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Gentlemen:

This letter forwards update Licensee Event keport 90-007-01.

Very truly yours,

NORTHEAST NUCLEAR ENERGY COMPANY
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Director, Millstone' Station
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Attachment: LER 90-007-01

cc: T. T. Martin, Region I Administrator-
-
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W. J. Raymond, Senior Resident inspector, Millstone Unit Nos.1,2 and 3
G. S. Vissing, NRC Project Manager, Millstone Unit No. 2
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On June 11,1990, at 0930, with the plant in Mode 4 at 238'F and.Or power, it was discosered thatc

Suneillance Procedure 2609E, Enclosure Building Filtration System (EBFS) Testing - Refueling, had not been
performed pnor to entering Mode 4. This is in violation of the Unit Technical Specification Survei; lance
Requirement 4.6.5. l(d). The suneillance procedure, which tests the operability of the EBFS by remotely
startin; each tram and verifying that each can draw a negative pressure in the Enclosure Buildmg, was
performed successfully immediately alter making this discovery.
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Similar Events: None
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1. Descrmtion of Frent ,

On June 11,1990, at 0930, with the plant in Mode 4 at 238'F and 09 power, it was discovered that -
| Surveillance Procedure 2609E, Enclosure Building Filtration System (EDFS) Testing - Refueling, had not

been performed prior to entermy Mode 4 The surveillance procedure, which tests the operability of the
EDFS by remotely starting each train and verifying that each can draw a negative pressure in the
Enclosure Buildmg. was successfully performed immediately after making this discovery.

II. Cauw of Event;

!

The cause of this event was personnel error in that the plant Technical Specification Surveillance t

Requirements were not correctly applied. The Technical Specification to which the operating staff
referred Surseillance 4.6.5.1(a), discusses performing a surveillance similar to SP 2609E esery 18
months or after a specific set of structural maintenance to the Enclosure Building Filtration System. The
maintenance performed in this case was not included in that set, and the test had been nun at the end of
the previous refueling outage (less than 18 months prior) so the operating staff concluded that the
surveillance was not required. The work actually done on the Enclosure Building had invalidated the
previous test (SP 2609E, required by Section 4.6.5.1(d)), and the unit therefore did not meet this
Technical Specification Surveillance Requirement.

|
111. Anah <ic of Event

At no time during this event was the plant in an unsafe condition or was there any risk to the public.
, The surveillance procedure was performed satisfactorily immediately after the error was discovered. The
I plant was in Mode 4 for less than 6 hours before the error was found and corrective action was taken.

IV. Cntrective Action

The immediate corrective action was to perform the missed surveillance. Long term corrective action
consisted of discussing this event with the individuals involved. This event has been discussed with each
operating crew to ensure that similar mistakes are not made. In addition, the Plant Heatup procedure
(which controls the Heatup Checklist) has been revised to ensure that this mistake is not repeated.
Because this was an isolated incident, no further action is required.

V. Additional Information

Similar Events: None

gorm m
i


