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If the postulated worst case scenario did ogeur and auxihiary feedwater flow was totally lost 10 sl steam
peneralors the conseguences of the event would be mitigared by operator actiohs thraugh the
implementation of Emergency Operating Procedure (EOP) 335 FR-H. 1, "Response 1o Loss Of Secondary
Heat Sink™ . The procedure provides guidance for re~establishing the auxiliary feedwater flow or
aliernarive beat sink sources (i-e.. main feed pump, condensate pump or last resort RCS bleed and
feed). The plant woultl not be in an unanalvzed ¢ondition at any time while responding to this event.
The immediate need for heat siek could be provided and the restoration ol auxihiary feedwater flow
cauld be re-estublished by removing the power fuses 10 FWA modulating control valves and allowing
them to lail open

The Comainment Recireulation System (RSS) was initdally considered inoperable due to the loss of
automatc control of the minimum flow recirculaton valves for RSS pumps: 3RSS*PIA & JRSS*PIB.
The loss of automate conttol would not render the valves moperable. These valves have an override

funcnon which allows the operatar 10 take manual control from the mamn control board, The RSS svsiem

consists of Tour RES pumps, two have automatic minunum flow recirculation capability. These valves are
used when shifting the R3S system from comainment spray to vold leg injection. There is a penod
during the transler from containment spray 1o cold leg mjection where minmimum recire flow 15 required to
avoid dead heading the pump. The loss of the SPEC 200 equipment affects the flow transmitter which
provides indication and auo control for the muni=flow recire valve, The pump flow indicated on the
main control board would be falled, low or high, out of the normal range. The motor operated
minimum flow re2ir¢ valves could be operated and valve position indicaton would be correct,

Carrer ol

No immediate action had to be taken with the plant in cold shutdnwn, Mode 3, for maintenance.
Dummy modules were inspected and pussing modules inventoried, Because of the missing dummy
modules an Engineering reportability evaluation was initiated and inspections were initiated for missing
cards guides and bumper assembites. The Foxboro SPEC 200 rail guides and bumper assembly repairs
were voordinated with the card spections to minmize the impact on the plams equipment. Card
inspections required eauipment and rain outages

Millstone 3 has installed dummy modules, rail guides and bumper assemblies in all the seismically
qualified safery related racks in accordance with Foxboro requirements.  Millstone 3 is in compliance
with the Foxboro gualification report.

A review was performed on the Foxt vo SPEC 200 Technical Manuals. The deliciencies found with :he
Faxbore technical manuals in the Stanons Technical Information Center are being corrected. The
Docament Control and Milistone 3 Engineering departments are reviewing other equipment specification
files to eliminate any ather e hnical manual problems,

A Vendor Interface progratn was implemented in November 1991, prior to this incident, by the
corporate Procuremem Ergineering Group. The purpose of the program is 10 contact equipment vendors
who provided or manufactured equipment significant to the safety of the plant an a routing basis. An
element of the program is 1o find out what changes have been made to the equipment technical manuals.
This program should ebminate future problems with nat having up-to=date vendor information.

Per discussion witte Wesunghouse, the NSSS, thére are no known sinular seismic qualification problems
with the safety related mnstrument and control equipment supplied by them. There are several other
preces of equipment being reviewed 10 ensure seismic requirements have been maintained over the years
This review will be completed by April 1. 1992,

Addional Informauon
This report is very similar in nature to the NRC information Notice 91-70, “Improper Installation of

Instrumentation Modules,” which documented a similar problem réported a1 the 2akansas | uclear One
Facility 1n &ugust, 1981,
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LER 6=04%, “Ingorrect Main Steam Relief Valve Blowdown Ring Seuting,” reported the improper
hlowdown setings of the muain steam relief valves. The issu= was found as a result of informition
abtiined in research of an NRC 1E Information Notice No. 36«05, This event 1§ only similar 10 the
present ssue being reported in that the investigation was triggered from owside notification

LER S0-008, "Manual Reactor Trip After Main Feedwater Pump Coupling Faillure Due 10 Loss Of
Coupling Boit Preload,” reported the caastrophic failure of the feedwater wrbine/pump coupling due 10
personnel and procedural madequacy. This events found the vendor technical manuals were prodeditally
inadegquate.  The corrective action for LER 90-003-00 was event specific and would not have prevent
the vccurrence of the event described in this LER.

LER 81-022, “Failure To Adeguately Perform Overlap Testng Of The Containment Depressurization
Actuation Loops Due to Management Deliciency,” reponed a situation where all aspects of an instruinent
loop was not adequately tested. The events are anly similar with the respects 1o a pitential program
hreakdowns, This event missed vendor recommended testing requirements which were adeguately
documented. The event being reported in thi¢ LER documents a breskdown or weakness of the
dgocument control program for not updating or mamtaining vendor technical manuals current.

LER 88016, "Improper Nuclear Instrument Calibration Due To Low Leakage Core.” discussed an event
Where a design change was not taken no aecount prior 10 implementaton of the design,  Specitically,
the nugclear instrumentation negative and positive rate recctor trips had been set non-coservatively
because personnel failed 1o properly account for the effect of low leakage core on the plant's excore
nuclear insuumentation.  As g contributing factor, the fuel vendor did not g eperly forward all
intormanon concerning adjustments of Nls for low leakage core 10 Milistone 3. As action 10 prevent
regurrence, the tuel vendor notified Northeast Unilities that it has made changes 10 its internal control
procedures (0 ensure that information related 10 core design change effects on N1 post refueling
abgmment is forwarded to customers.  This event is considered similar in that it identifies problems
generated due o & lack of adequate vendor technical infenmauan, The corrective action for LER
RE=010 was event spectlic and waould not have prevent the occurrence of the event described in this
LER

| Millstone 3 has reviewed this incident with the other Northeast Utilities nuciear units (1.e.. Millstone 1,
%

Milistone 2 and Connecticut Yankee). The units are reviewing their equipment and any discrepancies
will he independently reported
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System

lnstrumentation and Monitoring System Group
Performance Monttoring System - 10
Auxiliary Feedwater Svstem = BA
Contaginment Recirculationn Spray System - BE

Components
Cabinet - CAB
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