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UNITED STATES OF AMERICA
NUCLEAR REGULATORY COMMISSION

BEFORE THE ATOMIC SAFETY AND LICENSING BOARD

In the Matter of:

Northeast Nuclear Enerqgy Company

(Millstone Nuclear Power Station,

Unit No. 3)

Docket No. 50-423-LA-300

Ox: L

ASLBP No. 00-771-01-0&

CONNECTICUT COALITION AGAINST MILLSTONE AND

LONG ISLAND COALITION AGAINST MILLSTONE

SUBMISSION RESPONSIVE TO NRC STAFF'S MOTION TO COMPEL

J -2 P22

Pursuant to the order of the Atomic Safety and Licensing Board

Panel entered on May 26 on the NRC Staff's Motion to Compel dated

May 3, 2000, the Connecticut Coalition Against Millstone ("CCAM")

and Long Island Coalition Against Millstone ("CAM") (collectively,

the "Intervenors")‘submit the following:

(1) Specific Interrogatory N(6): Identify the boron loss event

cited on page 100 of the prehearing conference transcript,
as to name of plant and sate. Specific the cause, the amount

of boron lost, the duration of the event,
and the result. Make specific reference to all documents,

the actions taken

records, statements or sources which relate to your answer.

Response: Please refer to attached Preliminary Notification

Index I1-990996 Millstone 2 and attachments thereto.

(2) Experts (2): For each expert named in the answer to General
. (d) any authorities and/or

treatises upon which the expert relies.

Interrogatory 1, state

Response: Please refer to attachments provided in "Connecticut

Coalition Against Millstone and Long Island Coalition Against Millstone

Supplemental Response to Northeast Nuclear Energy Company's First

Request for Production" dated May 30, 2000. Other authorities may

be relied on as the brief preparation develops.

CONNECTICUT COALITION AGAINST MILLSTONE
LONG ISLAND COALITION AGAINST MILLSTONE

W@s SECV—O‘H

Tel.

on, Esqg.
s Highway
Ridge CT 06876
203-938-3952
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PNO-1-99-006 Millstone 2

Preliminary Notification index | News and Information | Main NRC Home Page | E-mail.

January 29, 1959

PRELIMINARY NOTIFICATION OF EVENT OR UNUSUAL OCCURRENCE PNO-I-99-006

This preliminary notification constitutes ERRLY notice ¢f events of POSSIBLE
safety or public interest significance. The information is as initially
received without verification or evaluation, and is basically all that is
known by Region I staff in King of Prussia, Pennsylvania on this date.

Facility Licensee Emergency Classification
Northeast Utilities Notification of Unusual Event
Millstone 2 Alert

Waterford, Connecticut Site Area Emergency

Dockets: 50-336 General Emergency

X Not Applicable

Subject: INADVERTENT TRANSFER OF WATER FROM THE MILLSTONE UNIT 2 SPENT
FUEL POOL

On January 28, 1999, operators inadvertently reduced spent fuel pool
water level by 2 inches (approximately 2700 gallons) when purification of
the spent fuel pool water was initiated. For the previous several days,
operators had been using the purification system to drain the refueling
cavity inside containment and transfer the water to the liquid
radiocactive waste system. When the refueling cavity was nearly empty,
operators secured the purification system pumps as specified in the
purification system operating procedure. This operating procedure
directed isolation of the purification system suction path. However, the
procedure did not include specific steps to isolate the purification
system discharge to the liquid radioactive waste system.

The operators held a shift briefing to discuss realigning the
purification system to clean the spent fuel pool water and reviewed the
purification system piping diagram. Then, the operators realigned the
system to purify the spent fuel pool water using a different section of
the purification system operating procedure, This section of the
procedure directed the isclation of the flow path from the refueling
cavity, as well as opening the suction and returxn path to the spent fuel
poel. Again, the procedure did neot include specific steps to isolate the
purification system discharge to the clean liquid radioactive waste
system.

After the purification system pumps were started, the operators noted
unexpected flow to the clean liquid radicactive waste system, and secured
the purification system pumps, The operators noted that spent fuel pool
water level had decreased and that level still appeared to be decreasing
with the purification system pumps secured, so the operators isolated the
flow path to the ¢lean liquid radicactive waste system. This action
terminated the spent fuel pool level decrease.

