No"hm‘ Millstone Offices ® Rope Ferry Rd. Waterford, (1
Y
Utilities System P.O. Box 128

Waterford, CT 063850128
(203) 4471791

October 23, 1996

Docket No. 50-423
B15940

Re: 10CFR 50.73(a)(2)(ii)

U. S. Nuclear Regulatory Commission
Document Control Desk
Washington, DC 20555

This letter forwards Licensee Event Report 96-002-01, documenting a condition
that was identified at Millstone 'Jnit No. 3 on March 10, 1996. This LER was
initially submitted pursuant to 1JCFR 50.73(a)(2)(1)(B). Subsequent review has
determined that the initial corrective actions did not adequately address the
contributing causes.

The following are NNECO's commitments made within this letter:

B15940-01: All Operations Department Surveillance procedures will be
reviewed to determine if sufficient data is available within the
procedure to verify that the acceptance criteria have besn
satisfied. The review will be completed prior to startup from the
current outage.

Very truly yours,

NORTHEAST NUCLEAR ENERGY COMPANY

vy )(\j\\

M. H. Brothers
Unit Director, Millstone Unit No. 3

Attachment. LER 96-002-01

cc.  H. J Miller, Region | Administrator

A. C. Cerne, Senior Resident Inspector, Millstone Unit Na. 3 % /
V. L Rooney, NRC Project Manager, Millstone Unit No 3 Tl /1
961023
9611050184 35003423
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On March 10, 1996, with the plant in Mode 1 at 100-percent power, operations personnel discovered that an inadequate surveillance
procedure had been historically used for determining reactor shutdown margin when unisolating a Reactor Coolant Loop. A review
determined that there was at least one occasion which resulted in a noncompliance with surveillance requirements. Specifically, on May
26, 1995, at 0239 hours, with the plant in Mode 5 at O-percent power, the cold leg stop valve on Loop 3 of the Reactor Coolant System
(RCS) was opened without adequately verifying the reactor was subcritical by a required value within 30 minutes prior to opening the
valve

This was a noncompliance with Technical Specification 4 4 1 8 2, which requires that, “the reactor shall be determined to be
subcritical by at least the value required by Specifications 3.1.1.1.2 or 3.1.1.2 for Mcde 5 . within 30 minutes prior to opening the cold
leg stop valve

There was no safety significance to returning the isolated RCS loop to service T.e surveillance verified the boron concentration in
the isolated loop was greater than the RCS boron concentration, and both were greater than 2600 ppm as required by piocedure. The
reactor was subcritical by the required margin before, during, and after the eavent

As corrective action, changes will be made to the Technical Requirements Manual, the operating procedure, and the
surveillance procedure, to clarify the requirements for meeting Specification 4.4 1 6.2 In addition, a change will be proposed to
clarify Specification 4 4 1.6 2. This event was discovered during a review of conditional surveillances. A formal causal evaluation,
completed on September 20, 1996, determined that “personnel error’ was a contributing cause. The procedural error was
discussed with the responsible operator and reviewed with all Operations personnel. Additionally, all Operations Department
Surveillance procedures will be reviewed for related deficiencies

NRC FORM 366 (4-95)
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I.  Description of Event

On March 10, 1996, with the plant in Mode 1 at 100-percent power, a Shift Technical Advisor discovered that an
inadequate surveillance procedure had been historically used for determining shutdown margin when unisolating a
Reactor Coolant Loop. This discovery was made during a planned conditional surveillance review. which was being
done to ensure conditional surveillance procedures were adequate. A subsequent review determined that there was
at least one historical occasion where the inadequate procedure resulted in a noncompliance with Technical
Specification surveillance requirements. Specifically, on May 26, 1995, at 0239 hours, with the plant in Mode 5 at 0-
percent power, the cold leg stop valve on Loop 3 of the Reactor Coolant System (RCS) was opened without
performing a surveillance to verify the reactor was subcritical by the amount required by Technical Specification
3.1.1.1.2 or 3.1.1.2 within 30 minutes prior to opening the valve.

