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General OHices ¢ Selden Street. Berlin, Connecticut

PO BOX 270
HARTFORD. CONNECTICUT 06141.0270
(203) 865-5000

December 12, 1990
Rocket No. $0-336
Re: 10CFR2.201

Mr. Thomas T. Martin

Regional Administrator, Region |
U.S. Nuclear Regulatory Commission
475 Allendale Road

King of Prussia, PA 19406

Dear Mr. Martin:

Millstone Nuclear Power Station, Unit No, 2
NRC Region | Inspection No. 50-336/90-18
i i n

By letter dated November §, 1990.(1) the NRC transmitted its Inspection Report
No. 50-336/90-18 and associated Notice of Violation and Notice of Deviation.
The violation involves the unavailability of the reactor vessel level monitor-
ing system during reduced inventory operation, and the deviation involves a
failure to implement a commitment for the spent fuel pool boraflex coupon
surveiilance program at Millstone Unit No, 2. The Staff requested that
Northeast Nuclear Energy Company (NNECO) respond to the Notice of Violation
and the Notice of Deviation within 30 days of receipt of the letter which
transmitted these notices. NNECO hereby submits its response to the Notice of
Violation and the Notice of Deviation as Attachments 1 and 2, respectively.

In addition, the NRC noted concern in its Inspection Report that Millstone

Unit No. 2 has recently experienced a number of personnel performance-related
problems., The NRC Staff also requested that NNECO respond to this matter
addressing specific noted examples of personnel performance problems and

describe the actions taken individually and collectively to prevent recur-
;ence. NNECO’s response to this issue is provided as Attachment 3 to this
etter.

(1) E. C, Wenzinger letter to E. J. Mroczka, "NRC Region 1 Inspection
No. 50:336/90-18," dated November 5, 1990.
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NNECO trusts that the information provided herein fully addresses the NRC
Staff’'s concerns regarding these issues. Please contact us if you have any
questions.

Very truly yours,
NORTHEAST NUCLEAR ENERGY COMPANY

fOR: E. J. Mroczks
Senior Vice President

/«C ‘& /Z»"//
W. D. Romberg”"
Vice President

BY:

Attachments
¢c: T. T. Martin, Region | Administrator
G. S. Vissing, NRC Project Manager, Millstone Unit No. 2
W. J. Raymond, Senior Resident Inspector, Millstone Unit Nos. 1, 2, and 3

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

STATE OF CONNECTICUT)
) s§s. Berlin
COUNTY OF HARTFORD )

) TR
Then personally appeared before me, %..Sllﬁﬁﬂlﬂh:f who being duly sworn, did
state that he is Semsww Vice President of Northeast Nuclear Energy Company. a

Licensee herein, that he is authorized to execute and file the foregoing
information in the name and on behalf of the Licensee herein, and that the
statements contained in said information are true and correct to the best of

his knowledge and belief.
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Attachment No. 1

Millstone Nuclear Power Station, Unit No. 2

NRC Region | Inspection No. 50-336/90-18
Response to Notice of Violation

December 1990
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11.

Millstone Nuclear Power Station, Unit No. 2
NRC Region 1 Inspection No. 50-336/90-18
e RESDONSE L

staff Statement of Deviation

“Licensee technical specification amendment submittals on June 24, 1985,
and May 21, 1986, committed to provide direct dosimetry measurements of
cumulative gamma exposure as part of the spent fuel pool boraflex coupon
surveillance program, The proposed submittals were approved by the NRC
staff as issued in technical specification amendments 109 (January 15,
1986) and 117 (June 2, 1987),

"Contrary to the above, since the start of the boraflex surveillance
program on May 6, 1987, per surveillance procedure SP 21026 "Spent Fuel
Pool Poison Coupon Surveillance System," direct dosimetry measurements
were not used to establish an accurate record of cumulative gamma expe-
sure to the spent fuel pool boraflex coupons."

Discussion

The overall objective of monitoring exposure indicated by the NNECO
amendment request dated July 24, 1985, was to establish an accurate
record of the cumulative exposure,

The submitta) detailed the fact that the manufacturers’ qualification of
the boraflex was 1.0 x 10! rads gamma, and calculations have shown this
to be equivalent to at least 5 years in the pool environment. The
recording of the cumulative exposure would confirm the time frame wherein
the in-pool exposure approached the vendor's qualification,

Periodic testing and examination of poison specimens would take place
beyond the point at which the cumulative exposure exceed those of the
documented tests. The surveillance progrum would officially commence
after approximately 5 years of exposure in the pool environment (approxi-
mately May 28, 1991).