Throughout the event, the spent fuel pool water level remained above the
spent fuel pool low level alarm setpoint. Had the transfer of water
continued with no operator action, passive design features would have
ensured that adequate water remained in the spent fuel pool for cooling
and shielding of the stored fuel; thus the risk significance ¢f the event

is low,
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As a result of this event and a recent similar configuration control
event, the licensee has initiated a formal root-cause investigation to
identify corrective actions and an operations work stand-down to assess
operations depaxtment work practices. The spent fuel pool level has been
restored to its normal level. The licensee has concluded that this event
was not reportable.

The resident inspectors have been following the licensee's response to
this event.

The State of Connegticut has been notified.

The Region I Office of Public Affairs is prepared to respond to media
inquiries.

The information in this notification is current as of 12:00 noon on
January 29, 1998.

Contact: Jacque Durr
(610)337-5224

NEIEOAARA 1A 31 DY



‘MRY-2E6~2000 89:54 NRC OGC P.17/24

.

Information Search on CR # M2-99-0304 Tuesday, March 28, 2000

CR No: M2-99.0304 APPROXIMATELY 2370 GALLONS OF SFP WATER WAS
TRANSFERRED TO THE CW

SYSTEM ‘
Event Date:  Ops Screen Date:  Signif Level: CR Status Code: CR Pracess Code: Reportability Code;
0412811999 01/28/1999 2 o] R N

Documaeant Notes:

CONDITION DESCRIPTION While aligning Refuel Purification from the RFP Lo the SFP. transferred approximately 2370 gallons of SFP
waler to the CW system  This was dus ta two valves that were OPEN per OF 2305, Seclion 4.29.9 and not closed prior (o lineup for SFP
punficabion **3/13/99. Snificance level changed ltem 1 to 2. Approved by MOMRYT on 2/24/99. J. Carpemier - Organization(s)
Responsible. Qperations - Respons;ble lof aligning plant systems and caviaw, validalion and approval of Ops. procedures. CPG »
Respensidie for revising Ops. procadures What Happened: During the days preceding itms event, Refuel Pool Level had been reduced
pnmarily by diverting a pornion of the Shutdawn Cooling fllow siream to the RWST 1 accerdance with QP 2301E, Draining the RCS

(IPTE). in preparalion for reactor vessel reassambly. Afer the reactor vessel head is in place. a subsiantial amount of water remains in
the areas of the refuel pool (the north and south saddles) below tha reactor vessel flange. This waler is transferred to enther the RWST or
the Clean Radioactive Wasle sysiem using tha spent fuel pool purification pumps. The prefecred dastination is to the RWST as this

