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EVENT oescnwnou AND PROBABLE CONSEQUENCES
[0]Z] | While performing a normal reactor startup, it was determined that the valve lineup |

| for the A loop of RHR in standby readiness was incorrect. The FO020A valve, torus |

[6Ta] | suction for the A loop, was reported to be in the shut position with the mode switch |

[GT5] { in Startup and seven rods withdrawn. This condition makes the A loop of LPCI inoper- |

[6T6) | able. This event did not affect the health or safety of the public. |
[6T7] | ]
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[I5] LThe cause for this event was the Control Operator commencing a plant startup J
1] |without knowing that the FO20A valve was open. The seven withdrawn rods were immedi- |
| ately inserted and the mode switch placed in Refuel. The FO20A valve was opened, the |
| system lineup verified correct and a normal reactor startup was performed. |
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LER 2-81-59 ATTACHMENT

Facility: BSEF Unit No. 2 Event Date: 6/29/81

At approximately 0430 while establishing a standby readiness lineup for A loop
of RHR in preparation for a reactor startup, the breaker for the torus suction
valve, F020A tripped. Two Auxiliary Operators were sent to manually open the
valve. The Auxiliary Operators were not able to break the valve disk off ot its
seat, so another Auxiliary Operator was sent to assist with a manual valve
operator. At 0528, prior to receiving word on the status of the FC20A valve, a
normal reactnr startup was commenced. Shortly after the commen.ement of the
startup, the Shift Operating Supervisor questioned the position of the F020A
valve during a review of the control panel. The startup was secured with seven
rods withdrawn and the Auxiliary Operators’' assigned to open the valve were
contacted to determine the actual valve position. At 0554, word was received in
the Control Room that the F020A valve was still shut and still could not be
broken off its seat. The seven withdrawn control rods were immediately inserted
and the mode switch was taken to the Refuel position.

An investigation of this event his determined that the main cause was personnel
error with slow communications being a minor cause. The Control Operator
assumed that sufficient time had elapsed to open the I'020A valve and thus
initiated a reactor startup. H: also initialed the step on the startup
procedure requiring the valve to be open as complete. To correct these problems
the following acticns have been or will be taken:

1. A meeting was held with senior plant management and those personnel
involved to discuss the series of events that led to this violation of
technical specifications and the seriousness of that violation.

- 45 Appropriate disciplinary action was taken with the individurals involved in
this event. The Shift Foreman and the Control Operator involved with this
event were removed from duties requiring a license until the investigation
was completed. Following the investigation and the meeting described in 1.
above, the personnel were returned to normal duty.

3= Each Shift Operating Supervisor will review this event with their
respective shifts with emphasis on ensuring that items are verified
complete prior to signing them off, and that all blocks are completed or an
explanation documented and an approval signature obtained prior to
initiation of any event requiring the documentation.

4. The Shift Foreman will discuss with all Auxiliary Operators and Control
Operators the need to maintain effective communications and to report
problems to the Control Room in an expedited manner.

- GP-1 (plant startup procedure) will be reviewed and revised as required to
better define startup prerequisites.




