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Energy Service Corporation Ted C. Feigenbaum |

Senior Vice President and .

Chief Nuclear Officer

NYN- 93058 :

!
'April 16,1993

'

,

United States Nuclear Regulatory Commission
Washington, D.C. 20555

,

?

Attention: Document Control Desk |

?

Reference: Facility Operating License No. NPF-86, Docket No. 50-443

ISubject: Licensee Event Report (LER) 93-005-00: Non-compliance With Technical
Specification 3.5.1.1 and 3.5.2 Action Requirements ,

Gentlemen: {
~

Enclosed please find Licensee Event Report (LER) No. 93-005-00 for Seabrook ,

Station. This submittal documents an event that occurred on March 18,1993. This event !

is being report pursuant to 10 CFR 50.73(a)(2)(i)(B) and 10 CFR 50.73(a)(2)(vii). |,

Should you require further information regarding this matter, please contact Mr.
James M. Peschel, Regulatory Compliance Manager, at (603) 474-9521, extension 3772. 4

Very truly yours, +

h
!

Ted C. Feig baum i

,

TCF:EWM/act'

Enclosures: NRC Forms 366,366A
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United States Nuclear Regulatory Commission April 16,1993
Attention: Document Control Desk Page two

,

!
,

E

cc: Mr. Thomas T. Martin !

Regional Administrator !

U. S. Nuclear Regulatory Commission i

Region I !

475 Allendale Road i

King of Prussia, PA 19406

Mr. Albert W. De Agazio, Sr. Project Manager |
Project Directorate 1-4
Division of Reactor Projects :

U.S. Nuclear Regulatory Com;nission i

Washington, DC 20555 |

Mr. Noel Dudley
NRC Senior Resident inspector |
P.O. Box 1149
Scabrook, NH 03874

INPO ;
,

Records Center j
700 Galleria Parkway '

.

Atlanta, GA 30339-5957
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NRC .f 0RM 36ti U.S. NUCt l AR REGut A10RY CumlSSION APPR0tfLD llY OMB NO. 3150-0104i

| (5 92) IXPIRLS 5/31/95,

i IST]MAlED BURD[N FER RE SPONSE 10 COMPLY WITH

LICENSEE EVENT REPORT (LER) $g9NI$ C0lIN 1I0N "'

n g(c ]hc E S1 I !

IHL INFORMATION AND RECORDS MANAGEMI NI BRANCH
(MNBB 7714), U.S. NUCLE AR RLCut A10RY COMMISSION,

(See reverse f or required nunber of digits / characters for each block) WASHINGTON, DC 20555-000), AND TO THE PAPERW0nK
REDUC 110N PROJECT (3150-0104), Of flCL OF
MANAGEMENT AND BUDGE 1, WASHINGTON, DC 20503,

IACilllY MAML (1) DOCKil NLMtilR (2) PAGL (3)4

Seabrook Station 05000443 1 OF 4
ilitt (4)

Noncompliance with Technic 2d Specification 3.5.1.1 and 3.5.2 Action Requirements

I VI NI t)All (5) llR NUMBf R (6) RIPORI DAll (7) OlHtR IAlllllitS INV01VfD (8) .

SE QUE NTI AL REVISION FACitlIY NAML DUCFL1 NUMOLR f
MONTH DAY YEAR YEAR M31H OM M

NUMBER NUMBIR 05000d

IACllllY NAML DOCKil NUMBLR
03 18 93 93 05 00 0 '. 16 93

| 05000 t

OPERAllNG IH15 Rf PORI IS SullMilllD PLRSllANT 101H1 RIQUIRIMINIS Of 10 CIR 6: (Check one or nore) (11)3

Pt3DE (9)
~

| 20.402(b) 20.405( c ) 50. 73(a )( 2 )( Iv) 73.71(b)

POWER 20.40'at a)(1111 ) 50.36(c)(1) 50.73(a)(2)(v) /3./1(c) j

tivi.L (10) 20.405(a)(1)(ii) 50.36(c)(2) X 50.73(a)(2)(vii) 01HER'