allows fot 10Q% recovery and re-use of the waler. A subsection is provided in the procedure that aliows diversion of the watar La the
Clean Radwaglive Waste system if there 15 insulficienl room in the RWST  On several occasions (evolution stopped and started several
times lo accommodate re-use of water for filling SITs a3 described below) on 1/25/99 and 1/26/99, water was transferred from the saddles
to the RWST with the imtent of reducing the level in the saddles 1o zero. Foilowing the tensioming of the reacler vessel head and during the
saddie draining, the following amergent plan 1o reuse more RFP {saddle) water to fill the SITs was implemented. Waler would be
transferred until the level in the RWST raachad a high value, RWST water would then be transferred to the RCS uniil an upper RCS level
value («99in) was reached. At this point, water would ba ransterred o the Safely Injection Tanks to restore SIT tevel to nomal Onca
RWST level hao been reducad to an accepladle level, water was again translarred to lhe RWST from the saddles. This was a change in
planning to reyse watsr. Although, its a good idea in one respect. it taused significant additional activity lo be managad by the Centrol
Room in an already busy schedule. At 1830 (late in the day shiRt) on 1727/99, with the RWST lave! high, the south saddle was aligneg to
the Clean Radioactive Wasta Systern and the SFP Purifisation Pump was starled, This alignment opens two in-line vaives (2-RW-356
and 2-LRR.424) at the outiet of the purificatien demineralizer lo clean radivactive waste. Shift wrnover was compleled about an hour Jater.
Duning the Aux. Bldg. turnover the RFP pymp down evolution and fowpath was described verbally. Prints and markups were nol usad (o
describe the ongoing evolution. At 2004 with level low in the saddies, the SFP Purification Purnp was stopped and tha restoration valves
closed by procadure. The water level in the saddles at this lime wers between 1 1/2 and 2 lest. The procedural limit for secunng the
purification pumps is at 6in to prevent cavitation of the pumps. At Ihis point the PEO was led to believe that the evolution was secured
from 1he RFP through purification line up to Clean Radwaste by the procadurs (valves 2-RW-356 and 2. LRR-424 stil opan). The
resioration section (seclion 4.29 of OP 2305) of the procedurs did not provide the necassary guidance 19 restora the flowpath to claan
radwasle through 2-RW-356 and 2-LRR-424. This realignment was alsa performed by night shift PEOs, as turnover had taken place.
Accordingly, there was na real potential for one shift to racagnize that the valves they opened #arlier were not closed In the restoration
section of the procedure. The final drain down evolution of the saddles through the temp, filters was then performed by procadure. This
change in configuralion was nat logged; it was nol ¢lear that the US was aware of ine plant line up. Batween 2004 on 1/27/99 and 0344
on 1/28/89, the Auxihary Building PEQ realigned tha porions of the SFP Cooling and Purification system as specified 1n OP 2305, first
bypassing the SFP demineralizer and then allgning SFP Purification to the SFP. Whan 2-RW.55. Rafual Water Putification System
Return lo SFP. was opened, (estimated at 0337) water began flowing from the SFP Pumnp dgischarge {o the Clean Ragiocactive Waste
system. At this point, the fact thal inventory was deing lost from the SFP was not known to the operalions stalf, The PEQ staned the
Purification pump at Q344. About 4 minutes later. tha PEO adjusted SFP suclion flow down from about 1100 gpm o around 1000 gpm,
momentarity picking up the low suction fow alarm in the procass. 11 minutes aftar the Purification pump was slared. the PEO slopped
Ihe pump after observing flaw to the Clean Radioactive Wasle System. This was an alant discovery by tha PEQ, in thinking outside the
box. as na annuncialors or flow alarms aiarted to this parameter, The PEO went Lo the SFP and observed that SFP leve! had decraased
about 2 inches.  The contral room was nolified and the PEQ shut 2-RW-16. the Punficalion Pump suction. A subsequent chack of SFP
level indi¢aled that inventory was still being lost, as the flow path was still open through 2-RW-85 lo the demineralizer outlet and thea
lhrough 2-RW.356 and 2-LRR.424 to clean radioactive wasle. The PEQ and the US determinad that the path te Ciean Radigactive Wasle
was still open and valve 2.LRR-424 was closed. At this point the loss of SFP inventory was terminated. A total of approximately 2370
g3llons was lost from the SFP. There were no releases to the environment as a resuil of this event. Part of revision 18 to OF 2305,
effective 12/15/96. involved merging a separate section for pumping the saddies o clean radwasle with the section for draining the RFP 1o
the RWST via punfication. The revision process failed Lo caplure all the restoration steps that would have ensured that tha valves lo
clean radwaste gel closed. Additionally, some resloration steps for drawmng the RFP via the purification sysiem (section 4.29 of OP 2305)
could cause a PEQ Lo enter and exit CTMT multiple limes unnecessarily Also noled, is that lhis section accomrodates aligning the RFP
dran filler wiich 1 for all practical purposes a separate evolution. * The root cause of this evenl 1§ inadequale work praclice during the
procedure revision which lead to a deficiant procedurs that resuited in twa valves baing opened with no subsaquent steps o close the
vaives as part of a resloration activity. Other procadural deficiencies which complicate subsequant resloration activilies exist.
Contributing factors involved: * Changing the plaa for pumping down the RFP ta reuse the water for filling the SITs treated emergent work
In that muitiple evolylion's were requited. This compounded an already busy work schedule  An abundance of on.going - schaduled and
emergent work has distracted SM and US attention from plant evelulions * A more detailed tusnaver between the USs ang Aux. Bldg
PEOQSs (1e the use of prints) may have ienufied 10 the oncoming PEO ang US. the vaives in quastion. A contribuling factor involves
slartng an evolulion in close proxsmity to smift lungver A side 1ssue discavered during this investganon involved command and control in
commumcaling and 1ogging changes In plast conliguration 1 e shifting line up from Clean Radwasle to temp. fillers) were lacking This
was nol 3 cause ol ihig even! Aclivily and Pracass Being Performed $ezunng fiom pumoing down lhe RFP saddies and placing the SFP
Cooling System on purificahion Why did ot Happen iApparent Causé) inpiention Lo deta inadequale work praclice existed when the las)
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revision (18) 1o the SFP Cooling and Puriication sysiem procedure was crealed. This event occurred as a result of procadural

