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U.S Nuclear Regulatory Commission
Document Control Desk
Washington, D.C. 20888

Reference Facility Operating License No. DPR-6¢

Docket No. §0-336

Licensee Event Report 90-022-01
Gentlemen:
This letter forwards Licensee Event Repnn uu_n“_m reguired 10 be submitted within
thirty (30) davs pursuant 10 paragraph 50.73(a)(2)(1), any operation or condition prohib-
ited by the plant’'s Technica! Specifications
Piease note that this LER is being submitted late due to an oversight in the Plant Incident
Report/Licensee Event Report Process

Very truly vours,

NORTHEAST NUCLEAR ENERGY COMPANY

FOR: Stephen E. Scace
Director. Millstone Station

‘Wohn 8. Keehan
"Millstone Unit 2 Director

SES/GEK ljs
Attachment: LER 90-022-01

cc: T.T. Marun. Region | Administrator
W. I, Raymond. Senior Resident Inspector. Millstone Umit Nos. 1, 2 and 2 (,@

G. §. Vissing, NRC Project Manager, Millstone Unit No 0
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Deschintion ol By

On November 15, 1990, at 1330, with the plant it MODE 1 (75% power, S85%F, 2270 psig). Service
Water header cross~tie valve, 2-SW<0TA was lound open by & plant engineering technician while
performing a rouune intake strudture inspecuon,  The control room was noufied and an operato
manually closed the valve At the ume, the plant was retarning (o service following refueling

The Service Water [SW) svstem 15 configured with three supply pumps. the 'a° ‘B, and "'C" and wwo
supply headers, the A and B. The 'B” pump is the swing pump and can be aligned 1o either the A or B
SW header Cross=tie vaives are situated between the “A' and ‘B’ pumps (2-SW-UT4&,) and between the
‘B and ‘C' pumps (2-SW<07B) 10 laciltate the swing {eature of the ‘B’ pump. Normal systern aperation
has the A" pump on the A header and the ‘'C' punip on the B header with ane of the cross«tie valves
closed and the "B’ pump ow ol service

Al the tme of the event, the plant was returming 10 service after a refuehng ouage.  During the outage
both of the cros~te valves were removed from the piping svstem. The cross=tie valve in guestion,
a=8W T4 was removed from the svstem, for the duration ol the A and B header outages. so that one
header a1 & time could by removed from sernce for repairs without alfecung the seismic integrity of the
remainung operable header. The cther cross~tie valve, 2-SW=87B, was also removed from the sysiem,
lor the duration of the B header cutage, while the adiacent piping was replaced. Valve 2-5A-07B was
re-installed duning the B header outage. Valve J-SW-0TA was re~-mnmalled on October 30, 1040 aier
the Service Water system repairs were completed.  This re~installauon included the connegtion of
electrical leads and instrument air tubing.  Insrument air was restored o the valve. Due to an unrelated
problem with the control bourd switches for 2-8W=97A and 2-8W-V7B, control power was isolated.  As
@ resull, the remote ¢control and indication from the control toom for both cross=tie valves and the
interlock feature berween them was not operauonal  Subseguent 1o October 30, 1990, complewe
restoration of the contrals and indication lor valves 2-8W=8TA ang 2«SW-9TB was hampered b
necessany SW fiow testing.  After November 3, 1980, the restoration was precluded by the removal of
the ‘C" SW pump. Conseguently. the valves were operated manually with local indication of their
posihion throughout the penad

Operations Surveitlance Procedure 2612C-1 wat performed on Ogtober 30, 1990 which verified that
valve 2=-8We9TA was open singe a fow path through the valve was required (o support operation of the
‘B Service Water pump on the A’ Service Water header. On November 2. 1990 the "A" §W pump was
returned 10 service on the ‘A’ SW heatler and the '8° 8W pump was switched w0 the 'R’ §\W heuder as
directed by Opetauons Procedure OF 2428A During these system iterations, the appropriate Operauons
Surveillanice Procedures were performed. Also on November 2, 1980, a clearance was written 10 allow
Matntenance o work on @ separate valve.  Instrument arr was solated (o prevernt operauon of this valve
while men were working on it lsolaung mstrument ar 10 11 also soluted instrument air 1o S-SW-874
Work wis completed and instrument air was restored on the following dayv, November 3, 1990 Upaon
restoration of instrument air, 2-SW-97A siroked apen. This valve movement went unnoticed as the
remote indication for 2-8W-9%A was aut of service. The PEQ restoring the mstrument air supply was in
@ different area of the imake structure while opening the instrument air solauon valve, and was no
expecung any movement of 2-8W-974 or any other vatves. On November 15, 1990, valve 2=8W-874
was found open thus idenuiving the cross—ueing of both Service Water facilines

t‘,"

The root cause of the event 1 equipment design dehgiency. The valve control system operauon, upon
restoration from a loss of instrumen air. does not mamtain the valve in the as fatled position. Review of
véndor techaical detalls on the solenovid valve and detas 0 the pneumatic valve controls, which govers
the positon of 2-8W-UTA indicated that 2-SW=974 will remain in the posiion seiected on a loss of
either air or electrical power. However, the solenoid valve will shift upon restoration ol instrament
causing the process valve 1o ¢hange positint. This waz conhirmed by testiitg. 1 should be noled that the
valve controls meet the design as described in the FSAR., The design deficiency s in the falyre
consiger the impact on valve response (0 the restorauion O instrament air, after removal
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This event 1 being reporied pursiam w the requirements of paragraph S0 730 (21 (1. reportitg ans
operaton of condinen prohibited by the plant’s Technical Speciligations
With header cross=tie valve J<SW=0T4A open, lacility separation was not mamtatned In this
confyguration, the SW osystem functioned as one commaon header instead of the two independent header
reguired By the Techmual Speaiiations
The longest amount of ume that the header cross=tig valve, 2-8W V78, ¢ould have been impropery
positioned was fraom November o, 1990 (o November 15, 1900, or a wial of approximately thirteen davs
Doring this penicd the reactor plant was critical for the last seven davs
Review of the Design Basis Accident (DBA) response ol the SW system indicaies that it would not have
performed #s mended funcuon.  During the DBA 1 i assumed that onlv one Emergency Diesel
Generator will start. With this being the case. one SW pump would be opersting on two headers which is
an unanalyzed thermao/hyvdraulic configuration
11 1t s postulated that ene of the headers were 10 break, the ability of the sysem (o perform its imended
function would have been o8t singy both pumps would have supphed waler 1o the break. Oniv @
minimal amount of cooling water would then be avallable lor component heat remaoval
v (ariesue Aslon
The corrective action was 1o immediately reposition the cross=te valve, S-SWeOTa8 10 masntaie facilin
separation
Acton (o prevent recurrénce I8 as follows
1. The desipn of the valve control system s being reviewed 10 modify the conrol features and
eliminate unwanted valve action foliowing » loss and subseguent restoration of instrument an
o Onher similar vaive control system will be reviewed 10 ensure that a generng condition does not
remmnn undetected
3. Operavions procedures will be revised 1o include inJormaetion/Cautions 10 emphasize the Jlesgn
features of potenually suspect valves
\ - ) 4or
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