20.405(a)(1)(iii) X 50.73(a)(2)(i) 50.73(a)(2)(viii)(AfTpecifyin j
Alst act telow *

20.405(a)(1)(iv) 50.73(a)(2)(ii) 50.73(a)(2)(viti)(B)
20.40$(a)(1)(v) 50.73(a)(2)(tii) 50.73(a)(2)(x) NRC farm 366A)

i101NSII CONIACI fOR lHIS 1ER (12)
NAML 1[tIPHDNE NUMB [R (lnclude Area Code)

Mr. James M. Peschel, Regulatory Compliance Mgr. (603) 474-9521 Ext 3772

COMPtill DNL llNE 10R L ACH ClMPONEN! I AlluRt DI SCHitllD IN THlh RIPORI (13)

CAUS[ SYSTEM COMr>0NE NT MANUFACTURER CAUSE SYST(M COMP 0hE NT MANUTACluR[R

a

i

1

SUPPll MI NitJ RI PORI I XPI CIID (14) [xp[cyg) MUNIH DM YlAR

Yi 5 SUHMISSION
(If yes, complete EXPECTED SUBMISSION DAll). X NO

DATE (15)

ABSIRACT (L mit to 1400 Spaces, i.e., approximately 15 single-spaced typewritten lines) (16)
,f

On March 18,1993 while performing a Miscellaneous Valve Strole surveillance, two accumulator isolation valves and selected ;

ECCS vahes had power restored to their operators. This resulted in a condition prohibited by Technical Specifications 3.5.1.1<

and 3.5.2, which require power to be removed from the aforementioned valves in modes 1,2, and 3. Additionally, with power j

] available to two accumulator isolation valves the action statement for Technical Specification 3.5.1.1 no longer apphes, I
'requiring entry into Technical Specification 3.0.3. This constituted a condition prohibited by Technical Specifications.

There were no adverse safety consequences as a result of this event. At no time during the event were the accumulator
isolation valves or the selected ECCS valves repositioned. The control room operator would have been alerted of this type
condition, had it existed, through: audible alarms, visual alarms and changes in status lights on the main control board. The
accumulators and ECCS systems would have performed normally, and as designed, had an event requiring them occurred.

The root cause for this event was determined to be personnel error. The control room operator performing the surveillance
procedure missed the step directing the deenergin: tion of MCC E522 and MCC E622.

Immediate corrective action was to dcenergize the MCC, removing power from the valve operators. Actions to prevent
reoccurrence of the event include: North Atlantie Management will discuss this event with operating crews to include alternate
methods of procedural usage to prevent reoccurrence, the responsible indhidual involved will complete a critique in
accordance with North Atlantic self checking (STAR) program, and the Operations Support Group will review industry events

'
and practices relating to procedure interface and documentation.

NRC TORM 366 (5-92)

!
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MRC IORM 36fA U.S. NUCtf AR REGULA10RY CormISSIO APPROVID tty OMB CD. 3150-0104

(5-92) . EXP!RES 5/31/95

ES11 MATED BURDEN PER RESPONSE TO COMPLY tHTH.

THIS INFORMA110N COLLECTION R[ QUES 1: 50.0 HRS.
TORWARD COMM[NIS Rf GARDING fiURDEN [511 MATE 10.

LICENSEE EVENT REPORT (LER) 1HE INF OR".All0N AND RE LORDS MANAGEMENT BRANCH
TEXT CONTINUATIC.N (MNBB 7714). U.S. NUCLEAR RfCULATORY COMMISSION,

WASHINGTON, DC 20555-0001, AND TO THE PAPERWORK
REDUC 110N PROJEC1 (3150-0104), OfflCE Di
MANAGEMENT AND E4UDGET, WASHING 10N, DC 20503.