nagequacy The seclion for draining the REP saddles was ngdequale from a restoralion standpoint. The restoration steps ailed 1a
150lale the clean radwaste flowpath ang another valve. This open flow path set up plant conditions, 50, lhal as 500N 35 2-RW-65 was
opened Lo ahgn SFP cooling 10 purificauon, the SFR level stared lo lower This efror in the procedure was crealed when two seclions of
the procedute were marged during ravision 18, When Lhe seclions were marged, resloralion sieps which were ingJuded snrev 17 did not
gettransierreg inlo the combined seclion. These sleps wauld have ensured hat the clean radwaste discharge path was isolated when
secunng from draining the saddles. Other procadure inadequacies were noled dunng this investigation. CONTRIBUTING CAUSES
Cognitive overioad on a more global basis at Uni 2 has resulled in inadequale work planning. An abyndance of on-going scheduled ang
emergent work has made the Control Reom a busy place, deferring SM and US attention fram plan! evolulions. Complicating the plan for
pumping gown the RFF saddles added 10 this warkload. A lack of information validation and verification when turning over the stalus of
the RFP purp down A mote delailed turnover (e the use of prints) may have alerted the nighi shik US and PEQ to the open flowpaih
and procadure deficiency. - Correclive Actions 1. Brief Ops. Depanment and CPG personnel an the following. a) Ihe results of this
investigation, the naed lor therough work praclices when implementing the procedure change process. b) maintaining a questioning
atlitude on all procedure drivan evolulians. ¢) using and marking up P&IDs far evolutions. Use hem for conducting luracvers, especially
during evolutions that are underway. d) mantaining 3 consarvative approach 1o plant evolutions, Treat each avolulion 88 a probiem that
needs lo be solved verse a job that needs 1o get done. e) 16 emphasize sticking to the plan and avoiding changes thal would adg scope to
an already abundant work load. 2. Managemeant presance has been ineraased in the Control Room 33 raquired 1o parform observalions
and to dellect 1ssues that distract US attention from plant and SM attention from the big plcture on plant evolutions. Added resources have
been provided to the shift 1o suppon tharough planning and resaarch for all plant evelutions by going (o four shift rolation and distriduting
the extra resources to suppert the abundance of ongoing work. This includes having outage coordinators rotale shifts with the crews 1o
provide added planning $upport. 3, The Uit 2 Operations depactmant initialed a Stand- Down on January 27 to allow the management
team lo evaiuate and understand 2 recent avents and to delermine a cortective actlon plan that will alfow us 10 procaed with confidence
toward MODE 4. The Stand-Down was terminaled on Friday, January 29, 1999. 4. Initiale Muman Performance Enhgncement refreshar
training for OPS persannel. $. The DC procass (procadure revision, review, validation and verification process) has baen improved sinca
this procedure was revised. More focus and organizational changes have bean provided ta manage the volume of work (o produce,
validate. raview, screen ang approve procedures. Muitiple coordinators at CPG and an SM have been incarporated inta the review
process 1o improve control aver the revision and change process. 6. The errant procedure needs to be modiflad 10 correct the restoration
sleps that caused this event and the other procedural discrepancies. Restore restoration steps to OR 2305 which ensures Ihat the clean
radwasle flow path 1solaled and miscelignacus olher improvaments (ses markup). 7. Perform a CR review in 6 months 1o detarmine if any
issues/events have oceurred due to technical errors in procedural guidanca.