This condition resulted in a noncompliance with Technical Specification 4.4.1.6.2. Technical Specification 4.4.1.6.2
requires that, * the reactor shall be determined to be subcritical by at least the value required by Specifications
31.1.1.20r3.1.1.2 for Mode 5 or Specification 3.9.1.1 for Mode 6 within 30 minutes prior to opening the cold leg stop
valve."

At the time of the May 26, 1995 event, the RCS was being cooled by the Residual Heat Removal (RHR) system.
Although the 30-minute requirement in Surveillance 4.4.1.6.2 was not met, the corresponding Limiting Conditions for
Operation in 3.4.1.6 were met. The boron concentration in the RCS was 2770 ppm, the boron concentration in Loop
3, which was to be restored, was 2856 ppm, and the required boron concentration was 2600 ppm. The isolated loop
Tc was 90 degrees Fahrenheit and the highest operating loop Tc was 96 degrees Fahrenheit.

. Cause of Event

This event is attributed to a procedure inadequacy. The surveillance procedure for implementing the Technical
Specification had as an acceptance criterion that, “The reactor is subcritical by at least the value required by T.S.
31.1.1.20r3.1.1.2 for Mode 5 or T.S. 3.9.1.1 for Mode 6 within 30 minutes prior to opening coid leg stop valve.”
Operations personnel were aware of this requirement.

The data recorded on the surveillance form showed that the RCS boron concentration and the loop boron
concentration were more than 150 ppm greater than the required concentration. Upon reviewing the surveillance data
the operator concluded that the surveiliance was performed. However, the time requirement of 30 minutes for
opening the cold leg stop valve was exceeded by between 3 and 13 minutes depending upon subsequent
interpretation of when the reactivity determination was made and when the cold leg stop valve was considered open.
The form did not require comparing the interval to the 30-minute acceptance criterion, nor did it identify if “valve
opening” was initiation of the open stroke (when flow could first occur), or achieving a full open final position.

A formal causal evaluation, completed on September 20, 1996, confirmed that the cause of the event was “procedural
inadequacy”. Additionally, it determined that “personnel error” was a contributing cause. The operator performing the
surveillance and the Shift Manager reviewing the surveillance were aware of the requirement tq verify the reactor sub-
critical by the required margin within 30 minutes prior to opening the cold leg stop valve. However they did not
recognize that the 30 minute requirement was exceeded within the surveillance

NRC FORM 366A (4-95)
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111, Analysis of Event

There was no safety significance to returning the isolated RCS loop to service in this event. The surveillance that was
performed had venfied that the boron concentration in the isolated ioop was greater than the RCS boron
concentration, and both were greater than 2600 ppm as required by procedure. Additionally, the requirements of
Technical Specification 3.4.1.6 were met. The reactor was subcritical by the required margin before, during, and after
unisolaticn of the loop.

IV. Corrective Action

As corrective action, changes will be made to the Technical Requirements Manual, the operating procedure, and the
surveillance procedure, to clarify the requirements for meeting Specification 4 4. 1.6.2. In addition, a change will be
proposed to clarify Specification 4.4.1.6.2. This event was discovered during a review of conditional surveillances.
No other reportable events or conditions have been identified to-date. The conditional surveillance review will be
completed.

The formal causal factors evaluation identified the need to perform several additional corrective actions. The
corrective actions resulting from this causal factor evaluation were:

(a) The procedural error was discussed with the responsible operator.

(b) The Lessons Learned from this event were reviewed with all Operations Department personnel.

(c) LERs will be catergorized as Level “B" Adverse Condition Report (ACRs). Level “B” ACRs require formal
root cause evaluations. Exceptions to this process will require Management Review Team approval.

(d) All Operations Department Surveillance procedures will be reviewed to determine if sufficient data is
available within the procedure to verify that the acceptance criteria have been satisfied. The review and
any subsequent changes resulting from this review will be completed prior to stat up from the current
outage.

V. Additional Information

Similar Events

Manuf rer

ElIS System Codes
Reactor Coolant System - AB

ElIS Equipment Codes

None
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