I ACILIlY NAML (1) TXXXII NUNHIR (2) llR NtMHI R (6) PAGE (3)
ygg 51QUENtlAL RLVISION

Seabrook Station * * "
05000443 93 2 OP 4

ItK1 (11 more space is required, use additional copies of NRC lom 3b6A) (11)

Description of Event

On March 18, 1993 while performing a Miscellaneous Valve Stroke surveillance, two accumulator isolation
valves and selected Emergency Core Cooling System (ECCS) valves had power restored to their operators.
This resulted in a condition prohibited by Technical Specifications 3.5.1.1 and 3.5.2, which require power to
be removed from the aforementioned valves in Modes 1, 2, and 3. In addition, with power available to two
accumulator isolation valves the action statement for Technical Specification 3.5.1.1 no longer applies,
requiring entry into Technical Specification 3.0.3. This constituted a condition prohibited by Technical
Specifications.

The Safety injection System accumulator tanks discharge borated water into the Reactor Coolant System
(RCS) following a Loss of Coolant Accident (LOCA). When RCS pressure drops below the pressure of the
four accumulator tanks, they discharge their contents into the RCS cold legs. During normal operation,
check valves prevent reactor coolant from leaking back into these accumulator tanks.

Technical Specification 3.5.1. l a specifies that, "Each RCS accumulator shall be OPER ABLE with the
isolation valves open and power removed.* Technical Specification Surveillance Requirement 4.5.2 specifies
that, *Each ECCS subsystem shall be demonstrated OPERABLE by verifying selected ECCS valves are in the
indicated positions with power to the valve operators removed.'' The specific circurnstances regarding the
noncompliance are described below.

The surveillance procedure being used to conduct the testing, OX1490.05, Miscellaneous Systems ASME
Section XI Quarterly Valve Stroke Test, provides direction for stroking RC-FV-2894, RCS Loop 1 sample, j

and RC-FV-2896, RCS Loop 3 sample. These valves receive their power from Motor Control Centers (MCC) |
E522 and E622 respectively. These MCCs, which also provide power to accumulator isolation valves and i

selected Emergency Core Cooling System (ECCS) valve operators, are normally deenergized using control i

switches on the main control board.
.

I

Prior to energizing MCCs E522 and E622, the procedure directs the operator to open the circuit breakers for
accumulator isolation valves and selected ECCS valve operators. This step ensures the requirements of
Technical Specification 3.5.1.1 and 3.5.2 will be satisfied when M CCs E522 and E622 are energized.
Additionally, the normally locked open circuit breakers for the previously mentioned RC sample valves had to
be closed on the MCC. The MCCs were energized to allow the stroking of RC-FV-2894 and RC-FV-2896.
After successful testing of the sample valves, the control room operator directed the auxiliary operator
(locally at the MCC 622) to lock open the breaker for RC-FV-2896, and close the breakers for the
accumulator isolations and selected ECCS valves supplied by MCC E622. With the breakers closed, power
became available to the selected E(TS valves and accumulator isolation valve operators. Af ter approximately
hkC f0EM 366A (5-92)

_ _ _ _ . _ _ .
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*
ESTIMATED BURDEN PER RESPONSE TO COMPLY

,
W11H THIS INFORMA110N COLLECTION R E QUE ST :
50.0 HRS. FORWARD COMMtN1$ RICARDING

- LICENSEE EVENT REPORT (LER) BURDEN ES11 MATE 10 THE INf0RMA110N AND
TEXT CONTINUATION RECORDS MANAGEMENT BRANCH (MNBB 7714), U.S.

NUCLEAR REGULATORY COMMISSION, WASHINGTON,
DC 20555-0001, AND 10 THE PAPERWORK
REDUC 110N PROJECT (3150 0104), OfflCE Of
MANAGEMENT AND BUDGE 1, WASHlhG10N, DC
70503.