AR Number: Assign Nbr:  Assign Subject; Assign Oue Date: Sched Reference  Mode Code:
99001497 01 M2.99-0304 LEAD: APPROXIMATELY 02/20/1999 . 20ATE NA

2370 GALLONS OF 5FP WATER WAS
Assign Status; COMPLETE Assign Type:  CATI

Responsible Group: 2MGROPS

Assignment Text:

M2.89.0304, Level 1/3

This assignment 1s given to 2MGROPS as lead:

Evaluate and provide a Roat Cause and a Corrective Action plan:

(You are assigned a rool cayse. !t is your responsibilily lo estabiish a team, Have your lead contact Bob Enoeh (ext 4205). He will
assign a mentor for your team. A mentor neads 1o be assigned sarly to halp with problem deseription devalopment, $cope and delermina
which 100l cause method ¢ usa in the analysis.)

CONDITION DESCRIPTION:

While aligning Ratuel Pyrification from tha RFP to the SFP, transferred approximately 2370 gaflons of SFP watar to the CW system. This
was due lo two valves that were OPEN per OP 2305, Section 4.29.9 and not closed prior to linaup for SFP purification.

'3/13/99 Approved by the MOMRT on 2/24/99 10 downgrade the significance leve! of this CR from 110 2. J. CarpentienX4723/2CAD
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Assignment Complation Nates:

Dunng the days precading this event, Refue! Pool Level had been reduced ptimarily by diverting a partion of Shutdown Cooluig flaw
stream lo the RWST in accordance with Op 2301E, Draining the RCS (IPTE), n preparavon forreactar vessel reassembly  After the
reaclor vessel heaq s in place, a substantial amount of water remanns i the araas of the refuel pool (the norh and south saddles)<ine
reactor vessel flange  This waler s lransleredio either the RWST or the Glean Radioaciive Wste sys, using the spant fuel pool
purification pumos The preferced destination 1510 Ihe RWST as this allows for 100% recovery and re-use of the wales A suly sochion 1§
proviged m the procedure lhat allows diveny ingof the water 1o the Clean Radioaciive Wasle Syslemaifthergts insutfcienl tom ui the

Punficaion Pump slaneq. This alignment opens two in-line vaives {2- RW.356 ang 2-LRR.424) at the outlet of the punhication demin.

The procedural liny for Secuning the punficat ionpumps s al 6" ta prevent cavitalion of the pumps. Al this point the PEO was led to beligve
that the evaiylio was secured fram the REP through purification line up to Clean Radwasle By the procedure (vaives 2-RW-356 an 2.LRR.
424 sull gpen) The restoration saction (secti n.4.29 of OP 23035) of the brocedure did not provide the necessary guidance to restore 1ne
flowpatn o clean rad asle through 2.RW.356 and 2.LAR-424. Betwean 2004 on 1/27/98 and 0344 on 1/28/99, the Aux Building PEQ
reahgned Ihe gort:gns of ine SFP Cooling and Punificalion system as specified in OP 2305, 15t bypassing SFP demineralizer and hen
algring SFR Pur 10 the SFP Whan 2:RW-E5, Reluel Water Punfication System Retyrn 16 SFP, was opened, (estimaled 3l 0337) water
began fNlowing from the SEP Pump discharge 1o the Glean Radioactive Waste sysiem. Al this point. tha fact that nventory was being los!
lrom the SFP was nel knewn (o the operations stalf, The PEQ started the Pyr pump at 0344, About 4 minules later, the PEO adjusted
SFP suction flow down from about 1100 9rM 10 around 1000 gpm, momentarily pieking up the low suction fiow alarm in the process. )

