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Licensee Event Report 92-025-00

Gentiemen

[his letter forwards Licensee Event Report 92-025-00 required to be submitted within

thirty (30) days pursuant 10 10CFRS0.73(a)(2)(1)

Very truly vours,

NORTHEAST NUCLEAR ENERGY COMPANY

FOR: Stephen E. Scace
Vice President = Millstong Station

BY: “TCarl H. Clement
Millstone Unit 3 Director

-

Attachment: LER 92-025-00

ce:  T.T. Martin, Region | Adminiswrator
P. D. Swetland, Senicir Resident Inspector, Millstone Unit Nos. 1, 2 and 3
V. L. Rooney. NRC Project Manager, Millstone Unit No, 3
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Orn November 2, 1992, &t 1710 with the plam i mode 4 at 0% power, the acuons reguired by Limiting
Condion lfor Operation (LCO) 3.4 9.2.a were not inisated when the Pressurizer heatup rate of 100 degrees

Fahrenheit i ong hour was exgeeded. The heatup octurred in the hquid space as a result of an insurge of
relatively cold water and subseguent return ¢ saturation conditions, The discovery was made by the canirol
room statl on November 4 at 0100 while in Maode 3 at 0% power during review of the surveillance form. The
atuon statement was enterad at that time. The Tan had changed modes hetween occurrence and discove 'y

I'here were two root causes of this event. Furst, progedural guidance was not detgsiled for managing the insurge
Second, senitr licensed operators believed that the temperature changes in the Pressurizer bhauid space did not
constitute a pressurizer heetup il the steam space temperature remained constant

To address the first root cause, & procedure change to minimize the insurge during plant heawp has been

2 30

unplemented. In addition, a review ol other procedures which may result in thermal transienis on other

components such as letdiown and charging ard the salety mnjecuon accumulators will be conducted, To address

the second root cause. operators will be irained on the basis for the Pressurizer heatup limits and the impact of

insurges duting plant heatup
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Descupuon of Eyent

On Novernber 2. 1982, a1 1710 with the plant in Mode 4 at 0% power {350 psia and 210 degrees

Fahrenheit), the Precsunzer beatup rae hinit of 100 degrees Fabrenbeit in one hour was exceeded. The
neatup resulted sfer the Residual Heat Removal (RHR) system was removed from service during the

plant heatup and an nsurge of cold water entered the bottom of the pressurizer & approximately 1600
when the plant wae in mode § at 180 degrees Fahrenhelt. Pressunzer water level increased
approxarmately 15¢ The water spage cooled down 140 degrees Fahrenhell over the next 13 minutes
Uver the next hour the water space heated up 10 pré-<insurge conditions, The operating procedure did
nol address methods for minimising e insurge

The fact that short term heatup rate was exceeded was noted by the control room #tafl, however, they
did not consider this 10 be Techmcal Speaific ton Bmit of an actual Pressurizer heatup since the steam
space temperature remianed consiant, The » -, that the 100 degree Fahrenhen chianie in one hour had
been exceeded was not recognized untill 010u on November 4. The actions required by LCO 2.4.9.2.a
were initlated gt this time. The LCO was exited m 0400 on November 4 when the engineering evaigauon,
which determined that the pressurizes wis acceplable tor continued operation, was compieted

Cause of Event

'wo root causes exist for this event. First, the operaung procedure did not provide & method for
minitmizing the insurge. 1 the aperator had been able 10 réduce the size of the insurge, the thermal
transient on the Pressurizer would have been reduced. Second, semior licensed operators believed that
the temperature changes in the Pressurizer liguid space did not constitite a pressunzer heatup if e
steam space tomperature remained constant

Analysis of Event

T'his repon is being submitted in accordance with 10CER30.73(a) (2110 (B) as & condition prohibited by
|

[echnical Specifications

Technical Specification 3.4.9.2. requires that if the pressurizer heatup rate exceeds 100 degrees
Fahrenbeit in ong hour, the temperature must be returned to within hmits in the next 30 minutes and an
engneenng evaluation on the structural integrity of the pressurize; must be performed or the plant must
be in Hot Standby within & Rours and depressurized to S00 psia in the following 30 hours,

No actuad safety degradanion occurred because the Pressurizer was determined 1o be acceptable when the
engineering evaluation was completed. However, plant heatup continued piacing the Pressurizer in a
patentially unacceptable condinan for approximately 32 hours

' i\ Correclive Action

The immediate corfective action was 1o perfarm an engimeening evalvaton to verify that the Pressurizer
was within its faupue life

Actions taken 1o address the first root cause of inadequate procedural guidance are as follows

- & procedure char. ¢ 1 minimize the insurge during plant heatups has been implemented.  Recent
industry information on Pressurizer thermal transients will be reviewed with the intent 1o minimize
thermal effects on the Pressurizer lower head

1

I procedures ior other sysiems where thermal transients may occur will be conducted

o g review ol
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Acpons taken 1o address the second root cause of incorrect evaluation of the wansient cre as follows:

- operators will be trained on the busis for the Pressunzer heatup rate limas and the impact of
msurges during plant heatup

Additional Information

Other Licensse Event Reports (LERS) which have been submitted whish discuss similar events are as
fallows

LER Number Jule

92017 Pressurizer Vent Path Inoperable Action Statement Not
Ferformed

8G-010 Inoperable Fire Protection Hose House Due To Mispositioned

Valve Due t¢ Safety Tagging Deficiencies,

52~007 Conwrol Building Ventilation Not Placed in Filiered Recirculation
Due to Personnel Error.

7049 Missed Engineening Evahation Due 19 Misinterpretation of
Technical Specifications

LER $2-017 discusses an event where the Limiting Condition for operation (LCQ) for one inoperable
train of the Pressurizer Steam Space vent path was not unplemented. The root cause was personnel error
i not recognizing that closing and deeénergizing the actuator for a blocking valve requires that the
associated Power Operated Relief Valve (PORY) actuator also be de-energized. To prevent recurrence, a
change 1o the TS wili be submitted to clarify actiony required when one vent path is inoperable. The
corrective action addressed the specific problem of 3 ditferent TS applying to 1 piece of eguipment and.
therefore. would not have prevented this event,

LER 88-019 discusses an event where the conditon for exiting a Limiting Conditon for operation (LCQ)
were not satisfied prior 1o exiting the LCO. This LER involved a Fire Protection Hose House whith was
left moperable after repairs 1o a2 broken valve, The root cause was administratuve deficiency in that the
LCO exit condivions were not properly documented. This LER is sufficiendy different in root cause so
that the corrective aci‘ont «ould not have preventad this event

LER 88-007 discusses an event where the LCO reguiring thut the Control Building Ventilaton Sysiem be
in regirculation when a channel of the Radiation Monitor was taken out of service was not emered, The
root cause was personnel error in that the Senior Control Room operator faiied 1o tell the control reom
staff 1o perform the requued acuen. Whale both LERs involve personnel error, one is & failure to 1ake
correct action the other is failure to recognize that acuon was required and, therefore, the corrective
acuen for this LER would not have prevented this event

LER 87-049 discusses an event where an engineering evaluation required by plant Technical
Specifications withunn 72 hours of discovery of an inoperable snubber was not performed. The root cause
was misinterpretation of the Technical Specificasion in that the ume limit was applied 10 replacing the
snubber but not 10 when the engineering evaluation had to he pérformed.

ELLS codes
$ TS Cgmpurl I!
Reactor Coalant Svstem - AB Vessel = VSL
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