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a 1652 with the plant in Moge

investigation showed that the leads had been lifted since May 22,
siready been retirned 10 setvige thus providing ane opetabie Lrair
by the Plant Equipment Operator (PEO) who was performing » flow rate

Existing work pracuces which could have prevented this event were
¢ exav prablem cannot be derermined bedause the Automated Waork Order (AWO) was
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1

weurred

pt 100% power, the Contral Room sufl determined that
bioth taing of the Hydrogen Recombingr System had begn inoperable beiween August 12,

train had been oul of service for msintensnce during that petiod and at 1032 on Aupust 1§,
train pusitive displacement blower metor had been found with bited leeids
No nmediaie corrective attion was
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1962

leads on the motor did not dogument that work had been started in the

not reviewed by supervision prior 1o being de-authorized by Operavons Department

Maintenance Deparyment ¢ strengthening the existing work contral praclices 10 ensure
K s plwave documented on the AWO and that supervision document the réview
AWO rewrned 10 Operations
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On August 15, 1992, w0 1032 with the plant in Mode 1 at 100% power (*750 psis and 586 degrees
Fahrenheu! the “A" tain of the Hydrogen Recommner Svatem failed & how rate surveillance
Subseguetn investipation shiowed that the leads 10 the positive displacement blower motor (AHCS*Cl1 A
had been bhed since May 22, 1992 The blower motor had been scheduled lor annual preventative
mainienance on that date and an elecinician had lilted the leads (0 supporl this, However, the
maintenante wae not performed and the AWO was de-wuthorized by the Operations Depariment an May
<4 and vanceled and discarded by the Muantenance Department. These actions were based on the
mistphken apsumption that no work had been performed. The lifted leads were discovered by the PEO
who was performing the survelllsnee. The Control Room stal! derermined that both trams had been
inoperabie from Augest 1J (o August 17, 1982 because the "B" Lan was also out of servige lor
maintenance durmg this period

No anmedinte corrective action was required beciuse the “BY train had already been returned {0 service
The “A" wrain Mower maor jeads were terminated shorly alter discovery and the traln was 1ested
satisfoctorily on August 21, 1992 tollowing completion of annual maintenance

The Hydrogen Recombiner system ¢ requited 1o mmniain hydrogen concentraton i the contalnment
structufe below 4% by volume during & design basis accident

NO automatic or manual safety response was requered or imtated
S,””: o E Eﬂl

The root cause of this event was personnel error.  Due 10 the [act that the AWO was inadvertently
destroved afier it was canceled, the exadt cause cannot be verified. However, two possible sources exist
First, the electnician who lifted the leads did not document that work had sisried on the AWO; or
second, the AW was not properly reviewed by Mamntenance or Operations Department supervision pior
10 being de~authoneed by Operauons. Retests were not performed based on the mistaken belie! that no
work had been conducted

The inoperability of the A" wtain was not discovered uni: August 18, 1992 because this was the next
scheduled guarterly operatipnal survetllance.

Anplysis ol Event

This gvent was the subiect of @ 4 hour report as required by TOCFRAC.72(b) (23001, This report it being
submitted i acoordance with 10CFRSG. 73 a){2) (%) &8 a condition which would have prevened a safety
syatem rom mitigating the conseguences of an arsident and 10CFRSQ. 73{a) (2013 {B). as a condmon

protibited by Technicsl Specificauon

Technical Specilication 3.6.4.0 reguires that omh trains of the Hydrogen Recomhinier System be operable
it Maodes 1 and 2. 1 one train 15 maperable, 1 must be returned 1o service within 30 daye or the unit
must be placed in bt standby in the next § hours. Upi 3 emered Mode 2 on June 3. 1992 with the
“A" train inoperable and operated at power in this condinon untl August 18, 1992, a period of 76 days.

In addition, both trains were inoperable for & 5 div  *nod from august 12 10 Aggust 17, 1692

This evernt's impadt on salety is considered 165 be minimal for iwo reasons.  Firgt, the “B” wrain was
operable during all but § days of the time that the *A" ram was noperable. This train could have
maintained he proper hvdrogén concentration in theé -ontaihment in the event of an acoident, Second,
the FSAR assumes that the Hydropen Recombiner is put on hng 24 hours after an accident. This would
have provided adequate ume 10 restare one of both trains 1o servige in the event of an actident during
the § day perniod when both (rains were inoperable.
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No immediate corrective actian was required. The “A" train blower motor leads were tirmitated shorily
after discovery and the train was tested satistaciorily on August 21, 1942

A tash group ol reépresentatives fram vartous departments was formed (0 investigate the 100t cause of this
eévent. This group determined that personnel efror consisting of improper work practices resulted in the
“A" wrain being moperable without the cognizance of the Contral Recm swfl

To prevent recurrence, Mamtenance Department is strengthening ths existing work control practices tu
ensure that start of wark §s @lwavs draumened on the AWO and that supervision document the review of
work performed for ant AWO rendt - | lo Operations

Mamnienance Department hat insthated ¢ random check of AWOS by department supervision 1o gain
confidente that the sart of work & documented

This event will be discussed with - other Millstone Operations, Mdintenance. Instrument and Controls
and Generstion Construciion Depa, . nente 1o emphasize the need to document the start of work and the
review of the work compietion segtion of the AWQ prior 1o réturning an AWO 1o Operations

In addition, & review of work process and control enhancements 15 being conducied

Adduional inlurration

Licensee Event Reports submitied which discuss related evenits are as fallows:

LER Numiber Tis

gi-01% Inoperabie Power Operated Reliel Valve Due 10 Improper
Re-installavion of a Control Switch

G2~003 Inadvertenmt Enclosure Building Integrity Breach Due 1o Inadequate

Work Planning

LER V1018 discusses an event wherg a worker inadveniently removed the wrong switch and then
re-mnstalled 1t in the wrong orientation withoit notifying supervision of addiional work which was
performed. The root cause was personnel error and the correctivé action was 10 incorporaie the lessons
learned inte department Galnung and retest puigelines

LER 92003 discusses an event where a Supplemental Leak Collection and Release System boundary was
madvertemtly breached when the seuls around 4 feed water bypass lings were removed during
erosion/corrosion inspections.  The root cause of this event was inadequate work planning and control
which allowed the seals 10 be removed without the knowledge of the Contral Room. The corrective
action was 10 change procedures o require & walk down of work areas 1o denufy possible breaches.

Since both of these LERs involve controllung work being performed and the subject event involves
stopping wark before completion. these corrective actions would not have prevented (his event.
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