wentlo the SFP and observed that lavel had decreased about 2 inchas. The controlf ragm was nolified and the PEQ shut 2-RW- 16, the
Punficaton Pump suction. A subsaquent cheek of SFP lavel indicat d thal inventoty was shil being lost, as the flow path was sl open
through 2.RW.85 16 the dermineralizer outlet and than through 2-RW-356 and 2-LRR-424 to clean radioactive wasle. The PEQ and the
US determined that thepath 10 Clean Radioactive Wasta was siil open and 2.LRR-424 was closed. Al this point the loss of SE inventory
was terminated. A total of approximately 2370 gal. was lost from the SFP. Thers were na release to the environmen!t as a rasult of this
event Inallention to detail, inadequate work practice exlsted when the last ravision (18) 1o the SFP Cooling arid Puri ication systam
procedure was created. Event occurred as a resull of pfocedural inadequacy The section for draining the RFP saddles was inadequate
from a restoration slandpeint. The rastoration sleps did not isolate the clean radwaste Nowpath and anathar valve. This open (low path
sel up planl conditions, 50 that as soon as &-RW-65 was opened 16 align SFP coelin to purification, Lhe SFP level started (o lower.
Cognitive overload on a more globat basis at Unit 2 has resulted in inadequate work planning. An abundance of on-going scheduled and
emergant work has made the Control Room a busy place, deflerrdng SM and US attention from plant evolution’s. A lack of informalion
vaidalion and verification when urning over the stalus of the RFP PumMp down. A mora detailed turnover (i.e, the use of prints)may have
dlented the ight smift US and PEO to tha open fiowpath and procadure deficiency. Corrective Actions: 8. Correclive Actions 16 Mirimize
Causal Factors: - Bnef Qps. Depariment and CPG personnel on the follow ng: a) the results of this investigation, the need for thor
oughwork practices when implementing the procadure change process. b) maintaining a questioning attitude on all procedure riven
evolubion's. o} ysing and marking up P&IDs for evelution's, Use them for conducting turnavers, especially during evolution® that ars
undervay d) maintaining 3 conservative approach to plant evoluli on's. Treat each evelulion as a problem that neads lo b solved verse a
100 that needs to gat done, e) emphasize slicking to the plan and avoiding changes that add scopa to an aiteady abundant werk load 2
The Unu 2 Operalions depanment initiated a Stang. Oown, Janvary 27 1o sliow the management leam to eval, and understand 2 recent

restoration steps that caused this avent, * Monitoring for Effectivenass: Parform a GR raview in 6 months to determine il any issues

Jevents have occyrrad due to inadequate procedural guid anca and to dalermine if any significant technical errors are discovered in
procedures

AR Number; Assign Nbr: Assign Subject: Assign Due Date: Sched Referance  Mode Code:

99001497 02 CR M2:98.0304 Perform a CR 08/20/1998 NA NA
reviaw,.,, ’

Assign Status: COMPLETE Assign Type: CATE

Responsible Graup: 2ZMGROPS
Assignment Text:

3/24/199 Effechiveness monitonng assigament for CR M2.99-0304 o Hagan, due 8/20/99

Perform a CR review in 6 months 1o delermine if any issues/events have occurred due lo lechnical errors i pracedurat guidance fsue
teaser <5206 U2CAD
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Tuesday, March 28, 2000

Assignment Completion Notes:

The purpase of this corrective action is to parfarm an eHeclivenassraviaw for similar CRs six months 3fierthe evant. The goal was 1o
astermine if issues or events had occurred due to teennical errors in procedures Alinough, severat CRs were generaled for procedural

discrepancies, no erars or evants were attribute 19 technical arrors in procadures. - Theconciusion of this eflectiveness review 15 thal no
adversa lrend exists
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CERTIFICATE OF SERVICE

I hereby certify that copies of "Connecticut Coalition Against
Millstone and Long Island Coalition Against Millstone Submission
Responsive to the NRC Staff's Motion to Compel” and the documents
identified therein in the above-captioned proceeding have been served

on the following by deposit in the United States Mail,

first class,

this 30th day of May, 2000, and transmitted by telefax to Ann P.

Hodgdon, as follows:
David A. Repka, Esqg.
Winston & Strawn
1400 L Street NW
Washington DC 20005

Office of the Secretary
U.S. Nuclear Regulatory Commission
Washington DC 20555

Adjudicatory File

Atomic Safety and Licensing

Board Panel

U.S. Nuclear Regulatory Commission
Washington DC 20555

Office of Commission

Appellate Adjudication

U.S. Nuclear Regulatory Commission
Washington DC 20555

Charles Bechhoefer

Chairman

Atomic Safety and Licensing Board
U.S. Nuclear Regulatory Commission
Washington DC 20555-0001

Dr. Richard F. Cole

Administrative Judge

Atomic Safety and Licensing Board
U.S. Nuclear Regulatory Commission
Washington DC 20555-0001

Dr. Charles N. Kelber
Administrative Judge

Atomic Safety and Licensing Board
U.S. Nuclear Regulatory Commission
Washington DC 20555-0001

Ann P. Hodgdon

Office of General Counsel

U.S. Nuclear Regulatory Commission
Washington DC 20555