I ACIL11Y NAME (1) DOCKil NUMBIR tlR NUMBIR (6) PAGI (3)
YEAR SLQULN11AL RIV1510

Seabrook Station 3 OF 405000443 93 0005

1LKt (11 more space as required, use additional copies of kRC f orm 366A) (17)
(Continued)

5 minutes, the control room operator noticed that the white * power available" lights on Le main control
board for MCC E622 powered accumulator isolation valves were illuminated and immediately deenergi7ed
both MCC E522 and E622. A review of the procedure identified that a procedure step had been missed. The
control room operators decided to enter Technical Specification 3.0.3 for the period of time power was
available to both accumulator isolation valves because the action statements for Technical Specification

|3.5.1.1 do not address the inoperability of two accumulator isolation valves.

Safety Consecuences

There were no adverse safety consequences as a result of this event. At no tinac during the event wcre the
accumulator isolation valves or the selected ECCS valves repositioned. The control room operator would
have been alerted of this type condition, had it existed, through; audible alarms, visual alarms and changes in |
status lights on the main control board. The accumulators and ECCS systems would have performed their j

'

specified functions had they been called upon to do so.

Root Cause

The root cause for this event was determined to be personnel error. The control room operator performing
the surveillance procedure missed the step directing the dcenergization of MCC E522 and MCC E622.

Corrective Actions

Immediate corrective action was to deenergize the MCCs, to remove power from the valve operators. North
Atlantic Management will review this LER with operators during their normal training cycle to discuss
alternate methods of procedural usage to prevent reoccurrence. Additional actions to prevent reoccurrence
of the event include:

1. The Unit Journal was updated to annotate the entrance in Technical Specification 3.0.3.

2. The responsible individual involved completed a critique in accordance with the North Atlantic self
checking (STAR) program. This critique will stress the importance of self verification, and supply data for
trending purposes. The STAR program is a human performance enhancement program.

hRC FORM 306A (5-92)
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. - ES11 MATED BURDEN PER RESPONSE 10 COMPLY
WITH THIS INFORMATION C0t L E C110N REQUES1:
50.0 HRS. FORWARD COMMENTS REGARDING

LICENSEE EVENT REPORT (LER) BURDEN ESTIMATE 10 THE INE0RMATION AND-
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MANAGEMENT AND BUDGET, WASHINGTON, DC
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Seabrook Station 4 OF 405000443 93 0005

ILK 1 (11 more space is required, use additional copies of NRC f orm 366A) (11)

3. The Operations Support Group will review industry events and practices relating to procedure interfacc
and documentation. This information will be evaluated and used to determine whether current station
programs need enhancements.

Plant Conditions

i

|At the time of the identification the plant was in MODE 1,100% power.

Similar Events ,

!

There have been three previous similar events where the action requirements of Technical Specifications were
not complied with. LER 89-015 documents an event which occurred on April 29, 1989 with the plant in
MODE 5. While shifting from the "A" Centrifugal Charging Pump to the "Ir Centrifugal Charging Pump,
both pumps were operated for approximately eight seconds. The event was attributed to personnel error on
the part of the control room operator. During the performance of the procedure the operator looked away
from the procedure to acknowledge alarms, and upon resuming performance of the procedure inadvertently

| missed one step. LER 91-005 documents an event which occurred on May 29, 1991, involving the circuit

| breaker feeding the Rod Control Cluster Change Fixture being found open but unlocked, contrary to
| Technical Specification 3.8.4.1. The event was attributed to personnel error on the part of the Operations

individual preparing the tagging order who failed to identify the circuit breaker as a locked component as
required by Procedure MA 4.2, * Equipment Tagging and Isolation" LER 92-021 documents an event which
occurred on October 18,1992 with plant in MODE 5. While performing a Centrifugal Charging Pump (CCP)
surveillance, the motor circuit breaker for the non-operating CCP was connected to its electrical bus prior to
closing and locking the pump discharge valve. The event was attributed to personnel error on the part of the
control room operator.

North Atlantic considers the previous events (LER 89-015, LER 91-005 and 92-021) and this event to be
isolated instances of Technical Specification noncompliance. None of these events involved the same
individual. The North Atlantic Operations Department has been effective in performing surveillances
required by Technical Specifications.

l

160 f0RM 366A (5-92)
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