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General Otoet Selgen Stteet. Berlin Connecticut

P.O.BOX 270
HARTFORD, ZONNECTIOUT 06141-0270
(203)865- 5000

December 3, 1992
MP-§2=1270

Re: 10CFRS0.73(a)(2)(1)

Reference Facility Operating L.cense No. NPF-49 |
Docket No. 50-423 |
Licensee Event Report 92-026-00 |

Gentlemen:
. Ead 4 g
This letter forwards Licensee Event Report 92-026-00 required to be submitted within ,
thirty (30) days pursuant to 10CFRS0.73(a)(2)(i). |

NORTHEAST NUCLEAR ENERGY COMPANY

Vice Pres:dcm - Millstone Station

SES/ASY s
Anachment: LER 92-026-00

¢e: T T. Martin, Region | Administrator

Very truly yours, ‘

/Swj/ﬂw/ )(.u-c, l

hen } Scace

P. D. Swetland, Senior Resident Inspector, Millstone Unit Nos. 1, 2 and 3 |
V. L. Roeney, NRC Project Manager, Millstone Unit No. 3 '.?
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Both Trasos of High Pressure Safety Injection Inoperable
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On November 3, 1992, at 1415 with the plant in raode 3 at 0% power; the control room stalf determined that
}‘l’” wININg check yvalve resting 1 aq cordance with the sturvetllance ".-ln;t‘d\ll’l: would i.lll!‘,ll the "B’. tram of the
High Pressure Seiety Injection (S§TH) 10 both hot and cold leg injecuon paths. This would result in potenual run
out of “B" SIH pump. Since the “A" traih pump was isolated. both trains of the 5IH sysiem would have
hecame Inoperable. The procedure had previously been performed as written on February 1, 1992, The L
defiency was discovered while performing the procedure un November 3, 1892 "
The root cause of this event was inadeguate tracking of procedure changes made to support installation of
temporary modihications and subseguent dhanges required when the temporary mocificauon s removed
To prevent recurrence, the temperary modification program will be ¢hanged 16 require tracking all procedure
changes made 10 suppornt the temporary modification instaliation and & review of all affected pre .dures whan
the modification 18 removed
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Dexgrptian of Event

On November 3, 1992, at 1415 with the plant in Mode 3 at 0% power {2250 psia and 557 degrees
Fahrenhen), the comrol room stafl delermined that performing the SIH and Low Pressure Salety
Injection (51L) system ¢heck valve testng n accordance with the surveillance procedure would render
both trans of the SIH sysiem noperable. The “B” train would become inoperable if # was alighed to
both hot and cold leg injection paths due 1o possible pump run out. The “A™ triun was inoperable
because the pump was solated. The discovery was made while performing the 1est, but belore the
condinon of the “B” tran was changed, The 1est was stopped and the §IH sysiem was aligned for normal
slandby aperauon

Due 1o problems with Lung of SIH rebeifs, several reliefs berween valves designed 1o protect against back
leakage overpressurization were gagged closed 10 prevent leakage on July 6, 1989, The valves were
pagped closed as a remporary modification. The cross connect valve associgted with the SIH pump being
fun was re uired 1o be closed by the salety evalugtion o avoid an undesirable hydraulic transient, The
cross connect valves are normally open Because of the off normal bneup. the surveillance procedire was
maodified on July ¥, 1989, 10 use the Hot Leg test connedtion o provide pressure 10 back seat the cold
leg ¢heck vaives. The ho leg injection path associated with the "B" SIH pump has the Check valve
lenkape test connection down stream of the solation valve and the “A" STH pump has the leakage (st
connection up stream of the solation valve. To back seat the A" STH check valves it is nécessary 10
remove the “A” pump from service and operate the “B” SIH pump. Dedicated operators were stationed
to reopen valves during performance of test:

The problem with the reliefl valves was corrected and the remporary modification remeved on June 14,
1990, On June 19, 1990, the operating procedure was changed 1o Keep the Crosy conagct valves open on
the operaung pump, However, the surveiilance procedure was not revised to the onginal test method

The surveillance procedure was performed on February 1, 1992, with the ¢ross connect valve for the “B"
SIH pump open and the “B" SIH hot leg isolaton valve open 1o provide a flow path 1o back seat the
lest method A" wain §1H check valves. While performing the surveillance on November 3, 1992, the
operator questioneéd the operability of the "B” SIH pump with the flow path open 1o both the hol and
cnid legs. The procedure had already isolated the “A" STH pump. The procedure was stopped prior to
aligning the “E  SIH pump to both headers

The procedure was revised to the ongmal ahgnmem used prior to the implemeniation of the bypass
iumper. This flow path ased the cold leg check valve leakage test connection which remained aligned to
the operable pump

S sise of Fuo

The root cause of Uiy evem was inadequate tracking of procedure changes made to support installation
of the tempotary modification 1o remain in effect when the temporary modification was removed. The
emparary modification program does not require tracking of procedure changeés made 1o support the
installation of a umper, Therefore, when the modification is removed, these changes are not reviewed
for impact on sysiem operanon.

Thas repont 18 being submatted in accordance with 10CFR3u.73(@) () (D (B) as a condinon prohituted by
Technical Specifications

Techmcal Specificanon 3 5.2 as it applies 10 the SIH system requires that bath SIH pumps be aperable.
While operation for up to 72 hours is permited with one SIH pump inoperable, operation with both SIH
pumps inoperable is probrtited. When the surveillince was performed on February 1. 1992, both trains

were inoperable for approximately 1 hour.
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The safety significance s reduced with this event because surveillance testing would be terminated and
bith tfans guitkly restored 1o normal in the event of an accident. In addition, a flow path 10 the cold
iep existed even with the improper surveillance hneap

Gorrective Aglon

No immédiatg corrective acuon wat reguired because the STH system was aperable at the time of

discoven
T prevent fecusrence, the tenporary modificanon program will be changed to reguire the identificatuion
and wracking of procedure changes mide (0 support mstallation of & temporary modification and a review
of these procedures when the modilication is removed

In adduion. the surveillance procedure was changed 10 use the cold leg connection 10 the test header.
Addwonal lnformapon

{(iher Licensee Event Reporis (LERs) which have been submitted which disouss similar events are as
follows

LEk Nigrhe: Tigt
57016 Train A Safety Injecuon Caused by a Defective Procedure
Ra=011 Missed Conunnmert Leakape Detection System Surveillance Due (o

Defective Procedure Due 1o Personnel Error
020109 Missed Channel Check Surveillance of Containmen Pressure
92018 Both Tramms of Residual Heat Removal System Inoperable
LER §7-0]6 discusses an gvent where a step in the procedure was improperly removed during 1 revision
The root cause was a defective procedure. The action 10 prevent récurrence was (o review other

procedures for simtlar unintenuona!l deletions

LER B5=011 discusses ar, event where step was inadvertently changed when the procedurc was
reformatted. The root cause was inadeguate review of the procedure

LER 92-009 discusses an event where channel checks of the Conmtainment Pressure narrow range were
deleted

LER 92-018 discusses and event whers both trains of the Residual Hear Removal systéem were rendeted
inoperable, An madeguate review of the procedure allowed an inappropriate step to be re-inseried.

None of the hsted LERs were related 1o failure 10 track srocedure changes made to suppaort bypass
jumpers, and therefore, the corrective acuons would not have prevented this event.
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