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Re: 10CFR$0.73(a)(2)(i)

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

Reference: Facility Operating License No. NPF-49
Docket No. 50-423
Licensee Event Report 92-025-00

Gentlemen:

This letter forwards Licensee Event Report 92-025-00 required to be submitted within
thirty (30) days pursuant to 10CFR50.73(a)(2)(i).

.

Very truly yours.

NORTHEAST NUCLEAR ENERGY COh1PANY

FOR: Stephen E. Scace
Vice President - hiillstone Station
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BY: Ta L Clement

hiill: tone Unit 3 Director

SES/JSY:ljs

Attachment: LER 92-025-00

cc: T. T. h1artin, Region 1 Administrator
. ,

P. D. Swetland Senior Resident inspector, hiillstone Unit Nos.1. 2 and 3
V. L. Rooney, NRC Project hianager, hiillstone Unit No. 3
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Or. November 2,1992, at 1710 with the plant in mode 4 at 09 power. the acuons required by Limiting
Condinon for Operation (LCO) 3.4.9.2.a were not minated when the Pressuruer heatup rate of 100 degrees
Faluenheit m one hour was exceeded. The heatup occurred in the hquid space as a result of an insurge of
rebtnely cold water and subsequent return tc saturation conditiont The discosery was made by the control
room staff on Nosember 4 at 0100 while m 51 ode 3 at 09 power durmg resiew of the surveillance form, The
action statement was entered at that time. The I nit had changed modes between occurrence and discoseT

There were two root causes of thn esent. First, procedural guidance was not detailed for managing the insurge.
Second, sernor lu.ented operators believed that the temperature changes in the Pressurizer hquid space did not
consutute a pressuruer bettup if the steam space temperature remained constant.

To address the hrst root cause, a procedure change to minimize the insurge during plant heatup has been
implemented in addition, a review of other procedures which may result m thermal transients on other
components such as letdown and charging arid the safety injection accumulators will be conducted. To address
the second root cause, operators will be trained on the basis for the Pressuriier heatup hmits and the impact of
insurges durmg plant heatup.
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1. Decnption of Eunt

On Nosember 2,1992, at !?lo with the plant m Mode 4 at 09 power (350 psia and 210 degrees
Fahrenheit) the Pressunzer heatup rate htmt of 100 degrees Fahrenheit in one hour was exceeded. The
heatup roulted af ter the Rendual Heat Removal (RHR) estem was removed from service dunng the
plant heatup and an msurge of cold water entered the bottom of the precsunzer at approumately 1600
when the plant was m mode 5 at 160 degrees Fahrenheit. Presturizer water lesel increased
approxmlately 15c . The uater 6 pace cooled down 140 degrees Fahrenheit over the next 15 minutesc

Oser the no.t hour the water <pece heated up to pre-insurge condiuons. The operaung procedure did
not address methods for mmimtring 'Se msurge.

The fact that short term heatup rate was exceedec' was noted by the control room staff, honeser, they
did not consider this to be Techmcal Specihr 'lon Um;t of an actual Pressunter heatup since the steam
space temperature remamed constant. The fa . that the 100 degree Fahrenheit chante in one hour had
been exceeded was not recognized until 0100 on November J. The actions required by LCO 3.4.9.2.a
were ininated at ths time. The LCO uas euted at 0400 on Notember 4 uhen the engineermg evaluation,
which determmed that the pressunre was acceptable for continued operation, was completed

11. Cinuc_nLftem

Tuo root cau'es exist for thi.s event. First, the operating procedure did not provide a method for
minmuzing the insurge. If the operator had been able to reduce the stie of the insurge, the thermal
transiem on the Pressunzer would base been reduced. Second, sernor beensed operators behered that
the temperature changes m the Pressunter hquid space did not consutute a ;*ressurizer heatup if the
steam space temperature remamed constant.

111. An;thm of Event

This repon is being submnted in accordance utth 10CFR50.73(aH2:0)(B) as a condition prolubited by
Techmcal Specihcations.

Technical Speufication 3.4.9.2. requires that if the pressunzer heatup rate exceeds 100 degrees
Fahrenheit m one hour. the temperature must be returned to uithin hmits in the next 30 mmutes and an
engmeering evaluation on the structural truegrit3 of the pressurtrer must be performed or the plant must
be m Hot Standby within 6 hours and depressurized to 500 psia in the followmg 30 hours.

No actual safety degradanon occurred because the Preuurizer was determmed to be acceptable when the
engineenng esaluation was completed. Howeser, plant heatup continued placing the Pressunter in a
potentially unacceptable condmon for approximately 32 hours.

lY. Corretthe Action

The immediate corrective action was to perform an engmeering evaluation to senfy that the Pressurirer
was mthin its f augue hfe.

Actions taken to addrcss the first root cause of madequate procedural guidance are as follows:

- a procedure char.s to minimize the insurge during plant heatups has been implemented. Recent
industry information on Pressurizer thermal transients will be reviewed with the intent to minimize
thermal ef fects on the Pressurizer louer head.

- a reuew of procedures for other s3 stems where thermal transiems may occur uill be conducted.
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Acoons taken to address the second root cause of incorrect evaluation of the transient cre as follows:

- operators will be tramed on the basis for the Pressunzer heatup rate limits and the impact of
msurges durmg plant heatup.

V. Addnional InfrUnMiCD

Other Licensee Esent Reports (LERS) which have been submitted whi:h discuss similar events are as
foHows:

LER Nimh1 li!k

92-017 Pressuruer Vent Path inoperable Action Statement Not
Performed

69-010 Inoperable Fire Protection Hose House Due To Alispositioned
Vahe Due tc, Safety Tagging Deficiencies.

f9-007 Control Building Ventilation Not Placed in Filtered Recirculation
Due to Personnel Error.

57-049 51:ssed Engineenng Evaluation Due to Alisinterpretation of
Technical Specifications

LER 92-017 discusses an esent where the Limiting Condition for operation (LCO) for one inoperable
tram of the Pressurizer Steam Space sent path wa< not implemented. The root cause was personnel error
in not recogninng that closing and deenergizing the actuator for a blocking vahe requires that the
associated Power Operated Rehef Yalve (PORV) actuator also be de-energize 1 To prevent recurrence, a
change to the TS u,ll be submitted to clarify actions required when one vent path is inoperable. The
correctise action addressed the specibe problem of 2 different TS applying to 1 piece of equipment and.
therefore, would not base prevented this event.

LER $9-019 discusses an event where the condition for exiting a Limiting Condition for operation (LCO)
were not sattshed pnor to exitmg the LCO. This LER involved a Fire Protection Hose House which was
left moperable after repairs to a broken valve. The root cause was adminisuauve deficiency in that the
LCO exit conditions were not properly documented. This LER is sufficiently different in root cause so
that the corrective act ora would not have prevented this event.

LER $9-007 discusses an event where the LCO requinng that the Control Building Ventilation System be
in recirculation when a channel of the Radiation 31onitor uas taken out of service was not entered. The
root cause was personnel error m that the Senior Control Room operator failed to tell the control room
staff to perform the required action. While both LERs involve personnel error, one is a failure to take
correct action the other is failure to recognize that action was required and, therefore. the corrective
action for this LER would not hase prevented this event.

LER SLO 49 docusses an event where an engineering evaluation required by plant Technical
Specifications within 72 hours of discovery of an inoperable snubber was not performed. The root cause
was mismterpretation of the Technical Specihcation in that the time hmit was applied to replacing the
snubber but not to when the engineenng evaluation had to be performed.

Ells codes

Svstemt Component

Reactor Coolant System - AB Vessel - VSL
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