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Centlemen

In accordance with Title 10 of the Code of Federal Regulations, the enclosed
Licensee Event Report la submitted. This report fulfillo the requirement for a
written report within thirty (30) days of a reportable occurrence - and .is 1

submitted in accordance with the format set forth in NUREG-1022, September 1983. 1

-|

Very truly yours,

f- w/

. H. Brown, Plant Manager'- Unit 2 j

Brunswlck Nuclear. Plant.

SFT/

Enclosure

cc: Mr. S. D..Ebneter !

Mr. P. D. Milano
.,

BSEP NRC Resident Office
'
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TITLE 641

Group 6/ Reactor Building Ventilation System Isolations and SBGT Initiation For Both Units
Occurred During Plant Hodification Wire Lift
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Units 1 and 2 were in Cold shutdown for a dual unit outage that started April 21, 1992.
On December 12, 1992 at approximately 0936 hours, while performing a modification to
install a hardened wetwell sent, a wire lift resulted in the actuation of the Containment
htmospheric Control (CAC) isolation logic. By design, the CAC isolation resulted in a
loss of power to the stack radiation monitor isolation circuit which caused both Units 1
and 2 to experience an isolation cf the CAC and Containment Atmospheric Dilution systems
primary containment isolation valves, reactor building ventilation system isolations, and
initiations of the Standby Gas Treatment systems.

Immediate corrective actions included the restoration of all affected cystems to the
normal standby lineup. A root cause analysis is in progress. The results of this
analysis including further corrective actions will be reported in a supplement to this
LER. The safety significance of this event is considered minimal since both Units were
in Cold Shutdown and the affected systems responded in accordance with design. Previous

I

similar events have been reported in LERs 1-90-025 and 1-90-027.

Supplement One to this LER includes a supplemental information section to addreas the
analysis and associated corrective actions.results of the root cause
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TITLE

Group 6/ Reactor Building Ventilation System Isolations and SBGT Initiation For Both
Units occurred During Plant Modification Wire Lift

INITIAL CONDITIONS

Units 1 and 2 were in Cold Shutdown for a dual unit outage that started April 21, 1992.

EVENT NAPPATIVE

On 12/11/92, wiring modifications in the Unit 2 Control Room Panel XU-53 were in progress
in accordance with the installation instructions of the !!ardened Wetwell Plant
Modification, PM 92-073. At approximately 0936 hours, during performance of a step in the
plant modification installation procedure which required lifting and moving a neutral
connection for Terminal Block K24 to Terminal Block K22 to support the addition of a relay
to the Containment Atmospheric Control (CAC) System Isolation System, relays located in
Panel XU-53 unexpectedly operated. The lifted wire was immediately roterminated to its
original termination point and the Operations Shift Supervisor was notified.

The lif ting of the neutral connection at Terminal Block K24 resulted in the de-energir.ation
of the CAC isolation logic relay 2-CAC-63-3. By design, this resulted in a loss of power
to the stack radiation monitor isolation circuit. The loss of the stack radiation monitor
isolation circuit resulted in isolation of the Units 1 and 2 CAC and Containment
Atmospheric Dilution (CAD) related Primary Containment Isolation System (PCIS) valves,
isolation of the Reactor Building Ventilation System for Units 1 and 2, and the start of
Units 1 and 2 Standby Gas Treatment (SBGT) Systems.

Following the event. Operations verified that the affected systems had responded in
accordance with plant design. Upon retermination of the lif ted wire to its original
termination point, the isolation logic was roset and the systems were realigned to their
configuration.

CAUSE OF EVENT

A root cause analysis is currently in progress. The results of this analysis will be
reported in a supplement to this LER.

CORRECTIVE ACTIONS

Corrective actions to prevent recurrence of this event will be reported following
completion of the root cause analysis.

SAFETY ASSESSMENT

The safety significance of this event is considered minimal in that both Units were in Cold
Shutdown at the time of the event and the affected systems responded in accordance with
design.

PREVIOUS SIMILAR EVENTS
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previous similar events have been reported in LERs 1-90-025 and 1-90-027.

SUPPLEMENTS INFORMATION:

A root cause analysis was performed to determine the causes of this event. The results
of this analysis indicate that the unplanned safety system actuation resulted from
inadequate modification installation instructions. The installation instructions required
the lifting of a lead without addressing the impact of the wire lift. The instruction
deficiency was due to an inadequate review of design changes which occurred during the
final phase of the design process and a lack of suf ficient independent design verification.

The initial design did not require the lif ting of the wire that resulted in the unplanned
safety system actuation. During a field walkdown to verify the modification design, the
responsible engineer identified a discrepancy between the design drawings and the field
condition. The field condition required a change in the initial modification installation
instruction such that a wire lif t was required. Prior to incorporating the wire lif t into
the installation instruction, the responsible engineer performed a review of the af fected
system logic. The scope of this review was deficient in that it did not adequately assess
-the impact of the final design on the affected system and components.

Additionally, the design verification ef fort f ailed to detect the impact of the wire lif t.
The verification engineer inappropriately relied on the design engineer for technical
information during his review of the design.

The following corrective actions have been takent

Nuclear Engineering Department (NED) personnel have been trained on the lessons
learned ." rom this event.

Design drawing F-09781 has been revised to reflect plant conditions.

The following additional measures will be taken to prevent recurrencel

Appropriate NED personnel will receive training on tho importance of fully
understanding the interaction of systemo and components during the initial design
process and maintaining independence during the verification process. This training
will be completed by April 30, 1993.

A " lessons learned" Instrumentation and Control Design Guide will be developed by
June 30, 1993. This design guide will list specific issues to be addressed during
the design verification process. Training of appropriate NED personnel on the
design guide will occur as part of the new procedure development process.

EIIS COMPONENT TDENTIFICATION
System /Componen ERS Code

PCIS JH
CAC/ CAD IK
Reactor Building Ventilation VA
Standby Gas Treatment BH


