaie ..J,-M_I-_-i l i 9
ABSTRACT (Limit to 1400 spaces, 1.e, approvimately frfteen single-space typewritten lines) (16)

1989 the discharge from the RH pumps to the Chemica' Voiume and Control (CV) letdown header was

Yeft, 2CVBAY9B, and misidentified it as ZRHB734R

23,
ZRHRT S48
ZLVBET9E manua’
normal.

On June
recire vsolatiof
The root cause of this event was Personne]

1. 1989 the

valve was

not require Tracking or Independant Verification

an entire train of components.
The locked equipment program will be revised to include a unigue lock for each safety related

There was a previous occurence of a mispositioning of a locked safety related valve.

revised.
component .

The valve was

immeciately opened.

corrective actions were not applicable to *his event
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A. PLANT CONDITIONS PRIOR TO EVENT:

Unit: Braidwood 2; Event Date: March 22, 1980

Event Time: Approximately 1730;

Mode: S - Cold Shutdown; Rx Power: O%:

RCS (AB) Temperature/Pressure: 190 degrees F 375 psig.

B. DESCRIPTION OF EVENT

There were no components inoperable at the beginning of this event that contributed to the severity of this
event .

On March 22, 1989 the aiternoon shift wus to change operating Residual Heat Removal (RH) [BP] pumps from the
2B to the 2A pump. As part of this change, the discharge from the RH pumps to the Chemical Volume and
Contro) (CV) [CB) letdown header would also be realigned. This required unlocking and opening the ZRHB734A,
and closing and locking the ZRMB734B. These valves are the isclation valves from the RH system to the (V
Letdown line from the 2A and 2B RH Pumps. The Nuclear Station Operator (NSO) (Licensed Operator) and the
fquipment Attendant (EA) (Non-Licensed Operator) who performed the task conducted a pre-job discussion using
the appropriate proc.dures, including the need to gquickly close the ZRHE734B after the ZRHE7 342 was opened.
The EA wrote the valve numbers of the valves to be pusitioned in his note pad.

At 1718 the 24 PH pump was started. The A verified the pump was operating properly. He proceeded from the
pump room to the Unit 2 curved wall ares 364 elevation.

At approximately 1730 the EA unlocked and opened the ZRHET34A, 2 two-inch Kerotest globe valve. He saw
another locked two-inch Kerotest globe valve about 15 feet to his left and proceeded to that valve. He
glanced at the “High Visibility" tag for that valve. The tag was hung such that the end of the tag was at
the top and the beginning was at the bottom. The buttom of the tag, the 2CV... portion, was obscured behind
the pipe. The E4 observed the similarity of numbers on that valve tag 20vB4798, to the valve he was looking
for and misidentified it as the ZRHB734R. He unlocked, closed and relocked the 2CVBATIB valve.

At approximately 0920 on March 23, 1980 @ different EA was in the area and observed that both the ZRHET344
and the 2RHB734B were unlocked and open. He called the NS0 and was instructed to close and Tocr 2RHBT348.

At 0928 the EA closed and locked the ZRHET34E.

At 1130 on June 1, 1989 the 2B CV Pump was started and the recirculation flow loca) indicator was observed to
be reading zero flow.

At 1145 the cause of the zero flow indication was discovered to be from the manua) recirc isolation valve
20V8470B being closed. The valve was immediately unlocked, opened, and re-locked. The recirc flow returned
to normal.

This event was classified as a Potentially Significant Event on June 13, 1989.
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Based on the initia) information associated with this event a "Braidwood Station Error Evaluation
Presentation” was held to review this event with the personne) directly involved and their supervisor. The
corrective actions discussed at this presentation addressing both root and contributing causes formed the

basis for the Stat

ion's response to NE( concerns about this event.

On July 11, 1989 an NR( Enforcement (onference was held concerning this event and two other non-related
events. The corrective actions submitted to the NRC addressing both root and contributing causes of this
event are detailed below.

On July 17, 1989 as 2 result of a discussion with the resident inspectors it was decided to reclassify this
event. This event is being reported pursuant to V0LFRS0.73(8)(2)(1)(B) - Any operation prohibited by the

plant's Technical
C. CAUSE OF EVENT:

The root cause of

Specificatons.

this event was Personne! Error. The failure of the EA to properly identify the correct
component prior to manipulating that component caused the event.

Contributing causes:

1. Braitwood Operating Procedures (BwOP) did not regquire Tracking or Independent Verification of the
restoration of locked safety related romponents.

Lo ]

Component ldentification activity.

The requirement to close the 2RHE734B quickly after opening the ZRMET34A caused the EA to rusr his

3.  The existing locked valve program had a common lock core for an entire safety related train of

This did not provide protection for mis-identification of components within a train, This
enabled the EA to have a key that unlocked both the component that was intended to be operated and the
mis-identified component.

components .

D. SAFETY EVALUATION

This event had no
available st all

effect on the safety of the plant or public The redundant TV pump was operable and

mes

Under the worst case conditions of operating at 100% power, 589.7 degrees f, and 2250 psig in the RCS with 2
Design-basis LOCA there would be no impact on the safety of the plant or public as this event is enveloped by

the FSAR.

The ECCS components are designed in order that 2 minimum of 3 accumulators, 1 CV pump, | S1 pump, and 1 RM
pump together with their associated valves and piping will ensure adequate core cooling in the event of a

The redundant onsite emergency Diesel Generators ensure adequate emergency power to all
electrically operated components in the event of a loss of offsite power occurs simultanecusly with a LOCA,

Design-basis LOCA.
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A1} four accomulators, both S1 pumps, both RM pumps, and the 24 CV pump were operable throughout the event,
including their associated Emergency Diesel Generators.

A review of the pump data collected from the 28 (V ASME pump surveillance performed after the conclusion of
this event was conducted. Based on this review it has been concluded that the pump would have operated for
the mitigation of all postulated accidents analyzed in section 15 of the Updated Final Safety Analysis Report
without significant risk of damage from deadheading. Additionally, the Braidwood Emergency Procedures are
structured to provide prompt recognition and corrective artion for events where potential CV pump deadheading
1S 8 concern.

E. CORRECTIVE ACTIONS:

The 2B CV Pump manua] mini-flow isolation valve, 2(VE479B, was immediately opened upon discovery that it was
closed.

The corrective actions to prevent recurrence were developed as a result of the following:

1.  Based on the initial information associated with this event, the personnel directly involved with this
event participated in a "Braidwood Station Error Evaluation Presentation”. Root and contributing causes
were discussed at this presentation. The recommendation for corrective actions were the basis for the

Stations response to the NRC concerns about this event.

2.  On July 11, 1989 an NRC Enforcement Conference was held toncerning this event and two other non-related
events. Actions to prevent recurrence for this event were submitted to the NRC at this conference.

The following corrective actions will be taken.

The independent verification program will be revised to include locked safety related compunents within the
scope of the BwOP's. this action will be tracked to completion by action item 457-200-86-0510".

The locked equipment program will be revised to include the following:
1) Each safety related component will have a unique loch

Z2) Safety related components are not to be lockes in an abnorma! position unless specificaliy addressed by
other programs or procedures

This action wil) be tracked to completion by action item 457.200-85-05100

F, PREVIOUS OCCURENCES

There was a previous occurence of mispositioning a locked safety related valve. LER/DIR
457-88-001/20-2-88-050. Corrective actions were implemented addressing both root and contributing causes
Previous corrective actions are not applicable to this event.

G. COMPUNENT 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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