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ABSTRACT [Limit 1o 1400 spaces e anpronimately Heen SirQie-spans typewritlen lings; (16

On November 15, [990, at 1330, with the plant in MODE 1 (75% power, $65%F, 2270 psig). Service Water
header cross-tie valve, 2-SW-C"A  was found open by a plant engineering technician performing a routing
intake structure inspection, The control room was notified and an operator manually ciosed the valve. No
emergency operations were performed. No equipment was ¢cvcled 1o its accident position. The specilic cause ol
the event 15 unkrown bul the most iikely cause 18 either improper positioning of the cross=tie valve or the valve
was inadveriently re-positioned during ma..'enance acuvites. This event s being reported pursuant to the
requirements of paragraph 30.73(a)(2){1}, reporing any operation or condition prohibited by the plant's
Technical Specificauons

Similar LERs: None




[ 0

MNAD Porm S66HA VB NUGCLEAE REGULATORY COMMIBSION APPROVED OMB NO. 31800104

ExPRIES & 30 92
E90Mated DUrORn DO (WEDONSE ;? aomply :Mh this
infun nstion solieotion regues’ 50 O wrs  Forward
LICENSEE EVENT REPORT (LER) SEMTEALE T8gar0ing burgen eelimaie 16 the Recoras

T‘XT CONT'NUAT'ON ang Repons Managemen! Braren (p=630 U §& Nuciear

Reguiatory Commission Washington DC POSEE. ang to

tre Paperwors Redguotion Promest (3160=0104 ) Otfie of

Management anct Budget Washingtor DO 20605

Millstane Nuclear Power Station

Unit 2 H‘JDIOLOJJI:’I‘ uln- ()12]2- 0]0 nl.'; OF (»l_':

PAGLITY HAME (1] DOOKET NUMBER (2) LER M. £ (6 PAGE (2

vEAR |o I

9

YEXT (It more space is 'euuies  use aoditional NRC Form 3664 ¢

I

L.

i o

On November 15, 1990, a1 1330, with the plant in MODE 1 (78% power, 563°F, 2270 psig), Service
Water header cross«tie valve, 2-SW=974 was found open by a plant engineering technician while
performing a routine intake structure inspecuon. The control room was notified and an operator
manually closed the valve. At the time, the plant was returning to service following refueling

The Service Water (SW) system 15 configured with three supply pumps, the 'A’, ‘B’, and 'C' and two
supply headers, the A and B, The ‘B’ pump is the swing pump and can be aligned 1o either the A or B
SW header. Cross=tie valves are situated between the ‘A’ and ‘B’ pumps (2=SW-=97A) and between the
‘B and 'C' pumps (2-8W=97B) 10 faciitate the swing feature of the ‘B' pump. Normal system operstion
has the "A’" pump on the A header and the ‘C' pump on the B header with one of the Cross=tie vaives
closed and the *B' pump out of service

At the time of the event, the plant was returning to service after a refueling outage. During the outage
both of the cross=<tie valves were removed from the piping system. The cross=tie valve in guastion,
2=8W=97A, was removed from the system, for the duration of the A and B header outages, so that one
header at a ume could be removed from service for repatrs without affecting the seismic ntegrity of the
remaining operable header. The other cross=tie valve, 2-SW=97B, was also removed from the svstem,
for the duration of the B header outage, while the adjacent piping was replaced. Valve 2-SA~97B was
re~installed during the B header vutage. Valve 2-SW=074 was re~installed un October 30, 1990 after
the Service Watler system repairs were completed. The remote control and indication from the control
room for both cross=tie valves and the interlock [eature between them was not reconnected at this time.
Subsequent 1o October 30, 1990, complete restoration of the controls and indication for valves
2=SW=0T7A and 2-SW-U7B was ham .red by necessary SW [low testing and broken instrument air
supply piping. After November 3, 1990, the restoraiion was precluded by the removal of the ‘C' §W
pump. Consequently, the valves were operated manuaily with local indication of their position throughout
the periad.

Operations Surveillance Procedure 26123C«1 was performed on October 30, 1996 which verified that
valve 2-SW-97A was open since & flow path through the valve was required to support operation of the
‘B’ Service Water pump on the "A’ Service Water header. On November 2, 1990 the ‘A’ SW pump was
returned to service on the 'A’ SW header and the ‘B’ SW pump was switched to the 'B’ SW header as
directed by Operauons Prosedure OP 2326A. During these system nerations, the appropriate Operations
Surveillance Procedures were performed. On the [ollowing day, November 3, 1990 the ‘C' §W pump
was tnken out of service lor repairs.  On November 15, 1990, valve 2-SW=07A was found open thus
identilving the cross=tieing of both Service Water facilities

Causs of B

The specific root cause of the event is unknown, but, the most likely cause is either improper positioning
of the cross=te valve or the valve was inadvertently re~positioned during maintenance activities

Improper valve positioning may be the cause due In part to the compiexity of system manipulations
encountered at this time and the confusion inherent in the cross-ue valves local position indication when
operating in the manuai mode. The cross=tie valve local position indication s difficult to read and the
actuator arm for one cross=tie valve operates in an opposite manner from the other cross-tie valve.

The maintenance acuvity being considered in this evaluation is the repair and connection of the
instrument air supply 1o the cross=tie valves. The cross-tie valve position could have been changed if the
alr supply was activated without Operations involvement during or after the repair acuvity

It should be noted that investigaton of the events and interviews with the operations personnel involved
al the time of the pump swap indicate that the proper Operating Procedure (OP 23264) and Surveillance
Procedures (2612C~1 and 2612D~1) were performed
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I Analyvs ol Event
This event is being reported pursuant 1o the requirements of paragraph $0.73(a) (2} (i), reporting any
operation or candition prohibited by the plant's Technical Specilications
With header cross=tie valve 2-SW=97A open, facility separauion was not maintained. In this
configuration, the SW system funcuoned as one common header instead of the 1wo independent headers
required by the Technical Specilications
The longest amount of time that the header cross=tie valve, 2-SW<974A, could have been improperly
positioned was [rom November 2. 1990 (0 November 15, 1990, or a total of approximately thirteen days
During this period the reacior plant was critigal for the last seven days
Review of the Design Basis Accident (DBA) response of the SW system indicates that it would not have
performed its inténded funcuon. During the DBA it 1s assumed that only one Emergency Diesel
Generator will start. With this being the case, one SW pump would be operating on two headers which 18
an unanalvzed thermo/hvdraulic ¢conhguration
If it s poswilated that one of the headers were to break, the ability of the system to perform its intended
function would have been lost since both pumps wouid have supplied water to the break. Only a
minimal amount of cooling water would then be available for compaonent heat removal
I\ Correguve Aclon
The corrective action was 1o immediately reposition the ¢ross=tie valve, 2=-8W-97A, 1o maintain facihty
separation
As previously indicated. the specific cause for the valve mispositioning was not determined. It will be
re-inforced with the incdividuals performing maintenance activities that valve position cannot be changed
without the involvement of the Operauons Department. There has been no previous evidence of a
problem (n this area
Action to prevent recurrence will be applied based on the possible cause of improper positioning. These
actons are as follows:
L. The surveillance procedures wiii be changed to inciude a specific verification for header cross=ue
valve alignment when operating the valves in the manual maode
+.  Enhancements will be made to the valve local position indicaton
\ . { | () 3 3
There were no [ailed components
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