NNECO believes the overall objective to establish an accurate record of
the exposure history as discussed above has been satisfied. This infor-
mation has been provided to the resident inspector. In addition, the
NNECO commitment as referenced in letters dated July 24, 1985, Attach-
ment 2, page 25, Section 4.7, and May 21, 1986, Attachment 2, page 4-44,
Section 4.7 has the surveillance program commencing in 1991. This
program was accepted by the NRC Staff in a letter dated January 15, 1986,

Furthermore, NNECO ccnsidered it to be prudent to institute an acceler-
ated surveillance program to evaluate the poison coupons at 9-, 18-, 36-,
48-, and 60-month intervals. This intelligence would serve to enhance
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counseled to be more attentive to detail while tagging and restoring equipment
to service. Operations personnel are keenly aware of their responsibilities
in this regard.

The root cause for the event which occurred on September 20, 1990, was elec-
tromechanical interference (EMI) resulting from the collapsing magnetic field
of the relay in the trip isolation module. This relay de-energizes when the
inhibit key switch is placed in the "inhibit" position. Failure to follow the
proper procedure step sequence also contributed to the conditions that caused
the actuation,

The technician has also been counseled to follow procedural sequences and the
engineered safety actuation signal calibration procedure has been revised to
1imit the calibration of one channel of one parameter ot any given time,

The troubleshooting results are being evaluated with the vendor to consider
the use of noise suppression devices and circuitry modifications that would
then allow multiple calibration activities without an increased risk of
inadvertent trips.

Main Steam Isolation (MSI) Actuation of September 27, 1990 (PIR 90-101)

This event was not personnel error-related. Procedures were properly followed
and the actuation occurred as a result of electrically-generated noise spike
when test switches were positioned. One technician was performing calibration
activities on RPS Channel 'A’ of prassurizer pressure, and one technician a
calibration on Channel ‘C* of MSI. No safety significance can be attributed
to this actuation. The system was not required to be operable in Mode 6 and
had been properly removed from service per the Technical Specifications. The
event is no' reportable per 10CFRS50.72 and 10CFRSC 7. Corrective action
implemented restricts calibration activities to one ¢. el at a time until
equipment modifications can be designed and implemented.

Loss _of Containment Integrity Ouring Refuel Operations (October 2. 1990)
(LER 90-018)

In order to prevent a future recurrence, an existing caution in OP 2316A has
been relocated to a more appropriate location in the procedure. This caution
reads: "The ADV's cannot be opened with the Steam Generator Secondary Manways
or Handholes removed while performing core alterations or moving fuel inside
Containment per Technical Specification 3.9.4.2." Operations Department
supervisors have been counseled on their key role in ensuring that attention
to detail does not lapse during periods of extensive maintenance work and
frequent.y changing plant conditions,

Missed Surveillance (LER 90-07)

This event occurred on July 10, 1990, outside of the time period of this
specific inspection report. The NRC inspector has previously verified
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NNECO Conclusions

We have evaluated the nuclear safety significance of these events and con-
¢luded that none has occurred. The events are troublesome to us both singu-
larly and in the aggregate. We have addressed each and initiated corrective
actions to prevent recurrence.

The need for attention to detail is continually reinfcrced at department
meetings and in managemer. interactions with plant personnel. The level of
performance exhibited by our personnel during these events was not to the
level that we expect of our personnel.

To place this issue in further perspective, we note that the 1990 refuel
outage work activity was a significant challenge. Almost 4200 work act.vities
were completed in one of the shortest critical path refuel outages experienced
to date b, Millstone Unit No. 2. The shorter critical path sequence which
Millstone Unit No. 2 has experienced over the last several outages is a direci
result of increased efficiencies in equipment, personnel familiarity with the
outage seguence, and our desire to maintain all radiological tasks as low as
reasonably achievable. This progressien to shorter critical path outages has
therefore been a natural evolution over time. While a similar activity level
existed in past outages, the work was completed over a longer time period.

In the 1990 refuel outage, critical path activity shifted from service water,
main turbine, steam generators, refueling operations, and the moisture separa-
tor roneaters. The fict that safety is the top priority, with the outage
schedule secondary, i: reinforced on a routine basis with plant personnel.

Ouring the outage, management continued to emphasize to all Millstone Unit
No. 2 persornel through daily department meetings, turnovers, and morning
meeting notes the philnsophy of error-free operations, attention *o detail,
and dual verification of activities where appropriate. In fact, we believe
the smooth start-up of Millstone Unit No. 2 following a complex refuel cutage
in which over 4200 work activities were successfully accomplished is a cradit
to the high quality of work and the attention to detail novanally demonstrated
by our employees.

Millstone Unit No. 2 management has expended considerable effort reviewing and
analyzing these events and is confident that the actions taken to date, which
will be continually reinforced in the future, will minimize recurrence of
similar events.



