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Re: 10CFR2.201)

U.S. Nuclear Regulatory Commission
Attention: Document Control Desk
Washington, DC 20556

Gentlemen:
Millstone Nuclear Power Station, Unit No. 2
Reply to a Notice of Violation
dipeCtion Report 50-336/91-30
Introduction

In a letter dated January 15, 1992,°"7 the NRC transmitted its Notice of
Violation (NOV) relating to NRC Combined Inspection Report Nos., 50.245/91-27,
50-336/91-30, and 50-423/91-24. The letter discussed the results of the
combined inspection during which the NRC Staff identified one Severity
Level 1V violation associated with in-service testing (157) requirements of a
service water system valve stroke test. The Staff requested that Northeast
Nuclear Energy Company (NNECO) respond, pursuant to provisions of 10CFR2.201,
within 30 days of the date of the letter transmitting the NOV. The inspection
report was received on January 27, 1992. In a telephone conversation with the
Region | Staff, additional time in which to respond to this NOV was granted to
30 days [rom receipt of the letter. By this letter, NNECO responds to the
NOV, and Attachment 1 provides the relevant details as required by 10CFR?,201.

Discussion

During the NRC inspection conducted from November 16, 1991, through January 4,
1992, a violation of NRC requirements was identified. Millstone Unit No. 2
Technical Specification 4.0.5.a requires, in part, that an IST of ASME Code
Class 3 valves be performed in accordance with Section X1 of the ASME Boiler
and Pressure Vessel Code. The Millstone Unit No. 2 IST program for pumps and
valves, Revision 3, states that valves for which measured stroke times exceed
Timiting values shall be immediately declared inoperable.

The issue was described in detail in the Staff's combined inspection report
dated January 15, 1992, pages 17 to 19. Th NRC determined that the root

(1) E. C. Wenzinger letter to J. F. Opeka, "Millstone Unit | Inspec-
tion 91-27; Unit 2 Inspection 91-30; Unit 3 Inspection 91-24," dated
January 15, 1992.
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cause of the incident was the operator’s failure to make the required opera-
bility assessment when a valve stroke time exceeded the acceptance criteria.
Further, the Quality Services Department (QSD) surveillance focused on general
administrative requiremer¢s without giving consideration to whether or not the
IST program requirements had been met.

While NNECO agrees with the Staff that the safety significance of this valve
operability rssue was minimal, we strongly believe that the operator performed
the surveillance properly in accordance with the current procedure, This is
discussed in d'tail in Attachment 1--root cause. We have expended significant
efforts to stress procedure compliance, and we will continue to do so. Based
on the sequence of the subject procedures, we believe that the operator
actions associated with performance of this surveillance were correct and that
he properly considered the valve operable. The violation occurred because the
procedure, when precisely followed, was flawed. In this instance, the (S0
surveillance function primarily focused on verifying the specific adminisira-
tive requirement of procedure compiiance. Beyond the typical QSD function,
additional 1insights may be shared within the (S0 personnel’s awareness,
However, beyond procedure compliance, NNCCO Loes not typically rely con QSD
auditors for operability determination input.

As a result of the inspection, and as we discussed with the inspector, NNECO
has committed to corrective actions which we believe are sufficient to resolve
the Staff’s concerns, These actions are discussed in Sections 2, 3, and 4 in
Attachment 1. Further, we have reviewed similar IS8T procedures across our
other units and found any generic implication unlikely,

Conclusion

While NNECO disagrees with the Staff’s root cause in this incident, we do not
contest the violation. We believe that our operators correctly followed the
appropriate revision to the proper procedure., We belireve that our completed
and committed actions are appropriate to resolve the issue,

Please contact us 1f yod have any further guestions concerning this issue.
Very truly yours,

NORTHEAST NUCLEAR ENERGY COMPANY
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Executive Vice President

. Martin, Region | Administrator

. Vissing, NRC Project Manager, Millstone Unit No. 2

Raymond, Senior Resident Inspector, Millstone Unit Nos, 1, 2, and 3
Wenzinger, Chief, Reactor Projects Branch 4
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need to review and correct similar sequence errors in all IST surveil-
lance procedures.

3. Corrective Steps \o Prevent Future Violations

NNECO believes that due . the terminology in IST procedures, normal
versus acceptable, that this sequence error is limited to the 1§71
procedure set. Therefore, in order to prevent recurrence, all ST
procedures will be reviewed for similar presentation sequence errors.
Further, by June 30, 1992, Operations personnel will receive training on
the procedure step rearrangement and reasons to further their understand-
ing of the IST program requirements.

4. Date When Full Compliance Will Be Achieved

NNECO plans to compiete this IST procedure rveview by March 18, 1992. Al
procedures that are found discrepant will be corrected by April 30, 1992.

5. Generic Implications

The corrective actions, as described above, have been reviewed for
applicability to Millstone Unit Nos. 1 anu 3 and the Haddam Neck Plant.
Their respective IST procedures are worded differently such that similar
incidents are not likely.



