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Deceruber 3, 1992

MP-92-1270

Re: 10CFR50.73(a)(2)(i)

U.S. Nuclear Regulatory Commissiori
Document Control Desk
Washington. D.C. 20555

Reference: Facility Operatine License No. NPF-49
Docket No. 50-423
Licensee Event Report 92-026-00

Gentlemen:

This letter forwards Licensee Event Report 92-026-00 required to be submitted within
thirty (30) days pursuant to 10CFIUO.73(a)(2)(i).

Very truly yours,

NORTHEAST NUCLEAR ENERGY COMPANY

kw.|'Stephen |)E Scace
| cac

Vice President - Millstone Station

SES/JSY:hs

Attachment: LER 92-026-00

cc: T. T. Martin, Recion 1 Administrator
P. D. Swetland, Senior Resident inspector, Millstone Unit Nos.1, 2 and 3
V. L Rooney, NRC Project Manager, Millstone Unit No. 3
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On November 3,1992, at 1415 with the plant in raode 3 at 0"r power, the conuol room staff determined that
performing check sahe testing in accordance with the surveillance procedure would align the "B" train of the
liigh Pressure Safety injection (SlH) to both hot and cold leg injection paths. This would resuh m potential run
out of "B" SlH pump. Smce the "A" train pump was isolated, both trains of the SlH system would have
become inoperable. The procedure had previously been performed as wrnten on February 1,1992. The ;
dehciency was discovered w hile performing the procedure on November 3,1992. -

The root cause of this event was madequate tracking of procedure changes made to support installation of
; temporary modiheations and subsequent changes required when the temporary modificauon is removed.

3To prevent recurrence, the temporary modification program will be changed to require tracking all procedure
changes made to support the temporary modihcation mstallation and a review of all affected pm ,dures when
the modihcation is remosed.
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On Nosember 3,1992, at 1415 with the plant in Mode 3 at O'~c power (2250 psia and 557 degrees
Fahrenhent the control room staff determined that performmg the SlH and Low Pressure Safety ,

injection blL) nstem check salve testing in accordance unh the surveillance procedure would render
both trams of the SlH sptem moperable. The "B" train would become moperable if it was abgned to
both hot and cold leg mjecuan paths due to ponible pump run out. The " A" train was inoperable
because the pump was nolated The discovery was made while performing the test, but before the
condinon of the 'B' tram was changed The test was stopped and the SlH system was aligned for normal
standb> operanon.

I

Due to problemi, with lifung of Sill rehefs, several reliefs between vahes designed to protect against back '
leakage overprenurization were gagged closed to prevent leakage on July 6,1989. The vahes were
gagged clo>ed as a temporary modihcanon. The cross connect valve anociated with the SlH pump being '

run was te ,uired to be closed by the safet) esaluation to avoid an undesirable hydrauhc transient. The ;
cioss connect vahes are normally open Because of the off normal hneup, the surveillance procedure was
modihed on July 9.1989, to use the Hot Leg test connection to provide pressure to back seat the cold
leg check valves. The hot leg inject on path associated with the "B" SlH pump has the Check valve
leakage test connection down sucam of the isolauon valve and the " A" SlH pump has the leakage test ,

connection up stream of the isolation vahe: To back seat the "A" $1H check valves it is necessary to
remose the *A" pump from service and operate the *B" SlH pump. Dedicated operators were stationed ,

to reopen vahes dunng performance of tests

The problem with the relief vahes was corrected and the temporary modiheation removed on June 14,
1990. On June 19. 1990, the operatmg procedure was changed to keep the cross connect valves open on ,

the operaung pump.110weser, the surveillance procedure was not revised to the onginal test method.

The surveillance procedure was performed on February 1,1992, with the cross connect vahe for the "B"
SlH pump open and the "B" SlH hot leg isolat on vahe open to provide a flow path to back seat the
test method " A" train SlH check valveo While performing the surveillance on November 3,1992, the
operator questioned the operability of the "B" SlH pump with the flow path open to both the hot and
cold legs. The procedure had already isolated the " A" S!H pump. The procedure was stopped prior to

*ahrning the "E SlH pump to both headers.

The procedure was revised to the origmal abgnment used prior to the implementation of the bypass .
jumper. This flow path u'ed the cold leg check vahe leakage test connection which remained aligned to
the operable pump. ;

II. Cause of Evgan

The root cause: of this event was inadequale tratktng of procedure changes made to suppo1 installation
of the temporary modihcation to remain in effect when the temporary modihcation was removed. The
temporary modification program does not require tracking of procedure changes made to support the 1

installation of a jumper. Therefore, when the modincation is removed, these changes are not reviewed
for impact on system operation.

111. Analysis of Event

P

This report is being submitted in accordance wnh 10CFR$u.73(a)(2Hi)(B) as a condition prohibited by
Technical Specihcations.

*
. .

Technical Specification 3.5.2. as it apphes to the SlH spiem requires that both 5111 pumps be operable.
While operation for up to 72 hours is permitted with one SlH pump inoperable, operation with both S1H
pumps inoperable is proh+ited. When the suneillance was perfermed on February.1; 1992, both trains -

were inoperable for approumately 1 hour.
~
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The safety sicrubcance a reduced ulth this event because surseillance testing would be terminated and ;
*

both trains quickl> restored to normal in the event of an accident. In addition, a flow path to the cold
leg custed even with the improper surveillance hneup.

IV. Correctis e Acunn i

No immediate corrective action was required because the SlH system was operable at the time of *

discovery.
!

To prevent recurrence, the te.nporar) modthcation program will be changed to require the identihcation (
and tracking of procedure changes inade to suppon installation of a ternporary modification and a review

'

of these procedures when the modification is removed. ;

in addition, the surveillance procedure was changed to ute the cold leg connection to the test header.

V. Ad+tional hdcunauen

Other Licensee Esent Reports (LERs) which have been submitted which discuss similar events are as
follows:

lek Number 111h

57-016 Train A bafety injection Caused by a Defective Procedure ,

56-011 Missed Containment Leakage Detection System Surveillance Due to
Defectise Procedure Due to Personnel Error. -!

92-009 Missed Channel Check Surveillance of Containment Pressure

92-015 Both Trains of Residual lleat Removal System inoperable

LER 67-016 discusses an esent where a step in the procedure was improperly removed during i revision.
The root cause was a defective procedure. The actwn to prevent recurrence was to resiew other 3

procedures for similar unintentional deletions.

LER $5-011 discusses ar. esent where step wati madsertentl) changed when the procedure was
refntmaned. The root cause was inadequate resiew of the procedure.

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

LER 92-018 discusses and event where both trains of the Residual licat Removal system uere rendered
inoperable. An inadequate review ci the procedure allowed an inappropriate step to be re-inserted.

None of the lined LERs were related to failure to track procedure changes made to support bypass
jumpers, and therefore, the corrective actions would not have prevented this event.

Ells Codd
.

Sptems

High Pressure Safety
injection - BQ
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